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PREFACE TO THE SECOND EDITION. 

I desire to thank the profession, both of this country and of Great 
Britain, for its cordial reception of the first edition of this work. I 
wish also to express my gratitude to the several reviewers of that 
edition, who were most lenient and kind in their criticisms. In the 
preparation of the present edition it bas been my effort to profit by 
the criticisms then made, as well as by the advice of many friends in 
the profession whose opinions I value highly. 

The following pages have been thoroughly revised, it having been 
my aim to bring the work up to date. While the task involved may 
not seem great to one not familiar with work of the kind, I have de
voted to it, in hours not required for professional labor, eighteen suc
cessive months. Inasmuch as the first edition was adopted as the 
leading text.book on the subject in nearly every homeopathic college 
in the country, the revision has been made with a heightened sense 
of responsibility. 

To a greater or less extent every chapter, and almost every page, 
has been altered. Some material has been expunged and much has 
been added. The chapters on ''Electricity," "Antisepsis and Asep· 
sis," " Pelvic Abscess," " Malignant DiseaseS of the Uterus," and 
11 Injuries Resulting From Childbirth" have practically been rewritten. 
A chapter devoted to those obstetric operations which the abdominal 
surgeon is so often called upon to perform has been introduced. In 
making these changes and additions I have drawn freely from various 
essays of my own, without deeming it necessary to mar the text by 
repeated references to the same. 

I have also increased the number of Illustrative Cases in lieu of 
statistical tables. This I have done only after having received the 
assurance of many general practitioners that the clinical feature of the 
work greatly enhances its value for those who cannot repeatedly avail 
themselves of the advantages offered by large hospitals and post-gradu
ate schools. 

One hundred and tweuty·three new illustrations have been added, 
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the most of which, with the exceptions of a few anatomical plates and 
cuts of instruments, have been obtained from my own practice. The 
illustrations include thirty-seven half-tone and colored plates. I am 
indebted to Dr J. H. Kellogg, of Battle Creek, for plates II, III and 
IV; to Mr. \V. B. Saunders for plates VII and XXI; and to the F. A. 
Davis Co. for plates VIII, XXIII and XXVI. I am also indebted to 
Dr. William Schneerer for photographing specimens; to Miss Emma 
Lane for the drawings from which the chroma-lithographs were made; 
and to Dr. Albert Seidal for several drawings. Messrs. Tiemann & 
Co., Max Wocher & Son and the Mcintosh Co. have kindly loaned 
me the electrotypes of instruments, batteries, etc. 

Owing to the want of time it has been impossible for me to do more 
than supervise the proof reading. A few typographical and rhetorical 
errors have consequently crept in, but as none of these destroys the 
meaning of the text I deem it unnecessary to append a list of errata. 

In conclusion, I desire to thank Messrs. Boericke & Tafel for their 
hearty coOperation in bringing out the present volume. They have 
given me carte blanche as regards the number of illustrations, chromo
lithographs, etc.-hence the responsibility for whatever shortcomings 
the book may reveal rests entirely with the author. 

]AMES C. Woon. 
CLF.V£LAN D, F tbrufny I , J898. 



PREFACE TO THE FIRST EDITION. 

When, four years ago, the publishers of this volume, Messrs. Boericke 
& Tafel, requested me to write a text-book on gynecology, I consented 
to undertake the task only after receiving assurances from them that 
their views were in entire harmony with my own regarding the field to 
be covered by such a work. An ideal text-book, according to my con
ception, was one which should not only embody in concise form for the 
specialist the most advanced teachings of the American and European 
schools of gynecology, but should present these teachings in such a 
way as to enable the st udent of medicine and the non-specialist to obtain 
at least an intelligent knowledge of the subject without exhaustive re
search. That I have fallen far short of this high ideal in the succeed
ing pages is apparent to no one more plainly than to myself: yet I have 
had it constantly in mind. An experience of nine years as a teacher 
of gynecology has convinced me that minutire are essential to the suc
cessful teaching of this most important branch of medicine. I have, 
therefore 1 endeaVored to lead the student on, step by step, into the broad 
field of the specialty, first dealing with those preliminaries without 
which he is ill-fitted to proceed further. I have devoted much space 
to diagnosis, especially to the diagnosis of abdominal tumors, believing 
most emphatically that blind gynecology has been the curse of woman
kind. I have introduced more than the usual number of illustrations 
and clinical cases, a feature which, I think, will aid the reader greatly 
in comprehending the text. Finally, I have endeavored so to present 
the treatment of the various affections dealt with that the busy practi
tioner may, without unuecessary loss of time, bring to his gynecological 
patients those agents and methods which have been devised and are 
uow being employed by the leading specialists of botll' schools. 

\Vith the foregoing objects iu mind I have largely eliminated histori
cal data and profitless discussion of theories1 at all times referring the 
reader for more extended information to special literature. I have also 
omitted the usual chapters devoted to diseases of the breast and diseases 
of the rectum, subjects which, although essentiall y gynecological, have 
come to be treated in various special works devoted to them. 
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I cannot but feel that the profession will appreciate the large number 
of illustrations from the Museum of the Royal College of Surgeons, 
London. I am not aware that any American specialist has before util
ized that splendid pathological collection for this purpose. All of the 
photographs of these specimens, as well as photographs and drawings 
obtained from my o\vn cases, were taken under my personal supervision. 

In the several series of Illustrative Cases, it has been my aim to intro
duce only those which serve to illustrate or emphasize the points dealt 
with in the text . Whenever such points are better illustrated by un
successful cases I have not hesitated to record my failures. 

In conclusion, I desire to acknowledge my indebtedness to the pub
lishers of ''The Annual of Unh·ersal Medical Sciences,'' in providing 
me references and advanced proof-sheets of that most excellent publica
tion; to Mr. Frederic S. Eve, Curator of the l\luseum of the Royal 
College of Surgeons, for his kindness in granting me unusual privileges 
in photographing specimens; to Messrs. Geo. Tiemann & Co., for hav
ing prepared for me new electrotypes of the instruments illustrated; 
and to my assistants, Drs. Mary Denison , Ida C. \Voolsey, Evelyn S. 
Pettit, and C. l\I. Thurston, for having rendered me invaluable service 
in the way of research, proof-reading, translating, etc. 

JAMES C. WOOD. 
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A T EXT-BOOK 

GYNECOLOGY. 

CHAPTER I. 

THE CAUSES O F GY N E COLOGIC A L DIS E ASES. 

Until our knowledge of pathology shall have become more accurate
1 

no classification of the DISEASES OF \Vo~1EN can be perfect. With the 
full consciousness of this fact I offer the following:-

ETIOLOGY OF GYNECOLOGICAL DISEASES . 

I. Co11ge11ita/. 
(a) Inherited feebleness of constitution; 
( b) Defects in or absence of development . 

II . Acquired. 
(a) Acquired feebleness of constitution; 
(h) Reflex functional disturbauce and nervous disorders; 
(c) Det·eloprnent of new growths and malignant diseases; 
(a) Uterine displacements. 

III. lnjlammalor;1. 
(a) Cellulitis; 
(b) Peritonitis; 
(c) Metritis, ovaritis, salpingitis, cystitis, etc. 

IV. Accidental. 
(a) Injuries resulting from pregnancy and parturition

r. Lacerations and cicatricial deposits; 
2 . Relaxation of the pelvic floor; 
3. Uterine inversion; 
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4. Fistulre, sloughing, closure of the os uteri, vagina, etc.; 
5. Ectopic pregnancy; 
6. Abort ions; 

(b) Hematocele. 

Inherited Feebleness of Constitution.-The Americans are no
toriously a nervous people. There are many reasons for this, the most 
potent undoubtedly being our peculiar climate which, in certain 
localities at least, tends to st imulate the nervous system unduly . 
It is true that within the domain of the United States the climate 
is most variable 1 but this fact only adds force to the statement 
adduced. My own observation leads me to believe that the resi
dents of the warmer regions of this country are less nervous than 
those who reside in the more rigorous and changeable sections. 
Emmet calls attention to the fact that arch::eological research shows 
conclusively that races now extinct have inhabited this hemisphere, 
and it is not unreasonable to presume that the climate has had much 
to do with the decay of these races. 

Quiet and recreation are unknown to the great majority of our 
population. The growth and development of a new country and the 
almost insane desire to amass wealth, afford the average American but 
little time for relaxation and enjoyment. Unfortunately the husband 
is not the only victim in this warfare of civilization . He cannot, 
or does not, close his office door and lock his business behind, 
and his wife and family participate in his anxieties an<l ambition~ . As 
he ascends in the financial scale1 new social obligations and demands 
force themselves upon them; if reverses come, the mental \vorry and 
distress are still more injurious than the excitement incident to success. 
A child born under these circumstances is the inevitable victim of 
them. If the parents have inherited a constitution free from bias or 
disease the ante-natal influences may be O\·ercome in after lifei if

1 
on 

the contrary, the parental impression is deri\'ed from organisms feeble 
and diseased , the offspring suffers from the inexorable law of heredity. 
With a girl the odds will be against her from birth to the grave . Cli
mate, social customs and education, unless her guardians are wiser than 
their age, will combine to stimulate her nervous system at the expense 
of her physical, and leave her ill-fitted to meet the demands of puberty, 
maternity and the climacteric. 

Defects in or Absence of Development .-Under this head come 
the various anomalies of development with which the gynecologist 
every now and then meets and which are dealt with in detail in other 



ACQUlRED FEEBLENESS OF CONSTITUTlON. 27 

chapters. Such anomalies are clefts of the urethra; double vaginae with 
single or double uterus; arrest of uterine growth in embryo with or 
without a correspond ing arrest of the ovaries; defects in the shape of 
the vagina and cervix; imperviousness of the hymen; entire absence of 
the vagina and the uterus; and distortions of the clitoris. 

The development of the uterus is much more influenced by the 
growth of the ovaries than a re the ovaries by the uterus. (Emmet.) 
Unless the ovaries are sufficiently developed to permit of o\·ulation, the 
uterus is not properly stimulated, and an arrest of growth may occur at 
any time before this organ is fully developed. Later in life, our 
knowledge of the influence upon the uterus exerted by the ovaries 
or, according to Lawson Tait, tbe tubes as well , enables us to arrest 
hemorrhage and the growth of fibroids by their remornl. 

Acquired Feebleness of Constitution.-Uutil the age of puberty 
there is but little difference, so far as physical functions are concerned, 
between the boy and the girl. When this period is reached the role 
of the two sexes is no longer the same. That played by the male 
in the processes of reproduction is comparatively insignificant. The 
girl, on the other hand. quickly passes from childhood into woman
hood and her distinctly reproductive life closes with the cessation of 
menstruation. The epochs of puberty and the menopause profoundly 
impress her system either for good or for evil. \Vhile, with the ex
ception of certain catarrhal diseases, the female generative organs 
are rarely the seat of disease previously to puberty, the utero-ovarian 
functions after this period, especially the processes of gestation, expose 
her to innumerable diseases and lesions. This is oftener the case if 
any of the etiological factors about to be enumerated remain operative 
long enough to lem·e their impress upon the system 

The causes of acquired feebleness of constitution may be enumerated 
asfollows:-

r. Deficient air and exercise; 
2. Improper dreSSi 
3. Exposure during menstruatiouj 
4. Improper care during and after parturition; 
5. Prolonged and undue emotional stimulation; 
6. :Marital irregularities. 

Deficient .~Jir and Exercise.-The standard of health formerly de
pended in no small degree upon the social stratum into which a girl 
was born or circumstances in after life carried her. Until compara
tively recently the imperious Goddess of Fashion demanded a fair face 
and fair hands, two things irncompatible with fresh air and proper 
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exercise. The young girl as she approached her teens was prohibited 
from taking the requisite amount of exercise because it was not con
sidered genteel. If out-door sports were permitted they were not of 
such a character as to de\'elop her physical system. As a result she 
passed into womanhood poorly fitted for the responsibilities which 
maternity imposed upon her. The birth of her first child often left 
her an invalid, if, indeed, some form of local disease superinduced 
before marriage did not make her sterile. 

During the last five years, however, the bicycle has wrought a won
derful change in the girls and women of all civilized countries. The 
most casual obser\'er cannot fail to note the physical transformation 
it has brought about in American women. Under the older regime 
physical exercise was largely confined to the lower walks of life. Now 
it is the "fad" to ride the wheel, and thousands of anemic, soft fibered 
and hysterical women have been changed by it from a state of 41 innocu
ous desuetude" to one of comparative robustness. \Vhile cycling is a 
form of exercise which should be cautiously prescribed for many women, 
it has proved a God-send to the American race. It has gh·en an impetus 
to outdoor sports of all forms and has, directly or indirectly, left its im· 
press for good upon our ci\'ilization. Like all forms of exercise cycling 
can be abused, but this fact should not deter medical men from recom
mending the wheel in suitable cases. 

Improper Dress.-Corsets, low-necked dresses and high-heeled shoes 
are responsible for many gynecological diseases. Dr. J. H. Kellogg, of 
Battle Creek, has conducted a series of pneographic tracings for the pur
pose of showing the evils attending constriction of the waist. I am in
debted to Dr. Kellogg for the subjoined plates, which speak more 
eloqueutly than mere words on the subject under consideration. 
(Plates ii, iii and iv. ) 

As a result of tight lacing, the function of respiration is interfered 
with, the pelvic organs become displaced, the abdominal muscles 
atrophy, and freedom of movement is restricted. Add to this the in
jurious effects of high-heeled shoes, and the fashionable woman of the 
period will do well if she escape the penalty so often produced by causes 
constantly at work. The lower extremities are at no time properly pro
tected , and in evening dress the chest is likewise exposed. Pre\'ailing 
fashions in dress and common customs, therefore, exert a most potent 
influence for good or for evil, which extends to all walks of life and 
grades of society. 

Exposure During 11/enstruation.-There is no physiological function 
imposed upon the female organism which is so liable to become patho-
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logical as is menstruation. This is not as it should be, yet is in keep
ing with the refining and depressing influences of modern ci,·ilization. 
Menstruation should be as painless and normal as defecation; and so 
we find it as we descend in the scale of evolution. The Indian girl, 
and 1 we are told, the negress in her native abode, do not suffer in the 
least, notwithstanding the fact that at all times they are subjected to 
the most severe exposure and exercise. Their systems have become 
inured to hardships by the environs which have exerted a hafdening 
influence, not only upon them, but upon their ancestors, through count
less generations. Indeed, evidence is to be had proving that the men
strual discharge was absent in their ancestors; and that it developed with 
time because of a failure to gratify the reproductive instinct, and then 
became a habit. (Roussel, Auber. ) Whether this statement be true 
or false, the influence of hard work and simple fare upon the quantity 
of hemorrhage is incontestable. The girl or woman reared properly 
and endowed with a constitution such as she is entitled to as a birth
right, can stand exposure during menstruation which would be de
cidedly hazardous to her more delicate sister. 

It is but a step from physiological to pathological congestion, and the 
next succession in the train of patliology is inflammation. At each 
menstrual period a physiological congestion occurs, and in the great ma
jority of women is associated with phenomena due to disturbed inner
vation and circulation. The system is in a susceptible state, and the 
congestion and irritation may extend to various parts of the body. If, 
either through necessity or recklessness, a menstruating woman goes 
lightly or improperly clad during the most inclement weather, the seeds 
of permanent disorder may be sown. The inflammatory diseases fre 
quently originate in this way; oftener a seriousdysmenorrhea dates from 
such exposure. Certainly ordinary prudence suggests that during a time 
wben all of the pelvic organs are intensely 1::ngorged, when the escaping 
o\·ule from the ovary has broken its surface, the woman should obsen·e 
at least reasonable precaution. 1\eyertheless menstruation does not 
keep the a\·erage girl from the ball-room, even though it has to be sup
pressed by artificial means. To her the pleasures and conquests of a 
night are of greater importance than future health and happiness. 
Parenchymatous disease often follows an inflammation thus excited, 
resulting in sterility and menstrual disorders which, acting through the 
sympathetic system, influence and deprave nutrition. 

Improper Care During and after Parturition.-Uterine contractions, 
from the Yery onset of labor, have a physiological mission other than 
the expulsion of the child. They consume the cell-elements of the 
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enlarged uterus, and by compressing the nutrient vessels deprive them 
of oxidized protoplasm, which inaugurates fatty degeneration. These 
contractions continue even after the uterus is emptied, and give rise to 
the so-called jf after-pains. ' ' The protein substances resulting from the 
degeneration of the muscular fibers are converted into fats, which are 
absorbed. Eventually new cells appear upon the external lay~r of the 
uterus, from which a new organ is developed (Schroeder) . With the 
growth of new cells the old and enormously enlarged ones of pregnancy 
entirely disappear. In the course of six weeks the uterus becomes 
normal in dimensions and weight, although remaining somewhat larger 
and more rounded than in nulliparre (Spiegelberg) . This process is 
called involution, upon the proper performance of which the woman's 
future health in no small degree depends. · 

The phenomena appertaining to involution and to the puerperal state 
would, under different circumstances, be considered pathological. As
sociated with the degeneration of muscular cells, thrombi are formed in 
the enlarged and torn Yessels and the decidua is exfoliated. The size 
of the lymphatics is also exaggerated1 which 1 together with the trau
matism almost never absent, predisposes to septicemia, cellulitis, em
boli, etc. These effects are immediate and must be dealt with ac
cordingly. The remoter and more permanent ones have to do with 
perfect involution, which is only insured by proper care during 
the lying-in period. Uncleanliness during and after labor, and drag
ging the placenta from the uterus instead of expressing it by the more 
scientific method of Crede, are responsible for many of the sequelre 
attending childbirth; failure to close rents and torn surfaces is equally 
reprehensible; and the prescribed nine days for" getting up 11 is a relic 
of the dark ages. Every woman is a law unto herself and should be 
so con~idered; what one may do with impunity may be the death of 
another. The size of the uterus, the persistence of the lochia, and the 
strength of the patient are the only scientific guides by which to gauge 
the period of absolute rest in bed . So long as the parturient womb can 
be felt above the pubes by external examination, just so long is it 
unwise and unsafe for her to assume the erect posture. The increased 
weight will cause it to descend, thus interfering with the pelvic circula
tion, which, in turn, gives rise to congt:stion or inflammation and often 
to permanent uterine displacement. The time is not far distant when 
the physician's success as an accoucheur will be judged, not by the 
length of time during which he keeps his patient at rest, but by the 
completeness of her recovery. 

The mammre and uterus are sympathetically and almost mysteriously 
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connected. This connection is one of the most useful designs of nature, 
and through it uterine inrnlutiou is promoted. The application of the 
child to the breast excites uterine contraction, and if this stimulation is 
withheld im·olution is apt to be incomplete. In the upper circles there 
is a tendency to relegate babes to wet-nurses and rubber nipples, and 
nature imposes her penalty for so doing. The system is soon taxed 
with the menstrual function, which should remain dormant for at least 
twel\'e months after confinement. Unless subterfuges. far more in
jurious than pregnancy itself, are resorted to, conception is liable to 
occur before the system bas fully recovered from the predous labor. 
From a purely physiological standpoint, every mother should nurse her 
child unless insuperable obstacles prevent; if it seems unwise to con
tinue lactation during the usual period , it should at least be continued 
while puerperal iiwolution is going on, if the counter-indications are 
not imperath·c. 

It will be seen that the best means of securing and promoting uterine 
contraction are vital and not mechanical. \Vhat is true of the uterus is 
also true of the over-stretched abdominal muscles and their coverings. 
The comeliness of the figure cannot be regained or preserved by a tight 
bandage-the curse of the lying-in chamber. Healthy muscles, whose 
function it is to contract under the command of the wil1 1 were never 
made stronger by non-use . The abdominal muscles are no exception 
to this rule, and if their movements are restricted by tight bandaging, 
atrophy is apt to result. Again, a bandage improperly applied over an 
unnatural compress forces the enlarged uterns into the pelvis and back
ward, causing a temporary if not a permanent displacement. This 
more often results if the dorsal posture is persistently maintained in
stead of permitting that position which is the most comfortable. \Vhen 
abdominal distention has been very great, and a moderately tight band
age affords a sense of relief, there can be no objection to applying it for 
a few hours or a few days; however, the practice of compressing the 
abdominal and peldc organs for days and even weeks is not only 
an exploded superstition but an actual injury. 

Reflex Functional Disturbances and Nervous Disorders.-The gang
lionic system of nerves in women is more developed than in man, the 
great centre being the solar plexus. The generative organs are sur
rounded by a reticulation of blood-vessels, the smallest capillaries of 
which are in intimate contact with sympathetic nerve filaments. Each 
ganglion is in direct communication with the cerebro-spiual system 
through the spinal filaments which enter it. These two great nervous 
systems, though each is complete in itself. are, nevertheless, dependent 
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one upon the other. They should work harmoniously together1 and so 
they do if unmolested. An afferent impulse starting from the repro
ductive organs will induce, through the central nervous system, vaso
motor changes which will affect the pelvic circulation either favorably 
or unfavorably ( Foster) . It is in this way that many reflex phenomena 
are induced. \Vhen normally exerted, the influence of the sympathetic 
system on nutrition is a healthy stimulus to organic life. If, on the 
other hand, the stimulus becomes impaired, owing to local disease or 
irritation, reflex functional disturbance in some part of the body at 
once ensues. The morbid impression received by the sympathetic sys 
tem is transmitted through the spinal nen·es to the brain , which, in 
turn , transmits it to the special ganglion of the affected organ. The 
spinal nerve passing from this ganglion will convey pain to the seat of 
its distribution. (v. Chapter Ym. ) 

These ·physiological facts , briefly stated, explain many symptoms 
occurring in women which would otherwise remain enigmas. The 
extent of the reflex mischief produced by a local lesion depends less 
upon the nature of the lesion than upon the impressionability of the cere
bro-spinal system. Every practitioner has met with many instances 
where women ha,·e gone for years with uterine displacements, cervical 
lacerations, etc., without the least inconvenience. In others, the 
slightest local disturbance may impress the system in the most profound 
manner. Insomnia , hysteria 1 and even insanity result in this way; and 
pain in any and every part of the body may have its origin in the 
pelvis. Conversely, lesions in other parts of the body may react upon 
the generative organs. If there be a due proportion existing between 
the development of the nervous system and the muscular , the equili
brium is not readily disturbed and local disorders may make little or no 
systemic impression (Emmet). 

\Vith this knowledge of cause and effect as related to the diseases of 
women 1 much should be accomplished in the future in the way of 
prophylaxis. Our system of education tends to create large brains 
and small bodies. The curricula, e\·en in schools especially created for 
women, make no provision for either puberty or menstruation; and in 
co-educational institutions the average girl is st imulated to excel her 
boy associates.* The result is that too often she exchanges a good 

*Let the reader remember that this chapter is devoted tothecausesofg;•r1ecofogico.fdiseases. 
Myconnectionforsomeyears with o ne of the largest co-education al iustitutionsin the world 
lcads111etospeakwit h much e mphasis. Nevertheless, I am uot bliudto the fact that the evils 
ofexistingsystemslea,·etheirimpress, toa greaterorlessextcnt,111>011 both sexes. lama 
thoroughbelie\•erinco-education. However, it shou ld a nd ca n be inseparably associatedwith 
a systemofphysica\cnlturewhichwilldevelophrainan d body si mul ta n eously. 
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constitution for a meaningless diploma. Such an education makes her 
ill-fitted to assume the responsibilities of maternity. and ''conjugal 
onanism" is resorted to. If the marital couch is persistently defiled, the 
pelvic organs are left congested and the nen·ous system remains unap
peased. Inflammation of the uterus and appendag~s. with displace
ment and erosion 1 is a frequent sequela of this practice. Should preg
nancy accidentally occur the omnipresent abortionist stands ready to do 
his nefarious work. The marriage relations bring pain instead of 
pleasure, and the mental distraction resulting therefrom is the cause of 
more than one separation and diYorce. It is impossible to discuss the 
etiology of the diseases of women without touching upon this evil, 
which is as insidious as it is far reaching. 

All writers dealing with the diseases of women deprecate the use by 
young girls of emotional and improper literature. It is generally con
ceded that literature of a certain kind is responsible for much mischief, 
both morally and physically. I am not, howe,·er, aware that the in
jurious effect of music upon certain temperaments has been noted by 
gynecological writers. The fact that music has the power of exciting 
in certain women erotic tendencies was made the basis of Tolstoi's now 
famous novel, the "Kreutzer Sonata." The distinguished Russian 
author has been much condemned, and justly, for exposing in this 
work only the bad side of human nature. I am, nevertheless, con
vinced that music of a certain type does tend to create sexual ex
citement in some women and girls. I have had several confessions 
made to me which go to prove this statement. I do not for a moment 
contend that music under normal couditions is injurious. 011 the con
trary, I believe that its study and influence are refining to an extreme 
degree. Usually when it stimulates the sexual faculties there exists 
some abnormality either of the central nen·ous system or of the genital 
organs. In my opinion, therefore, especial care should be observed in 
the musical education of delicate. high-strung girls who are naturally 
emotional. 

Dezdo/nnent of New Growl/ts and 11/aliguant Discase.-\Ve possess 
but little or no definite knowledge bearing upon the causation of most 
neoplasms, and rarticularly of those attacking the uterus (G usserow ) . 
\"irchow, \Vinckel, Colrnheim, Senn, Emmet and many others ha,·e 
put forth theories , all of which are imperfect. \\'e are able to study 
the circumstances under which new formations develop; beyond this 
point we have not up to the present time succeeded in going, unless , 
iudeed, the micro-organisms more recently found in malignant growths 
pro,·e to be the cause of cancer. Such circumstauces include eudrons, 
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nutrition 1 habits, age, race, state, etc., which will receiYe due consider

ation in other chapters. 
I shall, at this time, but briefly allude to the theory of congestion 

and hypertrophy so ably championed by Emmet, because it bears di

rectly upon much that has already been said. According to this author, 
any cause that will keep up a more or less persistent congestion of the 
uterus will in due time excite a congesth·e hypertrophy of this organ; 

that, as a result, the nutrition of the parts becomes faulty and exag
.gerated; and as a consequence of this faulty nutrition new growths 

originate, in the form of fibromata or myofibromata. Or, when the 
ovaries cease to perform their function , nutrition is di,·erted from the 
pelvis to other parts of the body, with resulting fatty degeneration of 

the uterus. Nutrition is now no longer occupied in the formation ot 
new structures, but in the remO\·al of the old. If some previous injury 
exists it may be misdirected in its efforts to remove the product of 
such injury ( hyperplas:a , cicatricial tissue, etc.) and a neoplasm de

velops, frequently an epithelioma. Reasoning from analogy. this theory 
is the most plausible of any yet promulgated. It involves much per
taining to the habits of life which have already been discussed. In 
studying carcinoma of the uterus I shall discuss the embryonic theory 
of tumor formation. 

Uterine Disp!acemruls.-Uterine displacements may be congenital as 

well as acquired. The congenital displacements are usually associated 
with some defect in the development of the organ, and the only bad 
symptoms resulting therefrom are connected with the menstrual func
tion or with generation. The acquired forms result from accident, 
congestion, inflammation, pregnancy, etc., and cause more or less local 

and general distress, depending upon circumstances. It is probable 
that the mere malposition of the uterus in itself gi\·es rise to but little 
if any suffering, unless the displacement is the result of accident, and 

that the suffering is due to secondary changes within the uterus and the 
pelvis Such changes are congestion, chronic inflammation , hyperplasia, 
and displacement of the O\·aries, all of which often excite reAex phe

nomena of the most distressing character. Disorders of the rectum and 
bladder are likewise frequently due to uterine displacements. 

/njlammalory: Actiden/al.-The inflammatory and accidental causes 
do not demand at this time seriatim consideration. There is nothing 

obscure about them and since, as causath·e factors, they are recognized by 

all authorities, I will briefly present only a few general considerations. 
Salpingitis and the diseases of the Fallopian tubes have attracted 

much and wide attention during the last ten years. The importance of 
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gonorrhea as an exciting factor in the production of inflammation of 
the genital tract cannot be overestimated and is dealt with in detail 
in the chapters de\·oted to vaginitis and to acute pelvic inflam
mation. That the ovaries aud tubes are responsibe for much mischief, 
I am certain; and that many normal or curable o\·aries and tubes have 
been sacrificed by o\·er-zealous operators, I am even more certain. Un
alloyed good rarely results from bold innovations made by men like 
Battey, Tait, and Hegar. Operators with a reputation to make require 
material, and inexperienced diagnosticians too often ascribe obscure 
pelvic affections to the uterine appendages, which are accordingly re
moved. It is well that some of the older men have raised a protesting 
\"Oice, for a beneficent operation is liable to fall into disrepute when 
performed with unwarranted frequency. 

The injuries resulting from pregna1191 and parturition. are countless. 
The more serious rents, uterine inversion, fistulre 1 adhesions, etc , force 
tbemseh"es upon the attention of all physicians. Cicatrices and relaxa
tions on the pelvic floor, on the contrary, ha\·e not as yet received the 
attention which they deserve. It will require another decade before 
the profession, as a whole, will have learned sufficient of cause and 
effect fully to comprehend the significance of the more obscure injuries 
within the pelvis. 

This brief survey of THE ETIOLOGY OF GYNECOLOGICAL DISEASES 

shows conclusively, I think, the importance of the subject. \\Toman 
is subjected to those general diseases attacking both sexes indiscrimi
nately; she is also a victim of special lesions peculiar to her sex, many 
of which are aYoidable, to be sure, but many of which she cannot escape. 
Specialists will, therefo~, eYer be in demand; and the day is long past 
when the general practitioner can successfully "get on" with a mere 
smattering of gynecology. 



CHAPTER II. 

THE ANATOMY OF THE FEMALE PELVIC ORGANS. 

EMBRYOLOGY. 

I deem it unnecessary in a practical text-book on gynecology to dis
cuss at length the subject of embryology. It is one belonging to 
obstetrics rather than gynecology. The following schema, prepared 
for my classes in obstetrics, shows the successive steps in the early 
development of the ovum and the structures from which various organs 
are derived. It will , therefore, prove useful in explaining some of the 
anomalies of de\·elopment with which the gynecologist has to contend. 
The four layers formed by the blastodermic vesicle, viz.: The ectoderm, 
two strata of mesodenn, and entoderm. are supposed to have the rela
tions to the ulterior development of the body indicated in the schema, 
though some points bearing upon the subject are as yet unsettled. 

DEVELOPl\IENT OF THE OVUM, SHOWING SCCCESSIVE CHANGES 
FOLLOWING FECT;NDAT!ON. 

1. Contact of spe rmatozoa with ovum, probably in the Fallopian ·rube. 
2. Disappearance of germinative vesicle . 
3. Segmentation forming 111orula. 
4, Changes in l\1QRUI.A-formation of blastodcrmic vesicle. 

I. Ecloderm.-Denloping hair, naTls, glandular structure of 
skin; the brain, spinal cord, organs of special 
sense, and genito-urinary organs. 

(a ) Ot'TER STRATU:-01.-Developing corium , 
muscles of trunk, 
and bony frame-

5· ~~~~~~,~- work. 
,, \'J<:StCLE JI. 11/esoderm.- (b) INXER STRATu:-.1-Developingmuscular 

FoR:-.1s. and fibrous tissue 
of digestive tract, 
the blood, blood
vessels, and blood
glands. 

III. Entoderm.-Developing epithelium lining walls and glands 
of intestine. 

6. AREA GERMINA'flV.-\, composed of { ~ :; :;:: ~;~~~~ida,} in :~!;~~~,o~~·~:~:/he 
36 
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7. E'-IBRYONIC SroT.-Bisected by primitii•e trace. 

{ 

(a) Dorsal plates, forming tu bus medullaris, in which is 
8. PRDllTl\'E TRACE, developed the central nervous system. 

from which are (b) Chorda dorsalis, around which are formed the verte-
developed.- bne. 

L (c) Alxlomiual plates. · 

EXTERNAL GE~ITALS. 

The external genitals consist of-

1. Labia Majora; 
2. Labia Minora; 
3. Clitoris; 
-1-· Vestibule; 
5 . Vaginal Orifice; 
6. Hymen; 
7. Fourchette; 
8. Fossa N'avicularis. 

The hymen, strictly speaking, does not belong to the external organs 
of generation, for it is the anatomical division separating them from the 
vagina. The urethral orifice, for 'com·enience of study, is described 
with the external genitals, though a part of the urinary system. 

The Labia Majora ( Fig. r, bb ) form at their anterior commissure 
the Mons Veneris, and at their posterior commissure the Fourchette. 
They conf;ist of thick folds of skin enclosing blood-vessels, fat and 
dartos. 

The Labia M inora ( Fig. 1, c) are two small folds of skin, each 
blending posteriorly with the correspopcling labium majus at about its 
middle. Anteriorly they didde into two small branches, the upper 
forming the prepuce of the clitoris, and the lower its suspensory liga
ment. 

The Clitoris proper ( Fig. 1, d ) consists of two crura which spring 
from the rami of the ischium and pubis. The glans clitoridis1 covered 
by its prepuce, lies at the apex of the vestibule. 

The Vestibule ( Fig. 1 , g) is a triangular, smooth, mucous surface 
lying between the clitoris, labia minora , and itpper border of the Yagin al 
orifice. At its base, in the middle line, is the dimple of the urethral 
orifice ( Fig. 1J) . 

The Vaginal Orifice, guarded by the hymen ( Fig. 1 , It) is bounded 
anteriorly by the base of ~he vestibule, and posteriorly by the fossa 
uavicularis. 

The Hymen (Fig. 1, Ii ) consists of a thin fold of mucous membrane 
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enclosing blood-vessels, connective tissue, and probably nen·es. Its 
opening, when perforated, may be crescentic or diaphragmatic in shape. 
Sometimes it is imperforate. 

The Fou rch e tt e, or posterior commissure (Fig. r, i), is formed 

FIG. I. 

EXTER:\AI. GENIT.·U.S. 

a. :\[ens veneris; b, b. Labia majora drawn apart; c. Labia minora; d. Clitoris; 
e. Preputium clitoridis; f. Grethra; g. Vestibule; /1. Hymen; i. Fourchette; 
k. Anus; L. Perineum. (JIIartin. ) 

by the posterior junction of the labia majora. At this point the labia 
majora are mere folds of skin. 

The Fossa N avicu laris is a boat·shaped cavity lying between the 
hymen and the fourchette when the latter is pulled down by the finger. 
The hymen and the fourchette are in contact unless artificially separated. 

Note the following points: In the nude, erect female both the labia 
majora and minora occupy a plane nearly parallel to the horizon. Only 
the mons Yeneris is seen. In the well deYeloped organs the labia 
minora are always in contact, as are the inner surfaces of the labia 
majora, except when the knees are widely separated. 

~IUSCLES OF THE FE~lALE PERINEUM. 

The Perinea! Body (Fig. 2, P ) is a pyramidal, wedge-shaped body 
occupying the space midway between the anus and the posterior 
vulvar commissure. It is the centre of attachment for the transversns 
perinei muscle,- the anterior end of the supajicial sp!tincter muscle; the 
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liga111entum isc/iio perinei-formed by the union of the superficial 
periueal fascia with the inferior border of the perineal septum; the 
median fibers of the bulbo-caveruosus muscle the perinea! septum 
below the vagina; and the inner median fibers of the levalor a11i muscle. 

By a great accession of elastic tissue these se,·eral structures are 
fused together without altogether losing their identity, thus forming 

FIG. 2. 

DrssECTIO:S- OF PERIXEAL RECIO::" . (Sarnge.) 

A. Anus; B. Bulb of \·agina; C. Coccyx; L. L<1rge sacro-sciatic ligament; P. 
Perinea! body: v. Yagir;al aperture; l". Orifice of urethra; g. \'ulvo-vaginal 
glands. 1. Clitoris; 2. ltssuspensoryligament: 3. Cruraclitoridis; 4. Erector 
clitoridis muscle; 5. Bulbo-cavernosus muscle; i- Transversus perinei muscle; 
S. Sphincter ani externus; 9; LeYator ani. 

the perineal body. It measures 1 1 2 inches vertically, the same trans
Yersely, and 3~ of an inch antero-posteriorly. ( Hart. ) 

Tlte so-called P erin eal Muscles are three in number on each side 
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FIG. 2 11. 

THE SliPERFICJAl, VEINS OF THE PERI:\EU:\1 AND PERINEAL PORTION OF THE 

ERECTILE \"ENOVS SYSTDI IN THE Fr::»IALE. (Savage. ) 
\'. \"agina; C. Corpus clitoridis; b. g. Crura clitoridis. 1 1 2, 3. Corpora spon

giosa urelhrre; G. Vulva-vaginal glands; 5. Superficial perinea! and ob
turator ,·ein; 6. \'t!ins of communication with superficial epigastric veins. 
::\[. Urethral meatus; A. Anus; 0. Coccyx; a Anterior border of gluteus 
maxinms muscle; h. Superficial sphincter ani-muscle; c. c. Pubo- alld Ob
turntor-coccygeus muscle; L. Larger sciatic ligament; d. d. Superficial 
perineal muscles; e. Bulbo-carvemous muscle; f. Lower border of perineal 
septum; i. Anterior aponeurosis aud k. posterior aponeurosis of perinea! 
septum; e. Bulbo-cavernosus muscle. 
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of the \·aginal orifice, the transvcrsus perinei \Fig. 2, i), the bulho
cat•emosus ( Fig. 2, 5), and the erector ditoridis (Fig. 2, 4). 

The Trans versus Perinei arises from the ram us of the ischium and 
from the anterior aponeurosis of the perineal septum, and is inserted 
into the perinea\ body. 

The Bulbo-cavernosus ( Fig. 2, 5) arises below from the perineal 
body and from the anterior aponeurosis of the }krineal septum. It 

FIG. 3 . 

SUPE RFICIAL PERINEAL FASCI..\; ANTERIOR VIEW. (Savag-e.) 
A. Anus; l\t. Urethral meatus and urethra-vaginal tubercle; H. Nymph::e; C. 

Clitoris; T. 'fuberosity of ischium ; c. Levator a ni muscle; a. Anterior edge 
of gluteus maxim us muscle; n. Neck of pudenda\ sac; 0. Pudenda! sac. 

passes forward partially cm·ering the bulb of the vagina, and is inserted 
into the corpns cavernosum of the cl itoris , the posterior surface of the 
bulbTand the mucous membrane between the clitoris and urethral 
orifice. ( Henle.) 

4 
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The Erector Clitoridis ( Fig. 2, 4), which has nothing to do with 
the structure of the perineal body, and is only considered at this time 
for convenience of study, arises from the ramus of the pubis and the 
ischium and is inserted into the back and sides of the crus clitoridis. 

The Bulbi Vaginre (corpora spongiosa urelhrce) lie on each side of 
the vaginal orifice resting on the triangular ligament and partly covered 
by the bulbo-cavernosus muscle. They consist of masses of erectile 
tissue about U of an inch long, and anteriorly each blends with its 
fellow , this pars inter media becoming continuous with the clitoris ( Fig. 
2, B. Fig. 2Y,). 

The Vulva-vaginal Glands ( Bartholinian glands) lie in front of 
the posterior layer of the triangular ligament and close to the posterior 
end of the bulbi vaginre. Each opens by a long duct at the sides of 
the hymen . (Fig. 2, g.) 

THE FASCIJE OF THE PELVIC FLOOR. 

The Superficial Fascia of the pelvic floor consists of two layers
an upper one, which lies beneath the skin, more or less loaded with fat 
and is the continuation over the pelvic floor of the same structure 
which covers the abdomen, nates, and thighs; an 1mder one, or deep 
layer, which forms a resisting membranous investment. The deep laJ1er 
of the superficial facia descends from the abdomen over the pubis and 
covers the anterior perineal triangle clown to its base, becoming attached 
to the outer margins of the ischio-pubic rami and to the lower margin 
of the septnm or triangular ligament. 

The Pudendal Sac (Fig. 3, 0 ) commences at the margin of the ex
ternal inguinal ring and is formed by the deep layer of superficial fascia 
and the outer layer of the triangular llgament. It receives at its neck 
(n) the terminal fibers of the round ligament of the uterus. These 
sacs, one on each side of the vaginal orifice, usually contain more or 
less fatty tissue, and with their cutaneous coverings present themselves 
at the vulva as the labia majora. Inguinal hernias readily find their 
way into them and are then known as labial hernias. 

DEEPER F ASCI.lE . 

The l schio-perineal ligament is formed by the union of the deep 
layer of superficial fascia with the lower border of the perinea! septum. 
It is attached by its outer end to the ramus of the ischium and blends 
insensibly with other structures in the perineal body. 
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The P e rineal Fasci~ enclose the following structures from without 
inward:-
Between lite Skill and Supe'lji.cial Fascia: Superficial perinea! arteries 

and nen-es; superficial hemorrhoidal vessels and nerves. 
Between the Deep LaJ'er ef Supeljicial Fascia aud Auterior Layer ef 

Triangular Li'gament: E rector clitoridis; bulbo-cavernosus; trans
versus perinei ; bulbs of the vagina ; pudenda! sacs; transverse 
perineal blood-vessels and nerves; venous plexuses; dorsal artery, 
and vein of clitoris. 

Between tile LaJ1ers ef Triangular Ligament; Urethra-in part; com 
pressor urethrre; vagina-in part; pudic vessels and nerves. 

Frc. 4 

DEEPER 1-<'ASCl.l~ OF THt-: F£:\[ALE PERl~EU:\l (TRIANGUl,AR LrG.":\IENT OR 

PERIXEAL SEPTL':\I). (.Savage. ) 

a. Gluteus maxim us muscle; L. Large sacro sciatic ligament; T. Tuber ischii; c. 
Levator ani muscle; A. Anus, surrounded by b, Sp!1i11cter externus; d. e. 
Trn11sc..•e1sus periuei and bulbo-cai.'ernosus muscles crossed by a branch of pudic 
vein; both muscles partially remo\·ed to anterior aponeuroses of the peri11eat 
septum, m, and membranous investment of the bulb, l; g. Anterior (lower ) 
portion of Erector cliloridis muscle; 11. Aponeurotic expansion of the upper 
portion on the crus; C. Clitoris and its musculo-membranous covering; 1\1. 
Urethrnl meatus; \·. \"nginal ape rture; f. i\Iuscular fibers belonging to perineal 
septum; 1. Bulb partially cut away. 
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THE PERI:\EAL SEPTU:\l, OR TRL\:\GULAR LIGA:\!ENT. 

JVote l!ze Following Points.-The lria11.g11!ar ligament, or periueal 
septum, fills in the pubic arcll and consists simply of two layers of 
fascia. These are termed anterior and posterior. They are attached 

FIG. 5. 

PERINEAL SEPTU:'-1, POSTERIOR \"IEW, TOGETHER WITH TllE PELVIC ATTACB

:'>IENTS OF THJ:: LE\'ATOR A:-n i\IUSCLE (Sai•age.) 
s.:tnner surface of pubic symplz;1sis; L". L"rethra; V. Vagina; r. Pubic attach

ment of bladder; 2, 3 Pubic attachment of le\'ator ani; 4. Pudic vein; 5. 
lJrethro-pudal ''enousplexus; 6. Posterior face of the septum; 7. Median portion 
of levator ani, some of its inner fibers passing inward under the vagina, where, 
with the lower edge of the septum, they are comprehended in the peri neal 
body. 

externally to the greater part of the osseous margin of the pubic arch 
extending from the sub-pubic ligament in front to the beginning of the 
ischial tuberosity posteriorly. Tile upper fibe1s join tliose of Ifie opposite 
side, so as lo indose lite urethra . (Fig . 5, U.). Tlte lower fibers join 
t!tose from the opposite side, below the vagina.. The remainder of the 
septum resembles the coats of the vagina. In the reparation of injuries 
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of the pelvic floor the triangular ligament plays an important role. 
In Fig. 6 the peh-ic fasci~ and their function are clearly shown by a 

perpendicular trans\·erse section. 

Frc. 6. 

PERPENDICULAR TRANSVERSE SECTIOX OF PEL\"IS THROUGll TH1'~ MIDDLE OF 

THE YAGIN A. (Saz:age. ) 

V. Vagina and its posterior column; 0. fschio-reda/ fossa, filled with fatty pro· 
cess of superficial perineal fascia; I. lsc!tial lubaosi!J•, section of; b. Inferior 
pelvic space; d. Recto-,·esical layer of pelvic fascia; e. Inferior or perineal 
layer of levator ani fasia; 11. Obturator fascia; p. Posterior aponeurosis of 
perinea! septum; 111. Anterior aponeurosis of same; s. Deep layer of super
ficial perineal fascia covered by fatty supe1 ficial layer; 1 Cross section of right 
crus clitoridis, including erector muscle; 2. Superficial transverse perinea! 
muscle; 3. Bulb of \·agina; 4. l\Iuscle of perinea! septum 

THE PELVIC FLOOR DISSECTED FROM ABOVE. 

In Fig. 7 the P elvic F loor is seen from abO\·e, showing its internal 
concave or peritoneal aspect. The peritoneum and underlying con
necti\·e tissue is removed, together with the 11en'es and blood-vessels1 

exposing the so-called diaphragmatic muscles of the pelvis, viz.: the 
levalor aui and the coccJrgcal. These muscles, together with their in
\'esting fascia, form by all odds the most important support of the 
peldc floor. 

The Leva tor A ni ( 2, 3, and 5, Fig. 7) has an extensi\'e origin (the 
/mho-coc0igeal and ohturalor coc9rgral muscles of Savage) . It arises 
from the posterior aspect of the pubis near the ~ymphy~is in front, 
from the posterior surface of the ischial spine behind, and between 
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these points from the ' · white line '' of the pelvic fascia ( Fig. 7, 4) . 
From these attachments it sweeps downward and inward to become 
firmly attached to the walls of the vagina and the rectum and to tbetip 
of the coccyx. Between the tip of the coccyx and the rectum it blends 
with its fellow of the opposite at the raphe . The series of fibers turning 
beneath the rectum and vagina, intermixing with the lower circular 
fibers, form the "internal sphincter'' and the retractor vaginre. n 

(Luschka.) 
FIG. 7. 

DISSECTION OF PEJXIS FROM Anon;;. (Sav11ge. ) 

B. Neck of bladder; P. Symphysis pubis; \" . \"agina; R Rectum; C. Coccyx; S. 
Sacrum; A. Acetabulum; 1. Anterior \·esical ligaments; 21 3. Levator ani; 4. 
llio-pubic line of the latter; 5. Coccygeal muscle; 7. Pyrifonnis muscle; 8. 
Obturator muscle. 

The Coccygeal Muscles ( Fig. 7, 5), one on each side of the pelvis, 
take their origin from the spine of the ischium. They pass inward, 
gradually expand into broad, thin laminre, which are inserted into the 
lateral borders of the lower segment of the sacrum and to the sides and 
front of the coccyx. 
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FASCIAL COVERINGS OF THE ~IUSCLES OF THE PEL\.IC FLOOR. 

The Pelvic Fascia, as de1;yed from abO\·e, is attached anteriorly 
near the lower border of the symphysis pubis; laterally to the pelvic 
bone; and posteriorly to the spine of the ischium. At and between 
these attachments it follows the origin of the obturator 111uscles

1 
is at

tached to the membrane of the obturator foramen, and posteriorly sends 
out a thin lamina that covers the sacral plexus and pyriformis muscle. 
From the "white line 11 the fascia extends downward and inward and 
is known as the" recto-vesical fascia.,, Thi<srecto-vesical process covers 
a corresponding surface of lhe le,·ator ani muscle 1 becoming firmly at
tached to the vagina and the rectum, and giving off from its under 
surface fibrous sheaths which surround and follow these tubes down
ward. ( Quain, Heath. ) To the bladder processes are gi,·en off, which 

FIG. 8. 

PERPEND ICl'!.AR SECTION, FRO)! BEi.OW l'PW..\RD, TO THE LEF'f OF THE Pumc 

8Y'.'I PHYSIS, DIYIOING THE LAnn;:..1 THROL'GH THE :;'\llDDI.E OF THE PUDEK

D.\I. SAC (Sa«age.) Vide text. 

extend from the back of the pubis to the neck of the organ, forming 
the anterior ligaments; and fascia! bands which are attached to 
the posterior lateral border of the Yesical base, forming the lateral 
\"esicle ligaments. 

If the student wi ll now turn to Fig. 8 he will see1 diagrammatically, 
every detail of the construction of the pelvic floor . In studying this 
diagram he should bear in mind that the female floor is pierced by the 
vagina and the rectum, which tends to weaken it. H e should re
member howe,·er, that the vagina is a mere mucous slit in llze pelvic 

floor, w/1ose walls are in apposition. In the upright posiure it makes 



an angle of about 60° with the horizon 1 which is nearly parallel to the 

pelvic brim. 
P is the section of the body of the pubic bone; c is the pubo

ischiatic line ( white line, Fig. 7) between the peldc fascia and obtu· 

rator fascia, to which the leYator ani is attached laterally; d is the 

recto-vesical fascia covering the levator ani muscle; pis the posterior 
layer of the triangular ligament ( perineal septum ) ; m, anterior layer of 

triangular ligament; s, under layer of superficial perineal fascia; o, 
ischio-rectal extension of r, mass of fatty tissue filling pudendal sac, 

and receiving the termination of the round ligament, and fatty layer of 
superficial perinea} fascia. 

1. Sheath of deep layer of superficial fascia surrounding the crus 

clitoridis and its erector muscle; 2. Transverse perinea} muscle; 3. 
Bulb of vagina; 4. Lower muscular fibers of periueal septum extend
ing between p and m; 5. Gluteus maximus muscle; 6. Ischio-sciatic 

ligaments; 7. Pyriformis muscle. 

FIG. 9. 

THE REI,ATIONS OP THI!: l\llJSCULAR FLOOR OF TH~ PEr.v1s TO THE PRESEN

TATION AT THE LAST STAGE OF PARTURITION. 

I. l'pper margin of the vaginal ring; 2. Infr.:i-vagiua1 portion of triangular liga

ment and transversus perinei muscle; 3. Their attachments to the tuberosity 

of the iscbium; 4. Lower part of le\-:\tor ani muscle; P. Perineal body; A. 
Anus. 

The relation of the muscular floor of the pelvis to the presentation 

at the last stage of parturition i~ well shown in Fig. 9. It will be seen 

from this illustration how it is possible to have those structures of the 
pelvic floor which afford its main support-the diaphragmatic muscles, 



THE .\X.\TO::'llY OF THE FE::'IT..\l,E PEL\"IC ORG..\XS. 49 

their fascia, and the triangular ligament-relaxed and separated with
out any external injury to the perinea} body. Vnless the student fully 
comprehends this fact he cannot intelligently repair injuries of the 
peldc floor. 

THE RRLATIOXS OF THE FE:\IALE PEL\'IC ORGANS WITH THE PELVIS 

AND WITH ONE ANOTHER. 

Fig. 10 represents a median perpendicular section of the pelvis from 
front to back, and shows both pelvic spaces. For the purpose of illus
tration, the urethra, bladder, vagina, and rectum are represented with 
their walls ~eparated. This is erroneous, for when empty the walls of 
all of these organs lit: in apposition. 

FIG. 10 

l\IEDIAN PERPENDICULAR SECTION OF PEr.\'IS. (Ca.:caux.) 

S. Section of pubic s_nnphysis; B. Bladder, moderately distended; in front its 
outer lougitudinal coat passes off to the inferior edge of the pubic symphysis 
and to the ligamentous process of the levator ani muscle, where it is attached; 
it bridges over the urethro-pubic ,·enous plexus, separating that space from the 
the vesico-pubic space above, which in turn is bridged over by the vesical liga-
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The Pelvic Peritoneum Traced from Before Backward.-At a 
point a little above the symphysis pubis the peritoneum of the anter or 
abdominal wall is reflected to the bladder ( Fig. 12 ). From the fundus 
it dips down between the bladder and the uterus to a point correspond
ing to the internal os; thence over the anterior surface of the uterus. 
It forms between the bladder and the uterus the vesti:o-uterine poucli and 
the ·vesico-uleriue ligament. 

From the anterior surface of the uterus it pasc:es over the fundus, 
c0Yeri11g completely the µosterior surface and descending for about one 
inch (variable ) on to the posterior vag'.nal wall. From this point it is 

reflected over the anterior surface of the rectum, forming the pouch oj 
Doug-las. ( Figs. ro a11d r r. ) 

The Pelvic Peritoneum at the Sides of the Uterus.-The two 
layers of peritoneum covering the anterior and posterior surface of the 
uterus lie nearly in apposition at the sides of the uterus, from \Yhich 
point they extend on either side outward and somewhat backward to 
the sacro-iliac synchondrosis; at this point they pass to the side walls 
of the pelvis. These two layers of peritoneum form the broad liga
ments. 

The Broad Ligaments enclose between their two lamin~ of peri
toneum, lymphatics, blood-\·esseb, connecth·e tissue, and unstt iped 

men ts formed by the urachus and two remnants of the hypogastric arteries. 
The internal circular muscular coat of the bladder is well shown. The internal 
mucous fo lds loosely adhere to the lining membrane trnd cover the lattice·like 
projections of the inner circular coat into the vesical cadty The entrance of 
the left ureter is indicated by a black point. u. { 'rethra. The inner longitudinar 
muscular coat is surrounded by m, m, outercircu!ar coat. The muscular layers 
at u. con rlitu!e a true comp:m1Ui sphincter, compJsed of oq:anic and 'l!Otuntary 
muscular fibers. C. Section of clitoris; L. Left labium; 1. Left 11ymplta; 
\'. l'agi11a. Its muscular coats blend with the tissues of the uterine neck. 
The !orig axis of the uterine cadty is nearly at right angles with that of the 
vagina. P. Perinea! body. The many small vessels are indicated by black 
dot'i. The anterior sections of the lower muscular fibe rs of the rectum {i nternal 
sphincter) are immediately behind it. A. Anus, showing the columns of 
i\lorg:i.gni; R. Nee/um, showing the valves of Houston projecting into its 
its cavity All of the coats of the rectum are included iu these folds; they 
disappear entirely upon slight distention. The internal sphincter ( inferior 
circu\<1 r fibers) are indicated by minute circular markings; the posterior half of 
the external sphinl ter is indicated by lines near the coccyx. t:. Left h alf of 
uterus retrodisplaced. Its central and more vascular portion is indicated by 
black dots around which are its internal and external muscular coats. P, P. 
Ves1ro-11teri11c and reclo-uterinc {Douglas's pouch ) peri toneal folds. 
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muscle. The Fallopian tubes are placed just within their upper face 
margin. At tl_e outer margin of the ligament there is a portion (one 
inch) not occupied by the Fa!lopian tube, which is the infundibulo
pelvic ligament of the O\·ary. The O\·ary projeds through the pos
terior lamina of the broad ligament; enclosed in the two laminre, between 
~he OVdry and ampulla, is the Parovarium, (Fig. 13. ) 

FTC JI. 

HORIZONTAJ. Sr:cTION OF TH}<; ABDO'.llE'.", SHO\\" l '."C THE PEIXIC ORGANS FR0'.11 

ABO\'E AND THE PEJ.\"IC CA\"ITl!o:S. 

\", Fundus of bladder moderately distended: C. Cterine body; A. IL Hypogastic 
artery; D. Cul-de-sac of Douglas; .\ .. \Orta; \". C. \'ena ca\·a; L"r. L"reter; P. 
Psoas muscle: R. Rectum. ( ~·Jumrd ) 

At the uterine end of the broad ligament, near its upper angle, there 
is a longitudinal fold of peritoneum into \\·hich the unstriped muscular 
fibers uf the uterus are prolonged. It extends from the upper angle of 
the uterus to the inner encl of the o\·ary (one and one-fifth inches) and 
constitutes the Ovarian Ligament. 

The Pelvic Peritoneum Reflected from the Sides of the Pelvis. 

-At the sides of the pelvis the peritoneum descends and is reflected on 
to the lateral surfaces of all of the peh·ic organs. At the lower lateral 
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part of the body of the uterus it forms two folds which extend outwar.-J. 
and backward toward the second sacral vertebra. These folds contain 
connecth·e tissue and unstriped muscular fibers, and constitute the 
Utero-sacral ligaments. (Fig. 11. ) 

Practical Points Concerning the Pelvic Peritoneum.-1. There 
is no break in the continuity of the peritoneum 1 although described iu 

sections. 

FIG. 12. 

FROZEN SECTION, SHOWING PERITON'EU:>.1, WHICH IS INDICATED BY DOTTED 

LINES. 

a. Anus; b. \'agina; c. Bladder; d. L"terus; e. Below Douglas's pouch; f. Sym· 
physis pubis. ( Furs/. ) 

2. In operations involving the posterior vaginal fornix it is an easy 
matter to open into the peritoneum. There is no operation involving 
the anterior fornix which especia!ly endangers the peritoneum. 
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3. When the bladder is distended, and during parturition, this organ 
can be penetrated above the pubis without injuring the peritoneum. 

FIG. 13. 

SHOWING PAROVARIUM OR ORGAN OF RosgNMULLER, (Savage.) 
T. Fallopian tube or developed duct of :\hiller; 1. Remnant of the \\'olffian duct; 

2, 2. Remnants of the upper and lower sets of the crecal tubes of the Wolffian 
body; (2.) Hydatid of ~lorgagni projecting from the crecal end of tbe duct of 
l\riiller. 

THE ROUND LIGA)!ENTS OF THE UTERUS. 

The Round Ligam ents are the only uterine ligaments not described 
in tracing the peritoneum. T hey vary in length from four to five inches. 

FIG. 14. 

PUBIC TER:>.llNATlON OF ROUND LIGA:>.IENTS. (Savage.) 

U. Fundus uteri; P . Pubis, where covered by pubic porti~n of aponeurosis of int. 
obliq . muscle; L. Uterine extremity of round ligament; E. Aponeuros1s of ex. 
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Within the pelds they are attached immediately below and in front of 
the Fallopian tubes. A portion of each ligament is included in the an
terior fold of the broad ligament, from which it passes, em·eloped in a 
fold of peritoneum, to the internal inguinal ring, having the same rela
tions as the spennatic cord in the male. After emerging from the ex
ternal ring it passes very close to the outer side of the pubic spine, into 
the fibrous tissue of the mons and the upper portion of the labium majus. 
Before passing into these structures it is broken up into several fine 
strands. (Fig. 14.) A number of operations upon the round liga
ments have recently been devised for O\·ercoming uterine displacements. 

THE PERITONEAL PELVIC POUCHES. 

The V esico-uterine P ouch lies between the bladder and the uterus 
and contains no small intestine. (Fig. 15.) 

FIG. 15. 

THE POUCHES AND REFLECTIO:"IS OF THE PELVIC PERITONEU:u. (Hodge.) 

obliq. muscle; i. Internal oblique muscle;/. Rectus muscle; N. Genital branch 
of genito-crural nerve; I. External tenmnating fibers of round ligaments into 
outer pillar of internal ring near Gimbernat's ligament; 2. Internal termin
ating fibers into conjoined tendons of int. obliq. muscle and tratlsversalis 
muscle near pubis; 3. :Middle terminating fibers into upper part of external 
ring; 4. Internal pillars of external ring; 5. \"esselsof round ligament, nervous 
filaments, and middle terminal fibers of round ligament descending into pu
denda! sac. 
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The Paravesical Pouches lie one on each side of the bladder in 
front of the broad and infundibulo-pelvic ligaments. They probably 
contain intestine when the fund us is diverted to the front, and certainly 
do when it is displaced posteriorly. The Fallopian tubes also lie in 
these pouches. 

The Lateral Pouches of Douglas are bounded in front by the 
broad ligaments; laterally by the pelvic walls; and posteriorly by the 
utero-sacral ligaments. 

The Pouch of Douglas or Posterior Cul-de-sac is bounded ante
riorly by the uppermost inch of the posterior vaginal wall and posterior 
aspect of the supra·vaginal portion of the cervix; superiorly and later
ally by the utera-sacral ligament, and posteriorly by the sacrum and 
rectum with their peritoneal im·estment. \Vhen the uterus lies in 
front it is partially filled with intestine, which is crowded out when 
it is retroverted or retroflexed. 

The depth of the pouch of Douglas nries. Normally it descends for 
about one inch on to the posterior aspect of the posterior vaginal wall. 
It is greater on the left side than on the right. Pirogoff has made a 
section in which the peritoneum dips down on the posterior vaginal wall 
till within an inch from the vaginal orifice. I have elsewhere re
corded a similar case passing under my obsen·ation. This occasional 
anomaly should be borne in mind by the operator. 

CELLULAR OR CONNECTIVE TISSUE OF PELVIS. 

This includes thejascia. 1 which is described in connection with the 
muscles of the pelvic floor; and the loose ce/Lu.lar or conuedh.!e tissue 
througout the pelvis. 

The Cellular Tissue fills in the spaces between the bladder, uterus 
and rectum abo\·e, and surrounds the vagina and rectum below, spread
ing out between the layers of the broad ligam<::nts. It passes by contin
uity from the bladder and uterus upward into th"e iliac fossa, along the 
surface of the psoas muscle posteriorly, and between the peritoneum and 
trans,·ersalis fascia anteriorly. It is yery scant between the anterior 
and posterior surfaces of the fundus and its peritoneal covering, but at 
the sides of the cerdx exists as distinct 1 loose tissue. It is most 
abundant between the folds of broad ligaments. 

The pelvic cellu lar tissue acts as a cushion in breaking the force or 
jar which otherwise would be felt with every step. It steadies the 
pekic organs, and from its peculiar web or sponge-like formation per
mits the blood-\·essels and nen-es to pass through it to their distribution. 
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It admits, also 1 of much displacement of the pelvic organs either upward 

or downward \ as in pregnancy and prolapsus) without injury to the 
structures which pass through it. This tissue is of the highest im

portance pathologically, because of its liability to inflammation. 

THE UTERUS AKD ITS Al\'XEXIA. 

Fig . 16. 

'CTERUS AND ANNEXIA. 

C. The uterine neck; L, L. Left broad ligament; L'. L'. Part of right broad 
ligament; l\1. Right ovarian ligament; 0'. Right ovary; P'. P. Fimbriated 

extremities of Fallopian tubes; R'. R. Round ligaments; T 1• T. Fallopian 
tubes; U. Anterior surface of uterine body; V' . V. Vagina. 

THE UTERUS. 

The Uterus is placed between the bladder and the rectum . Its 
anterior surface is almost straight, and its posterior, convex at its upper 
part. It is divided iuto body and cervix. 

On making a coronal section (Fig. 17) the uterine cavity is best 

seen. The cavz"lJ' of tile body is a triangular slit with its apex down
ward. It is lined with mucous membrane and contains three openings 
-those of the Fallopian tubes and the os internum. 

The Cavity of the Cervical Canal is conical or spindle-shaped , 

and has two openings into it-the os cxternum from below, and the os 

internum from above. 
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The ayerage length of the unimpregnated uterus, from the os exter
n um to the exterior of the fund us, is three inches. The average length 
of the uterine canal, from the os extern um to tl~e interior of the fun
d us, is two and a half inches. 

The Ce rvix is divided into a yaginal and a supra-vaginal portion . 

CORONAi. SECTION O:F l"TERl"S THROUGH FAl.1.0PTAN TL.BES. (Samge ) 
a. l'terine cavity; b. Canal of the cerdx and its peculiar folds of lining mem

brane; d. lnternal uterine coat; c. Os externum; e. Uterine aperture of Fallo
pian tubes;f. Fallopian tubes; g. Broad ligament; \". \"agina. 

The \'aginal portion lies within the vagina. Upon digital examina
tion the os externum is felt as a mere dimple in \'irgins; in women who 
ha,·e borne children it is trans,·erse and fissured. 

In structure the uterus is composed, from without inward, of peri
tonemn, unstriped muscular fibers, and mucous membrane. 

The structure of the mucous membrane of the body is shown in 
(Fig. 18). The mucous membrane of the cervix is thrown into 
numerous folds which are known as arbor vitre. That of the body 
is lined with columnar epithelium. The arbor \'itre of the cervix are 
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lined with ciliated epithelium; between them it is of the columnar 
variety. 

FIG. 11->. 

YERTICAI. SECTION THROUGH THE ::nucous :\Ig:. 1 BR:\~I:': OF THE HUMAN l1TERl.:S. 

e. Columnar Epithelium, the Cilia are not repr<sented; g.g. Utricular Glands; 
cl. ct. Jnterglandular Con nective Tissue; v. 1'. Blood-vessels; m. m. 1\Ius
cularis t\lucos:.c { 'j 0

-} . ( Tumer. ) 

THE FALLOPIAK TUBES. 

The Fallopian T u bes ( FIG. 19) run sinuously from the upper 
angle of each side of the uterus, and are in ~ losed in the upper free 
margin of the broad ligaments. They vary in length from four to six 
inches, the right being usually the longer of the two. 

Each tube is composed of three parts-the isthmus, the ampulla and 
the pa'l'llion. 

The I sthmus is the uterine end of the tube. It is narrow and 
straight, and its lumen wilt barely admit a bristle. 

The A mpull a is curved and thick, with a lumen sufficiently large to 
admit an ordinary sized sound. 

The P avilion (fimbriated end ) is expanded into a funnel-shaped 
extremity. 
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In structure the Fallopian tube is composed, from without inward, of 
peritoneum, longitudinal and circular unstnped mu~cular fibers, and 
muco11s membrane lined with ciliated column:u epithelium. 

THE 0\",\RIES. 

The Ovaries are two O\'al-shaped bodies which project through the 
posterior layers of the broad ligaments one on either side of the uterus. 

Fie. 19. 

\·1EW FRO'.\! BEHIND OF TllC LATERAi, .·\NG l.E OF Tiii'.: l"'I'ERl'S, WITll P.\RT OF 

T HI~ LEFT BRO.\() LIGA'.\ll~NT, 0\"AR\' ANI) PAROVARIU'.\I. (Henk.) 

a. t'terns; b. Isthmus of Fallopian tube; c. Ampuila; g. has Paro,·arium to the 
right, and fimbriated extremity of Fallopian tube and ovarian fimbria just 
below it: t". Ovary; j. Q\·arian ligament; i. Infundibulo-pekic ligament 

They yary in weight from sixty to one hundred and thirty grains, and 
in length from one to one and one-half inches. The 01.:arian b/ra111ents 
h~n-e been described with the peritoneum. 

In slnuture the O\"ary is composed of peritoneum, connective tissue, 
unstriped muscular fibers, blood-vessels, nen-es and lymphatics. The 
peritoneum is of a dull luster and is covered with an epithelium made 
up of columnar nucleated cells, which is known as germ-epithelium. 

The cowudh:e tissue consists of two layers-the cortical and the 
medullary. The cortical lies beneath the peritoneum and the medullary 
near th<:: hilum. Throughout the conuecth·e tissue are innumerable 
Graafian Follicles varying in size from r~o-a\.1 in. .\s they advance 
toward and bulge from the surface they become much larger than this 
and in due time rupture. (Fig. 2 r.) 
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The Graajianfollides consist of
( a ) A tunica fibrosa ( Ovicapsule) ; 
(h ) A membrana propria; 
(c) A layer of nucleated columnar epithelial cells- (Membrana 

Granulosa) ; and 
(d) Liquor folliculi . 
The Membrana Granulosa projects into the liquor folliculi at one 

point, which is known as the discus proli:![ems. The discus proligerus 
contains the ovum, which has the following structure:-

(a) Zona pellucida, or external envelope; 
( b) Velk protoplasm ; 
(c) Germinal vesicle ( 7 -fio in. diameter). 
(d) Germinal spot (-.-Jn in. diameter). 

Trrn YAGrNA. 

The Vagina connects the external and internal organs of generation, 
and extends from the hymen to the cervix uteri. It is bounded anter
iorly by the bladder and urethra, aud posteriorly by the perineum, 
rectum and lower inch of the cu l-de-sac of Douglas. 

FIG. 20. 

SECTIO'.'i THROUGH THE CORTICAL PORTI ON OF Tiii!: 0YARV. 

e. Germ epithelium; s, s. Ovarian Stroma; 1, t. Large sized Graafiau Follicles; 
2, 2. l\liddle sized, and J, 3. Smaller sized Graafian Follicles; o. Ovum within 
Graafian Follicles;'-'· i •. Btood.,•essels in the Stroma; g-. Cells of .\fembrana 
Gra:iulosa. { Turner.) 

The Anterior and Posterior Vaginal Walls are continuous at 
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their sides and lie in opposition, so that the vagina is a mere slit in the 
pelvic floor. In the upright posture it is nearly parallel to the pelvic 
brim (Fig. 21). FIG. 21. 

The A n terior V aginal W all is from 
2 to 2 •z inches long, forming at its 
junction with the cervix the anterior 
vaginal fornix. It is separated from the 
posterior wall of the bladder by loose 
connecti\·e tissue 1 but it is closely incor-
porated with the urethra . 

The P osterior V aginal W all is more 
than an inch longer than the anterior, 
forming at its junction with the cen·ix 
the posterior vaginal for nix. 

In St ructu re the vagina consists of 
mucous membrane, and two layers of Lm

striped muscular fibers surrounded by 
loose connective tissue, which contains 
its outer venous plexus. The mucous 
membrane is made up of unstriped mus
cular fibers, elastic tissue, connective tis· 
sue, and epithelium (squamous and 

L 

cylindrical). \'A.CINA IK VERTICAI4 SECTION. 

The B ladde r , Ure th ra aud Rec tu m (Hart.) 
are well sho\\'!1 in Fig. 10 . The relation a Perineum; b. tTrethra; c. Va

of the ureters to the uterus and bladder J.i 1 ~~ e~.~~,i~eri·~~!ipa:rs ci:rv1~:~ 
cannot, however, be shown in either normal at its upper part, as the 
a \'ertical or horizontal section of the uterus was drawn back. 
peldc organs. Since yaginal hysterec-
tomy has become a popular and frequent operation a knowledge of 
the exact location of the ureters is very important (Fig. 22). In the 
upper part of the pelvis they lie nearly parallel until they cross the 
iliac arteries. The left ureter lies behind the sigmoid flexure and the 
right behind the lower end of the ileum. After crossing the iliac 
arteries they extend along the lateral walls of the pelvis downward, 
backward and outward, nearly to the spine of the ischium. At this 
point they bend forward and inward , behind the uterine \·essels, and 
pass beneath the base of the broad ligaments, entering the bladder 
from one-half to three-quarters of an inch in front of and below the 
cen·ix. 
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There are three openings into the bladder-the orifices of the two 
ureters and the internal orifice of the urethra-di,·iding it into neck, 
base and body. The ureteric openings are separated front each other 
by an inch or an inch and a half. .-\11 abo,·e these openings and the 
centre of the symphysis is the bod)'/ all below is the base,· and that tri
angular portion bounded by them a nd the internal urethral orifice is 
the lrigone. 

Frc. 22. 

U. l'terus; B. Bladder; R. Rectum: A . ..-\. l"terine .\rteries; C. C. l1reter:;; .. L. L· 
l"tero-sacral ligaments 

Praclical Observation: In Yaginal hysterectomy, and in all opera
tions im·o\\·iug the broad ligame11ts, there is but little danger of 
injuring the ureters in securing the base of these ligaments, if the 
operator applies the ligat ure or clamp close to the cen ·ix . 

THE BLOOD-\'ESSELS. LY~lPHATlCS AXD NER\'ES 
OF THE PEL\'IS. 

Blood- Vessels. - ( v. Plate\'! ) . The entire blood suppl y of peh ·ic 
organs and perineum is derived from the O\·arian, uterine, vaginal, and 
internal pudic arteries. The O\·a rian is a branch of the abdom inal 
aorta; the last four are all branches of the anterior cli,·ision of the 





PLATE \". 

SC H EMA OF T m ·: GENITAL C I RCUJ •• o\TIOS (All';•ard am! /)e;'J') . 

A. A. Aorta. \'. c. Inferior \'ena Cava. A. R. Renal Artery. v. R. Renal Vei n . 
A. u. o. Q\'ari an Artery. v. u . o. 0\'arian \'ein. A. I. C. Left Common Iliac 
Artery . v. 1. D. Right Common Iliac Vein. A. 1. E. External Iliac Artery. 
A. 1. Internal Iliac Artery . v. 1. E. External Iliac Vein. \'. 1. Internal Iliac 
Vein. A. E. Epigastric Artery, giving off A. r.. R., Artery of the Round Liga
ment ( 1~. R.) . v. E. Epigastric Vein, receiving v. r •. R., Veiu o f the Round 
Ligament. A. r . Puerpera l Arte ry. r. P. Pampiniform Plexus. A. u. Uteri ne 
Artery. v . u. Uterine Veins. A. v. Vaginal Arteries. I' v. Vaginal Plexus. 
A. v. H. Vulvo-Vaginal Branch of the Intern a l Pudic Artery. v. B. Ve ins 

emptying into the Internal Pudic Vein and a lso into the External H emor
rho idal Veins. n Bulb of the Vagina. v. \'ulva. u. l'terus. T. Fallopian 
'l'ube. o. Ovary. 
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internal iliac. At the isthmus of the cen-ix a special branch of the 
uterine joins with its fellow to form the circular artery. 

The -;:enous supp(y is Yery abundant, and consi!'its of numerous an.d 
freely communicating plexuses. These plexuses are located a!:l fol
lows:-

FIG. 23. 

NER\·J<:s OF THE t°Nlll!PREGNATED l'TERllS. PERPENDICULAR SECTION OF THE 

l'TERUS FROM IlEFOl<E BACKWARDS. (1-hrsdife!d ) 

r. Hypog-astric plexus (infer. aortic plexus) lying on the bifurcation of the abdomi
nal aorta. 2. Rectal hr. of the inferior mesenteric plexus, receiving- constant 
br. from the division of the hypog-astric plexus of the same side. 3. One of 
the lumbar ganglia of the sympathetic, all of which ).!hoe branches to the 
hypogastric plexus. 4, ..J. Spermatic plexus, derin~d from the renal and upper 
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The Vesical P lexus, external to the muscular coat of the bladder. 
The H emorrhoidal Plex us, below the mucous membrane of the 

lower part of the rectum . 
The V aginal Plex uses--one outside of the muscular coat and one 

in the sub-mucous tissue. 
The Ute r in e Plexus, in the muscular structure of the uterus. 
The O vari a n Plexus ( parnpiniform plexus), between the folds of 

the broad ligament. 
Vast Venous Plexuse::3 lie b:!tween the layers of the broad ligaments 

and beneath the peritoneum. 
N e r ves. ( Fig. 23 ). The pelvic organs are supplied with both 

spinal and sympathetic nerves, as follows : 
I. Inferior hemorrhoidal branch of pudic and fourth 

and fifth sacral and coccygeal nerves supply the levator 
and sphincter ani muscles. 

a. Spinal. 2. The fourth and fifth sacral and coccygeal supply 
the coccygeal muscles. 

3. The pudic supplies muscles of the perineum and 
the clitoris. 

h. Spnpat/zetic.-lnferior hypogastric plexus gives off branches to 
the vagina, uterus, Fallopian tubes, and ovaries. 

The nerves terminate in the muscular layers of the uterus in the 
neuclei of unstriped muscle (Frankenlzii.user). Those supplying the 
mucous membrane end iu ganglia. (/-fart.) 

L ymphatics.-The lymphatic system of the pelvic organs is very 
extensive and very important. The vessels are arranged in a network 
surrounding the various structures and organs, and freely communi
cate with the inguinal and pelvic glands. Figs. 24 and 25 give the 

aortic plexus; it supplies the Fallopian tube, the ovary, and upper part of the 
uterns. 5. Br. from the third and follrth sacral nerves, assisting the foregoing 
to form, 6 and 7, the right i:1ferior hypogastric ple)rns. Ganglia, cervical gan
glia (Robert Lee), which are not found in any part of the bypogastric plexus 
( I), are constantly met withal the points marked 6 and 7. 8. Uterine filaments. 
The lower part of the uterus is supplied by anterior br. from the inferior 
bypogastric plexus; the middl~ by distinct prolongations from the hypogastric 
plexus (infer. aortic ( 1); the fund us by the spennatic plexus, and filaments 
from the two former sources. 9, Vesical plexus and br. 10. Trunk of great 
sciatic n. 11. One of the muscular br. (levator ani br.), from the fourth 
sacral nerve. 12. ·rrnnk of pudic n ~rve. 13. Continuation of the latter into 
dorsal nerve of the c litoris R. Rectum; C. l'terns; B. Bladder; D. Trans. 
perinei 111. cut across section. 5 of the ilium. 
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student a much better idea of the p=.ldc lymphJ.tics than could be 
given in an entire chapter of reading matter. 

FIG. 2-t. 

LYMPHATICS OF THE l1TERUS, WHICH RAS DEEN" TURN tW FORWARD. {Sappey. ) 

A. Aorta; B. Commou iliac; C. Bifurcation into internal aud external iliacs; D. 
\"ena cava inferior; E. Common iliac ,·eins; F. l"terus toppled forward; G. 
Rectum; H. ligament uniting sacrum with fifth lumbar vertebra: 1. Lymphatic 
vessels passing under ovaries to follow the course of ovarian \"essels; 2. Lym
phatics from body of uterus, which end in lymphatic glands accompanying 
the iliac vessels; 3. Lymph glands receiving the lymph vessels of mucous 
membrane of cavity of body; 4 . ..J.. Lymphatics from lower portion of surface 
compare uterus, going to the glands behind internal iliac vessels, which glands 
( 5) \'ary in number and volume. 
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FIG. 25. 

LY:\IPJ-IATICS OF THE PEI.\'IC YISCERA AND THI<: ABDOMEN. (Sappq. ) 

B. Common iliacs; C. External and internal iliacs; n \"ena cava inferior; G. Com
mon iliac veins; H. L"reters: I. Rectum: K. literus; L. Cervix; ?<l, l\I. Section of 
vagina; N, N. Fallopian tubes: 0, 0. Ovaries: Q. Q. Round ligaments. 2. Super
ficial renal lymphatics; 3. Com·erging tnrnks of same, emptying into lymph 
glanJs (4); ;, 7. Lymphatic ple:-.:usof the O\'aries; S, 9. Trunks receiving o\·arian 
plexus following course of utero-ovarian ''eins; 10, 11. Glands recei,·ing the 
lymphatics from ovaries; 12. Lymphatic:; from fundus, joining- o\·arian plexus 
with same termination; 14. Glands receiving ( 13) trunks from surfaces and bord
ers of body of uterus; lj. LymphaticsoriKinating in lower part of cen·ix, mucous 
membrane of uterine cavity and \·aginal fornices; 16. Lymph glands occur
ring along the course of these \"esse\s; 1 j. Efferent \1essels of these glands tak
inK their course to the glands heneath external iliac vessels; 18. Lymphatics 
which procet.'d from the posterior surface of the cen·ix, terminating- in the 
glands accompanying the internal iliac; 19. Exceptional lymph trunk from 
cervix passing to gland in front of fifth lumbar \·ertebra; 20. Another excep
tional lymph gland and vessel situated along the cour,.e nf the common iliac. 



CHAPTER lll. 

CASE TAKING . 

Systematic inquiry should precede a local examination of the female 
peldc organs. It is, howeyer 1 unwise for the physician to restrict the 
patient's uarrati\·e by confining her to one of the many case records 
now in e:d~tence. A yoluntary history is cf more value than 0111.: ob
tained by a serie!" of cross-questio11s. The m·erage patient's imagina
tion is influenced by ~et questions. She should be permitted first to 
relat1.: her own ~tory, and as much of it as the physician deems impor
tant he should note. This will afford him a superstructure upon which 
to base a more systematic examination. A fault less clinical record has 
not yet beeu publisherl. For the last fixe years I ha\·e used ~liner's, 
and, although imperfect, it possesses the merit of pre\·enting the ex
aminer from confining himself to one s. t of organs, for the general 
scht:duieis \·ery complete. The gynecological form, which ~Ir. Miner 
had me arra nge for him, is as follows: 

First,le11struntcdnt
Characlerofpain-;nlthi ... time 

• u) before flow , ( b~ during 
flow· .-jafterflow-

~~lit:r~~';:~1~~1~g~;~~lr~uan-

1_1: Time of c lmnge to more 
pain:or1/1)le-.-.pain

{1~~~·;11!1e o f flow when mo,.t 

IJJ<; hai:nctcrof1><1.in-.-:-

:~11P11~1:111?; ~l~~~i~i:~\:1\;t ~',::~ 
flow \a .. ting 

PRESENT CONDITION 
De,·eJopment of Prc .. erll 

symptom~-

Ncn·ou ... l)eraugcm<:nt!'i-
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{1) Character of pain" , 
ts)Spedn lre111ark.;-

locn lityanddegree-
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a111ou11l , (rl per.siste11ce; 

Ut~~~itio~:~bility-

D i agrammatic outlines of the pekis, so arranged that special lesions 
can be quickly indicated 1 add greatly to the value of a gynecological 
record, and are provided in ~he Miner case book. 

THE SIGNIFICANCE OF PAIN IN DIAGNOSIS 

One or all of three general symptoms usually induce the non-preg
nant female to submit to a local examination These are some un
natural discharge from the generative tract. disordered menstruation 
and pain. Pain, as an expres~ion of disease, may mean much or little, 
and the importance of interpreting its significance correctly is self-evi
deut. For the convenience of study, it may be classified as follows:
A s R egards L ocation.-1. Lumbar region; 2. ovarian region: 3. 

hy_POgastric region; 4 sacral and coccygeal region; 5. vukar region; 
6. lower extremities; 7. general. 

A s R egards Func tion.-r. Menstruation; 2 defecation; 3. micturi
tion; ..J-. coition. 

A s R egar ds P ost ure .-1. Erect; 2. sitting; 3. reclining. 

As REGARDS LOCATION. 

Lumbar R egion .-Pain in the back is a symptom which is perhaps 
oftener complained of in uterine disease than any other. It may be the 
only manifestation of such disorder and is, probably, except when the 
uterus is greatly enlarged, purely reflex. That it is not due to 
pressure is evident from the fact that it is found when the fundus 
is directed forward as well as backward, and iu various lesions 
of the pelvic organ~ giving nse to no pressure. It nevertheless 
occurs oftener in retro-displacements and particularly in retroflexion. 
Expulsh·e efforts of the uterus will likewise excite lumbar pain, hence 
it is a symptom of the obstructi\·e form of dysmenorrhea, and occurs 
whenever the uterus contracts upon any foreign body or substance. 
Prolapse of the ovary and lesions of the cervix and endometrium may 
also cause a most persistent backache. 



Lumbar pain is to be differentiated from

r. Lumbago; 
2. Disease of the \·ertebrre; 
3. Disease of the kidneys; 
4. Abdominal aneurism. 
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In lumbago muscular effort is painful; the patient finds it difficult to 
stand erect, and even impossible to stoop forward . The onset is often 
sudden and it is uninfluenced by either emotion or menstruation. 

The clinical history in disease of Ille verlebrte is important; that of 
traumatism or constitutional bias is rare ly absent. There is usually 
tenderness upon pressure over the affected p:i.rt, and other local eYi
dences of deformity and disease are rarely wanting. 

When kidncJ1 disease is suspected the only safe guide is a careful ex
amination of the urine. 

Abdominal aneu.rism is a disease of middle life and occurs more often 
in males. The physical signs of aneurism are rarely wanting. 

Finally, menstruation aggra-;1ates nearl.J', if not all, pebic lesions, but 
does not influence the other affections under consideration. 

O var ian Region.-Few authors agree with Hewett that pain in the 
groin is, in ninety per cent. of all cases, due to anteflexion. It is more 
probably due, in the vast majority of instances, to irritation or inflam
mation of the ovary. In character it is stinging or burning, sometimes 
aching, more or less persistent, and usually confined to one side
oftener the left. I t is particularly distressing a day or two pre\'ious to 
menstruation, during exercise and after congress. ~ot infrequently it 
can be traced to sexual irregularities and is, therefore, often met with 
in prostitutes. Sometimes it occurs at regular inten·als between the 
menstrual periods, the result, according to Priestly, of .c intermeastrual" 
O\·ulation. Bermetz, Del\Ierie1 aud Noeggerath belie\·e gonorrheal in
fection to be a prominent causati,·e factor. In certain in~tances uterine 
displacements and lesions will cause reflex pain in the ovarian region, 
though oftener it is the result of o\·arian congestion and inflammation 
which follow in the train of such lesions. 

H ypogast ric Region.-Paiu in this region varies greatly in char
acter. It may be-

1. Bearing-down ; 
Intermittent; 

3. Persistent; 
4. Inflammatory; 
5. Pain with symptoms of shockand collapse. 
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Beari11g-dm.1.'n pain located in this region is suggesti\·e of one of 
se\·eral conditions, and, if presistent, calls for an exploration of the 
pekic organs. The most frequent cause is, undoubtedly, the contrac
tion of the uterus upon something within its cavity or walls, when it is 
expulsiye as well as bearing-down. Fibroid tumors, polypi. retained 
menstrual blood, and a detached onun all excite the uterus to an un
natural contraction. Any disease of the uterus invoking change or 
shape of the organ may likewise cause a bearing-down pain. Such are 
the \·arious forms of displacement, particularly descensus with or with
out ,·aginal prolapse; hypertrophic elongation of the cervix ; and 
hyperplasia of the uterine body. Hematocele as a cause of bearing
down pain will be considered under another head 

The most typical intermittent pain is th~t of normal labor. It then 
comes and goes at regular inten-als, with a decided period of inter
mission. Pains simulating those of labor occur in abortion and are not 
infrequently present in the non-pregnant. For diagnostic purposes we 
may consider : ( a ) Pain resulting from restrained menstrual discharge : 
( b) pain due to the expulsion of an o\·um or retained fetal membranes; 
(c ) pain due to retention of urine; ana (d) pain due to tumors of the 
uterus. 

In pain resulting from retained menstrual discha1l;e, the history will 
usually assist us in forming an intelligent conclusion. In young girls 
the escape of blood externally may never have taken place. If the 
menstrual discharge is retained, all the symptoms of menstruation will 
recur at regular intervals, minus the flow. The suffering is usually 
great, hysterical phenomena are rarely absent, and, in due time, en
largement of the uterus may be felt. A local examination will reveal 
an atresia, either of the cervix or vagina, which is usually congenital. 
In women who ha\·e menstruated the symptoms are similar, but 
the oUstruction, which may be temporary or permanent, is generally 
acquired. If temporary, persistent contraction will overcome it; the 
uterus will then be emptied and the pain will cease until the organ is 
again distended. This type of obstruction is often the result of flexion. 

Intermittent pain due to the expulsion of an o·vum or retained fetal 
membranes has a history which, if elicited, will rarely mislead a careful 
examiner. The patient will state that the menses have been suppressed 
for one or more periods. \Vith such a history, and the discharge of 
blood suspiciously excessive, a vaginal ex3.minatiou is imperative . The 
discharges should be carefully examined for the products of concep
tion, though it must be remembered that in very early abortion these 
may be entirely overlooked. Velpeau detected an ovum of about four-
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teen days, ·which was not larger than an ordinary pea. It is entirely 
possible for both conception and abortion to occur between two men
strual periods, when the diagnosis would be exceeding difficult, if uot 
impossible. 

Rdwlion of urr·uc has caused intermittent pains, simulating those of 
labor (Sedgwick). In the majority of instances such retention follows 
labor, and is due to paralysis of the walls of the bladder. In Dr. Sedg
wick's case, however, it occurred in a young woman supposed to be in 
labor.* She denied pregnancy, but ,-iolent bearing-down pains, with 
short interval, were present; the abdomen was enlarged to the size of 
a nine months' pregnancy. Catheterization remo,·ed an incredible 
amount of urine from the bladder, and the diagnosis became plain. I 
ha,·e seen the bladder quite as much distented, but the patient was 
moribund from puerperal septicemia. t Both of these cases show 
most emphatically the danger of relying solely upon subjecth·e symp-
tom~. 

Intermittent pains resulting from tumors of the uterus are usually of 
a bearing-down character, aud ha,·e already been described. 

Persistcul pain in the hypogastric region has its origin in cystitis and 
is accompanied with more or less dysuria. The pain of cystitis is sub
ject to exacerbations and remission~, but is, ne\·ertheless, persistent. 
The degree of suffering is influenced by the extent and se\·erity of the 
inflammation. Cystitis gives rise to yariable quantities of ropy pus in 
the urine. 

Ftbroma and Carcinoma Uteri and Flexions, nny give rise to per
sistent pain. The pain of cancer, when persistent, is peculiar, although 
not pathognomonic. It does not occur until the peri-uterine tissues 
are inyoked, when it is of a dull. aching, sickeni1Jgcharacter, and may 
be burning or darting, seemingly transfixing the whole pekis ( Rigby ) . 
Pains of this character, particularly if associated with a suspicious dis
charge and cachexia, demand of the examiner an immediate explora
tion of the parts. But it should not be forgotten that cancer may 
progress even to ulceration through and into the bladder with little or 
no pain, and absolutely no perceptible constitutional disturbance. 
Such a case presented herself at my clinic during the winter of 1888. 
The patient sought relief because of the discharge of urine through 
an ukerated opening into the bladder. An examination re,·ealed a 
broken-down scirrhus of the cen·ix, im·olving the base of the bladder. 

l/ewitl, 4th Edition, \'ol. II, p. 448 
tTransaclro11so/theAmerican h1sliluleoff-Iomrmpalhy, 1889, p. 676. 
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There had been no pain, and the features were those of a most vigorous 
woman. 

The pain of inflammation as a subjecth·e symptom is not pathogno
monic. It iS acute in character, is usually traceable to some definite 
cause, and constitutional symptoms are present; the pulse is increased, 
the temperature is ele,·ated, and there is more or less tenderness of the 
affected parts. Chilliness or a decided chill usually ushers such an at
tack. The se,·erity of the sufferring ,·aries according to the extent of 
tissue involved and the constitutional impression made. 

Pain wit!t SJ 1mptomsof s/wck and collapse, is always of serious import. 
It is suggestive of rupture or perforation of some one of the pelvic 
viscera, with an escape of its contents or of blood into the peritoneal 
cavity. Such an accident follows a ruptured ectopic pregna11CJ' cyst
according to Lawson Tait this is the chief if not the only cause of 
hematocele-when the severity of the shock depends upon the direc
tion of the rupture: if between the folds of the broad ligament, it is not 
necessarily ,·ery great; if, on the contrary, it occurs in the free perito
neal cavity 1 there is nothing to limit the quantity of blood discharged 
and the symptoms at once become profound, if death does not speedily 
ensue. The ordinary symptoms of pregnancy may have preceded such 
an attack, but unfortunately the history often affords no clue as to its 
cause. Hematocele due to causes other than ectopic pregnancy is 
more apt to occur during or near a menstrual period. In all forms of 
hematocele the presence of the effused blood frequently excites much 
tenesmus and bearing down. 

Rupture of an o·varian CJ'Sf and of agra·j}id uterus giye rise to shock. 
The symptoms of a ruptured uterus do not differ from those of a rup
tured ectopic pregnancy cyst, except that the cause is ob,·ious, and if 
the accident happens during labor the child will recede from the ex
amining finger. The character of the contents of an m·arian cyst will 
determine the symptoms after rupture, if bland and unirritating the 
symptoms are not marked; if purulent, fatal peritonitis may quickly 
follow unless the abdomen is speedily opened. 

The symptoms of shock, whatever the cause, are much the same. 
It is characterized by prostration, fainting, feeble or nearly impercep
tible pulse, great paleness, pinched features. cold, clammy perspiration, 
nausea and vomiting. \Vheneyer the foregoing symptoms present them
seh·es they demand of the physician immediate and unremitting atten
tion. 

Sacral and Coccygeal Region.-Pain in this region may be due to 
actual disease of the bones or periosteum, to a displaced uterus, to pres-
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sure t:xerted by inflammatory exudates, or it may be purely reflex. A 
persistent pain in the sacral region always gives rise to a suspicion of 
relro·disp!aroneut of Ille uterus. Invoh-ement of the retro-uterine 
cellular tissue will excite an obstinate sacral pain. I have often found 
it present when the utero-sacral ligaments were contracted by cellulitis. 
!\Junde obseryes that adenitis and angioleucitis-inflarnmation of the 
lymphatic glands and vessels of the pelvic cellular tissue-are many 
times the cause of sacral pain. \Vhen the coccyx is implicated this 
bone should be carefully examined for the evidences of injury or 
necrosis. Often the cause is entirely obscure1 and for the want of a 
better explanation the symptoms are relegated to the domain of ' ' neu
ralgia ." 

V u lva r R egion .-Pain in the external genitalia usually has its 
origin in some form of specific or non-specific inflammation in the 
region of the labia or the introit us rngin:::e. Disease of the Bartbolinian 
glands may likewise excite vulvar pain. \Vben vukar pain is com
plained of an inspection of the parts should be made before indagation 
is practised. 

L ower Ex t remities.-Pressure upon the sacral plexus of nen·es is 
the usual intra-pelvic cause of pain in the lower limbs. Tnmors, 
inflammatory deposits, and retro-displacements exert such pressure, 
when the pain is confined to the posterior surface of the limbs. Painful 
cramps in the calves of the legs, like those occurring during labor, may 
result from pressure of any kind. 

When the pain is confined to the anterior part of the thigh another 
set of nerves is involved, and pressure is not the cause, unless it is 
extrted by a psoas abscess, or by an anteflexed uterus. Usually pain 
in this region is due to anteflexion ; in other instances the pain may be 
purely reflex. From whate\·er cause, it may manifest itself in any 
portion of the limb to which the im·olved nerve or nerves are distri
buted. I have seen a pain limited to a very small portion of the ante
rior tibial region, which had persisted for three years, disappear imme
diately upon repairing a lacerated cen-ix . Irritable carunculre, lesions 
of the rectum, bladder, and urethra, may give rise to pain in the lower 
extremities and even to paraplegia (Thomas) . 

General.-The general symptoms of uterine disease are innumerable. 
In the chapters deYotecl to the Hystero-Neuroses they are treated of 
in detail. It is sufficient at this time to observe that any and every 
part of the body may be the seat of disturbance whose origin is within 
the pelds. This may be the result of pain directly reflected, or second
ary to depra\·ed nutrition, which follows in the train of disordered 

6 
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digestion and malassimilation. The stomach, the li,·er, and the intes
tinal canal are frequently affected in a reflex way, gidng rise to dys
pepsia, cardialgia, nausea 1 yomiting, anorexia 1 jaundice, diarrhcea, 
constipation, etc. Persistent pain in the occiput or Yertex, worse during 
menstruation, is almost pathognomonic of uterine disease. So also is 
p.lin in the left infra-mammary region. Spinal irritation is a part of 
the general" neurasthenia'' which supervenes as the nutrition suffers. 
In short, the entire system is often profoundly and permane11tly im
pressed by utero-o\'arian lesions. 

As REGARus FuNC'rION. 

Menstruation .-Dysmenorrhea is the term by which painful men
struation is designated. Few women are absolutely free from pain 
during menstruation. By observing the character and the circum
stances under which it appears, it is possible to form a very intelligent 
idea of the cause of the suffering. Pains radiating from the uterine 
region, occurring in paroxysms, and terminating with a more or less 
profuse discharge of blood from the rngina, suggest an obstruction to 
the exit of the blood. Pain in the ornrian region for two or three days 
preceding the onset of the flow, and usually relie,·ed by it, \Yould direct 
attention to the corresponding OYary as the probable seat of mischief. 
If the flow is uninterrupted. the pain is sharp and fixed, or comes and 
goes in quick succession, and the patient is of a neuralgic or gouty dia
thesis, the cause is probably systemic and there will be an absence of 
local lesions. If it appears suddenly during menstruation, followed by 
suppression and constitutional disturbance, acute congestion or actual 
inflammation is the usual cause. Or if the pains resemble those of 
labor and occur simultaneously with the flow, ceasing upon the expul
sion of a clot whose nucleus is a piece of membrane, the symptoms are 
probably due to membranous dysmeuorrhea. ( t'. Chapter xviii.) 

Defecation.- From the standpoint of both physiology and pathology 
the female pekic organs are a unit, and the gynecologist can no longer 
ignore the influence which the rectum and the bladder exert upon the 
generative organs. Painful defecation may be the only symptom of 
which the patient complains. It may be due to one or more of the fol
lowing causes: Cancer, stricture, fissure, hemorrhoids, polypi, pro
lapse of the O\'ary, pressure exerted by a sensitive fund us or cervix, 
pelvic exudation, fistula, rectocele, and proctitis. From the character 
of the paiu alone we can only surmise the nature of the lesion. For 
accurate diagnostic purposes a local examination is imperath·e. 

Micturition.-Only the factors coucernecl iu painful micturition are 
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to be mentiont<l at this time. These are: Inflammatory diseases of the 
bladder and urethra, malignant disease of the bladder, \·ascular tumors 
and e\·ersion of the mucous membrane of the urethra, abnormal posi
tions of the uterus, yesical calculi, disease of the ostium \·agin~. and 
abnormal conditions of the urine. 

Inflammation of the bladder and urethra may be either acute or 
chronic. If limited to the bladder pain is present more or less con
stantly, a11d especially during micturition. The inflammation in both 
instances may be due to a number of causes. 

In the rare instances of idiopathic malignant disease of the bladder 
the pain is worse immediately following micturition. Turbidity of 
urine, with or without blood, is a symptom of carcinoma of the bladder. 
In hematuria the source of the blood can only be determined by a care
ful, and perhaps, repeated examination of the urine. The cystoscope, 
in experienced hands, is very useful in diagnosing \·esical lesions. 

Yascular tumors of the urethra, unlike urethritis, cause a persistence 
of the pain during and after micturition which lasts for an indefinite 
time. E\·ersion of the mucous membrane, in both young girls and 
marned women, may excite dysuria. Benecke has reported three 
cases of prolapse of the urethral mucous membrane in youug girls. I 
have seen, in an elderly woman, a similar prolapse as large as a pigeon's 
egg, which was the cause of \·ery painful micturition. 

Abnormal positions of the uterus are more apt to cause difficult than 
painful micturition. Howe\·er, I hm·e often seen both difficu lt and 
painful micturition ca used by retraction of the utero-sacral ligaments, 
drawing the cen·ix and the base of the bladder backward. 

The pain resulting from \·esical calculus is worse immediately after 
the bladder is emptied, and is caused by the contact of the bladder 
walls with the stone . Calculi almost i1wariably excite, sooner or later, 
cystitis. 

Any disease of the ostium \·aginre causing it to be inflamed or ulcer
ated, will excite more or less pain after micturition. Such are the 
various forms of inflaunnation1 and specific and malignant forms of 
ulceration. Excoriation of the vaginal outlet is not infrequently due to 
abnormalities of the urine. 

Coition.-Painful sexual intercourse, or dyspareuuia, may be the 
one and only symptom for which the gynecologist is consulted. The 
causes are many and may be enumerated as follows: Pelvic congestion 
from any cause; inflammation of any of the geuerati\·e or peh1 ic organs; 
ovarian tenderness or prolapse; irritable caruucles; fissure or ulcers of 
the \·uh·a, urethra, or anus; neuromata of the vuh-a; coccygodynia; 
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simple hyperesthesia without evident lesion; and atresia or stenosis of 
the n1lva or ,·agina. 

As REGARDS POSTl"RE. 

Erect.-The bearing·down pains, pains in the lower extremities, and 
those caused by inflammation, are aggravated by the erect posture, and 
especially by walking. The distress incidtnt to relaxation of the pelvic 
floor with uterine and vaginal displacements is often felt on ly in this 
posture. 

Sitting.-If the female perineum is pressed upon in the direction of 
the axis of the pelvic brim, there will be more or less bulging of the 
hypogastrium. (Duncan.) Although the perineum is protected by the 
tuberosities of the ischia, a certain amount of pressure is exerted upon 
it in the sitting posture, which pressure is communicated to the deeper 
parts. The bowels and the pelvic organs are, therefore, in a measure 
"squeezed" while the woman is sitting, and, if inflamed or tender 
from any cause, pain is liable to result. A prolapsed ovary may be im· 
pinged upon in no other posture . Disease or displacement of the coccyx 
and of the rectum may make sitting painful or impossible. \Yhen cOC· 
cygodynia is present the pain is excruciating during defecation and 
while the patient is rising from the chair. 

R eclining .-There are few if any gynecological diseases made 
worse by the reclining posture. \Vhen the spinal cord is secondarily in
volved1 either in a reflex way or from nutritive changes, Hammond 
gives a diagnostic point worth noting. Jt is this: If t he pain in the: 
back be due to anemia of the cord it is made better by lying upon the 
back, when the blood will gravitate to the cord and its membranes, 
thus temporarily O\·ercoming the anemia; if, on the contrary, the pain 
be due to congestion it will be aggravated in the dorsal posture. 

The therapeutist will many times be able to base his prescription 
upon the numerous and ,·aried expressions of pain which has its origin 
within the pelvis. To him it will be ~'significant '' both from a diag· 
nostic and a therapeutic standpoint. Nevertheless, the careful diag· 
nostician and therapeutist will weigh carefully the \•alue of purely sub
jecth·e testimony. Pain, as a symptom, will prove most serviceable to 
him who holds pathology and drug pathogenesy to be inseparable. 



CHAPT ER IV. 

THE SIGNIFICANCE OF DISCHARGES IN D IAG NOSIS . 

LEUCORRHEA. 

In a physiological state the mucous membrane of the genital tract, 

extending from the ostium vaginre to the fimbriated extremity of the 

Fallopian tubes. secretes only enough fluid to lubricate its opposed sur· 

faces. 
Q\·er the inner surface of the labia, the clitoris and the nymphre are 

sebaceous follicles which secrete sebaceous matter containing butyric 

acid. The n1ko·\·aginal glands, and numerous muciparous follicles, are 

located at the side of the rnginal aperture, from which is poured a viscid 

mucus, which is increased during the sexual orgasm. The secretion 

from the \·aginal mucous membrane is transparent and, under the 

microscope. shows variable quantities of broken·down epithelium. 

The arbor i•ilre of the cen·ix: contain many glands of the racemose 

type, dilated at their extremities and extending deeply into the con

nective tissue. (Ruge and Veit ) These are exceedingly numerous 

and from them is poured a tenacious, viscid secretion of an alkaline 

reaction. \\'hen in a state of actidty the quantity may be enormous. 

Microscopically, it contains epithelium of the columnar \·ariety and 

mucous corpuscles. The cen·ical discharge rarely preserves its charac

teristic appearance when it escapes from the vagina; after the secretion 

from the ct>rvix and the \·agina commingle. the effect is a white, soapy 

or creamv fluid. 

PATHOLOGY. 

Xo perfect dh· ision based upon the physical character of the dis

charges can be made, for rarely is the discharge, as it escapes from the 

vagina, derived from one source. The following classification is, there

fore, made solely for the com·enience of study: 
1. 7\ l ucous; 

Purulent; 

J· \\'atery: 

i7 
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4. Sanious; 
5. Offensiye; 
6. H emorrhagic. 

The character, source, and significance of the~e several discharges are 
contrasted in the succeeding table. 

DrSC!!ARGES. 

Jlfucous.-Contains oil gloh- Ceniical canal Exaggeration of normal secrelion 
ules and epit helial debris l"terine cavity after menstruatio11 and duringpreg-

!ii~~~· I~~!~l~:~~1:/~~~ .. :~'. :1 R~~~Izrian tubes ~~:~:~~~1.1~:;~~~~1:~J;;~;~;:;~f;~~~~: 
curdy lookmg and of acid etc. \\'hen plugging the cerdcal 
react ton. cana l it may he the cause of sterility. 

Thick, creamy, an1l of acid External s u r · Cen·ical metritis an~! endometri
reaction. Frequently white face and lips of tis. Cystic degeneration. 
o r yellowish white and at cervix. 
times almost membranous in 
character. Epithelial cells 
:~~~. oil gobules are also pres. 

Acid mucus. Occasionally Vagina. 
parasites and fungi (Tricho· 
monas \·aginalis; Leptothrix 
buccalis ) 

Inflammation. either specific or 
non-sp~cific Aphthous ulceration. 

Purulenl.-May be thick Fallopian tubes Pyosalpinx or chronic t:ndome
or thin, profuse or scanty tRare) tritis, the result of either specific or 

~f1~~~s ~in~~r~;tt~; ~;1~od~me- Uterine ca,·ity. ~iofi~·.s&~~~~~1i·~in:;~ 1:11s~t;!z;;: P;:s!~~~ 
Suppuration of retained membranes 
after abortion. Carcinoma. \\'hen 
the quantity is considerable and 
11011·conti11uous, p1obably clue to 
partial cervical obstruction. 

Same as above. :;\lav be Cervix. Carcinoma. Chronic i11Aamma-

~~1~~1:11do~elli~\\'~onorri1eal, ~:~z:.~a. ~~:~~~~f~;;atf~n.11011-specific. Sy-

Same as above. Quantity Suppui:ating cyst. Opening either into uterus or 

great. Peine absces5. i~~fi!:11~;11 altli~~~ry ~~·~1~1~1:~~ 1~r p3~~=~~ 

ll 'ale1y. -Quantity vari
able, may be great. Hyda
tidiform bodies often expell· 
ed with fluid 

Dirty yellow or pale yel- 1 
low. clear, watery, or mixed 
with blood. Quantity may 
be ve ry great. 

Ovarian nuid. 

Lterus. 

Cervix. 

Abdomen 

after discharge of pus. 

Pre,(.'11n11ry.-Fro111 the amnion. 
f-lydalufiform nu~lc-rapidenlarge
ment of uterus wtth absence of the 
u5ual symptoms of pregnancy 

I ubcrdc.- \'ery ra:e ; secou<l.ary 
to genera l tuberculosis. Polyp1 (v. 
Note 2). Cauliflower excrescence. 
( Ramsbotham. ) 

Con kn ls of o·N1ria11 (I'S/ t·smpinJ[ 
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l"rinous odor Illadder. 

into P"allopian lube ~r u/ous.-
1 listorv of ab<lominal tumor with 
su<lde1l diminution. \Rare.) 

Vesiro.;,·a.t:inal or ;.·esfro-ule1 ine 
fistula. Frequrnlly imoluntary 
while laughing m co11g!ti11g. 

St111io1H.- Leucorrhea apt L'terine ca\·ity. Associated with menorrhagia, po-
to be profuse. lypi, and fibromata. Discharge al

ternate ... with actual hemorrhage. 
Fuugoid or granular endometritis. 

Discharges modified by Cervix. Abrasion or ulceration 
character of lesion. 

Blood-tinged pus. Quan
tity usually great 

O.ffet1Sii.'f!-\"ariab\e in 
~~:.ntity. Frequently sani-

da~~1~1~J,:·:1~i~(~C !r~1~t\ed~ 
Contains dCbris of uterine 
tissue, fatty and oil particles, 
mucous corpuscles, or the 
products o_f suppuration a11d 
111nammat1011. 

\'ariable; usually much 
degenera1ecl 

Pe\\"iS. Hcmatoreh'.-Previous history of 
shock, collapse, and inflammation. 

Vteriue cavity. Retained produds of couaption. 
Cervix -History of pregnancy. 
\'agina Sarcoma. - Not offen~i,·e until 
\"uh-a. necrosis of tissue occurs; peculiar 

discharge 1esembling washings of 
fresh meat. 

True carciuoma.-Not offensi,·e 
until necrosis of tissue occurs; 
(Characteristic odor of malignancy) 

Reta med 111cnsh ual blood;--\Vant 
of cleanliness. 

L"terine cavity. E.xassiz1e meustrunliMI due to 
uterine diseaseienclometritis, fibro· 
mata, etc.) !lisplaccmc11ts . .l!eno
paust·.-. .\ge. Tu11101•s.-Qua11tity 
does not depend upon size. 1 L'su
ally metro1rhagia and me11orrha
gia.) Hcmalocdr. - Shock and 

General 
collapse: 

Cousltlulwual -Purpura, tube1-
culosis. Bright"s disease, syphilis, 
plethora, malaria,exanthemata. dis
orders ot the heart. lungs, and Ji,·er. 

XER\·o~·~ ! (bl ~i~~2.:=-~~~:~}~j?~::~ 
mammary irritation. 

\\.hen due to constitutional Cef\'ix. 
cau~s-\enous. \\·hen due \"agina. 
totraummatism-arterial. \·uha. 

Co11slitulio11al.-Same as above 
Trauma/ism. -Surgical. acciden
tal, \"aricosis, thrc.mbosis, ,-ascular 
excrescences . 

\"enous and arterial. Rectum 

.JlaliJ[nau(_l·.-Pai n, leucorrhea, 
cachexia 

Conge~tion, polypi. fissure, ma
l~gnant and 11on·malig11a1it ylcera
t1011, tra.nmatism, hemorrho1ds 
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Dl.-\GXOSIS OF BODlES EXPELLED FRO)! nm \'.-\GIX.-\ 

Early ovum. Uterus. 

Vesicular moles.-( Cystic Uterus. 
degeneration of the chori-
onic villi) Cysts simple. 

True NJ·datids. -Cysts Abdomen. 
complex, i e., closed sa<"s, Uterus. 
one within another. 

Afembmnous bodit•s. Dys- l"terus. 
me11orrlu•a/ 1111.wl bra11t•. 

f 'agina/ Jlh111bra11e -En- \·agina. 
tire mucous lir1111g. may be 
castoff. ( Rare. ) Tinn, trans-
lucent fl.-1 kes 

Jfucous 111e111bra11t' of blad- Bladder. 
der. Jluro us m embrane of Kidney. 
kidm:11peh. 1is 

Fkshy .1fo/es. -- (0 vu ml 
with blood effused between 
the membra nes, which be
comes organized .) 

Plarenta. - ('.\lay remain L'terus 
foranindefinitetimewithout 
rlecompositio n.) 

If any portio11 of the fetus be 
found the diagnosis is conclusi\·e. 
Examine carefully for: ia J decidua 
materna; (b) decidua reAexa; (c) 
chorionic villi ; (d ) umbilical cord. 

Always a product o/ co11cep!io11. 
-Early death of fetus, which dis-

~f~~~e~J:~~u~!<l~~~~;J~d v!~.l~l~ffl~~d~ 
SJ1mptoms ( v. "watery discharges" 
a nd Figs. 26.) 

!Vol a producl o/ co1~replio11_.
l\11croscope shows ech111ococl 1 * 
heads and hook lets. ( \"ery Rare.) 

.Vot a producl of ronception.
Rough and slightly ftocculeut ex
ternally, smooth internally. l\Iay 
be ca:t off en masu or i.n _pieces. 
'.':o evidence of chorionic v11l1 Rep
etition e.:1ch month. Pa1hology 
obscure. 

Inflammation and sloughing-. 1\Ii
croscoperevealscharacteristicsqua
mous and cylindrical epithelium 

Cystitis and P]·elills.-The shape 
of the membranes. the history of 
bla<lder or renal trouhle and the 
composition o f the urine must be 
studier!. 

E;·;~1~;',1!~s f~~,-:i~:~~~~~o::i~t' ioii ~ 
tory of pregnancy. 

/ "ufr l.ondon Obsll'I. Trans., vol. xii, p. 237. 



PLATE VI. 

A CHORION conrnr;o WITH l\llNUTE PEour-;CULATED Cvs'l's. ( J/. N. c. s. Pho· 

log1ap!ted bJ' tile Author. ) 
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Blood PolJ'/Ji.-S u r face Ulerus. 
may be dense, grayish, or fib- \-agin2. 
rinous looking. If from the 
vagina, large. 

Absence of all evidences of con
ception )licrosc1•pe will reveal 
true character. History of menor
rhagia. Fibroid tumors may be
come calcified. 

/ Occurs n~ore often in connection 
with abortion, Due to some ob
struction either in the uterns or the 
vagina. When recent, easily broken 
down. l\licroscope will show hlood
corpuscles 

T he M icroscope .-This instrument is inrnluable in the examination 

of suspicious discharges, curettings, ad\·entitious growths, etc. Its :ip

F1c~. 26. 

\'ESICFLAR OR l-JvDATIDIFORM i\Ior.E. Jlust•um N. C. S. (l'/10fo,l{rn/Jhed by 

.Jut/tor. ) 
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plication is often the only reliable test in the early stages of malig
nancy. Since the disco\·ery of the go11ococcus, the microscope is relied 
upon more than e\·er as a means of diagnosis. While the matter is yet 
sub Judice the weight of e\'idence tends to the belief that the presence 
of gonococci in pus is pathognomonic of gonorrhea. though failure to 
find them does not necessarily signify its non-gonorrheal origin. Bearing 
upon this question tht series of obser\'ations made by Aubert are the 
most recent and valuable. The importance of this subject from a 
medico-legal standpoint is \·err great. Aubert's method of examina
tion is as follows:*-

A drop of pus is placed upon a glass sl ide, spread \·ery thinly with 
another slide, and allowed to dry. This is then stained witlI an 
alcoholic solution of methyl violet diluted wit h water Exposing the 
specimen for a few seconds, it is then washed with water, left a little 
moist, covered with a thin cO\·er glass, and placed under the micro
scope. The gonococci appear in stained, scattered or grouped granules, 
either within or outside the pus cells. t 

*LJ'011 JJ!ediral, February. 1889. 
t:\oTE I.-Aubert smnmarizt.'s his couclusions as follows:-
!. A search for the gonococcus should always be made when an accurate diag

nosis is important, and when found should be considered cbarat teristic of blen
norrhagic (gonorrheal) pus 

2. The micro-organisms must be grouped in the protoplasm of the pus cells and 
around the nuclea in order to be characteric:tic. While a single well defined cell 
may be sufficient, full dependence cannot be placed upon cocci, scattered or in 
groups, outside tbe pus.cells 

3. Dependence should not be placed upon a search for gonococci unless the pus 
is obtained directly from the secreting surface and immediately spread out and 
dried. The staining and examination can then bf' made at leisure 

4. It is impossible, at the present time, to determine positively as to the pres
ence or absence of gonococci from the examination of dried purulent discharge on 
linen, because of the disintegration of the pus corpuscles, and the want of 
characteristic grouping of the microbes. 

5. Too much confidence should not, at present, be placed in the cultures made 
from linen stained for some time with gonorrheal pus. 

6. The numerous sources of accidental contagion should ht.' remembered; there
fore, while the presence of gonorrhea may be determined in a gi,·en case, its 
source, particularly in little girls, should be made a matter of independent proof 
at the judicial inquiry. 
~OTE.-2-Case.-" Sarah\\·-. October 27th, was admitted as an out-patient 

of the Lying-in Hospital-. Has had eleven children. \\'as confined ,\ith last 
child one year ago. The labor was a favorable one. but there was some adhesion 
of the placenta, which required the intrcduction of the ha11d for its removal. She 
had had constantly some discharge enr since her confinement. Until the last 
month the discharge has been chiefly of a watery character, and so abundant as 
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Gram's method: 1. Aniline-water, gentian-yiolet, three to fi\'e 
minutes 2. Iodide-iodine solution. one to two minutes (iodine, I 

gramme: potassium iodide, 2 grammesi water, 300 cubic centimetres, 
mixed). 3. Rinse off stain in alcohol. 4. Dry and mount. 

The gonococcus, when treated by this method, is decolorized almost 
instantly when rinsed off in 95 per cent. alcohol, fi\'e to ten seconds at 
the most being the time necessary for complete decolorization. 

CONCLUS!OKS. 

1. An abnormal discharge or hemorrhage from the genital tract is 
but a symptom of some abnormal condition, either local or general. It 
is the first duty of the i.ihy~ician to determine the cause of this 
symptom. 

2. \\'hen a continuous or exaggerated discharge of the blood from 
the uterus is not controlled by ordinary measures 1 a careful examination, 
per \'aginam, becomes imperati,·e. Failing to disco\·er the cause by this 
method, dilatation and exploration of the uterus should always be 
made. 

3. If any symptoms of malignancy of the fundus exist, the uterus 
should be rurett~d a11d the products examined by an experienced 
microscopist; or, if the cerdx is im·oked, and proper treatment does 
not affect the induration, a section should be excised for microscopic 
examination. 

THE GENERAL TREAT;llENT OF LEUCORRHEA 

In all instances the treatment of leucorrhcea, or of any abnormal 
di~charge from the genital canal, should be directed to the cause, 
whate,·er that may be. It is necessary at this time only to refer to a few 
general principles, and to giye the indications for some of the chief 
remedies in the treatment of leucorrhea. 

In nearly all cases the yaginal douche is useful. It is used both for 
it cleansing and its thermic properties. If acute inflammation of the 
yagina, uterus, or of any of the pekic organs is responsible for the dis~ 
charge, a large, hot douche should be administered from one to three 
times a day. ("<'. Chapter x. ) 

On the other hand, if the condition is one of simple catarrh, and the 

to soak four orjit•t' 11ap/.:i11s each day, but scarcely to color them. On 
making an examination per yagiuam l found a tumor the size of a small hen'segg, 
in!-.ensible to the touch, occup)•ing the upper part of the w1gina, the os uteri, and 
apparently attached to the inner surface of the cen·ix uteri. "-Obsld1ical Trn11s-
11dio11s." I 01. I, p. 11z. 
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discharge is irritating in character, it is not necessary to use the water 
in large quantities, nor is it wise to ha\·e it too hot. ~Iy experience 
leads me to believe that in chronic catarrhal conditions, with relaxa
tion, hot vaginal douches frequently repeated may do harm instead of 
good. \Vhen relaxation of tissue is a marked symptom, the water 
should be tepid and in certain instances cold. It may be medicated as 
the indications require. If the discharge is of a tenacious character, the 
Aqueous Extract of Hydrastis is 3. most useful remedy; if it is puru
lent the Aqueous Extract of Calendula is indicated . If the external 
genitalia are irritated by the discharge, the parts should be protected 
by applying to them some of the ceralt's recommended for puritus 
vulva-. ( v. Chapter XXIII. ) If the discharge is offensiYe the water 
may be medicated with pennangan~te of potash, carbolic acid, creolin 
or thymol. ( «. Chapter X ) 

One of the following formuhe may be used if indicated: 
1,1". - Creolin, glt. xxx 

Ex. Hydrastis fl f3iis!;.-:\I. 
Sig. Dilute in one pint of water and inject at night ( \\"hen the discharge 

is tenacious and offensive ) 

~. - Acid l~oracic. - · ;)vi . 
. .\q. Fen·ente:;. Oi. - :\I 

Sig. l'se at one injection. ( \\'hen discharge is irritating. ) 

I{. - Acid tannic, - .1"' 
Gly.·erinre, f.~xd.-M 

Sig°. A tablespoonful to a quart of tepid water and inject. (\\'hen there is 
much relaxatiou of tissue. ) 

I,{ . - Zinci sulphatis 
Aluminis sulphatis, - aa. :)iss. 
Glycerina!, - f5vi.-l\I. 

Sig A tablespoonful to a quart of hot water, as an injectiou ( In chronic 
gonorrhea. ) 

Applications may be made direct to the diseased parts, according to 
the methods recommended in Chapter X. 

l'nder all instances, the general health of the patient should be 
looked into carefully. It must constantly be borne in mind, that many 
times leucorrhea is due to constitutional causes-such as anemia , 
chlorosis, plethora, malaria, and general debility. The bowels should be 
kept open and the diet rind exercise carefully regulated. While, as a rule, 
outdoor exercise is beneficial, it should alw,1ys be taken short of 
fatigue. Of course the condition of the patient will suggest the 
amount and kind of exercise. Running the sewing machine is perni
cious, as is sta11cling for too long a time behi11d the counter. Leu
corrhea is very common among sewing and shop girls. The sexual 
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habits should al~o be looked into. ~Iany cases of leucorrhea are the 
result of measures used to pre\·ent conception. 

THERAPEUTICS. 

Alumina.-Profuse, transparent and mucous leucorrhea Lcucor· 
rhcea occurs either before or afte r the menses; it is acrid: relie\·ed by 
washing. 

Arsenicum.-Leucorrhea burning, corroding; weak persons, old 
women, nervous restlessness. 

Sepia -Especially usefu l during the climacteric and pregnancy. 
Frequent desire to urinate, and itching of the genital organs; sense 
of pressure and bearing down in the pekis. 

Pulsatilla.-Burning discharge, thin and acrid, or milky and thick, 
without pain; inclination to looseness of the bowels. 

Mercurius.-Leucorrhea always worse at night. It may be itching, 
burning, smarting or corrod.ng in charactu; sensation of rawness, but 
the synlptoms are always worse at night. (G uernsey.) 

Silicea -A painful, smarting leucorrhea after taking acids; dis
charge during micturition. 

Sulphur . -Leucorrhea smarting like salt; burning and painful leu
corrhea1 making the vulva sore; burning in the soles of the feet, and 
heat in the crown of the head; vulva sore, burning and smarting. 

Helonias.-GENERAL A'l'ONY; anemia and torpid condition of the 
system; leucorrhea, with pain in lower part of the back; soreness and 
tenderness of the breast and nipples, particularly at the catamenial 
period. 

Hydrastis. -Leucorrhea of a very tenacious character, !!treads or 
pieces in it,- erosions and superficial ukerations of the cervix, uteri and 
rngina; great sinking and prostration at epigastrium, with prolonged 
and continued palpitation of the heart. 

China .-Bloody leucorrhea, with occa~ional discharge of black , yel
lowish or purulent matter, with itching; spasmodic contraction of the 
inner parts; GREAT WEAKNESS FRO)I LOSS OF BLOOD. 

Calcaria carb.-Leucorrhea like mucus, or like milk; too early aud 
too profuse menstruatiou: paleness of the face; weak feeling in chest, 
especially when talking; co11stant cold, damp feet. 

Kali sulph.-Discharge of yel1ow 1 greenish, slimy or watery leu-
corrhea. 

Consult: Agaricus, Cantharis1 Lachesis, Gelsemium, Kali bich., 
Lycopodium and Secale cor. 



CHAPTER\'. 

PHYSICAL EXAMINATION . 

INSTRU~!E);TS AND APPLIANCES NECESSARY FOR DIAG
XOS IS. 

1 . Table or chair. 
Specula: ( a ) Vaginal, (b) rectal, (c) urethral. 

3. Dressing forceps. 
4. Uterine sound and probe. 
5. l'terine dilator. 
6. Tenacula or volsella forceps. 
7. Curette. 
8. Aspirator. 
9. Stethoscope. 

Tape measure and peh-imeter. 
1 I. Thermometer. 

Microscope. 
13. Inhaler for auesthesia. 

T able o r Cha ir .-For ordinary office work I much prefer a gyneco
logical chair to a table. There are so many good chairs on the market 
as to make it necessary for the purchaser to put himself ou t in order to 
find a poor one. Personally, I prefer the Han·ard. It possesses nearly 
all of the requisite good points and but few that are bad. The mechan
ism, while simple and durable, is such as to permit of any desired posi
tion of the patient. The gynecological positions afforded by this and 
other chairs require no extended description. 

S pecul a . -Of the innumerable c.•agiual specula there are but three 
general types now in use: (a) expanding, which are either bi-, tri-, or 
quadri-\'akular; (b) uni-\·alvular, or Sims's; and (c) the cylindrical or 
tubular. 

In America bi- or tri-\'alve specula are in more general use by the 
non-specialist. The specialist, with an assistant at his command, will 
e\'er prefer the Sims or some of its modifications. The cylindrical is 
still very popular with many practitioners 1 particularly in England. 

86 
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In selecting a bi- or tri-Yah-e speculum both shape and simplicity 
should be considered. The blades should 11ot be too long. nor the 

\\'OCHER'S :\Ioo1F1C . .\T1ox oi; Ci;sco's SPECL'Ll')t. 

FIG. 28 

XOTT'S \'IRGIX SPECUJ.U)I. 

FIG. 29. 

BREWER'S SP8Cl'LL'M 
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circumference great enough to cause pain. I ha,·e had in constant use 
for years a \\'ocher's of ordinary size ( Fig. 2i ) and a ~ott's Yirgiu 
( Fig. 28) . Each possesses both merit and demerit, as do the Bre"·er 
( Fig. 30) and the Goodell ( Fig. 31 ) . The Brewer can be converted 
into a uni·,·alnllar speculum-a poor substitute for the original Sims. 

FIG. 30 . 

BH-EWER'S SPECUI.l'C.I USED AS A SDIS. 

FIG. 31. 

GOODELr:s SPECt:rx:i.r. 

Fig. 32 represents my own instrument. The ad,·antages claimed for 
it are the following: 

I. It is so constructed as to pass with ease into the posterior vaginal 



fornix without causing pain at the ostium yagime, which so often 
results from efforts to pass 

Fie. 32· the tip of an ordinary bi-

('!~~~---'"""-" ~~~\~~ it~n~~~~~~:~t~vfi:~i~~~ 

\·enient to carry. 

cen-ix is directed back
wards. 

2. Its peculiar shape 
makes it perfectly self-re
taining. 

3. The only joints are 
at b, and these can be un
locked in an instant, mak
ing it aseptic and 

The blades are fixed by the ratchet , c. 

f'IG 33· 

Sn1s"s SrEcr1.r:-.1. 

FIG. 3.t. 

)fl':'\'DJ(s )Ion1FtcATION 01·· Snis's SPECn.t·:-.1. 

1-· By means of the fixed handles the blades are under the perfect 
i 
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control of the operator, and can be depressed or eleyated so as easily 

to expose the cervix. There being no set-screw, the separation and 

closing of the blades requires but one hand . 

There are many modifications of the Sims speculum, though but few 

of these are an imprO\·emeut upon the original design. ( Fig. 33.) 

The most important modification is the expansion, made by 1\Iuude, of 

one blade at its upper edge into a flange to pre\·ent the buttock from 

FIG 35 

El\DIE'I''S SELF-RET . .\.INING 

Sn.1s's SPECL'l.U:>.I. 

CI.E\"EI~.-\ND'S SPECL'I.U:'>t. 

FIG. 37. 

SIMON'S SPECULA. 
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obscuring the dew when no assistant can he had. ( Fig. 3-l· ) The 
blades of the a\·erage Sims speculum are too long and, particularly 
for operating purposes, too narrow. A virgin ~ize makes a.11 excellent 
rectal speculum as well. 

Many self-retaining uni-vah·ular specula ha\·e been i1wented, the most 
useful being Emmet's ( Fig. 35 ) and Cle,·eland's ( Fig. 36 ) , the object 
being to make an assistant unnecessary. These manifestations have 
never become popular and, probably, never will. \\"ith an assistant 
there is no \'aginal speculum equal to the Sims; without one some form 
of expanding instrument is infinitely more com·enient and useful for 
diagnostic purposes. 

Simon's specula ( Fig. 37 ) are uni-\·akular, like the Sims, but are 
used with the patient in the dorsal posture. The upper blade has beeu 
made hollow, to which is attached a stop-cock so that it can be con
nected with an irrigator ( Frisch's modification ) . 

The tylindrical specula come in sets of fixe each ( Fig. 38 ) , and are 
made of wood, metal, glass, gutta-percha, hard rubber, or horn. They 

FIG. 38. 

FERGUSO~'S SPECUJ~U:O.t, TUHUI,..\R 

vary in diameter from one-half to two inches1 and in length from four 
to six inches. One longer than fi\·e inches is impracticable. Tubular 
specula are not to be compared with a good bi\·aln~. 

As already intimated, a small Sims's, or rather two Sims's, specula 
make a \·ery good rectal speculum, particularly after din1lsion and when 

FIG. 39· 

Rl-V.ALYE RECT..\L SPF.Cl"LCM. 

the patient is under anesthesia. For examination at other times an 
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expanding instrument is more useful. Yery good ones are shown in 
Figs. 39 and 40. Pratt's bi-vah·e is also an admirable instrument, 

especially for operati,·e purposes. 
The use of uret!tral spew/a is necessarily more or less unsatisfactory. 

Expanding instruments of any kind will expose the outer third of the 
canal without any difficulty. One of the most popular specula con

structed upon this principle is Skene·s ( Fig. 41 ), though the tips of 

dressing forceps , or, better still, a11 expanding ear speculum , will do 

FIG. 40. 

\\.lLI.IA:'-IS'S RECTAi, SPECL'l.J;:'-1. 

very well. For examining the deeper portion of the canal or the walls 
of the bladder an endoscope or a cystoscope is necessary. Skene's 

FIG. 41 . 

endoscope ( Fig. 42 ) and the C)»toscope of Xitze & Leiter ( Fig. H ) 

ha,·e been in use for some years. To use either of these two instru-

SKEXE'S 'CRETllR .H. ExnosCOPF.. 
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ments with !::>Uccess much practice is required. 
Kelly's method of exploring the interior of the bladder has now 

supplanted the older one. The instruments shown in ( Fig. 43 ) are 
required for this method. 

FIG. 43 

KEl.l.Y'S Soi.:xos A:-;D CYSTOSCOl'l~S. 

At least two Uterine Sounds-one stiff and one flexible-should be 
in the posses..,ion of e\·err physician who is called u1 on to make gyne· 
cological examinations. Of the stiff sounds, Simpson's is the most 

PIG ..i..i. 

CYSTOSCOPH OF XITZE & LEITER. 

popular (Fig. 45 ) . Although sufficiently stiff to retain its shape and 
cun·e de~pite any ordinary force, it is flexible enough to be moulded 
by the finger. It is graduated in quarter inches and inches, and at a 
distance of two and a half inches from the tip there is a small knob 
indicating the normal depth of the uterine cavity. 

FIG. 45· 

t-.-C:Tt£MANN&Co 

S1:.11>sox's t·TER1x1·: Soexn. 
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Of the flexible sounds or probes, Sims ' ( Fig. 46 ) is typical. Yery 
flexible siker probes, bending at the slighte:-.t impediment, are fre
quently required in penetrating the uterine cavity when its canal is 

S1:-.1s's Fr.i::x1BLE PROBE. 

constricted or impinged upon by intra-uterine growths. Elastic whale
bone or hard rubber probes of similar size are often necessary. 

Tenacula are made in different shapes, the best for all purposes 
being that represented in Fig. 47. The handle, for aseptic reasons, 
should be of metal. Volsella Forceps may be used instead of the 
tenaculum for the purpose of fixing the cen·ix during examinations 
and operations. 

FIG . .J7· ··- ....... o••p 

Nott 's Depressor ( Fig. 48 ) is used to push the anterior ,·aginal 
wall forward in using the Sims speculum. 

FJG. 48. 

~OTT
0

S DEPRESSOR . 

Hank's hard rubber Uterine Dilators are inexpensive and answer 
very well for diagnostic purposes. The graduated steel dilators 
( Pratt's ) are, howe\·er, for aseptic reasons, to be preferred. They 

FlG 49. 

l-IAXK•S HARO RUBBER L'TERl:\E 01f.ATORS. 

come in sets of six each, thus gi\·ing tweh·e sizes. For rapid di latation 
a steel instrument is necessary ( Fig. 50 ) . 
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FIG. 50. 

\\'n~rn·s Cn:R1xE Du.ATOR. 
The Cure tte is used in diagnosis to remove tissue for microscopical examination; therefore a sharp instrument (Simon's) is ordinarily preferable (Fig. 5 t ) . When the sharp curette is deemed unsafe, Thomas1 

dull wire instrument may be used instead ( Fig. 52 ) . A large H y pode rmic S y r inge with a long needle can be ad\·antageously utilized as an aspirator when only enough fluid 1s desired to 
J:;'IG. 51. 

<;. T!EMA,YIV - CO. N.ii 

SntON'S SPOON CURET'I'E. 

ascertain its character. The most ~erdceable aspirator for all purposes is Potains. ( Fig. 52 . ) 
D ress ing F orceps are indispensable to the gynecologist. I prefer a long, straight instrument made upon the principle of the ordinary dissecting forceps. The late Professor Dunster de,·ised such an instru-

FIG. 52. 

~=====-++-

~~ ~ 
TAO:\IAS' Ot:LI. \\'JRF. CURETTE. 

ment. Bozem.an's dressing forceps is also a very useful instrument and can be used as an applicator as well. ( Fig. 55. ) 
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The Stethoscope is used in differentiating sounds within the ab
dominal cavity. 

The dimensions of the external surface of the abdomen and the size 

FIG. 53 

of the pelvis are determined by the Tape-Measure and the Pelvi
meter. (Fig. s+.) 

FIG. 54 

Co r.r.1xs's Pr:1.\·1:-.1ETER. 

The use made of the Microscope in diagnosis is discussed in Chapter 
I\' . 

A good Clinical Thermometer is a sine qua uon in gynecological 

BOZEMAX
0
S ORgSSING F ORCl•:l'S 
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work. Only by its use is it possible to determine actual systemic dis· 

turbances, thus differentiating between pain due to purely functional 

trouble and that resulting from pus or inflammation. 

An instrument cabinet (Fig. 56) is of great com·enience in office 

work. The bottom of the trays and drawers, for aseptic reasons, should 

be made of glass. 
FIC. 56. 

T11E H .\R\"ARD I:--sTRt':>.tE:-<T C.\m:-:1-;T 

Anesthesia.-An examination without anesthesia is rendered un· 

satisfactory or impossible under the following circumstance~: 

Es:o.1 \RCH's 1:-:11.\l,ER. 
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(a ) When the abdominal walls are unusually tense or tender; ( b ) 

when phantom pregnancy is suspectedj and (c) in young girls when 
the parts are exceedingly tender. When used for diagnostic purposes 
chloroform is the preferable anesthetii:.;. Under all circumstances, before 
an anesthetic is gi\·en , the urine should be examined for the eyidences of 
renal insufficiency. An impro\'ised ether cone, made from a towel en
closing a fo lded newspaper, is i~finitely preferable to the elaborate and 
costly special inhalers on the market. I have discarded entirely all 
chloroform inhalers which interfere with the free admixture of air with 
the chloroform. 

P OSITIONS FOR ExAl\II NA'rION . 

{ 

(a ) level-dorsal, 
1. Dorsal recumbent ( b) gluleo-dorsal, 

( c) li//10/omy-dorsal. 
Lateral. 

3. Latero·abdominal, or Sims's. 
+· Abdominal. 
5. Genu-pectoral. 
6 Erect. 
i· Trendelenberg. 

It may be necessary in a given case to utilize more than one, or, in
deed, all of these positions. In America the dorsal posture is usually 
the first resorted to for inspection and for digital or ordinary specular 
examination. If the Sims speculum is used, the patient is then placed 
in the lalero-abdomiua/ position. In England the lateral or la/ero-ab

domina! is the usual one fo=- both digital and specular exploration. The 
patient's pe rson should be protected as much as pvssible with a sheet 
possessing an opening a little below its middle, through which tbe ab 
domen and genitalia can be exposed and the hand or instruments passed. 
Gentleness and tact are requisites without which no physician can be
come a successful gynecologist. 

E. D orsal R ecumbent. 

( a ) Level Dorsal -In this position the pelvic viscera are at rest 
and the diaphragm exercises a minimum of displacing power upon 
them. The knees are flexed so that the thighs arc almost at right 
ang les with the abdomen ; the head , shoulders, sacrum, and soles of 
ftet are on nearly the same plane. In digital and bimanual examina
tion it is the best position. 

( b) Gluteo-Dorsal. -The thighs are acutely flexed upon the abdo-
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men with the knees touching the thorax and separated as widely as 
possible. This position is utilized when the \'agina is unusually long 
or when the perineum or abdominal walls are exceedingly rigid. In it 
the symphysis is greatly eleyated while the sacral promontory is cor
respondingly depressed, so that it is more easily reached with the finger. 
The vagina is directed almost perpendicularly downward and , per 
rectum, the posterior surface of the uterus is accessible. Palpation is, 
in this position , facilitated because of the complete relaxation of the ab
dominal walls and the diminished intra· abdom in al pressure. 

(c) Lithotomy-Dorsal. - This position is much more comfortable 
for the patient than the gluteo-dorsal. The shou lder and thorax are 
so elevated that the trunk re~ts upcn an inclined plane at au angle of 

Fie. 58. 

i.ATJ·;RO-AllDO~llN'.\I, OR SDIS'S POSTL'RI~. ( Skene. ) 

about 20°, the feet remaining upon a horizout al plane with the sacrum. 
Intra-abdominal pres~tire i!-' increased by the ele\·ation of the thorax, 
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hence this position is Je_.,.5 adapted than the gluteo·dorsal for bimanual 
examination. 

2. Lafera!. 

The patient lies upon eilher side, preferably the left. her head sup· 
ported mt:rely by a pillow. The shoulders and hips are perpendicular 
to a horizontal plane, the hips down to the edge of the table and the 
thighs flexed at right angles to the body. The lateral and posterior 
portions of the pelvis are more accessible to the examining finger tha11 
in the dorsal positions. Tims a slight perimetric exudation, or a dis· 
located O\·~ry which escaped observation while 011 the back , may be 
detected. It is the usual position for explorations of the rectum. 
However, nearly , if not quite, as much information can be gained with 
the patient either upon her back or in the latero·abdominal position. 

3. Latero·abdomino!, or Sims's. 

While other forms of specnla can be introduced in this position, it is 
chiefly used for the introduction of the uni·\·alvular or Sims's. In it 
the abdominal viscera gravitate forward and downward away from the 
peh·ic ca\·ity. By admitting air into the vagina and separating the labia 
the whole vaginal tract is exposed. The correct position, together with 
the proper method of holding the speculum, is beautifully shown in 
Fig. 58. The patient lies upon her side, usually the left, her he: d sup
ported by a low pillow, and on a perfectly flat, hard table. The left 
arrn is thrown out behind and hangs O\'er the edge of the table, or is 
folded upon the back, while the left shoulder, the lower half of the 
chest, and the left hip touch the table. The thighs and knees are flexed 
at right angles to the body, the right knee slightly O\·erlapping the left. 
A lateral or downward inclination of the table greatly facilitates the ex
amination. The position is unri\·aled for ocular examination, and is im
perative in many operati\·e procedures on the cervix and vagina. 

;.. Abdominal. 

In this position the abdomen and thorax rest upon the examining 
couch. To the gynecologist it is useful only when it is deemed nece:::.
sary to examine the spine, the po-terior wall of the pelvis, and the 
back. 

5· Genu-pectoral. 

As the name implies, the patient rests upon her knees and chest. 
One side of the face b supported by a low pillow. Her thighs are at 
right angles to the pe\\·is. the knees somewhat separated, and the feet 
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slightly projecting O\·er the edge of the couch. In this position intra
abdomiual pressure is practically suspended. If the introitus is not too 
narrow tbe \·agina fills spontaneously with air and becomes ballooned . 
Th~ uterus and pekic co11telltS sink toward the abdominal cavity and 
the fundus, unless crowded into the hollow of the sacrum or attached, 
falls forward. 

This position is meless for d igital examination, because the \'agina 
becomes greatly elongated. \\'he11 a retro-displaced uterus cannot be 
restored in the ordinary \\"a)' it is im·aluable. Small incarcerated fibroids 
and ovarian tumors with long p~dicles can be more rea<lily pushed out 
of the pekic cayity in this position. Pessarie..; rind tampons are often 
ad\·antageo11slr introduced before the patient turns upon her side. 

6. Erect. 

In the erect posture intra-abdominal pressure is increased to its 
maximum, so that ti..e pekic contents sink lower than in any other 
position. For csthetic reasons it is not resorted to when, many times, 
yaluable information might be obtained by so doing. Jt is particu
larly desirable to make an examination while the patient is erect 
after fitting a p<:Esary. Excessh·e obliquities of the pel\'is and de
formities of the spinal column are made more conspicuous while the 
patient is standiug. 

7. Trcudde11be1:f{. 

The Tre11dc!mbe1;r:; posit ion ( Fig. 59 ) is rarely used for purposes of 
examinatio11. Its chief adn.utage cousists in permittin g of ocular iu-

Fir. 59 

'fR>-:NDEt1·::smrnc POSTL'RE OnT.\INJ";D BY K i-n : c's FR.n1g. 
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spection of the pel\·ic ca\'ity and its contents through an abdominal in
cision. The peh>is and hips are elc\·ated sufficiently high to cause the 
abdominal viscera to gravitate downwards 1 thus leadng the pelvic 
organs exposed. The position can be imprO\•ised by ele\•ating the foot 
of an ordinary table, or by means of a chair. Howe\·er , special tables 
and frames are now to be found in all modern operating amphitheatres. 
Of the latter, Krug's is the most popular. 



CHAPTER \'I. 

PH YSICAL E X AMINATION .-( Continued. ) 

GE:'\ERAL COl\SIDERATIO~S. 

In the schema given on the following page the senses of touch, sight, 

and hearing are the only ones gi,·en for purposes of physical examina

tion. The sense of smell is also quite imporant. From the odor of 

vaginal discharges we can at least suspect malignant disease or tlie re

tained products of conception when they become decomposed. 

I. l;\1;\IEDIATE TOl ... "CH. 

Palpation. 

P osi tion.-Palpation may be performed in any position, but inas

much as its gynecological use is usually restricted to palpating the 

abdomen, the le1•el-dorsal and gluteo-d01sal are the most satisfactory 

ones. 
Me thod.-Both hands should be well warmed and laid gently upon 

the abdomen, with the palmar surface down, and the whole area 

manipulated between them. The pressure must at first be light and 

then gradually increased; unless this point is observed the contraction 

of the abdominal muscles will make the procedure useless. Br en

gaging the patient in conversation muscular tension can often be m·er

come. Deep inspiration with prolonged expiration will likewise sus

pend ,·oluntary resistance. ( 1\lunde. ) Regar and Kaltenbach recom

mend that the bladder and rectum be filled with water and rapidly 

emptied for the purpose of producing immediate relaxation. Anesthesia 

is often necessary. So-called phantom tumors will disappear as if by 

magic when the patient is anesthetized. The fingers should be spread 

out and the whole abdominal surface uniformly palpated. By going 

o\·er region after region, it is possible to detect any abnormalities which 

may be present. In the supra-umbilical region the finger tips should 

be directed upward and backward; in the umbilical, backward; and in 

the infra-umbilical downward and backward into the pelvic cavity. In 

normal conditions the sensation is not unlike that of manipulating 

plastic fluid. Thickening of the skin, circumscribed areas of resist-
103 
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ance, nodules, tumor5, fluid collections, etc., should be looked for and 

mapped out. 
Regions of A bdomen.- For 

diagnostic purposes the abdomen is 
divided into regions, which 
shown in Fig. 60 

The following structures are 
found in these regions:-
Rig/tl Hypocl1011driac.-Right lobe 

of liver; gall bladder; hepatic 
flexure of colon; part of duo
denum; part of right kidney; su
pra renal capsule. 

Epigas/Jic.-Right half of stomach; 
pancreasi liver. 

Left Hypochondriac.-Spleen and 
narrow extremity of pancreas; 
cardiac end of stomach; the 
splenic flexure of colon; upper 
part of left kidney; left supra
renal capsule;· occasionally a part 
of left lobe of liver. 

Right Lumbar.-Part of the duo
denum and jejunum; the ascend
ing colon; lower half of right 
kidney 

Umbilical.-Part of the omentum 
and mesentery; lower part of the 
duodenum, with some convolu
tions of the jejunum and ileum; 
trans\·erse part of colon. 

R1·:C10NS OF AnDOMEN'.- (Edis.) 

1. Right hypochon- 4. Right lumbar. 
driac. 5. Umbilical. 

2. Epigastric. 6. Left lumbar. 
3. Left hypochon- 7. Right iliac. 

driac. 8. Hypogastric. 
9. Left iliac. 

Left Lumhar.-The descending colon; lower half of left kidney with 

part of the jejunum. 
1-fjrpogastric.-The uterus when in the gravid state; convolutions of the 

ileum; the bladder if distended. 
Riglzl l/iac.-The termination of the ileum; the cecum, with the ap

pendix vermiforrnis. 
L<fl f/iac.-The sigmoid flexure of the colon. 

Va.![ina/ Touc!t. 

Position.-Preferably the lez'Cl-dorsal for routine examination. 
8 
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English specialists prefer the lateral or latero-abdominal. It is often 
advantageous to practise touch in several positions. 

Method.-The index finger of either hand may be used. It should 
he scrupulously clean and the nail reasonably short. Pure castile or 
antiseptic soap of some kind is the best lubricant. The vaginal orifice 
is most easily reached by sweeping the finger forward from the buttocks 
over the anus, perineum and fourchette. Avoid contact with the 
clitoris if possible. The lax vaginal orifice in multiparre makes it easy 
to find, and often the introductiou of two fingers is necessary . In pass
ing the finger or fingers into the vagina the examiner should

1 

note; 

r. Vulva. - If pain is caused by au attempt to introduce the finger the 
parts should be inspected for-

( a ) Inflammation, abrasions, or ulcerations; 
( b ) Labial abscess; 
( c ) Urethral caruncle; 
( d ) Eczema vulvre. 

Protrusions or tumors at the ostium yaginre may be due to
( a ) Cystocele or rectocele; 
( b) Procidentia uteri, the cen·ix presenting ; 
(c) I1wersio uteri, the fundus presenting ; 
( d) Uterine and \·agiual neoplasms; 
(e) Imperforate and bulging hymen. 

2. HJ1men.-Observe-
( a ) Caruncul::e myrtiforms. Their presence indicates parturi

tion at or near term; 
( b) Whether perforate or imperforate. 

3. Vaginal lVa!ts.-Observe the degree of moisture and heat, the 
presence or absence of rugre, fistulre, foreign bodies, length and 
diameter of canal. 

L cngtll.-The walls are increased in length by-
( a ) The ascent of the uterus into the abdominal cavity, as in 

ornriau or fibroid tumors. 
They are shortened by-

( a ) Prolapsus uteri, with cystocele or rectocele ; 
( b) Ante- or retro-uterine displacements ; 
(c) Inflammatory adhesions and cicatricial bands· 
(d ) Congenital atresia, partial or absolute. ' 

Capaci(l1.-There is diminished capacity in-
( a ) Any of the conditions affecting the length; 
( b) \·aginismus; 
(c) Tumors within the pelvis, or vaginal walls. 
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4. Cen.•ix.-Position.-It is lvwer than normal in the \·agiua in
( a) Prolapsus uteri; 
( b J Hypertrophic elongation. 

Dircdion.-The direction may be nearly if not quite normal in 
flexions of the uterus. It points in

( a ) RetrQ\·ersion, directly forward: 
( h) Anteversion, directly backward; 
( c) Prolapsus, directly downward. 

Lengtll.-The normal length is nearly one inch. It is shortened 
physiologically in-

( a) Pregnancy (apparent) and immediately before and during 
Jabori 

( b) ~[nltipar"'; 

(c) Advancing age. 
It is shortened pathologically in

( a ) Super-iiH'olution; 
(h) Non development; 
(c) Parametric exudations, obliterating \·aginal fornices. 

It is increased in-
( a) Hyperplasia, or hypertrophic elongation; 
( b) Prolapsus. 

Consistence-It is hard in
(a) Senile atrophy; 
( h) Fibroid and malignant degeneration; 
(c) Inflammation. 

Itissoftin-
(a) Pregnancy; 
( h) Early stage of subinrnlution. 

5. Os l'!eri.-Slwpe and Size.-It may be-
( a) Circular and smooth, as in nulliparre; 
( h) Trans\·erse and irregularly notched, as in parous women. 

In pa!cnc)' it \"3ries in size from admitting a small probe to half 
an inch, or e\·en an inch, in diameter. It is increased

( a) Dming menstruation (slightly ); 
(h) In subin\'olution; 
(c) In lacerations with erosions and eversions; 
(d) In ulceration, either malignant or non-malignant; 
(c) Shortly after labor and abortion; 
(() During the protrusion of some body-polypus, onun, clot, 

inverted fundus, etc. 
6. l ?aginal Fomices-Posterior Fomix-.-\fter carefully examining the 
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ccn_iix and os the finger should be carried around the cervix into 
the vaginal fornices. Normally, the posterior fornix has a feeling 
like that of the inside of the angle of the mouth ( Hart ). When 
felt from below it is conca\·e. Pathologically, it is rendered con
,·ex by any btldy or mass projecting through the pouch of 
Douglas. Such are-

(a) Feces in lite Rectum.-Fecal accumulations pit upon press
ure, and if there is any doubt as to their character the 
bowel should be thoroughly emptied. 

(b) A Re!ro7.1erled or Retrojlexcd Fundus ( '/eri.-Bimanual 
examination will fail to find the uterus in front. Un
less pregnancy is suspected the sound may be used. 

(c) Acute or Chronic fujlammalor.y Deposits.-The history is 
that of inflammation with more or less immobility of 
the uterus. 

(d) H emalocde.-The history is that of shock and collapse, 
followed by the sudden formation of a tumor and in
flammation. 

(c) A Prolapsed 01;arJ1.-It may be adherent or non-adhereut. 
If the latter, it can be [JUshed upward out of the pouch. 
The ovary is often beneath a retro-displaced fundus. 
lt will be recognized by its size, shape, and above al1 1 

its exquisite tenderness upon pressure. 
(/)Small Fibroid Allac!ted lo Posterior l /1a/l.-Absence of any 

history of inflammation or shock. Th e bimanual will 
show the fundus to be in front. The sound will in
dicate increased thickness of the posterior uterine wall. 

(g) Ascitic Fluid.-All of the fornices are impinged upon by 
a pressure which is non-resisting. Abdominal percus
sion and palpation will detect free fluid within the 
peritoneal cavity. 

Anterior Fonzix.-Except feces, any or all of the bodies or sub
stances felt in the posterior fornix may be felt in the 
anterior. The fundus uteri is often felt in front and is 
recognized by the sound and bimanually. Blood aud inflam
matory ex udates rarely gravitate i11to the utero-\·esical 
pouch unless the quantity is great, because the pouch of 
Douglas is the most dependent part of the pekis. The 
normally located uterine fundus can always be felt through 
the anterior fornix by practising the bimanual. 

Lateral Fornices -The most frequent pathological co11dition felt 
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through the lateral fornices is an effusion of either blood or 
the exudates of inflammation. Dilated Fallopian tubes are 
felt laterally, but rarely without the bimanual. 

In withdrawing the finger from the \·agina after completing vaginal 
touch, the state of the perineum and peh-ic floor should be noted. The 
perinea! body may be partially or completely destroyed by laceration, 
or, there may be relaxation of the pelvic floor without any injury to 
the perineum. If so, a finger placed in each lateral sulcus of the 
vagina, and separated, will detect the divided ends of the deep muscles 
and fascia beneath the mucous membrane. The character of the dis
Ch:lrge on the finger should also be noted when it is withdrawn. 

Rectal Toucll. 

Indications.-In all instances where there is pain upon defecation 
the rectum should be examined. \\"hen vaginal obstructions exist, 
particularly in young girls with the hymeu intact, a rectal examination 
may be the only one permissible. The retro-uterine structures and 
posterior wall of the uterus can best be explored through the rectum. 
I make it a rule to examine the rectum of e\·ery patient who consults 
me for the first time. 

Method.-The bowel should be thoroughly emptied by enemata . 
·wash the hand which has been used in the \·aginal examination for 
fear of infection. Lubricate the examining finger with soap; fill the 
space under the finger nail with the same material by drawing the nail 
over a piece of hard soap. This is done to keep fecal or other matter 
from being introduced under the nail. The lateral position is the most 
com·enient one . 

. -\s the finger passes the sphincter, ob~erve
( a ) The resistance of the sphincter; 
( h ) The presence or absence of tumors, fissures, etc.: 
( c) The presence or absence of strictures, malignant ulceration, 

etc . 
.\fter th1~ finger has penetrated the rectum there will be detected a 

thick conical body projecting into the anterior wall, which is the cen·ix. 
The posterior wall of the uterus, the inten-ening pouch of Douglas, the 
sacral excavation, and the posterior rectal wall should all l>e touched. 
By exertiug traction upon the cen·ix, per \·aginam, the parts are much 
more accessible. The introduction of more than one finger is rarely 
necessary. For a thorough examination anesthesia and dilatation are 
often required. It may be necessary to balloon the rectum by placing 
the patient in the knee chest posture, when by means of Kelley's or 
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Martin's tabular specula, and reflected light, the entire descending 
colon can be inspected. 

Vesica! Touth. 

Indications.-Immediate \'esical touch partakes of the nature of an 
operation

1 
and hence is not resorted to except in the most urgent cases. 

Indeed, owing to the great danger of incontinence following digital 
exploration of the bladder, the practice has fallen into pretty general 
disuse. It is safer and easier to enter the bladder, when necessary, 
through the incised yesico-vaginal wall. Intermediate yesical touch 
with the sound is, however, frequently practised. 

Double Touch. 

M ethod.-In double touch the index finger is introduced into the 
vagina and the thumb into the rectum; or, conversely, the thumb into 
the vagina and the index finger into the rectum; or the middle finger 
may be substituted for the thumb. It is useful in examining the recto
vagioal pouch and wall, as the structures coming between the fingers 
can thus be accurately appreciated. 

Conjoined Jtfanzjm!atiou 

In the schema three varieties of conjoined manipulation are given. 
These are: (a) Vagino-abdominal, (b) redo·abdominal, (c) redo-·vesical. 

V agino- A bdominal.-This is by all odds the most important. The 
patient should be placed iu the level-dorsal position with her abdominal 
walls as much relaxed as possible . This is best accomplished by draw
ing the knees up and slightly elevating the head and shoulders. 

The finger or fingers should not be removed from the vagina after 
practising simple touch until the bimanual has been performed. Simple 
touch is but the fir~t step of a bimanual. The position of the two 
hands is well repr~sented in Fig. 61. With the internal fingers the 
uterus and annexa, together with the pubic segment and anterior 
vaginal wall, are lifted up toward the brim. The whole abdominal 
area over the pelvic brim should be palpated wilh the external hand, 
which is gently but not spasmodically depressed. 

The first object of the examiner should be to locate the fundus uteri. 
Its normal position is about two inches above the border of the sym
physis. By lifting the uterus upward with the internal finger:-i and 
pressing downward in the direction of the pelvic brim with the external 
hand, it will be, if in front, within the grasp of the two hands. If 
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retro-displaced, the two hands will approach each other with nothing 
inten·ening except the abdominal and \·aginal walls. 

The normal \·irgin uterus is pear-shaped although compressed antero
posteriorly. Its entire length is three inches, of which nearly one inch 
is intra-\•aginal. At the fundus it is nearly two inches wide and about 
an inch thick. Through the abdominal and vaginal walls all intra-

FIG. 61. 

COXJOINJ<;D ::\IAXIPUl.ATIOK. 

abdominal bodies seem larger than they really are. :Ne,·ertheless, in 
favorable cases an experienced examiner ought to detect even a slight 
increase in the size of the uterus, although he may not be able to de
termine its cause. Such enlargement may be the result of-
1. PrcguanCJ•.-The uterus has a regular, spherical outline, with an ap

parent equality of all diameters. There is a peculiar feel, even in 
early pregnancy, which must be felt to be appreciated. The cervix 
is soft and veh-ety. Yaginal and vulvar discoloration is present. 

The uterus is freely mobile. 

Suhiwmlulion or Areolar fl)'jJCJplasia-The uterns is more or less 
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tender. 1Ienstruation is not interrupted and is usually profuse. 
The cervix is not softened and is apt to be gaping. 

3. Small Fibroid Tumors.-There is no tenderness, and menstruation 
is oftener profuse than otherwise. The uterine walls are irregu
larly thickened. 

In suspected pregnaucy it is unwise to introduce the sound. Let the 
physician be cautious iu giving a positive diagnosis in early pregnancy. 
The best diagnosticians are liable to be mistaken, and lime is the only 
safeguard. It must not be forgotten that conception may occur when 
the organ is pathologically ~nlarged. 

The external hand should now be moved to one side and an effort 
made to compress the organs situated in the lateral portions of the 
pelvis. By rubbing the external fingers over the interna l, it is 
possible, unless great obstacles exi~t. to outline the broad ligaments 
and the ovaries; when either are enlarged it is quite easily done. If 
the tubes are distended they are recognized as fluctuating, "sausage
like" masses on one or both sides. 

Successful bimanua/ examination requir~s skill and experience. A 
tadus eruditus results only from long practice. \Vhen once acquired it 
will bring to its possessor that which in no small degree goes to make 
a successful gynecologist. It is much more satisfactory with some 
women than with others. Tenderness, r igidity and thickness of the 
abdominal walls are interfering factors The first two can be O\·ercome 
by anesthesia; in dealing with thick abdominal walls, all that can be 
done is to relax them as much as possible by a favorab le positiou. 

Recto -Abdominal.-What has been said concerning the informa
tion derived from rectal touch will apply here. The external hand 
presses the contents of the peh-is toward the finger in the rectum, so 
that the posterior surface of the uterus and the contents of Douglas's 
pouch an: more readily reached. By this method, too, retro-uterine 
tumors may be easily grasped from abO\·e; and a distended sigmoid 
flexure is more clearly determined. 

Recto- V esical examination is described by some authors as though 
it were perfectly easy and safe. Personal experience teaches me that 
the urethra cannot be dilated so as to admit the index finger with im
punity. Then, too, the movements of the finger within the bladder are 
so restricted as to make touch unsatisfactory. Its greatest utility lies 
in determining the absence of the uterus; and even here ,·ery nearly, 
if not quite, as much inforn~ation can be gained with the sound in the 
bladder and the finger in the rectum. 



CHAPTER VII . 

PHYSICAL EXAMINATION-(Continued ) 

II. INTERMEDIATE TOUCH. 

UTERINE SOGND. 

l ndications.-Unless counter indications exist it is the duty of the 
physician to employ every means at his command which will afford him 
information concerning his patient. Tlie use ef lite uler£11e sound is, 
llurefore, called for in those instances in wlliclt prct.·ious oral, bimanual 
and specular examinations /1ai1e not furnished satisfac/01J1 information, 
prm.•iding no counter indications exist. The examiner who has mastered 
the art of making the bimanual will ha,·e occasion to resort to the 
sound less often than he who has not. 

Counter Indications.-1. It is not to be passed if there is any pos· 
sibility of pregnanC)'i if menstruation is delayed for a fc\\' weeks, or 
e\'ett for a few days, the sound should not be employed. 

2 . It is not to be passed in cases of acute pelvic inflammation, and 
the greatest caution must be obser\'ed in subacute or chronic inflamma
tion. 

3. With certain limitations it should not be passed during ordinary 
menstrual ion. 

-i.. It should not be passed in ad\·anced malignant disease of the 
cen•ix or body of the uterus. 

Dangers.-Obserdng due precaution, l\Iunde, in fifteen thousand 
cases in which he has used the sound, has not had to contend with 
results more serious than slight shock and uterine colic. Xe\·ertheless 
it must not be forgotten that some uteri, e\'en though apparently 
healthy, react upon the slightest pro\·ocation, and thus serious trouble 
may follow. Beside!; inflammation, the student should guard against-

!. Po/oration ef tile Fundus Uteri.-This is apt to occur when the 
organ is softened by disease or during the process of im·olution ~fter 

labor or abortion. The accident has happened repeatedly, but fortu
nately it has not been followed by bad results. I have accidentally per
forated the uterus with the sound on three different occasions. 

113 
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2. Hcmorrl1a1re.-\\1hen an unnatural hemorrhage from any cause 
has existed, or is still present, there is danger of re-exciting or increas
ing it by the use of the sound. 

3. Abo-.iion.-The examiner should ne,·er rely absolutely upon the 
patient's testimony, especially if there exist rea'-ons for deception. As 
a safeguard against passing the sound into a pregnant uterus he 
should-

( a ) Always ask when menstruation last occurred; 
( b ) Always exa mine the abdomen for signs of advanced preg

nancy; and 
( c) Always perform the bimanual previous to its introduction. 

Even with these precautions there are few men of extended experi
ence who have not, during their career, unwittingly induced an abortion. 

Method of Employment.-Place the patient in the lez1el-donal 
posture, wt:'ll down to the end of the table. The cervix and fundus are 
pre,·iously located by digital and bi manual examination. The speculum 
may or may not be employed. By relying solely upon the sense of 
touch the direction of the uterine canal can be ascertained and any ob
stacles to the ad\·ancement of the sound more readily overcome. On 
the other hand, if the speculum is used, the vagina and cervical canal 
can be freed from septic matter-an important consideration; and by 
fixing the cervix with a tenaculmn the operator can see exactly what 
he is doing. I therefore prefer, with a few exceptions, to introduce the 
sound through the speculum. 

When no Speculum is Used.-Pass the index finger of the right 
hand, properly lubricated, into the vag ina, and touch the anterior lip 
of the cen·ix ( Fig. 62). Grasp the sound in the left hand and guide 
it, with its concave surface directed toward the concavity of the sacrum, 
into the internal os. Then-

1. If the uterus is retro-displaced it is gently pushed onward with 
the concavity still directed backward until the internal os is reached. 
\Vhen the handle is elevated toward the symphisis the point of the 
sound will pass into the uterine cavity . 

2. If the uterus is in normal position or ante·displaced, the conca,·ity 
of the sound, after the point has passed into the cen,ical canal, is turned 
forward, when the handle is depressed toward the perineum. 

When the Speculum is Used.-If the bi·i1a.lve is used place the 
patient in the ordinary level-dorsal position; if the Sims, in the semi
prone. \Vipe the vagina and cerdx thoroughly with a 1: IOOO mercuric 
solution. Apply to the cervical canal impure carbolic acid. Next 
gently fix the cen-ix with a tenaculum and pass the. sound as dirt:cted 
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abO\·e. Probes should always be introduced through the speculum. 
Pre\·ious to introduction the sound should be gi,·en a cun-e correspond
ing to that of the uterine canal. as ascertained by the bimanual. 
A hsolutelJ• no force i s lo he used in ifs introduction. The tip of the 
handle is lightly grasped by the thumb and the first t\\'O fingers of the 
right hand, and the point, instead of being pushed, is rather coaxed 
and insinuated onward 

In turning the sound, either within the cer\'ix or the uterine cavity, 
obsen·e the follo\\"ing facts: If the handle is twisted on its long axis the 

FIG. 62. 

:\11-:TllOD OF INTRODUCING THE UTERI NC: Sourm. ( Hart. ) 

tip will be forced to sweep around the arc of a semi-circle, as shown in 
Fig. 63, and serious injury to the uterus may result. If, on the con
trary, the Jrnndle is made to trayerse the arc of a wide semi-circle, the 
point remains fixed or nearly so1 and no injury will ensue ( Fig. 64). 

!11/ormalion lo he Gained b)' the Use of the Sound. 

1. Tiie calibo aud permeability of the cervical canal. 
Kormally it should admit the sound without difficulty. The caliber 

is diminished in-
( a) Infantile cerdces; 
(b) Acute flexions. (The stenosis is usually at the os internum. ) 
(c) ~lucous polypi blocking up the cerdcal canal. 

2. Tltc length of lite uterine cavif.y. 
In determining the length of the canal keep the finger upon that 

portion of the sound corresponding to the external os when the instru
ment is withdrawn. 



116 A TEXT-BOOK OF GYXECOLOGY. 

The length of the normal uterine ca\•ity, from the o.., externum to 
the: fundus, is two and a half inches. It is increased in

( a) Subinvolution; 
(h) l\Ietritis and endometritis; 
(c) Tumors attached to the uterus, and poly pi; 
(d) Pregnancy; 
(e) After labor or abortion. 

It is diminished in-
( a) Infantile uteri; 
(b) Super-involution; 
(c) Senile atrophy. 

FIG. 63. 

YD 
INCORR~CT l\IETUOD OF TURNING 

CTERINE SOUND. ( IIart. ) 

3. The direction of the uterine axis. 

CORRECT METHOD OF 'ft;RNING 

t'TERINE SOllND ( /-fart.) 

Normally it is inclined forward It is altered in
(a) Retro·flexions and ,-ersions; 
( b) A nte-Aexions and versions; 
(c) Lateral displacements ( usually the result of cellulitis ); 
(d) Various degrees of prolapse. 

+ The mobility ef the uterus. 
In health it is freely movable and without pain. It is oftener fixed 

as a result of inflammation, but fixation may be due to many patho
logical conditions. 

5. 'The conneclion existing between the uterus and certain tumors. 
Such are-

( a) Small tumors found in the anterior and posterior fornices of 
the yagina. If the tumor is the fundus uteri the sound will 
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penetrate it, and, if not ad~ered, lift it out of its unnatural 
po!'.ition. 

(b) Large tumors within the pelvic or abdominal ca\'ities. Tlle 
sound will show whether or not such tumors are intimately 
attached to the uterus. 

6. The differential diagnosis bcla•een an iu?.Jerlcd uterus aud a po!;tpus 
projecling into /he 'tragina. 

The length of the cavity is increased in polypi; in inversion it is 
nearly, if not quite, obliterated, so that the sound penetrates the uterine 
cayity but a short distance. Bladder and rectal exploration are some-
times necessary. 

7. Till' condition of /he cndometrium. 
It is roughened in inflammation and cancerous degeneration. Hemor

rhage often follows its introduction when these conditions exist. 

\'ESICAJ .. SOUND. 

Indicat ions.-Its most frequent use is to explore the bladder for 
calculi or suspected morbid growths. In amputation of the cervix, or 
in \·aginal hysterectomy, the sound should always be passed to deter
mine the relation of the bladder to the uterus. \Vith the sound in the 
bladder and the finger in the rectum the presence or absence of the 
fundus uteri abo\·e the superior pelvic strait can be determined. A 
medium-sized male sound should be used for this purpose. 

III. IMMEDIATE SIGHT. 

ExTgRNAL INSPECTION. 

Obsen-e first the figure, the color of the face and lips and the ex
pression of the eyes. This will gi\'e some information as to the 
tempera1~1ent and general health. By examining the tongue and gums 
existing disorders of the digestive organs and blood can be detected. 

For inspecting the abdomen place the patient upon her back with 
the clothing perfectly loose . Note-

( a ) The size and shape of the abdomen; 
( b) The condition of the umbilicus, whether prominent , flush, or 

retracted; 
(c ) The presence or absence of pigmentation; 
( d ) The presence or absence of linere albicantes. These may re

sult from distension of the skin due to any cause, and may 
be absent in women who ha ye borne children; 
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(c) The contractions of the uterus; 
(/) The movements of the .fetus ; 
( g ) Irregularities upon the surface. 

In all cases when suspicions of pregnancy exist inspect the breasts. 
Observe-

( a J Their size, whether plump or flabby; 
( b) The areolre and enlarged \·eins; 
( c ) The nipples, whether full formed or retracted; 
(d ) The secretion. In doubtful cases a slight secretion is of but 

little \·alue for diagnostic purposes. 
Previously to making a digital examination inspect the ,·ulvar region, 

particularly if the presence of specific disease is surmis~d. Obsen·e-
( a ) The situation, whether normal or too far back; 
( b ) The color and size of the labia; 
(c) The condition of the perineum 

and the gaping of the vuh·ar 
orifice; 

(d ) The size of the clitoris, and the 
presence or absence of ad
hesions. 

(e) The color of the introitus vag
inre; it is increased in preg
nancy; 

(/ ) The appearance of the meatus 
urinarius-presence or ab
sence of caruncles; 

(g) The character of the discharge; 

and 
( h ) Eczematous eruptions. 

Digital Eversiou ef the Rectum /or lu
spectiou-. Place the patient in the dorsal 
or latero-abdominal position , introduce 

FIG. 65. 

one or two fingers into the vagina and DIG IT • .\ I, En:: Rs10N OF REcrc;::u 

press tlle tips in the direction of the ( .llundtJ . 

rectum. It is possible to expose in this way the mucous membrane of 
the edges of the spllincter and a portion of the anterior rectal wall. 
Fissures and other lesions invold11g this region of the anus are thus 
exposed without the aid of a speculum. ( Fig. 65. ) 
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PER SPECULC:U. 

Vaginal Specula. 

Specular examination of the \·agina is by no means necessary in all 
cases. It should, howe\·er, be made when previous digital examina
tion reveals any condition, the exact nature of which is nucertain. 
Such are: Hyperplasia of the cervix with or without lacerations; car
cinoma; abrasions and ulcerations; granular yaginitis, etc. It is 
usually wise to resort to the speculum when the patient consults the 
physician for the first time, unless counter indications preyent. 

Counter lndications.-Atresia \·aginc:e; acute inflammation; im
perforate hymen; hyperestbesia. In malignant disease it should be 
used as seldom as possible and then ''"itb much care. 

Fie. 66. 

Bl-\"Al.\"E SrF.CULDI I:-;TRODt:c1m. ( B . .i:ford. ) 

Bi- and Tri-valve Specula .-Place the patient in the lec.•ei-dorsal 
posture with the fee.t supported in stirrups. The instrument can also be 
introduced in the lateral posture. Grasp the speculum, well lubricated, 
in the right hand and press the rounded point of the closed blades into 
the vulvar cleft, which has been previously opened by the left hand. 
The transverse diameter of the blades should correspond to the antero
posterior diameter of the \·uh-ar cleft. When the latter is penetrated, 
turn the speculum so that the handles will be directed downward and 
gently push it iuto the vagina in the direction of the cerdx. The 
handles are now expanded in such a way as thoroughly to expose the 



cerdx , and fixed with the set screw or ratchet. It may be necessary 
to fix the cen-ix with a tenaculum. By greater expansion it is possible 
to expose the entire rnginal vault. ( Fig. 66. ) 

The speculum shou ld be gently withdrawn, care being obsen-ed not 
to pinch the \'aginal mucous membrane between the blades 

U ni. va lve or Sims's.-.Much pains must be taken to secure the 
proper latero-abdomiua/ position. Unless this is done the use of this 
speculum will be disappointing. It is necessary to have intra-abdomi
nal pressure almost, if not quite, suspended. 

M e th od of Introdu ction.-First locate the cervix by digital ex
ploration. Select a blade of proper size and lubricate its convex 
surface. Grasp the end to be introduced in the right hand and gently 
lift the upper iabium with the left haud. Introduce the point of the 
blade and the finger into the ,·aginal orifice, keeping the point directed 
well backward into the posterior fornix. With the left hand steady 
traction is now made back\\'ard, and slightly upward so as to ele\·ate 
the upper buttock and admit more light. The proper method of hold· 
ing the speculum is shown in Fig. 58. 

The table must be so placed as to permit light to enter the Yagina: 
i. e. the buttocks should correspond Yery nearly to the center of a side 
window while the head of the table is drawn about eighteen inches to 
the right. 

When an assi!5tant is present, she may lift the labium during the 
introduction of the speculum. If the anterior \·aginal wall obscures 
the view of the cervix, it must be pushed out of the way with the 
de.pressor. This will rarely be the case if the patient is in the correct 
position and the speculum properly held. The cervix can, if necessary, 
be drawn into position with a tenaculum. 

Tubular or Cylindrical.-In England, where this speculum is 
most often used, the patient is placed in the lateral position , with the 
buttocks close to the edge of the couch. It may, howeyer, be intro
duced in any position. 

The exact location of the cen-ix must be carefully noted by previous 
indagation. Separate the labia with the forefiuger and thumb of the 
left hand. The speculum, pre,·iously lubricated, is now grasped in the 
right hand and its tip introduced between the labia. Keep it well pressed 
against the fourchette so as not to pinch the tissues in front by crowd
ing them against the unyielding pubic bones. With the side of the 
speculum corresponding to the tip in contact with the posterior ,·aginal 
wall , push it onward in the direction of tht yaginal axis until the 
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vaginal roof is reached. Upon depressing the distal end the cervix 
will project into it Very often a tenaculum is necessary. 

The Sims speculum affords the most perfect and natural \·iew of the 
cerdx, \·ault of the \·agina, and anterior \·aginal wall. By it alone is 
it possible to appreciate correctly cen·ical lacerations and e\·ersions. 
Both the bi-vake and tubular specula act as expanding instruments, 
and consequently the parts are put upon the stretch. This is well 
shown in Fig. 66. The principle of the Sims is entirely different, 
and there is no pressure exerted to congest or distort the tissues. For 
operations upon the anterior \·aginal wall it is indispei:isable. 

rVhal lo observe in using a speculum. Kote-
(a) The color and condition of the vaginal mucous membrane; 
(b) The position of the vaginal walls ; 
(c) The character of the discharge from the vagina and cervix; 
( d) The condition of the cerdx and cen·ical canal. Look for con

gestion, inflammation, abrasion, ulceration, induration and 
laceration; 

(e) If there is laceration hook a tenaculum in either lip, separate 
them and then endea\·or to roll the parts in. In this way the 
extent of the laceration and the amount of cicatrical deposit 
can be determined. 

Rectal Specula. 

Indications.-A specular examination of the rectum is called for in 
all instances when previous digital examination and e\'ersion have not 
afforded necessary and precise information. This is usually the case 
when the disease is deep seated. Such are, strictures, fistulous open
ings of a pelvic abscess, recto-\·aginal fistlllre, proctitis, and internal 
hemorrhoids. Any or all of these lesions are not infrequently associ
ated with pelvic and uterine disturbance. 

Method.- If the bi-\·ake is used place the patient in the lateral pos
ture. First insert the finger through the anus to overcome the resist
ance of the sphincter. After the distal ends of the blades are introduced 
push the instrument inward and backward until the handles or hilt ap· 
proach the anus. So place the blades before introduction that, when 
opened, the diseased area will be exposed. Never turn /he speculum 
willu'n flu rectum; to examine the walls obscured by the blades with
draw and reintroduce it. Care should be taken not to pinch the rectal 
mucous membrane in withdrawing the iustrument . 

Anesthesia is rarely necessary for the above examination. If a more 
thorough one is desired, the patient should be anesthetized and the 

9 
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sphincter dilated. This is done in the following ma1rner: Pass the 
two thumbs completely into the rectum with the four fingers of either 
hand resting upon either natis. Steadily but forcibly separate the 
thumbs until the fibres are felt to tear, or until they are arrested by the 
tuber ischii on each side; or the din1lsion may be made with a larger 
bivalve speculum (Pratt's). The rectal mucosa can now be examined 
with perfect ease as the canal is converted into a yawning cavity . The 
walls are best separated by two Sims specula, or with a large expand
ing instrument. As a therapeutic measure dilatation will again be 
referred to in considering the treatment of constipation. 

Urethral Specu/a. 

Indications.-Disordered micturition, when causes outside of the 
urethra are not discovered, calls for urethral inspection. The urethal 
lesions are: Fissure, ulceration 1 caruncles, and other neoplasms. The 
only counter-indication is acute or recent inflammation of the urethra. 

Method.-The patient may be either upon her back or side. A re
flected light will afford the best dew. First pass a sound and locate 
any sensiti\•e point; no pain should be caused by passing a sound 
into a healthy urethra. Kow introduce the speculum or urethroscope 
so that the diseased area will be exposed. Gentleness and skill are 
imperative in exploring the deeper portions of the canal. 

Kelly's Afetliod of Vesical and Ure/lira/ Exploration. 

Instruments required: ~os. 8 to q, dilators, and Nos. IO to 13 1 

specula (Fig. 43); a simple suction apparatus; a urethral catheter; a 
urethral searcher; long delicate forceps for carrying pledgets of cotton 
into the bladder; and small pledgets of cotton.* The patient should be 
placed in the dorsal decubitus with the hips elevated from eighteen to 
thirty centimeters abo\·e the table. The urethra is then dilated and the 
bladder completely emptied with the suction apparatus. A suitable 
speculum is next iutrorluced, and the interior of the bladder illumi
nated by means of a head mirror and a good light. By this means it is 
possible to inspect the entire bladder mucous membrane. The speculum 
is now withdrawn until the eye rests on the trigone. By a slight lateral 
inclination citht:r un:teral opening can be exposed and a catheter or 
kidney sound passed up the ureteral canal. 

johns Hopkins Hospital Bulletin, Jan. and Feb., 189-1. 
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ff . PRODCCED SOlJNDS. 

PERCUSSION. 

To practice percussion 1 the patient may be placed in any position, 
depending upon the surface to be percussed. In gynecological ex
aminations it is practiced O\'er the abdomen oftener than over any other 
region, hence the patient is usually placed upon her back. The middle 
finger of the left hand is placed flat upon the abdomen, at one time 
lightly at another firm ly . With the tips of the middle fingers of the 
right hand strike the second phalanx distinctly. The sound elicited 
will indicate whether air or solid material lies underneath the finger. 

\'. F.XISTIJ\G SOUNDS. 

At:SCULTATIOK. 

Auscultation may be either immediate or intermediate. Its chief 
usefulness in gynecology is in differentiating pregnancy from other 

Fie. 6;. 

THE PHO::><ETISCOPg. 

causes of abdominal enlargement. The sounds caused by fibroids are 
due to the large arteries which they contain. Crepitation results from 
peritoneal roughness and adhesions. Sometimes loose ascitic fluid 
within the abdomen can be detected by a splashiug sound induced by 
the patient suddenly changing her positiou. The new pbonetiscope 
will be found infinitely superior to the older stethoscope. 



1Jfensuraliou, the use of the aspirator, and the clinical tltermomeler do 
not require special consideration . The uses of the microscope haye been 
defined in Chapter IV. 

COKCLUSION. 

The schema of the Afethods of Pll)'sical Diagnosis included in this 
chapter has been so arranged simply for the convenience of study. A 
limited number only, or all of the methods therein contained, may be 
necessary in any g iven case. It is not intended that the student shall 
proceed with his examination in the order given. The usual sequence 
of methods is as follows:-

1. External inspection. It may not be wise to inspect the external 
genital organs until after vaginal touch is practiced; 

2. Digital examinat ion of the ngina followed by the bimanual; 
3. Inspection per vaginal speculum; 
4. Introduction of the uterine sound; 
5. Palpation, percussion, mensuration, and auscultation, if deemed 

necessary; 
6 . Examination of the rectum and the urethra if deemed necessary; 
7. The use of the clinical thermometer, particularly during exacerba

tions of pain; 
8. The application of the aspirator and the microscope as final tests. 



CHAPTER VIII . 

THE GENERAL PATHOLOGY OF GYNECOLOGICAL 
DISEASES. 

PRELIMIXARY CONSIDERATIONS. 

Many points bearing upon the pat/10/ogy of gynecological diseases are 
as yet unsett led. Indeed, the greatest difference of opinion prevails 
concerning the importance of local lesions as disturbing factors. Cause 
and effect are constantly being mistaken the one for the other. As a 
result we ha\·e in the profession two distinct parties:-

'· Those of the first party relegate to the sexual system of the female, 
when it becomes d iseased, the power to affect the whole organism in a 
morbid way. This influence, it is maintained , is exerted through the 
sympathetic and cerebro-spinal nervous systems; and, accordingly, the 
only way in which the symptoms resu lting therefrom can be penna
nently re lieved is by curing the local lesion. 

2. Those of the second party , on the other hand, attribute the local 
trouble to systemic causes. They believe that the sexual organs 
exert but little, if any, influence on the general organism; and that by 
directi ng the treatment to the general and constitutional symptoms the 
patient can be restored to health in most ins tances without local inter
ference of any kind. ( Byford. ) 

Again, those of the first pa;ty are by no means unanimous as to the 
importance and significance of certain local lesions. Thus Bennett and 
his followers ga \'e to inflammation and ulceration an exaggerated im
portance; according to this school, sympathetic phenomena rarely occur 
except when the uterus is inflamed or ulcerated. Hewett and Hodge 
undertook to establish a special uterine pathology, based upon displace
ments, considering inflammation and ulceration of little, if of any, im
portance as primary factors. Cen·ical lacerations constitute the founda
tion of a pathology promulgated by men who revel in minor operath·e 
treatment. Disease of the uterine appendages is, by not a few, con
sidered the chief cause of the ills which afflict woman-kind. 

The foregoiug theories are the natural result of looking upon the 
female sex ual organs as anatomical entities instead of but part of a 
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series which, in their totality, constitute the organism. No restricted 
pathology has been, or will be, able to sur\'i,·e the rapid strides of 
gynecology. The pll')rsician who to-day ignores local lesions in the 
treatment of gynecological diseases is quite as culpable as he who would 
treat an amenorrhea due to phthisis or chlorosis by st imulating the 
uterus. It may not always be possible to determine the order, but 
symptoms occur in pathological succession, and effects never precede 
their causes. 

NER\'Ol'S AND BLOODY SUPPLY OF THE PEI .. VlC ORGANS. 

Organs de,·eloped from a common primordial structure possess· nerve 
communications whereby impressions originating in one may be trans
mitted to other8 of a like structural evolution. (Oliver. ) From the 
temporary organs named \\'olffian bodies, the reproducth·e and urinary 
organs are developed by a process of gradual evolution. There is, 
therefore, a perpetuation of direct nerve influence between the sexual 
and urinary organs. Indeed, there is a nervous and vascular connec
tion existing between all of the pelvic organs. The same system of 
vessels and nerves supply largely the genital organs from the m·aries to 
the perineum, and these several organs are presided over by the same 
genito-spinal center. Consequently, all are iin-olved to a greater or less 
degree in any physiological requirement which nature may impose upon 
any one. They participate alike in ovulation, 111enstruation 1 conception, 
pregnancy, parturition, and involution. ( Byford. ) A pathological pro
cess involvrng one organ is also likely to implicate others. So, too, the 
rectum and the bladder are physiologically and pathologically affected 
by simi.lar influences; or if primarily invoked, may reflect any irrita
tion originating in them to the genital organs. 

Thus we see that derangement of any one organ within the pekis 
may invoh·e all; or, acting through the genito-spinal center, may exert 
a powerful influence for evil upon the whole organism . Any system of 
uterine pathology 1 therefore, which ignores the unity of the peh-ic 
organs, and of the entire organism, must necessarily be imperfect. 

How DrsTANT ORGANS ARE INYOLVED. 

Assuming, then , that distant organs are frequently affected by 
pelvic disease, it becomes the duty of the physician to study the modus 
operandi by which such affections are induced. I agree with the older 
Byford that li.yperemia and ll)lperestliesia of the pelvic organs are essential 
factors in producing reflex symptoms in distant parts. Tb at is to say, 
without hyperemia or hyperesthesia, no matter what the local lesion 
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may be. there are no reHex symptoms. In proof of this statement I 
cite the fact that displacements, lacerations, and tumors of the uterus 
may exist for years without causing the least general disturbance, unless 
increased sensitiveness or increased vascularity ensues. Again , the reflex 
symptoms starting from the pelvis are nearly all made worse by men
struation, at which time the hyperemia and hyperesthesia are increased. 
It would not be correct, however, to infer from th is that reflex symp
toms inevitably resu lt from hyperemia and hyperesthesia of the pelvic 
organs. On the contrary, every gynecologist meets with many cases 
where both are present, and in which no reflex phenomena whatever 

XATL'RE OF THE LOCAL LESION CAUSIXG REFLEX SYi\IPTO:\IS. 

Q\·arian and uterine disease,-displacements, lacerations, inflam
mation, subim-olution, congestion, etc.,-furnish the starting point of 
reflex symptoms oftener than other peldc lesions. ( Hegar, Schrocder.) 
Those of the urinary tract, the rectum, the coccyx, the perineum, and 
the anus are also frequently responsible for such symptoms; in the 
latter list are fissures, lacerations, carunculre, \-aginismus, and coccy
godynia. In these various lesions both hyperemia and hypersensitive
uess may present themselves, either alone or combined. 

FORMS OF HYPERE:'lllA. 

Hyperemia rarely exists except as a result of some definite cause, 
and i11 order to cure it the cause must necessarily be removed. Accord
ing to Byford, it occurs in three forms:-

( a) .lctizie Hjperlropllic Hyperemia, as in fungoid degeneration of 
the uterine mucous membrane, in fibrous tumors, in pregnancy and in 
conditions of subinvolution. 

( b) Passizoe, Venous or Cougeslh.•e Hjperemia, as when the blood is 
confined to the uterus by some obstruction to its return. Obstruction 
gidng rise to this form of hyperemia may result from uterine displace
me11ts1 from cen·ical lacerations, or from peri.uterine effu:;ions. 

(c) hzjlammato1y Hj'jeremia, caused by inflammation. 

THP. SEQUEL1E OF IlYPF.RJDll.\. 

Active Hypertrophic H yperemia, if this theory be correct, giyes 
rise to hypertrophy of the organ im-okecl, because of the exaggerated 
local nutrition. It is seen physiologically in pregnancy and patho
logically in fibrous tumors. fungoid endometritis. and subim-olutiou. 
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Passive and Inflammatory Hyperemi a gives rise to fibrinoplastic 

effusion, which becomes organized. This contracts and cuts off the 
capillary circulation of the parts im·oh·ed. The natural structure of 
the uterus is ~upplanted by the connecth·e tis~uc thus formed, with re
sulting condensation and induration. This is hJ'/Jerp!asia (Yirchow). 
\Vhen it is once established, congestion and inflammation may entirely 
subside while hyperesthesia remains. This is probably due to the fact 
that the terminal nen·e fibers are im·olved in the condensation of tissue, 
reflex sy111ptoms frequently resulting therefrom. 

The reflex symptoms in cervical laceration may resu lt (a), primarily, 
from the involvement of terminal nerve fibers distributed to the cervix 
by the cicatricial deposit; and (b ) secondarily, from the hyperemia and 
congestion caused by the laceration and deposition of cicatricial tissue. 

The mftammatory form of hyperemia will accou11t for those circum
scribed points of induration so often found in the cervix and iu the 
walls of the fundus. They result from protracted vascularity of the 
part or parts inrnh-ed ( Byford ) . 

Abrasion and ulceration of the cen·ix may follow in the traiu of 
hyperemia and inflammation. Abrasion is a frequent sequela; true 
ulceration from this cause alone is exceedingly rare. Both abrasion 
and ulceration result from impaired nutrition of the mucous membrane 
because of the hyperemia of the fibrous structure of the cervix. So
called ~ranu lar and cystic degeneration of the cen·ix has for its basis 
hyperemia and inflammation (Cazeaux). 

THE NEUROSES . 

\\'e have seen that in the condition called flJ1pcrplasia
1 

hyperemia 
may be absent. In these instances the pain is readily accounted for by 
the unnatural deposit of hyperplastic tissue. There are many cases1 

howe\'er, where the genital organs are exquisitely sensiti,·e and yet 
where the most careful examination fails to reveal the evidences of dis
ease . Congestion, inflammation, abrasion, displacement-all are absent, 
and yet there is pain and sensith•eness in one or all of the peldc organs, 
and reflex symptoms are innumerable. The form of dysmenorrhea 
known as ''neuralgic" frequent ly occurs in connection with these 
symptoms. The older authorities called a uterus thus affected ' 1 irri· 
table." The term is quite as comprehensive as is 1

' neurosis. 11 Both 
describe a condition, without defining its cause, and bot h are used to 
hide our ignorance. Patients rarely, if ever, die from this disorder, 
and if it has a pathology it is so chameleon.like in character that it has 
not yet been defined. 
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How GEXER.\L Sv:i.1rTo:i.1s ARE INDL"CED BY LoC.\L DISEASE . 

Disease of the genital organs gi\·es rise to gener3l symptoms in one 
of two ways: (a ) by reflex irritation; or , ( h) by depraving nutrition. 
An irritation is conveyed to the genito·spinal center, and thence reflected 
to all organs with which this center communicates. In this way the 
stomach, bowels, lfrer and nervous system become implicated. That 
the stomach is oftener involved than any other organ, is shown by the 
nausea and \'Omiting so often present in early pregnancy. If the cause, 
other than pregnancy persist, digestion is interfered with and sooner or 
later the nutrition is compromised. The depraved blood does not carry 
to the nene centers that which they need to sustain them and they 
become anemic. Exhaustion soon supervenes and often becomes pro· 
found, giving rise to nervous prostration and neurasthenia, a condition 
receidng detailed attention in the chapters de\•oted to the HYSTERO· 

XEL'ROSF.S and to GENERAL TREATMEXT. 

How LOCAL DISEASE IS l'.'\OL"CED BY SYSTEMIC DISTl'RBANCE. 

Since nutrition may be affected from many causes, so-called nen·ous 
prostration frequently occurs when the pekic organs are perfectly 
healthy. This condition is nearly always attended with circulatory 
disturbances. \Ve know that the vaso-motor system presides O\·er the 
circulation. It dilates and contracts the caliber of the blood-\·essels, 
and wear and repair depend upon the proper adjustment of this func
tion. If the equilibrium of the ebb and flow is disturbed, local anemia 
or local hyperemia takes place. The cheeks are affected in this way 
when they become pale as a result of fear, or when they become red
dened as a re~ult of shame. This is physiological. The flushes of 
heat so frequently present during the climacteric period is another 
example which borders upon the pathological. 

If this equilibrium of the circulation is destroyed from any cause 
whate\·er, the internal organs are as often affected as is the skin. Such 
a cause may be mat-nutrition, nen-ous shock, or iudeed anything that 
profoundly impresses the system. If the brain is im·oh,ed, either 
insomnia or drowsiness occur, depending upon whether the brain is 
hyperemic or anemic. Flatulence, gastralgia, and nen·ous dp·pepsia 
result when the stomach is similarly affected. The womb and the 
o\·aries are oftener implicated than any of the internal organs, and 
become hyperemic or anemic as the case may be. If the former, con
gestion with all its concomitant symptoms,-menorrhagia, leucorrhea, 
tenderness, etc.,-occur without any local cause; if the taller , amenor
rhea or scant menstruation. ( Engelmann. ) 
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Hyperemia, congestion, and anemia of the uterus are likewise 
frequently caused by those general or organic diseases of the body 
which tend either to deprave the blood or to obstruct the pekic circula
tion in a mechanical way. The disorders especially tending to deprave 
the blood are enumerated in the succeeding section. The diseases of 
the lungs, liver and heart may congest the pelvic organs mechan
ically. 1\Ienorrhagia, amenorrhea, and ovarian irritation, or any 
other pelvic lesion, may therefore be due to general as well as to local 

TEiilPERA'.\tENT AND Co;-.;sTn'u1'10::-:AL B1As. 

In dealing with gynecological diseases, the temperament and constitu
tional bias cannot be ignored. One patient will, without suffering the 
least inconyenience, go through life with a pelvic lesion which, in 
another, would give rise to the most distressing symptoms. It is this 
fact which is responsible for much of the confusion which now pre\·ails 
regarding the significance of the many pelvic affections. The constitu
tional bias presents itself in various ways. Any one of the Se\·eral 
forms of dyscrasire may retard the com·alescence. These are: tuber
culosis, scrofulosis, syphilis, Bright's disease, the \·arious blood dis
orders, malaria, etc. The innumerable symptoms which have long 
been defined by that now indefinite term, scrofulosis, are legion. It 
also has long served as a convenient name under which to conceal much 
ignorance. Were it possible to trace so-called scrofulosis to its original 
source, it is probable that the importance given by Hahnemann to 
syphilis, psora, and ' 1 sycosis,'' using these terms in their broadest 
sense, would be better appreciated. At any rate, there ofteu exists an 
obscure element which perpetuates indefinitely local lesions, especially 
the catarrhal diseases of the genital tract. In whate\·er form this ele
ment presents itself, it can be reached only by proper constitutional 
treatment. 

It is, then , clearly the duty of the physician, in dealing with the 
many gynecological affections, to differentiate cause from effect, when 
it is possible so to do, and to conduct his treatment accordingly. 



CHAPTER IX. 

GENERAL TRE ATMENT OF GYN E COLOGIC AL 
DISEASE S . 

GENERAL CO:\"SIDERATIONS. 

I have endea\·ored in Chapter ,-rn. to show the important part 
played by malnutrition in the causation of the diseases of women. The 
reflex symptoms are as numerous and varied as the figures of a kaleido
scope; hence, while they may serve as guides in selecting a remedy, 
they are too changeable to justify the physician in discarding other 
methods of treatment ~Iany of these symptoms can be relie\·ed by 
local treatment alone, especially if they are not of long standing; 
often they will \·anish under the administration of a properly selected 
remedy; but not infrequently it is absolutely necessary to combine with 
specific and local medication certain methods of dietetic, hygienic, and 
general treatment in order to relie\·e symptoms which may be either 
the result or the cause of pelvic disease. 

The gmera/ symptoms requiring special attention are the following:
t. Indigestion; 
2. Constipation: 
3. Nen-ous prostration. 

I. lXDTGESTIO'.\'. 

The stomach, as we ha\·e seen, is one of the first organs to become 
deranged in a reflex way. Under certain circumstances, as in some 
cases of pregnancy and hysteria, the stomach apparently rejects almost 
e\·ery particle of food taken into it, without seriously im·oldng nutri
tion. In the yast majority of instances, howe\·er, prolonged disordered 
digestion leads to inanition and malnutrition, for, unless the patient 
can digest and assimilate the proper amount and kind of food, depraved 
nutrition is inevitable. The treatment of indigestion is considered 
tmder the sections devoted to constipation and ucrl'ous prostration. 

2. CONSTIPATI0:-1. 

I am inclined to belie\·e that the e\·ils of constipation are under
estimated i11 the homeopathic school. Too much reliance is placed by 

I J! 
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many upon the indicated remedy , and too little upon certain adjm·ants 
which are both useful and harmless. Constipation begets indigestion, 
headache and local congestion. It is many times impossible to cure an 
irritable ovary or a congested uterus without first regulating the action 
of the bowels. 

The frequency of constipation in women is proverbial. It is much 
more common than in men, because of sedentary habits, confinement in 
ill-ventilated rooms, and, abo\·e all, improper conveniences. Habit in 
no small degree controls every function of the body, and especially 
defecation. If Nature's commands are ignored 1 she soon ceases to give 
them. In due time there is a sensory paralysis of the mucous mem
brane of the rectum, and the feces accumulate in large quantities with
out exciting the involuntary mechanism. Finally, the hardened feces 
gi,·e rise to fissure or hemorrhoids, and when pain becomes a factor 
defecation is postponed as long as possible. America has much to learn 
from Europe in making proper public provision for the accommodation 
and protection of women when away from home. 

In the treatment of constipation the first and essential requisite is to 
secure the coOperation of the patient. Without this all measures are 
futile . The llabit must be reestahlished, and this often requires much 
time and perseverance. She should direct her thoughts to the neces
sity of the act at a certain hour each day before retiring to the closet, 
which should be done with clock-like regularity, whether the desire be 
present or absent. This is indispensable. T he best time for making 
this effort is when the peristalsis is excited by a meal-preferably im
mediately after breakfast. Fullness of the abdomen favors defecation, 
and a glass of water shortly before the act aids in producing a feel ing 
of distention. Se\·ere effort at straining should be avoided. The sense 
of leisure resulting from a proper position will encourage gentle instead 
of ,·iolent effort. 

The diet and ingesta are of equal importance . As constipation is so 
often associated with indigestion, it becomes necessary to select the diet 
accordingly. In doing this there are seyeral indications to be fulfilled: 
(a ) the articles selected should not distress the stomach; ( b) they 
should be such as the patient can afford; and (c) the cause of the con
stipation should be borne in mind , i. e. , whether due to deficient secre
tion or to deficient peristalsis. 

Fruits are almost always ackantageous. The kind of fruit should 
depend in a measure upon the cause of the constipation. They act by 
increasing the distention; by increasing the secretion because of their 
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juices and acids; and by increasing peristalsis because of the fibers, 

rinds, seeds, etc., which drop into the intestinal canal ( Byford ). 
Apples are almost always to be had in this country and fulfil the first 

two indications; if the rind is left on they excite peristalsis a!:. well. 
They should be eaten in the fore part of the day-before or aftt:!r break 
fast. The acid increases the intestinal secretion, and they are therefore 

especially useful when the stools are dry and hard. Oranges and 
lemons act in the same way . Peristaltic action, when there is great 
torpidity of the bowels, is quickened by fruits containing many seeds, 

as figs and the various small fruits. Most of the berries improve the 
function of the bowels because of the combined action of the seeds and 
acids-hence they are particularly useful in season . Canned fruits are 

apt to be too sweet, so that the uncooked varieties are at all times pref
erable when they can be had. Stewed prunes and baked apples are, 
howeyer, often useful, and possess the advantage of being inexpensh·e. 
l\Iauy patients cannot take bananas because of the distress which they 
excite. \Vhcre this is not so they are very useful, oftentimes acting as 
a cathartic. On the whole, I much prefer acid to sweet fruits, because 
they increase not only the intestinal secretion but the hepatic as well. 

The coarser breads are always beneficial, and the more bran or hull 
of the grain they contain the better. Bran crackers, such as are used 

in most sanatoriums, fulfil the indications nicely. In the absence of 
these, and when the stomach will tolerate it, I ha,·e often seen a tea
spoonful of bran in a glass of water, dnmk the first thing in the morn
ing, act in a most satisfactory manner. Pop·corn is often most effica

cious, and in the constipation of pregnancy, with nausea and vomiting, 
will sometimes relieve the stomach symptoms when e\·erything else 
fails. Oatmeal and cornmeal gruels are likewise useful in exciting 
peristalsis. Almost any kind of broiled fish may be taken. Sardines 
in oil, if the stomach will tolerate them 1 are also useful. Such yege

tables as boiled on ions1 spinach 1 salads with oil, lettuce, asparagus, 
tomatoes and celery, may be partaken of freely. The patient should 
especially eschew pork, ,·eal 1 hard boiled eggs, liver, salt meats and 

fo~h. nuts, pineapples, beans, new bread, pastry, pickles, cheese, milk 

and spirituous liquors. 
If there be spasm of the sphincter ani muscle, with fissure or hemor

rhoids, nothing short of dilatation under ether will pro,·e of much a,·ail. 
I know of nothing in the practice of gynecology more satisfactory than 

this operation 1 when indicated. The sigmoid should also be carefully 

dilated. 
Displacements of the uterus and O\·aries may act in a mechanical way 
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and ob~truct the bowel. Indeed, mechanical causes should always be 
looked for in the treatment of costiveness in women. Rectal stricture 
may act in the same way, but organic strictures rarely occur in the 
female. l have had more thau one case brought to me with a diagnosis 
of stricture made because of the constipation and the difficulty with 
which the inexperienced sometimes meet in penetrating the ll third 
sphincter." In these cases forcible dilatation does much good . 

.In great torpidity of the large intestine massage is very useful. 
Beginning at the right groin, and with a definite idea of the anatomy 
of the parts. the whole colon can be kneaded and squeezed in such a 
way as directly to stimulate its fibers to contract. This is best done 
just before an effort is made to moye the bowels At first this manipu
lation will excite much distress, unless practised with great gentleness, 
but after a few treatments it is not in the least disagreeable. I have 
succeeded in exciting intestinal peristalsis when other measures failed 
by electricity. A medium sized metal rectal plug serves admirably for 
one pole; or a large bulhous electrode may be carried into the sigmoid. 
The other is pla-:ed over the abd.omen. Either the faradic or the inter
rupted galvanic current may be used, as strong as the patient can bear 
it, and repeated two or three times a week. 

In hydropathic institutions much reliance is placed upon water com
presses O\'er the bowels. I have no doubt of their utility under certain 
circumsta11ces. 

If the bowels absolutely refuse to move in spite of the best directed 
general and local treatment, enemata will have to be resorted to. If 
there are eddences of impaction, some solvent may be used with the 
enema. Glycerin, olive oil, and ox-gall are the best agents for this 
purpose. The latter should be diluted with water (3j-Oj ) . I desire, 
howe\·er, to enter my protest against the indiscriminate use of enema ta. 
It is quite as easy to make a ·' pauper of the rectum " by the use of the 
syriuge as by the use of cathartics. Of the two evils the former is the 
lesser, though in non-surgical cases enemata are rarely necessary. In 
gynecological practice cathartics are still more rarely called for, except 
in abdominal surgery. They are then used in the form of saline prep· 
aratio11s for the purpose of promoting drainage through the intestinal 
canal. Of the various mineral waters used for cathartic purposes the 
Crab Orchard, Hunyadi, Carlsbad ancl Kissingeu are the most popular. 
Pure water, either hot or cold, should be taken freely. 

Tlurapcutics. 

Hydrastis Can.-Constipation with headache and hemorrhoids; 
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AFTER STOOL, PAIN I~ THE RECTC:\I FOR HOl"RS; especially useful after 

purgati,·e medicines; colicky pains, with sensation of goneness, faint

ne~s and heat in the intestines. Much prostration. 

Collinsonia.-Constipation with hemorrhoids and a sensation as of 

sticks in the rectum; stools consist of dry balls of fecal matter; pro

lapsus uteri; flatulence and distention of the abdomen; heat and itch

ing of the anus, with portal congestion; HABITUAL CONSTIPATION. 

Sulpbur .-Abdominal plethora and passive congestion of the venous 

system, causing a sensation of tightness and fulness in the abdomen, 

with feeling of repletion after partaking of but a small quantity of food 

(Farrington); constant urging to stool; pressing on the rectum as if it 

would protrude; rush ef blood to the head; cold feet; faintness, especially 

at or about 10or11 A. l\I.; stools hard and knotty; general dulness of 

mind and body. 
N ux V omica.-Constanl ineffectual 11.rging to stool; alternate consti

pation and diarrhcea; sedentary habits; use of highly-seasoned food; 

stools black, hard and often streaked with blood; hemorrhoids; RELIEF 

L ycopodium.-Anoo:i.11NAL PLETHORA IN ELDERLY \\'0:\IEN, WITH 

COXSTIPATIOx; large accumulation of gas in //1e bott-•els; desire and in

ability to expel the stool, with painful constriction of the rectum and 

anus; l'RIC ACID OJ<;PQSIT IN THE URINE; irritable and restless in the 

afternoon. 
Podophyllum.-Constipation, with descent of the rectum from a 

little exertion; feces hard, dry, and voided with much difficulty; flatu

lence and headache; MORNING AGGRA\'ATION OF ALL INT.ESTI::\"AL 

SY:\IP'fOl\1S; weakness and soreness of the back; hemorrhoids. 

Consu//:-Alumina 1 opium 1 bryonia, graphites. anacardium, 

conium, plumbum, sepia, silica 1 platina1 pulsatilla, c:esculus hip., 

calcaria carb. 

3. XER\'OCS PROSTRNflOX. 

The terms nerz·ous prostration and neurasllunia ha,·e, in America at 

least, become almost household words. There are many factors capable 

of producing the state designated by these terms. Sometimes it is met 

with when hematosis and nutrition are seemingly unaffected; it is then 

usually clue to nen•ous shock 1 or strain, or to deficiency of the mens

trual discharge. Oftener mal-nutrition is prominent, which may be 

due to disordered digestion, loss of fluids, or nerrnus shock. 

The p:i.thological succession frequently occurs in the following 

order: A pcldc lesion i1n-okes the stomach in a reflex way 1 and diges-



tion becomes impaired; improper or insufficient food is taken, and in 
due time nutrition is compromised; anemia and chloro -anemia succeed 
as a matter of course, and uot infrequently are made worse by excessi\·e 
menstruation. The nerve cells are stan·ed, as it were, for the want of 
proper nourishment, and the nen·ous system is thereby rendered unduly 
impressionable. If a woman thus affected be subjected to mental 
shock, or undue mental strain and worry, or sexual excesses, she is 
liable to become the victim of neT\'ous prostration. 

Any or all of the symptoms studied under the head of the Hystero
Neuroses may be present in nervous prostration, and their relative 
importauce is there considered. In the treatment of this state it be
comes necessary to recognize the important fact that tlze patient's nutri
tion is depraved, and if she is to be raised from a state of chronic in
validism to robustness, this must be impro\'ed. The backache, the 
leucorrhea, the menstrual irregularities, the pain in various parts of the 
body, the paralyses, and the psychoses are to receh·e due attention in 
a symptomatic way. But the local trouble and the general disturbance 
resulting from depra\·ed nutrition must not be ignored. \\1 ith the 
loss of appetite there comes wasting of fatty tissue, and the patient 
takes to her bed, where, unless she can be made to eat and take on 
flesh, she is likely to remain. 

The profession is indebted to Drs. \Yeir l\litchell and Geo. M. Beard, 
more than to all others, for defining the principles upon which the 
successful treatment of nerve prostration is based. These principles 
may be summarized as follows:-

L Seclusion and Rest. -The patient should be removed from home 
or other accustomed environments for at least six or eight weeks, 
placed in bed, and only allowed to sit up gradually. 

2. Massage .-This is to be applied in a most thorough manner by 
an experienced masseuse, the stances lasting for half an hour at first, 
the time being lengthened until the full limit-an hour and a half-is 
reached. 

3. Electricity.-The interrupted current is used twice daily, and so 
applied as successively to work nearly all of the muscles of the body 
twice daily. 

4. Diet.-Milk is given every hour, at first in small quantities, then 
gradually increased until, under the action of massage and electricity, 
the patient is able to take large quantities. 

Dr. Mitchell practically ignores in ternal medication. From a some
what extended experience in this class of cases in both hospital and 
private practice, I am satisfied that much good is to be derived from 
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properly selected homeopathic remedies. It is surprising how quickly, 
under this treatment, the strength improves the lost adipose tissue re
turns, as well as the lost vitality and the power of locomotion. The 
following case, recorded by Playfair,* l quote iu fun, because of the 
acknowledged eminence of the author, and also because it demonstrates 
most forcibly the utility of the treatment even in the most desperate 
case. It is, too, a remarkable instance of the multiform phenomena 
so characteristic of neurotic disease:-

CASE. -"The case must be well known to many members of the pro
fession, since there is scarcely a consultant of eminence in the metrop
olis who has not seeu her during the sixteen years her illness has 
lasted, besides' many of the leading practitioners in the numerous 
health-resorts she bas visited in the vain hope of benefit. My first 
acquaintance with the case is somewhat curious. About two months 
before I was introduced to the patient, chancing to be walking along 
tbe esplanade at Brighton with a medical friend, my attention was 
directed to a remarkable party at which every one was looking. The 
chief personage in it was a lady reclining at full length on a couch. and 
being dragged along, looking the picture of misery, emaciated to the 
last degree, her bead drawn back almost in a state of opisthotonus, her 
hands and arms clenched and contracted, her eyes fixed and staring at 
the sky. There was something in the whole procession that struck rue 
as being typical of hysteria, aud I laughingly remarked, 'I am sure I 
could cure that case if I could get her into my hands.' All that I contd 
learn at the time was that the patient came down to Brighton every 
autumn, and that my friend had seen her dragged along in the same 
way for te11 or twelve years. On January qth of this year I was asked 
to meet my friend, Dr. Bthrend, in consultation, aud at once recognized 
the patient as the lady whom I had seen at Brighton. It would be 
tedious to relate all the neurotic symptoms this patient had exhibited 
since 1864, when she was first attacked with paralysis of the left arm. 
Among these-and I quote from the full notes furnished by Dr. 
Hehrend-were complete paraplegia, left hemiplegia, complete hysteri
cal amattrosis; but from this she had reco,·ered in 1868. For all these 
years she had been practically confined to her bed or couch, and had 
not pas~ed urine spontaneously for sixteen years. Among other symp
tom:-. I find noted awful suffering in spine, head, and eyes, requiring 
the use of chloral and morphia in large doses. For many years she 
had convulsive attacks of two distinct types, which were obviously of 

"i\'er\'e Prostration and JJysteri'a," Playfair, p. 101. 



the character of hystero-epilepsy. The following are the brief notes of 
the condition in which I found her, which I made in my case-book on 

the day of my first visit: I found the patient lying on an im·alid 's 
couch, her left arm paralyzed and rigidly contracted, strapped to her 

body to keep it in position. She was groaning loudly at inten·als of a 
few seconds from se\·ere pain in her back. When I attempted to shake 

her right hand she begged me not to touch her, as it would throw her 
into a convulsion. She has now many times daily 1 frequently as often 

as twice in an hour 1 both during the day and night, attacks of sudden 
and absolute unconsciousness, from which she recovers with general 
com·ulsive tnO\'ements of the face and body. She bad one of these 

during my visit, and it had all the appearance of an epileptic paroxysm. 
The left arm and both legs are paralyzed and devoid of sensation. She 
takes hardly any food and is terribly emaciated. She is naturally a 
clever woman, highly educated, but, of late, her memory and intellect

ual powers are said to be failing. 
'' It was determined that an attempt shou ld be made to cure this 

case, and she was removed to the Home Hospital in Fitzroy Square. 
She was so ill, and shrieked and groaned so much on the first night of 
her admission, that next day I was told that no one in the house had 
been able to sleep, and I was informed that it would be impossible for 

her to remain. Between 3 P. l\I. and 11 :30 P. :i.1. she had had nine do
lent convulsh·e paroxysms of an epileptiform character, lasting, on an 
average, fi\·e minutes. At 11 :30 she became absolutely unconscious, 
and remained so until 2:30 A. M., her attendant thinking she was 

dying. Kext day she was quieter, and from that time on her progress 
was steady and uniform. On the fourth day she passed urine spon
taneously, and the catheter was ne\·er again used. In six weeks she 
was out driving and walking, and within two months she went on a 

sea-voyage to the Cape, looking and feeling perfectly well. When 
there, her nurse, who accompanied her, had a severe illness, through 
which her ex-patient nursed her most assiduously. She has since re

mained, and is at this moment, in robust health, joining with pleasure 
in society, walking many miles daily, and without a trace of the illness 
which rendered her existence a burden to herself and her friends.,' 

There is another and large class of neurasthenic women who are 
well enough to be about, and the causes of their disease can be cor

rected by fresh air and exercise.4" These cases exhibit the entire range 

of mild mimetic and hysteric symptoms. Moral advice, resolute will, 
and proper hygiene are often all that is necessary . Cycling judiciously 

followed, combined with the calisthenics, is often of the greatest utility 
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in these cases. Hysterical joints frequently present themseh·es in this 

type of patients. They are much more easily dealt with than the 

"habitually bed·ridden, couch·loving invalid," of whom Dr. Playfair's 

celebrated case is a typical example. 
The amount of nourishment taken under the conditions described is 

man-elous. Patients who are able at first to take almost nothing at 

all, and as a result ha\·e become pale, anemic, and wasted, ,,..ill soon 

consume at each meal a quantity of food which is simply astonishing. 

In one of Dr. Playfair's patients the treatment was commenced on Oc

tober 16th with three ounces of milk every third hour. On October 

30th the following was consumed with relish: "5 A. :-.1., ten ounces of 

raw meat soup; 8 A . l\I., cup of black coffee; 9 .-\. l\I., plate of oatmeal 

porridge, with a gill of cream and a tumbler of milk; 12:30 P. 1\1., 

milk; 1 :45 P. M., whiting, bread and butter, rump-steak, cau liflower, 

omelette, and a tumbler of milk; -t- P. l\r. 1 milk; 5 P. :-it., milk and bread 

and butter; 7 P. M., fried haddock, chicken, cauliflower, apple and 

cream, and a glass of Burgundy; 9:30 P. l\L, milk; 11 P. M., raw meat 

soup. (The milk between 8 A. ::i.1. and 9:30 P. i\r. amounted to two 

quarts.)" 
It is possible for this amount of food to be consumed by a nen·ously 

prostrated woman only under suitable conditions By seclusion she is 

cut off from all harmful sympathy and excitement; by rest she con

serves all her energies; and by massa,!{c and electricilj1 passi,-e exercise 

is substituted for exertion without auy of its evils. 
Proper seclusion can rarely be had at home because of the close 

proximity to sympathetic relati\·es and friends. It is certainly impos· 

~ible without a thoroughly good nurse-one possessing sufficient will

power to keep from the invalid's room all who exert a harmful influ. 

ence. A greater degree of liberality may be admitted iu dealing with 

patients who retain the power of self·coutrol. 
).Jassage, to be thoroughly done, should be applied by a trained 

masseuse It can, howe,·er, be easily learned by any intelligent person 

who is sufficiently strong. With the patient lying in a blanket, the 

mas::)euse begins at the feet by taking up the skin and thoroughly 

pinching it all O\·er. The toes are twisted in all directions and the 

small muscles kneaded with ends of the fingers and thumb. The large 

muscles of the legs are grasped alternately with both hands. Dr. 

~Iitchell recommends smearing the parts with some nutrient lubricant, 

preferably cocoa butter. Striking the large muscles very often with 

the palms of the hands constitutes an important feature of massage. 

The hands and upper extremities are manipulated in the same way, 
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working upward. In working the abdomen the patient should lie flat 
on her back with the knees d:awn up. Commencing with the skin, it 
is pinched all O\'er and the walls are firmly grasped, first with one hand 
and then with the other. The hancts are now placed one 011 each side 
just below the ribs, and the flesh drawn forward in the direction of the 
colon. This part of the treatment is particularly important if the 
patient is suffering from indigestion. The posterior surface of the bo<ly 
is gone over in the same way, the patient lying A.at upon her face and 
abdomen. The whole of the back is treated, commencing at the nape 
of the neck and passing downward on each side of the vertebral column. 

The skin and muscles are pinched and the two fingers of the right 
hand, one on each side of the vertebrc:e, are made to sweep downward 
the entire length of ti1e spine. This is to be repeated a number of 
times. If there is spinal irritation there will be some difficulty in do
ing this, but by gradually approaching the sore spots they can be 
thoroughly treated, the local sensitiveness being in time entirely 
destroyed. This is true in hyperesthesias of other regions, and with 
perse\·erauce and patience, e\'en ovarian irritation can be made to 
vanish. For the first two or three days the stances should not be 
longer than twenty minutes, but by the end of a week they may be 
continued from one to two hours twice a day. The patient must be 
taught to relax all of the muscles by remaining perfectly passh·e. 

The use of electricity comprehends the application of the slowly in
terrupted induction current to nearly e\'ery muscle of the body within 
reach. By this means they are thrown into active contraction. This 
gives decided exercise to the muscles and greatly supplements the 
action of massage. Finally, the tonic effects of electricity are obtained 
by passing for ten or fifteen minutes, from the neck to the feet, a mild 
current with rapid breaks. The static bath, especially if there exist 
marked hyperesthesia of the nervous system, is ofteu of marked service. 

\Vhen fat and anemic women become dctims of nen·ous prostration 
it is Dr. ~fitchcll's practice to put them at rest, and "under.feed" 
them with milk until the flesh is materially reduced, when they are 
subjected to the usual treatment already described. 

The wisdom of local interference before placing a patient under the 
rest cure must depend upon circumstances. As a rule I belie\'e it wise 
always to make a thorough examination, unless the patient's nervous 
system is liable to be greatly shocked by so doing. If, in married 
women, there are tears of the cerdx or perineum, which evidently play 
an important part in the prostration, and if the degree of prostration is 
not such as to prohibit it , an operation is indicated at once. This is 
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emphatically so if excessive hemorrhage can be controlled by repairing 
the tears or by curetting. On the contrary, iu the unmarried, when 

the local symptoms are not urgent, it is best to ignore local measures, 
other than the hot douche, until the patient has regained sufficient 

strength to enable her to undergo such treatment as may be necessary. 
There are but few instances where the hot douche, judiciously gi,·en, 
does not act beneficially. 

The remedy most homeopathic in nervous prostration will, in the 
majority of instances, be one capable of profoundly impressing the sys
tem when given in health. The various phases of hysteria are covered by 
the milder acting remedies, but when emaciation becomes marked, and 
hematosis seriously disturbed. it is necessary to select a remedy pro

found iu its action. If properly selected it should not be repeated too 
often, nor should it be changed until it is evidently no longer indicated. 
I prefer to base the prescription in these cases upon constitutional 
symptoms, i. e., actual tissue changes, controlling, if necessary, urgent 
11ervous outbreaks or manifestations of pain with intercurrent remedies. 
Ho\\'e\·er, if the chief remedy is properly selected, the intercurrent one 
will rarely be called for. 

Therapeutics. 

Arsenicum album.-Great fear, trembling, cold sweat. 
NESS, and PROSTRATION; expression anxious and distressed: face pale, 
yellow, waxy, with edematous swelling; dryness of the mouth, with 
red streak down middle of tongue and redness of tip; loss of appetite 1 

with IN'CREASED THIRST; long-lasting nausea, with fruitless retching; 

\'O)fl'rIXG BDIEDI.\TELV AF1'ER E.\TIXG OR DRI:\"KJXG; menses too 
early, too profuse, and very exhausting: W.\Ri\ITH AL:\IOST .\L\\'AYS 

RELIEn:-:S THE P.\IX. 

Calcaria.-Depression and melancholia; apprehen!':ive mood: face 

pale, bloated, with blue rings around the eyes; after ruilk, nausea and 
some eructations; water brash: after eating, pressing pain in the 
stomach, as if from a load or stone; hard distention of the abdomen; 

)IEXSES TOO EARLY, TOO LOXG, .:\XD TOO PROFl'SE; membranous dys
menorrhea; oppression of the chest; tendency to tuberculosis; COLD 

11.\XDS AXD COLD FI-:1-:T; relaxation of the tissues, with goneness and 
weakness. Calcaria is oftener indicated in lle!'>hy 1 anemic women than 

in the emaciated. 
Ferrum.-:\er\'ous, hysterical feeling; pettish; least contradiction 

angers: throbbing pain on top of head when 1110\·ing suddenly; FACE 

.\Sii\" P\LE OR G!H·;EXISH, BECQ)IIXG FrERY RED ['PO:\" THE LE.\ST EX-
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CITE)IE:\'T; face pale, with red spots: paleness of all the mucous mem
branes; vomiting as soon as food is taken; diarrhea, with undigested 
food, or constipation, with stools hard and expelled with difficulty; 
menses too late , long lasting, and profuse; PALPIT.\TION OF THE 

HEART, \\"ITH THROBBING OF ALL TIIF·: BLOOD-VESSELS; anasarca. 
The more clearly homeopathic iron is to any gi\·en case, the smaller 
the dose required to accomplish the desired end. This is true of any 
remedy, but preeminently so of iron. The fact remains that in certain 
cases of anemia iron as a pabulum will do much to improve the patient's 
condition when specific indications do not present. Fi\·e or ten dr0ps 
offerrum dial.ysalum, twice or thrice a day with meals, will often work 
wonders when the smaller closes fail entirely. This close is not large 
enough to precipitate hemoptysis and subsequent phthisis, which has 
been done by fo 11 doses.* 

I odium.-Exces.~ive excitability; face pale, yellow, sallow, and dis
tressed; EATS FREELY, YET LOSES FLESH ALL THE TDIE; alternate 
canine hunger and loss of appetite; constipation alternating with diar
rhea; mammre dwindle away and become flabby; incluration and swell
ing of the uterus and O\·aries. 

Ignatia -Desire to be alone: nervous prostration following exces
sive grief or joy; c!a1.1us ltj·stericus, relieved by lying upon the painful 
spot; head feels sore and bruised; choking sensation extending from 
stomach into throat (globus ll) 1slerirns ); spinal irritation; st iffness in 
the nape of the neck; paralysis after great me11tal emotion. 

Phosphoric acid .-Cerebro-spinal exhaustion from overworkj 
.c The least attempt to study causes heaviness 1 not only in the head, 
but in the limbs. "-Farrington. "Hysteria in women of dark com
plexion during the change of life. "-Hering. ~Ieteoristic distention 
of the abdomen with rumbling and gurgling; painles~ stools; urine 
looks like milk (p!tosp!talic), or clear and passed in large quantities; 
menses too early and too long; amenorrhea; ovaritis and metritis from 
debilitating influences. 

Si11cea.-Patient dreads any exertion either of mind or body; numb
ness of the toes, fingers, and back; spinal irritation; \"IOLENT PERIODIC 

HEADACHE IN YEW.TEX, OCCIPt:T, OR FOREHEAD, BET1'EK B\' \\"RAP· 

"The treatment of anemia by iron is one of the few satisfactory and certain 
things in modern medicine, and we who believe in the supreme ,·alue of the 
homeopathic method may not neglect it because it does not ~eem conformable 
thereto, unless we can do better. That we cannot is the general confession: we 
must, therefore. gi,·e our anemic patients the iron they need, in whatever quan
tity may be necessary. ''-Hughes. 
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PI:"G THP. HP.AD rr \L\R'.\ILY; constipation, due to inacti\·ity of the 
rectum; profuse, acrid, corroding leucorrbea; increased sexual desire 
with spinal affection; night sweats. 

SulphtJr .-Face pale and eyes sunken; menses suppressed or too 
late and of short duration; bearing down in pelvis toward genitals; 
Bl'R!\'IXG OF SOLES OF FEET AND \\"ANTS THEl\1 PNCO\"ERED, or feet 
cold and sweating: heayy, unrefreshiug sleep; skin rough, scaly, or 
scabby, with itching; worse in a warm bed. 

Kali phos .-Feels pains very keenly; better during standing or 
walking and pleasurable excitement; nenous affections excited by im
patience, irritability, dwelling upon grieyances. etc. 

Magnesium phos.-Spasmodic dysmenorrhea; spasmodic pains in 
all parts of the body; indigestion with spasmodic cramping pains in 
stomach, with a clean tongue; very sharp, shooting, boring and shifting 
pains in nape of neck; photophobia; inability to urinate from spasmodic 
contraction. 

Consult:-Lachesis, pulsatilla, sepia, aurum, picric acid, china, 
coccnlus, hyoscyamus, and lycopodium. 



CH APTER X. 

LOCAL TREATMENT OF GYNECOLOGICAL DISEASES . 

GENERAL CONSIDERATIOKS. 

That local gynecological treatment has been and is now much abused 
cannot be denied. This, however, is no more reason why it should be 
discarded in toto than that internal medication should be discarded 
because it has been and is now abused. This statement is made with a 
consciousness that there yet exists a small party in the homeopathic 
school who not only deny the necessity of any local treatment or meas
ures whatever in the treatment of the di~eases of women , but e\·en 
contend that local examinations are unnecessary and reprehensible. I 
do not desire to take issue with those who honestly hold this view1 

other than to state that it does not seem to 111e1 from personal observa
tion, that the interests of the school are best subserved by such un limited 
faith in the efficacy of the homeopathic remedy. ).lore than once I 
have had patients come to me from the hands of physicians who ignore 
loCal exam ination and treatment, with cancer advanced beyond the 
operative stage, or with long-existing local lesions which were readi ly 
cured by local measures. I therefore do not hesitate to affirm it 
as my belief that the physician who to-day, with our knowledge of 
reflexes and malignant disease, refuses to grant his patient the benefit 
of local measures when general ones ha,·e failed, or declines to make a 
local examination if there is the least suspicion of malignancy, is culp
ably remiss in his obligations and should be held legally responsible for 
his neglect. 

THE \"AGINAL DOl'C HE. 

Only since the thermic properties of the vaginal douche ha\·e been 
appreciated has it been systematically employed as a therapeutic agent. 
It has long been used, however, for cleansing purposes, and although 
Dr. Emmet published some twenty years ago the ad,·antages to be de
rived from using large, hot douches, there are yet many in the profes-

144 
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sion who do not comprehend, simple as it is, the technique of a prop
erly administered douche . 

The simile used by Emmet is a good one for the purpose of impressing 
the patient with the importance of using much water and having it bot. 
It is the well-known blanched appearance of the hands of a washer
woman after having them in hot water for some time. \\·hen first im
mersed they become red because the primary (temporary) action of the 
heat is to dilate the vessels and capillaries, thus causing congestion; in 
a short time the heat contracts the vessels, drives the blood from them, 
and the hands become white and shriveled. Contraction of the vessels 
is1 therefore, the secondary and more permanent action of heat; the 
object to be attained in using a vaginal douche for therapeutic purposes 
is this secondary contraction. 

This can only be accomplished by using water in large quantities and 
at the proper temperature. The quantity should not be less than one 
gallon 1 preferably two aud often three.* The temperature should range 
from 95° to 120° F. 1 depending upon the local condition and the sus
ceptibility of the patient. 

lndications.-The douche, as a therapeutic agent, is indicated in 
almost all conditions where pathological congestion is present. Thus, 
in the various catarrhal and inflammatory affections of the uterus and 
endometrium, in pekic cellulitis and peritonitis, and in vaginitis, its 
use is invaluable. For cleansing purposes it is indicated whenever 
there is an offensive discharge from the vagina1 and after menstruation. 
Large quantities of hot water thrown into the vagina immediately pre
ceding an operation upon the uterus or vagi11a is an exceedingly valua
ble hemostatic, and in plastic operations will prevent the loss of much 
blood. 

Method.-When vaginal injections are given for therapeutic pur
poses it is best to have such apparatus as will put the patient to the 
least possible inconvenience. The most conscieutious are too apt to 
neglect any method of treatment which becomes irksome. I therefore 
prefer some method of conducting tbe fluid into the vagina which re
quires no physical effort. This can be done either with a siphon 
syringe1 or, better still, with a rnginal irrigator ( Fig. 68 ) . I have my 
dealer keep constantly on hand a suPply of those irrigators holding two 
gallons. They can be made cheaply at any tin-shop. The rubber tub-

l'nlcss the patient has impressed upon her the necessity of using a large 
quantify of water she will not use it. The usual douche, a quart of waler, is 
almost worse than useless for therapeutic purposes. 
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FIG. 68. 
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ing should be at least six feet long, and 
should possess a clip or cock by which 
the stream can be controlled. The 

l{;i ""- nozzle should be of hard rubber and per-
12 1~ forated at the sides only. If there is 

an opening at the center of the tip 
there is great danger of water passing 
into the uterine cavity. If made of 
metal it becomes heated by long contact 
with the hot water. Emmet maintains 
that an interrupted current, such as is 
derived from any of the bulb syringes, is 
more effective. If so, its advantage is 
more than offset by the exertion neces
sary to force a large amount of water 
into the \'agina. 

In taking the douche the patient should 
VAGINAL JRRIGATOR. lie upon her back with the hips some-

what elevated. The advantages of this 
position are: the outlet of the vagina is higher than its vault, so that 
the canal is completely distended by the fluid; the hips are higher 
than the trunk proper, so that gravitation aids in relieving venous 
congestion. It becomes necessary in this position to make some pro
vision by which the fluid can be taken care of after it passes from the 
vagina. If economy is an object, this can be accomplished by placing 
the patient across the bed, her hips projecting well over the side and 
her feet resting upon two chairs. By placing a rubber sheet under her 
and properly shaping it, the water is conducted to a receptacle on the 
floor. A regular douche pan is, however, always to be preferred when 
obtainable. 

Beginning with a temperature of 95° F., it can be gradually increased 
by adding hot water until the maximum, I2o° F., is reached. It should 
not be used hotter than this, and when the treatment is first begun it 
is well to advise the patient not to exceed 1 ro° F., for the first few treat
ments, because occasionally the douches cause some sickness when too 
hot. The nozzle should be inserted well into the posterior fornix 1 be
hind the cervix. Unless this precaution is taken there is danger, if 
the os is patulous, of passing it into the cervical canal. The irrigator 
should be suspended at least three feet higher than the body in order to 
insure the necessary force. 

The size of the douche and the frequency of its repetition must 



LOCAL TRE.\T:'ltE'.\"T OF GYXECOLOGICAL DISEASES. r.ri 

necessarily dept:nd upon circumstances. As a general rule , whtn used 
for therapeutic purposes, twice a day, the last gi,·en just before retir
ing, is not too often, and two gallons of water each time not too much. 
For hemo ... tatic purposes three and e\·en four gallons should be used. 
After a douche of this kind the mucous membrane exposed to the water 
will be found almost white and bleed but little when cut. For disin
fecting purposes :t much smaller quantity of water is required-enough, 
however, to cleanse the parts of all fetor. 

I do not advocate the vaginal douche, i11 the treatment of the diseases 
enumerated, as a cure-all. It is to be looked upon only as an adjtl\"ant. 
though a most important one. I often prescribe it in the leucorrhea of 
yirgins and young girls when an examination is not imperative, and 
frequently this is all that is necessary in the way of local measures. 
But to pro\·e effecti\·e the patient must be impressed with the impor
tance of obsen·ing the proper quantity and t~mperature of the water, 
the proper position, and, abO\·e all, of perse\·ering for weeks or months. 

·1 he thermit.: qualities of a vaginal douche are undoubtedly the: most 
important from a therapeutic standpoint. :\Iuch good may be ac
complished by adding to the water some medicament,-hydrastis, 
calendula, eucalyptus, t tc. ,-depending upon the indirations which 
present. \\'hen special indications for any particular remedy exist it 
is my cuf:.tom, especially if no other form of local treatment is being 
pursued, to add a tablespoonful of the agent selected to the last pint of 
water used, instructing the patient to lie upon her back for fifteen or 
twenty minutes that the remedy may remain i11 contact with the 
diseased parts for that length of time. Antiseptic and disinfecting in
jectious are composed of: Carbolic acid, 1-200; bichloride of !11ercury, 
1--1-ex>o; permanganate of potas!1, 1-100; bicarbonate of ~oda, i-20; 

and salicylic acid, 1-1000. 

Counter I ndications.-Xothing more than a cleansing douche 
should be gi,·en during pregnancy , for obvious reasons. Howe,·er, the 
mortal fear which some women ha,·e of throwing even a small quantity 
of \\"ater into the ,·agina while pregnant is absurd Of course, if there 
is a predisposition to abortion the pregnant women cannot be too 
cautious, but, in the yast majority of instances, nothing but good re
sults will follow the occasional use of a small tepid douche. This is 
pnrticularly so if there exists an irritating leucorrhea. The douche 
should not be used during normal menstruatioll. \Vhen the menstrual 
discharge is excessive because of actual diseast" it can then be adminis
tered for its hemostatic properties. This treatment is i1waluab\e in 
dealing with hemorrhage the result of fibroma uteri. A cleansing 
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douche should, however, follow the c~ssation of the menstrual flow if 
there be any fetor. O:c1sioually the douche will cause more or less 
nausea and fainting, when it should be used cautiously and not too hot. 
\Vhen there is much relaxation of tissue, in chronic catarrhal condi
tions, I do not think that the hot douche sho ~1ld be used too persistently. 
The tonic effects of tepid or cold water. in the.:;! ca5~s. is often beneficial. 

LOCAL APPLICATIONS. 

There is nothing which more confu:-es the average student than the 
question of local applications in the treatment of gynecological diseases. 
This is owing to the fact that. e\·en i11 the homeopathic school, each 
author and teacher has his favorite local remedy or remedies, and, un
fortunately, empiricism is yet rife in the u-.e of 111ost of them. As a 
rule, the phy~ician will accomplish more by learning how to use intel
ligently a few well-selected applications, and confining himself to them, 
than by attempting in an aimless fashion to run the whole scale. In 
ordina y routine work I rarely lia\·e occasion to go outside of the fol
lowing list:-

Glycerin; 
Boro-glycerid; 
Iodin (compound tincture ) ; 
Hydrastis; 
Cale11dula; 
Carbolic acid. 

I think that I have learned how to use these agents. Their special 
ind ications will be mentioned in disct1ssing the \·arious lesions in which 
they are useful, and it is only necessary in this chapter to deal in a 
general way with their properties and the method of their application. 

Glycerin.-Glycerin, iu techuical parlance, is designated a ft)•dra
xogue, because of its power to produce a free watery discharge from 
mucous .!:illrfaces. In hyperemia of the pelvic organs and in inflamma
tory conditions, whether subacute or chronic, it relie\·es the congestion 
by extracting from the blood its serum. In almost every application 
to the cervix and the ,-agina, glycerin is us· d either as a vehicle with 
which to mix a more active remedy, or for the purpose of medicating 
the tampon which is finally to be iutroduced. It is a most important 
auxiliary to the yaginal douche. The best method of applying it is 
through a speculum, with tampons of cotton-wool well saturated with 
it. These should be inserted daily, and the nurse should, therefore, be 
instructed how to introduce thenJ. \~arious instruments have been 
clevist:d for the purpose of enabling the patient to introduce them her-
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self, but all are more or less unsatisfactory. In multiparre it is often 
possible to pass a medium-sized tampon through the ostium ,·aginre 
without the aid of any instrument. 

Boro-glycerid .-This preparation is made by adding to four fluid
ounces of glycerin one ounce of powdered borax and rubbing them well 
together iu a mortar until the borax is thoroughly dissoh-ed. I first 
began to use this remedy upon the recommendation of Dr. \Vylie, of 
New York. The borax seems to intensify the action of the g lycerin in 
hyperplasia with much induratic.m, or else it exerts its own action upon 
tissues thus affected. At any rate, it seems more efficacious than pure 
glycerin, where the products of inflammation are felt through the 
fornices and where there is hyperplasia and subinvolutio11, with acrid 
/cucorrhea and exag,f.{eraled meusl1'ual discharge. In aphthous ulcera
tion of the \·::igina or cervix-a rare disease in adults-it is almost a 
specific. Boro-glycerid is also an antiseptic of no mean \·alue. 

Iodin -Churchill's tincture is the preferable preparation. It con
sists of se\·enty·five grains of iodin and ninety of iodid of potassium to 
the ounce of alcohol. Iodin applied to the congested cervix and \·aginal 
mucous membrane acts upon the capillaries, causing their contraction, 
and upon the lymphatics, stimulating them to absorb the exudation of 
plastic lymph in peldc inflammations and the hyperpla~ic tissue in 
areolar hyperplasia. Its use is, therefore, indicated in subim·olution 
with or without hyperplasia, in inflammatory deposits, in chronic 
ovaritis when the ovary is enlarged and prolapsed, in chronic corporeal 
endometritis, and in cervical catarrh with abrasion. It may be applied 
directly to the cervix, the corporeal mucosa, or the vault of the vagina. 
It is best applied to the cervix by means of an applicator properly 
wrapped in absorbent cotten. The cervix should be previouly cleared 
of all discharge. Any excess of iodin should be expressed by pressing 
the applicator agaiust the side of the bottle. The whole vault of the 
\·agina may be painted with the drug in the same way. Caution should, 
howe\·er, be exercised in the intra-uterine application of iodin. I rarely 
use:: it unless the os is patulous and drainage perfect. It should then 
be applied by carrying the applicator well up to the fundus, permitting 
it to remain for a minute or two. This enable~ the 11terus to contract 
upon the cotton, bringing the medicament into contact with its entire 
lining membrane. 

Iodin, in the cases enumerated, should be applied once or twice a 
week. When there is abrasion with the hyperplasia I rarely permit the 
drug to come in contact with the abraded surface, confining its use to 
the rnginal aspect of the cer\"ix. Increased experience \Yith the drug 



leads me to belieye that often the healing of abraded areas is retarded 
by its direct application. Instead of making direct application in the 
manner described, it may be diluted with glycerin ( 1-.i J and applied 
upon a tampon. Indeed, if there is much hyperplasia, and rapidity of 
action is importan't, it is advisable to introduce a tampon thus saturated 
instead of using one dipped in pure glycerin or boro-glycerid. The 
tampon can be left in the vagina from tweh·e to twenty-four hours. As 
a general rule, I prefer making the direct application of the iodin, sup
plementing its action with the boro-glycerid tampon. 

The proper application of iodin is painless. Pain may result from 
contact of the drug with the skin surface by awkward manipulation. 
This is immediatel" overcome by the application of glycerin. If the 
patient at her next visit complains of having experienced some distress, 
and if the tampon removed is blood-stained, it is well to lengthen the 
inten·als between the treatments, or the iodin may be diluted by add
ing glycerin. 

In the preparatory treatment preceding trachelorrhaphy in cases 
where there is much hyperplasia I rely largely upon the hot douche, 
the compound tincture of iodin 1 and the boro-glycerid tampon. Cnder 
this treatment it is surprising how quickly hyperplastic tissue will melt 
away. The pressure exerted by the tampon is a curati,·e factor soon to 
recei,·e attention. 

H ydrastis Canadensis.-Tbe chief indication for the local use of 
this drug is a prefuse1 string)' leurorrhea 1 with extensiye glandular in
volvement. It is especially useful where the constitutional symptoms 
suggest its internal administration as well. As an intra-uterine appli
cation in chronic endometritis it is both safe and beneficial. A Yery 
serious objection to the drug as a local measure has been its staining 
properties. Pharmacists have now overcome this by the production of 
a colorless extract which formerly I thought quite as efficacious as is the 
original preparation, but later obserrntion leads me to belie\·e that it is 
not. 

Hydrastis may be applied directly to the parts by the aid of an ap
plicator, after ·which a tampon saturated in hydrastis and glycerin 
( 1-4) should be placed against the cerdx. By so doing it is longer in 
contact with the diseased parts-an important consideration, particularly 
if vaginitis complicates the endometritis1 as it so frequently does. 

Calendula.-Calendula is to purulent endometritis with erosion what 
hydrastis is to glandular involvement with a tenacious, stringy dis
charge. The cervix has a red, corroded 1 gra11ular appearance, due to 
solution of continuity, which gi,·es rise to a puru!eul leucorrhea. It is 
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questionable whether or not calendula exerts any power a.::. an anti
septic.* It at least acts admirably in suppurating wounds of all kinds, 
and iu purulent conditions is the sheet anchor of many homeopathic 
physicians. South·wick t says: "Following some surgical operations, 
after the patient has used the ordinary cleansing douche, I direct her to 
mix two teaspoonfuls of the tincture with half a pint of warm water, to 
inject it while lying on her back, and retain it from twenty minutes to 
half an hour. The non-alcoholic preparation is preferable.'' 

In chronic endocervicitis Cowperthwaite! recommends the following: 
Hydrastis. one ounce; calendula, one ounce; glycerin, four ounces. 
Of this a tablespoonful is diluted in four ounces of water and used as 
an injection once or twice a day. This was also a favorite prescription 
of the late Dr. ~\. I. Sawyer. Persoually, I prefer to use the remedies 
singly. 

Carbolic Acid.-This agent is an old and well-tried disinfectant, 
and its use is limited to disinfecting purposes by many physicians. As 
such, it is used in the form of a douche, the strength \·arying from one 
to fj,·e per cent. Carbolic acid is, however, .::.omething more than a 
mere disinfectant. It is, in addition, antiseptic and anestlu.:tic in its 
action. As an antiseptic, I not infrequently swab the cen·ical canal 
with the ''impurt:''ll acid before hegining minor operations upou the 
cerdx or the uterus. But it is its anesthetic properties which seem to 
me the mo5t vahtable. \\'hen there is great hyperesthesia of the mucous 
membrane at the internal os-·which may exist in women of all ages, 
but is ofteuer met with at or about the change of life-a thorough 
application of carbolic acid, eyeu though dilatation is not practiced, 
will often relie\·e distressing neT\'ous symptoms in a most remarkable 
\Y3)". An occasional application of the acid to an eroded cervix will act 
as a mild stimulant, snpplementing the action of iodin and other reme
dies when they have stemingly ceased to do good. After curetting in 
septic endometritis, the impure acid should be applied to the entire 
endometrium. 

In the ordinary run of cases these remedies co\·er nearly e\·ery indi
cation and haYe the adyantage of being both mild and harmless in their 
action. Howe,·er, this chapter would be incomplek without consider
ing those less often called for. 

I do not belie\·e that calendula is a germ destroyer. 
t " Practical Gynecology," p . .39· 
t "Text-book of Gynecology," p. 165 

Impure or commercial carbolic acid, as prepared by Dr. Squibb, is not a caustic, 
as i!> the pure. 
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ASTRJXGENTS AND STYPTICS. 

Tannin .-The one indication for tannin can be summed up in the 
word ''relaxation.'' In rectocele and cystocele, with subinvolution of 
the vaginal walls, the application of tannin, as recommended by ~lunde, 
is most useful. He applies it by dipping a glycerin tampon into the 
powdered tannin. It is styptic as well as astringent in its action 1 aud 
is therefore usefu l in vascular conditions of the cervix and vagina. 

A lu m.-This is also an astringent, and is used by many specialists 
in preference to the tannin where there is much relaxation of the parts. 
I do not believe that it possesses any specific properties when used locally. 
Its greatest sphere of usefulness lies in its power to control hemor
rhage after plastic operations which cannot be controlled by ordinary 
hot injections. Used as a saturated solution it is most effectual, and 
possesses the advantage of not forming clots, as does iron. 

Iron .-Wheu iodiu, tannin, or alum fails to control hemorrhage. iron, 
in the form of persulphate or perchlorid, will have to be resorted to. 
The large clots which it forms makes it au undesirable, if not a danger
ous, hemostatic to use within the uterms. Nevertheless, it is sometimes 
necessary to utilize its more powerful styptic properties in cases of in
tractable hemorrhage. 

~ARCOTICS. 

Chl ora l H yd rate.-A solution is prepared by clissoking one drachm 
of chloral hydrate in one ounce of glycerin. In caucer of the cervix a 
tampon saturated in this and applied directly to the ulcerated surface 
will often afford marked relief. 

Opium.-The aqueous extract may be used iu carcinoma uteri. It 
should be applied directly to the parts by means of an app!icator or 
upon a tampon 

Conium mac.-Conium is useful in cancer of the uterus, particularly 
if indicated internally, where there is much infiltration of tissue with 
induration. It is a fa\'orite remedy of many homreopathic physicians 
for the relief of the shooting, darting pains which so frequently attend 
cancer in any part of the body. 

Belladonna.-Belladonna exerts a specific influence in acute and 
subacute inflammatory lesions of the peh-ic orga11s when the distress is 
aching and throbbing in character. It may be used as a cerate ( one 
drachm to one ounce of vaseline ) or in the form of the fluid extract. 
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DISIXFECTAXTS. 

l odoform.-Iodofonn is also both antiseptic aud anesthetic in its 
action. ~Iy chief use of this \·aluable agent within the rngina is after 
plastic operations. It may be sprinkled upon a glycerin tampon thus 
applied; or a strip of iodoform gauze may supplant the ordinary tampon. 

Iodoform must be used with care 1 especially with certain patients. 
Dr. '.\Iakolm ~kLean classifies its toxic effects as follows: 

11 1. Cutaneous irritation: Eruptions of the skin in erythematous or 
eczematous form, associated with the pruritus of urticaria. 

"2. Cerebral disturbances: Headache often very marked; delirium 
more or less active; melancholia, hallucinations; the pupils occasion
ally dilated, but more often contracted and motionless; the pulse decid
edly accelerated, running early up to 135 or 150 per minute; quality 
rather small and wiry; rapid increase of temperature. 

"3. Syncopal or asthenic form of poisoning: Patient O\·ercome with 
dizziness, mental confusion, great lethargy; weak, rapid pulse; some 
paralysis of the sphincters1 death coming sometimes suddenly by heart 
failure. 1

' 

Eucalyptu s Glob ulus .-Eucalyptus is frequently combined with 
hydrastis, or it may be used by diluting one drachm of the oil in one 
ounce of glycerin. This is applied in the ordinary way when there is 
an offensi\·e discharge from the vagina from whatever cause. 

B orac ic A cid.-A boracic acid lotion of the strength of two drachms 
to the pint of water makes an excellent application in pruritus vulvre 
from whatever cause. It may be applied to the cervix in the form of 
powder, through a powder blower1 where erosions exist. This is also 
a convenient way of applying iodoform. 

lcht h yol.-This agent has come into general use during the last 
three years in the treatment of rnrious lesions, especially those of the 
genito-urinary tract. Jullien recommends it highly in the blennor
rhagic urethritis of women and in specific inflammation of the vagina 
and uterus. Colosanti reports most [a,·orable results from its use in 
one-half to one per cent. solutions in cystitis. In congestion of the 
female peldc organs with hyperesthesia and purulent leucorrhea, which 
is acrid and offensi\·e, I ha\'e found it most serviceable. I apply it by 
means of a tampon saturated in a ten per cent. glycerin solution. 

CAUSTICS. 

I have practically discarded the use of caustics in gynecological work, 
and am sure that my patients are the better for it. Tlle use of caustics 

I! 
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about the cer\'ix is, I belie\·e, wrong in principle. Terminal nerve 
filaments can be squeezed quite as well by the cicatrix of caustics as by 
the cicatrix of tears. There has been no greater curse to womankind 
than nitrate of silyer. By its use abrasions and ulcerations of tbe 
cervix may be healed, but it is done at the sacrifice of that principle 
which to-day calls for the remo\·al of all cicatrices from about the lower 
orifices of the body. I have more than once met with the most obstinate 
reflexes which followed in the train of its use. The powerful solutions 
recommended in \· intlent vaginitis are, I believe, unnece5,5ary and may 
do harm. At least one case of adhesive vaginit is has come under my 
observation, the result of such an application. When a caustic is 
needed for surgical purposes the actual cautery is by all odds preferable 
to nitrate of siker, chloride of zinc, or the more powerful acids. 

THE VAGIXAL T.-DIPON. 

The use of the vaginal tampon as a carrier of medicinal agents has 
already been referred to. The material from which it is made is not 
altogether unimportant. There is nothing which excels the lamb's 
wool now on the market. It is soft, elastic, and ne\·er "balls up," as 
does the ordinary cotton . 'Cnfortunately, it is rather expensi\·e, but I 
am sure that when intra-\·aginal pressure is an object, as it is in dealing 
with inflammatory exudates and hyperplasia, the extra cost is more 
than compensated for by the superiority of the tampon thus made. If, 
on the contrary, pressure is not important, the ordinary cotton or 
absorbent cotton may be used instead. Tow or marine lint, lamp
wicking, sterilized of course ( Foster) , the roller bandage, and sponges 
have all been used and ha,·e their advocates. Iodofonn gauze in post
operati\·e work is preferable to all other material. Except in cases of 
emergency I do not think that the use of sponges for tampons is justi
fiable. 

Cotton and lamb's wool can be made into any desired shape, depending 
upon the use for which the tampon is intended. If its function is merely 
to keep a medicament in contact with the cen·ix, it should be soft, of 
disk-shape, and the string loosely tied about it. If, on the other hand, 
it is to support the uterus, it should be more compact and cylindrical. 
Cylindrical tampons can be quickly made in large numbers by spreading 
out a roll of sterilized lamb's wool or cotton, and again winding it tightly 
into rolls about one inch thick; loops of strings are placed at intervals 
of two inches, between which the roll is cut. This will make a number 
of tampons one inch thick and two inches long-a very good size for 



LOCAL TREAT:MENT OF GVNECOLOGlCAL DISEASES. 155 

the \'aginal pouches. The string should be sufficiently strong to guard 
against breaking. 

I ndications-The vaginal tampon is used-
I. As a carrier of medicament to be applied to the cen-ix or vagina; 
2. To control hemorrhage; 
3. In uterine and ovarian displacements; 
4. To retain other bodies iu utero, such as stem pessaries, tents, etc.; 
5. After operations. 
As a Carn'er of Medicameuts.-The soft glycerin plug is the most 

serviceable tampon for this purpose. By spreading out a sufficient 
quantity of cotton-wool on the palm of the hand a large quantity of 
glycerin can be poured into it before shaping the tampon, which can 
be conveyed into the vagina without soiling the fingers or the clothing 
of the patient. Any other substance may be added to the glycerin. 
This is applied directly to the diseased parts. A dry roll of cotton 

or wool may be placed below this to keep it in position . 
To COntrof Hemorrlzage.-All clots should be first removed 1 and, 

if the exigencies of the case are not too great, the yagina thoroughly 
cleaned with a bichlorid solution (1:3000 ) . If cotton is used soft 
cotton tampons soaked in carbolic solution ( I :200) are first firmly 
packed with the dressing forceps into all of the fornices of the vagina. 
Another plug is next placed directly O\•er the external os, after which 

the vagina is packed to its utmost limit. The vaginal tampon should 
not be used in hemorrhage from abortions after the fourth month . The 
cotton may be medicated with some astringent-iron, tannin, or alum 
-instead of soaking them in the carbolic solution. 

If iodoform gauze is used, which is the preferable material when it 
can be had, long strips are first placed around the cerdx into the Cor
nices, after which the whole vagina is solidly packed with it. Loose 

gauze is finally placed O\·er the \·ulva, which is held in place by a 
tightly fitted T bandage. If necessary, the gauze can be carried into 
the uterine ca,·ity . 

Ju Uterine or Oz•arian Disp!acemcnts.-There are mauy patients 

suffering from these displacements, particularly o\·arian, who can 
tolerate no other form of support. Preparatory to the introduction of 

a permanent pessary the vaginal tampon is often necessary. In retro
ver:::;ion a cylindrical tampon is first passed into the anterior fornix, so 

as to push the cer\'ix backward and the fundus forward. One or two 
more, depending upon the capacity of the vagina, are placed against 

this to retain it in position. In ante,·ersion the same number are i11tro
duccd into the posterior fornix. In both retro· and antefiexion the 



supporting tampon must be placed into that fornix which is impinged 
upon by the fundus. In flexures the relief afforded by tampons is due 
more to the ele,·ation of the entire uterus than to the straightening of 
its axis. In ovarian displacement a soft, medicated tampon is placed 
against the diseased organ. 

To Retain Other Bodies in Utero.-,Vhen a stem pessary is intro
duced after dilatation, or when tents are introduced for the purpose of 
dilatation, a tampon is necessary to retain them in position. Inasmuch 
as both stem pessaries and tents have practically been discarded by 
modern specialists this use of the tampon is rarely called for. 

Afler Operalions.-In plastic operations, especially upon the 
cervix 1 a large tampon smeared with glycerin and iodoform should be 
placed in such a way as to relie,·e the sutures from tension while the 
patient \'Omits. Iodoform gauze may be used instead, and for this 
purpose is even preferable. 

Yaginal tampons can be inserted through any form of speculum, 
though Sims's is by all odds the preferable instrument where hemor
rhage is to be controlled. In removing the speculum the tampon, or 
tampons, should be held in place with the dressing forceps . If cottou 
or lambs-wool tampons are introduced for the purpose of controlling 
hemorrhage they should not be left in longer than eight or ten hours, 
for, no matter how carefully prepared, they soon become offensi\'e and 
irritat ing. \Vhen resorted to for the purpose of exerting pressure or sup
port they may be retained twenty-four or even forty-eight hours. In 
all instances their removal should be followed by an ant iseptic douche. 
Iodoformized gauze may be left behind with impunity for from twenty
four to forty-eight hours. 

The patient should always be instructed how to remove ,·aginal tam
pons. Traction should be made backward in the direction of the perio
emn instead of forward. \Vhere more than one is introduced the patient 
or the nurse should be told the number; they are then removed in the 
order indicated by the number of knots in each of the cords. When 
gauze is used the ends of the strips should be secured in a string, which 
should be left projecting from the \·agina, and which facilitates their 
removal. 



CHAPTER XI. 

E LECTR ICITY IN G Y N E CO L OGY. 

Electricity as a therapeutic agent has for many years been used more 
or less extensi,·ely by the vast majority of the medical profession in the 
treatment of general diseases. In the treatment of gynecological affec
tions it has not beeu so commonly used. This is probably clue to three 
reasons: (a) A general knowledge of the physics of electricity does 
not prevail. (b) It is generally believed that elaborate and costly 
apparatus is necessary for its successful application. (c) In its appli
cation to the diseases of women the absence of specific indications 
makes precision difficult. 

While a profound knowledge of the physics of electricity is under all 
circumstances desirable 1 it must be remembered. that, unlike the neurol
ogist, the gynecologist deals with organs largely confined to the pelds; 
and that instead of applying the agent for its effect upon nerves and 
the reaction of muscles, he applies it to overcome perverted nutrition, 
hyperesthesia, and local congestion. It is, then, only necessary for 
the gynecologist to understand the peculiar properties of the current 
which he may wish to use, and to know which pole of the galvanic 
current will produce irritation, which one absorption, sedation, anes
thesia, etc. 

For all ordinary gynecological work costly apparatus is a luxury 1 

but not a necessity. One can get on Yery well with inexpensi,·e bat
teries, and a few special electrodes. For the application of the \·try 
powerful galvanic currents (w hich are not so much used as formerly), 
a powerful battery together with a milliamperemeter, rheostat 1 etc., is 
necessan·. 

In undertaking toformulate sp~cific indication; in the schema 
appended, I hm·e drawn largely from the writings of Grandin, Rock
wdl, ~lunde, ~Iassey , King, F. H. 'Martin, Engelmann and Apostoli. 
In it I ha,·e endea\·ored to reAect in small compnss the more generally 
accepted rules, in order to simplify the application of electricity in the 
treatment of the d iseases of the female pelvic organ!). In those in
stances in which there is a conflict of opi11io11 I ha,·e been, in large 
measure 1 go,·erned by the weight of authority as well as by personal 

15i 
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experience. The reader is referred to the several excellent text-books 
whose authors are mentioned in the foregoing paragraph for theoretical 
amplification and exhaustive detail. 

GALVANIS~f. 

The galvanic current is generated by the decomposition of two dis
similar metals immersed in some decomposing fluid . It is continuous, 
chemical in its action, and starts from the affected plate toward the one 
least affected. The plate least affected, therefore, receives the elec
tricity aud gives it off at its external extremity, and is known as the 
positive pole; the external extremity of the plate most affected is known 
as the negative pole. 

The action of these two poles is very different when applied to liYing 
tissue, and the intelligent application of galvanism requires a knowledge 
of this difference. The following are the essential properties of the 
two poles:-
The posilit.!e pole is anestlietic, the least painful, aud its tendency is to 

cluck /1emorr'1age and cause absorption. 
The negative pole is irritating and caustic in its acfiou. It is, tlurefore, 

more painful than tlze positive and its tendency is to produce lumor
rlzage and destroy. (Grandin .) 

If the destructive currents are used the difference in the cicatrices 
produced by the two poles is important. According to Apostoli the 
cicatrix formed by the positive pole is hard, retractile and dry, while 
that produced by the negati\'e is soft, non-retractile and pliable. 

l\Iartin. of Chicago, sums up the polar affects of the galvanic current 
whe11 applied to the interior of the uterus by means of a soft copper 
sound, as follows: 

"lVlieu lite positive pole is used direct- ( a. ) on local nen-es-sedatiou; 
(b ) on local blood \·essels-yaso-motorconstriction; ( c) result of electro· 
lytic action-attraction of acid radicals of the disorganized tissue; (d) 
on local tissues-hardening from coagulation of albumin; ( e) on patho· 
genie microbes-destructiou; ( f ) on fluids in the tissues-propel to
ward opposite pole ( cataphoric action ) ; ( g) effect of electrolysis on 
copper electrode-acids of the tissues form copper salts \vhich are 
driven into the tissues by cataphoresis. 

"2. IV/ten Liu negative pole is used direct- ( a ) on local ner\"es-irri
tatio11; ( b) 011 local blood-vessels-rnso-dilatation; ( c) result of electro
lytic action-attraction of the alkaline radicals of the disorganized 
tissues; (d ) on local tissues-softeniug and liquefaction from the effect 
of the alkaliue; ( e) on pathogenic microbes-destruction; ( f ) on the 
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fluids of the tissues-attracts them; (g) effect of electrolysis on copper 
or other metal electrodes-little or none. 

''The general or systemic effect of the gah-auic current apply equally 
to both poles: (a) it is a powerful promotor of general nutrition; ( b) 
it is a powerful stimulant; (c) its inter-polar effect when powerfully 
concentrated is such as to promote absorption . 11 

FARADISM. 
The/aradic current1 unlike the gal\·anic, is interrupted and is chiefly 

mechanical in its effects. If it possesses any chemical action it is Yery 
slight. In gynecology it is used both to stimulate the uterus by virtue 
of its power to induce muscular contractions and to subdue pain by 
means of the secondary current. 

The faradic current is thus generated: An insulated conjuncth·e wire 
of a galrnnic battery is coiled on itself and laid on an insulated surface. 
Around this is placed another coil of insulated wire in which instan
taneous currents are induced by the galyanic current passing through 
the inner coil. From the first of these coils of insulated wire the 
primary current is derh·ed; from the second, the secondary. The two 
together constitute the lie/ix. A bundle of soft iron wire placed in the 
center of the helix greatly intensifies the current derh·ed from the in
duction coil. " \\'hen the current of t he generating cell passes through 
the helix the soft iron is magnetized and draws the interrupter (rheo
tome) iu contact with it. This breaks the circuit and demagnetizes 
the iron. The interrupter is then returned to its former place by a 
spring. This step reconnects the generating cell with the helix, and 
again allows the iron to be magnetized. ~rhe interrupter is agaiu 
drawn in contact with it. Thus the current is constantly broken and 
restored by a simple dedce known as an 'interrupter,' or ·automatic 
circuit-breaker. An induced current within the iron core of the helix 
is thus produced. This is the current which passes through the elec
trodes to the patient" ( Ranney ) . 

The difference in the action of the two poles is not nearly so marked 
as in the gah·anic current, though the positi,·e is more sedati\·e and 
the negative more stimulating. The primary or inducing current is 
more useful in stimulating muscular contraction whtre sedation is not 
important; the secondary, or induced current, is more useful where 
sedatioll is called for. 

The effects of the faradic current depend also upon the frequency of 
the interruptions- interruptio11s of high frequency acting as a sedative, 
wheren.s slow inkrruption..; contract :tnd relax muscular tissue. The 
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general or systemic effects of the interrupted current are quite as 

marked 1 if not more so, than are those produced by the continltous. 

FIG. 69. 

Bl·POI.AR \"AGJr-;AI. ELECTRODE 

FIG. 70. 

jEWEI.r. GRAPHITE RHl:-:OSTAT. 

FIG. il. 

:l\lJJ.LIA:'>I P~:RE:'>IETER. 
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THE FRAXKLIXIC Cl.iRREXT. 

I find the franklinic current exceedingly useful in the treatment of 
nen-ous prostration with spinal irritation and hysterical pains in various 
parts of the body . No disturbance of the clothing is required in its 
application unless the wet electrodes are used. The sparks are induced 

FIG. 72. 

SPO:-."GE CO\'ERED ELECTRODE WITH LOXG HANDLE. 

FIG. 73. 

lNSl'LATED RECTAL EI.F.CTRODE. 

Fie. 7..J. 

I\L\R'r!N'S COPPER IXTRO·UTERl.s'E EI.ECTRODES. 

FIG. 75. 

BI-POLAR 1.s'TRA-l.TERIXE EI.ECTRODE. 

by a self-charging plate rotation multiplier. The voltage of each spark 
induced is ,·ery great, depending upon its length-according to Thomp
son, fifty-three thousand ,·olts per centimeter. While the quantity of 
electricity com·eyed by the sp3.rks is exceedingly minute, they are 
capable, because of the great pressure at which they are delh-erecl, of 



powerfully stimulating the cutaneous nerve terminations. The sensa
tion elicited where the sparks strike the skin is that of a needle-thrust. 
The superficial muscles are also more or less excited, especially if the 
wet electrodes are used. 

Ranney makes the following obsen·ations ou the use of the frank-
linic current: 

FIG 76. 

THE Ll'M'l.E GEM C . .\BIXET. 

11 
1. )Iy experience has not confirmed the yiew heretofore advanced 

by some authors, that the positive pole of a static machine has a 1 tonic' 
and the negative pole a 'depressant' act ion. 

"I have found after repeated experimentation that e.ither pole seems 
to answer equally well upon most patients. I commonly employ in my 
office the positive pole, however, because it happens to be the most con
yenie11tly co1111ected with the patient. 

"2. As a curative agent, I regard static elcctricit_y as of great ·value. 
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11 While gah-anism must always hold a preeminent place in electrical 
therapeutics, because of the chemical effects so obtained, there are 
certain diseased conditious in which static electricity is unquestionably 
superior to faradism and galvanism . 

"3. It has been shown in preceding pages that the static induced cur
rent fulfills all the kno;,•n indications ef faradism. 

11 It has moreO\·er two great ad\·antages O\·er the faradic instrument, 
namely, that a constant polarity is obtained a11d a much greater electro
motive force. It is also less painful than the faradic current. 

FIG. 77. 

"4. Static eledricil)' possessl'S a decided admntage in some cases t..:•llere 
faradi'zation or gah:.!ani=atiou ha<..'e cillll'r gh.'l'll 11e._srath.·e results or hai!e 
apparcnt~J' lost t/1eir remedial pou:er after their use llas been loo long con
tinued. 

"It is a common expedient with medical electricians to shift from one 
form of currcut to another from time to time whenever the progress of 
the case seems unsatisfactory. Cnder such circumstances franklinism 
forms another link to the chain, and greatly aids us when faradism and 
gakanism ha,·e both pro\'en inefficient. 

"5. I have fou11d !teavy static sparks lo surpass Gil)' other form ef elec
trical application for the reli~'/ o/ rontrackd muscles 
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" The sparks are withdrawn from the part so affected in rapid suc
cession for about fi\·e minutes. 

"6. It is well known that certain forms of pain often disappear al 
once, after static applications. 

11 The most marked type of pain so relieved is the so-called.' rheumatic 
muscular pain' or that obserye<l in genuine musmlar rlzeumatism. I 
ha\·e seen many such cases where one application of heavy sparks to 
the seat of pain for a few minutes has caused permaneut relief. Again, 
neuralgias of a distressing kind are often dissipated after a few applica
tions of heavy indirect static sparks for from five to ten minutes at a 

sitting. 
" 7. As a general Ionic and also as a stimulant to depressed nervous 

FIG. 78. 

FRONT \'11:;w OF LITTr.E G1~;.1 C\BINET B.-\1Tl~R\' Pl,ATF.. 

funclions 'static insulation' seems to be particular(!' of scn1ice. 
"I employ static electricity constantly by this method in neurasthenia, 

with marked benefit. 
"I have observed also remarkable impro\·ement in disturbed 11isceral 

functions (such, for example, as dyspepsia, habitual constipation, 
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diabetes, ,·ertigo, asthma, etc. ) after the use of static insulation for 
from ten to twenty minutes at a sitting. 

11 ~Iany such cases ha,·e expressed to me the greatest delight at the 
beneficial effects which such an application innriably produced. For 
the past three years I haYe used my static machine almost exclush·ely 

FIG. 79. 

ATKINSON'S T6PLER ELECTRIC i\L\CHINE. 

as a means of improving the 'general 11er;1ous tone' of patients, in 
preference to my faradic or gakanic apparatus. It is wnch more satis· 
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factory to patients because of its ease of application; and as far as I 
ha\·e obsen-ed, equally effecti\·e as a tonic. 

"8. I am inclined to think that those authors who ha\·e written 
upon static electricity as a therapeutical agent iu a lukewarm spirit 

THE SA)JSON BATTERY. 

FIG. 8o. 

S.u1soN CJo:J.J. Ko. 1. 

F.\CF.. 

Sroxc10-PIJ.TXE ABDO'.\tIX.\I. EI.ECTRODE. 

han~ probably been supplied with an apparatus which has been ineffect
h·e because it generated too slowly or imperfectly." 

APPARATUS. 

In the selection of a galvanic batter;' two essentials are important: it 
should contain a sufficient number of elements to produce a current 
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strong enough for routine gynecological work; and the elements should 

be so constructed as to possess good working qualities. 

One of the best cells is the Samson ( Fig. So). The ="o. 1 cell has 

an electromoti\·e force of 1 ·++ Yolts and an internal resistance of o. q. 

ohm. 
There are many excellent batteries ou the market and but few really 

poor ones. The chlorid of siker dry-cell gakanic batteries are rapidly 

gaining in favor, as there is no fluid to spill, and they require but little 

attention. Of the fluid batteries infinite \·arieties are on the market. 

The :\Icintosh and the Waite and Bartlett are old and well tried instru

ments. It is claimed that the high internal resistance and low electro

moti\·e force of the dry-cell makes it less desirable for gynecological 

work. This objection will, in time, undoubtedly be OYercome. 

The Kidder Tip-cup battery and the ~lclntosh are very popular. I 

ha\·e in coustant use Mcintosh's "Little Gem'' Cabinet Battery, \Vaite 

and Bartlett's thirty-cell portable gah'anic battery, and the Atkinson 

Four-plate TOpler static machine, and have every reason to be satisfied 

with all 

GAL\"ANO;\lETER, OR :\lrLI.l.\l\IPEREMJ:::TER. 

The accurate application of galvanism is not possible without some 

means by which the intensity of the current can be measured. It is 

true that the number of cells brought into the circuit is something of a 

guide, but inasmuch as there exists such a marked \·ariance in the in

ternal and external resistauce, this is a rough and very inaccurate 

method, when a strong current is used. An instrument for this pur

pose is kno\\"n as a galvanometer or mJl!iamperemeter. ( Fig. 71. ) 

A milliampere is the unit of electrical measurement, and for routine 

gynecological work from five to seventy·fi\·e milliamperes are quit{!\ 

sufficient. 1.Iost milliamphemeters now made are capable of register

ing intensities as high as one thousand milliamperes. 

RHEOSTAT. 

The rheostat is an instrument devised for the purpose of modify

ing the intensity of the current of electricity by passing it through 

resistance coils or water. This is almost indispensable in treating 

the organs of special sense, the brain, etc., and the gynecologist will 

likewise find it of special utility. The water rheostat is simple 

and practical, and \\"tih it the current is regulated by the distances 

between the ends of the metals which are immersed in the water. 

The same object may be accomplished by means of a graphite current 

controler. ( Fig. iO.) 
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ELECTRODES. 

The instruments by which electrical currents are applied to the body 
are called electrodes. In their application to the peh'ic organS special 
electrodes have been constructed. They are external and internal. 

The ordinary extemal electrode consists of a handle to which is at
tached a metallic plate covered with a sponge. The sponge is, how
e\·er1 unsatisfactory, uncleanly, and not a good conductor. The plates 
of sheet-lead or block-tin are much preferable in gynecological electro
therapy, being readily adapted to the external surfaces of the body 
because of their pliability. They can be co\·ered by any iuexpensi\·e 
material of good conducting quality (chamois, absorbent cotton, rough 
toweling, etc.) which can be quickly changed for each patient. 

The size of the external electrode should be governed by the inten
sity of the current used . ~fanufacturers are apt, unless the size is 
specifically stated, to furnish those which are altogether too small. 
\\'hen very powerful currents are used 1 i. e. 1 currents of over sixty 
milliamperes, they should be dispersed over as large an area externally 
as possible. To accomplish this Apostoli uses potter's clay with which 
to cover the abdomen, and Engelmann plates of sheet-lead of the fol
lowing dimensions: 3.Vz x4 1

2 inches; 4 1 2 x 6;::( inches; 6}f x 9Yz 
inches. Abdominal electrodes are also made of animal membrane 
and Spongio-piliue (Fig. 81). These cau be applied over the abdomen 
or back while the patient is in almost any posture . 

The object of infernal electrodes is to utilize the several cavities 
within the pelvis in order to more effectually localize the electric cur
rent. They are, therefore, made to adapt themselves to the cen·ix, 
uterus, vagina, rectum, bladder, etc. \Vhen the posith·e pole is used 
direct within the uterus and decomposition of the electrode is undesir
able it should be made of platinum. Dr. F. H. Martin has devised for 
the purpose a very ingenious, flexible electrode. 

GE::\fERAL COXSIDERA'f!OXS. 

By the term direct application is meant the application of the one or 
the other pole directly, or as nearly so as possible, to the organ or 
organs diseased. This is accomplished by selecting a proper internal 
electrode ( vaginal, uterine 1 urethral, rectal, etc. ) , the other pole being 
applied externally, usually over either the abdomen or the sacrum; 
or by the concentration of the current through the medium of a bi-polar 
electrode. 

By the term indirect application is meant the application of both poles 
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externally, one electrode usually being placed over the abdomen and 
the other o\·er the sacrum. In young unmarried women, unless the 
symptoms are urgent, it is advisable first to resort to this method. 

The conductivity of electrodes is increased by dipping them in warm 
water, and the superficial revulsive effect of the galvanic current is in
creased by using for this purpose ~alt water. 

The time, length, frequency, intensity and manner of the applica
tions will necessarily vary with each case. The sCanas should last from 
five to thirty minutes. For routine work I rarely exceed fifty milliam
peres. and often use only five or ten. Due regard must be paid to the 
function of menstruation, and should there be any acute or subacute 
inflammatory symptoms, direct electrization, at least, should not be 
practised for the first few days preceding or following the expected 
period. In amenorrhea, on the contrary, the molimina -.hould be 
watched for, and the applications made a week before and during their 
appearance. 

Electricity should never be used in suspected pyosalpnix. When a 
mass is found in the region of either broad ligament, and the use of 
galvanism is followed by an aggra\·ation of the symptoms, the evidence 
is pretty conclush·e that pus exists. This is a diagnostic point of great 
value. 

Some patients will tolerate much more electricity than will others. 
Idiosyncrasy should always be noted, and the strength and duration of 
the current regulated accordingly. 

THE APPl..ICA'l'ION OF THE FRANKLINIC CURRENT. 

The franklinic currE:nt may be administered in \·arious \\'ays. The 
most common method is as follows: The patient is placed upon an in
sulated platform and is connected with the ball surmounting one of the 
Leyden jars by means of a conducting cord. The other pole is con
nected with a ball electrode ha,·ing an insulated handle. After the 
current is created by re\·oking the plates, the electrode is applitd 
through the clothing to the painful parts and up and down the spine. 

In the indirect method, the second conducting cord, instead of being 
attached to the ball electrode, is placed on the floor near the platform, 
for the purpose of creating- a certain degree of induction. The elec
trodes passing through the balls which surmount U1e Leyden jars are 
drawn beyond sparking distance. After the current is created sparks 
are drn\\'n from the patient by a suitable ball or sponge electrode. 

The 1
' electric bath" or "static breeze" is administered, on the 

insulated stool, by using a point electrode or a static crown instead of 
12 
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the roller or ball electrode. The p>tient is fanned by a gentle current 
of electrified air, which produces a delightfully cooling seusatiou, and 
which is exceedingly useful in dealing with neurasthenic cases. 

The static induced current may be created by the static machine in 
the following way: The conducting cords are inserted in the two sockets 
on the front e<lge of the base, the free ends being attached to the metal 
electrodes. The switch is opened and the sliding electrodes closed. 
The discharge is then regulated by sep1rating the sliding electrodes. 
\:Vith a separation of one-sixteenth of an inch a very smooth faradic 
current is obtained; a separation of one-quarter of an inch, ou a large 
machine, will afford a current quite as powerful as the strongest nerves 
can endure. 

CONCLUSIONS. 

Let it be remembered that while electricity, in many instances, may 
be: the chief therapeutic agent, it is rarely the only one to be used. It 
must be supplemented by other treatment, both constitutionai and local. 
Again, it must be used patiently, persistently, and with discrimination . 
It is impossible to cure symptoms like amenorrhea and dysmenorrhea, 
when due to constitutional causes, by local electrization. Unless the 
cases are properly selected failure will be inevitable. 

I purposely omit giving the technique of electro-puncture as practised 
by Apostoli, Keath, Engelmann and others in the treatment of hyper
plasia and fibrorna uteri, for the reason that I consider this treatment 
unsurgical and unscientific. Candor compels me to state that this 
somewhat dogmatic conclusion is not based upon extended personal ex
perience, but rather upon deductions drawn from principles which stem 
to me clearly defined in dealing with surgical conditions, and upon ob
servation. Patients have come to me who have been subjected to almost 
insufferable agony by the method of Apostoli without the least benefit, 
and not a few cases have come to my knowledge in which the outcome 
has been fatal. In the light of surgical data now at our Command the 
results do not seem to justify the means. On the other hand, I believe 
that in small fibroids much good can be done by the intra-uterine ap
plication of gah·anism, the acth·e pole being selected according to in
dividual indication. If there is menorrhagia the positi\·e pole should be 
used direct; if the tendency to hemorrhage is not marked, the negative. 
A current of from fifty to one hundred milliamperes may be thus used. 
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APPLICATIOX. 

A:MENORRHF.A. 

The cases of amenorrhea in which electricity is useful must be selected 
with discrimination. In all instances the benefit to be derived from the 
use of the agent will depend upon the cause of the amenorrhea. In 
other words, amenorrhea must be looked upon as a symptom and not a 
disease, and treated accordingly. I t may be either partial or absolute. 
When absolute the prognosis will in no small degree depend upon the 
presence or absence of the molirnina. 

Obviously it would be improper to make an effort to restore the 
menstrual discharge by the aid of electricity when due to the presence 
of diseases like tuberculosis, chlorosis, Bright's disease, or anemia. 
Ho\\'ever, there yet remains a class of cases constantly presenting them
seh-es for treatment in which menstrua\ion is absent or scant, because 
of deficient development of the sexual organs, or because of suppression 
due to nen-ous shock or change of residence, in which electricity is oue 
of the most useful therapeutic agents. 

Girls who ha,·e ne\·er menstruated may ha,·e the function delayed, 
because of an entire absence of the uterus and o\·aries. If a physical 
examination re,·eals this fact there will be but little use persevering in 
any kind of treatment, either local or general. On the other hand, if 
the de,·elopment of these organs is rudimentary, and the symptoms of 
menstruation, except the flow, recur at regular intervals, the prospect 
of thus stimulating the undersized organs to perform their function is 
more encouraging. 

There is still a further class of cases in which, according to Grandin, 
the application of electricity is most satisfactory. The amenorrhea in 
these cases is due to deficient ner\•e tone or force, and is typically 
"atonic" in character. This form of amenorrhea may be either 
primary or secondary, i. e., occurring in girls who ha\·e ne,·er men
struated, or in women who ha,·e menstruated, but from some cause, 
e\'idently not constitutional, the flow has gradually or suddenly ceased. 
In both instances the normal stimulus seems to be absent, and the 
woman i~ ill because she does not menstruate. Sometimes the dis
charge seems to go toward the elaboration of adipose, and as a conse
quence she becomes corpulent concomitantly with the suppression of 
the menses. At any rate if a patient thus affected can be made to 
menstruate, or if she is mt:!nstruating but scantily the discharge can be 
increased, she will be made well. 
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The cases, then, in which electricity is most likely to pro,·e useful 
may be enumerated as follows: First, where tllere is imperfect devel
opment of the sexual organs with molimina recurring at regular inter
yals. Second, where the suppression is the result of some cause ,,·hich 
has been removed and menstruation is not restored because of the lack 
of what we call, for the want of a better name, sufficient" nen'e tone." 

Imperfect development,. malnutrition, and atony are the pathological 
factors which are to be dealt with in the types of cases in the foregoing 
classification. The symptoms are variable as regards both intensity 
and character. In almost all instances, however, nen·ous depression 
is marked and hysterical manifestations frequently occur. Stimulation 
is, therefore, the object to be attained, and it is best attained by com
bined faradization and galvanization. 

The method of application will necessarily depend upon circum
stances. Rockwell emphasizes the necessity of general faradization in 
all cases where malnutrition is marked, and central gah·anization in 
patients hysterically inclined, or dctims of insomnia . I have derh·ed 
in these cases more good from general franklinization. Undoubtedly, 
the general use of eiectricity can often be ad,·antageously combined 
with the local use of the agent in any of its forms; but in the cases 
under consideration local mechanical effects are required rather than 
general, hence local faradization is oftener indicated. This theory is 
in perfect harmony with other forms of treatment known to be useful. 
The introduction of the sound, the presence of a stem pessary within 
the uterine ca\·ity and the insertion of tents have long been popular 
methods of stimulating th~ uterus in a purely mechanical way, for the 
purpose of precipitating the menstrual flow. 

Tbere are instances, howe,·er, where the local nutrition is at fault, 
and something more than mere mechanical stimulation is necessary. 
Patients thus affected are orten robust and of full habit, and the appli
cation of faradism can be adYantageously combined with gah-anism. 
Again in those instances where the uterus anc! its appendages are im· 
perfectly de,·eloped, both forms of electrization are called for. 

In young, unmarried girls the indirect method should be resorted to 
before direct application is made, though in all instances the direct 
method is the most useful and ~hould be used, if necessan·, before the 
treatment is abandoned. In the indirect method one pole i~ placed o\·er 
the sacrum and the other o\·er the lower part of the abdomen. 

When dirt'd application is made, one pole is applied internally either 
through the vagina or the uterine CJ.\'ity. Suitable electrodes are used 
for the internal pole; the external pole is placed o\·er the lower ad-
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dominal region Or the current may be applied by means of a bi-polar 
intra uterine electrode ( Fig. 75). 

If the faradic current is applied, it matters but little which pole is 
US'!d internally. Inasmuch as the negati\·e is slightly more irritating 
than the positi\·e, the chances are that the results will be more decided 
if this be made the internal one. \\·hen the gah·anic current is nsed, 
Rockwell, acting upon the theory that th1~ positi,·e exerts a more 
marked influence on unstriped muscular fibers, prefers it as the internal 
one. Howe,·er, most authorities are agreed that the negath·e, because 
of its hemorrhagic tendencies, should be made the internal one, unless 
sedation is required. Care must be taken not to use a current strong 
enough to produce caustic effects when the negati\·e pole is inserted 
into the uterus. One of from fi\·e to ten milliampCres is strong enough 
to begin with. It may be gradually increased at subsequent treatments 
to twenty or thirty milliamperes. 

\\'hen the amenorrhea is absolute, the best time to make the applica
tions i!; ju!;t before and during the tuolimina, for at this time nature is 
making an effort to perform a function which is held in abeyance. In 
no instance is entire reliance to be placed upon electricity, for other 
local measures, as well as constitutional ones, should be combined with 
its use. 

DYS::'>IENORRHEA. 

Dysmenorrhea, like amenorrhea, is only a symptom, aud may be due 
to one or more of several causes. The various lesions gidng rise to 
painful menstruation are considered under the se\·eral affections of 
which it is a symptom. There yet remains a type of dysmenorrhea as
sociated with that condition of the system which is designated under the 
head of amenorrhea as ' 1 depressed nervous tone. '' There sometimes 
exists a condition of the uterus in which the organ, so far as can be 
ascertained by physical exploration, is perfectly healthy in e\·ery par
ticuhlr except that it is hyperesthetic. From some cause the uterus is 
'' irritable,'' and as a result the patient is a victim of dysmenorrhea. 
Such a patient is usually of a neuralgic temperament, the symptoms of 
neuralgia presenting themseh'es upon the slightest exposure. 

It is this form of the complaint in which electricity is preeminently 
indicated. There is an entire absence of local disease, and the one 
symptom to be o\·ercome may be <lefined by the term u hyperesthesia." 
Gah·anism is, therefore, the most applicable in the yast majority 
of cases. 

The positi,·e pole, being the sedath·e one, should be used internally 



when the direct method is resorted to. Occasionally, and Rockwell 
particularly emphasizes this point, when the dysmenorrhea is associated 
with amenorrhea, and especially if there is a possibility of the difficulty 
being due to pressure by exudates upon nen·e filaments, the ntgative 
pole should be the direct one . 

There is yet another type of dysmenorrhea due to some form of ob
struction in the treatment of which electricity is exceedingly service
able. The obstruction may be due either to a flexion of the uterus or 
to stricture. When the organ is flexed a local examinatio11 will usually 
show it to be undersized, and as a rule the fundus is directed 
forward while the cervix is long and pointed, with a pinhole os. The 
pain is bearing down, intermittent, and the flow \·ariable as regards 
quantity, although usually scant. A uterus of this kind is oftener 
found in girls who are O\·erworked and poorly nourished. The indica
tions are clearly to overcome the distortion of the u~erine canal and to 
improve the nutrition of the organ. This is best accomplished by the 
faradic current applied by means of a bi-polar intra-uterine electrode. 
The electrode should be so introduced as to include the entire uterus in 
the circuit, one pole being placed in contact with the body and the 
other with the cervix at the point of flexure . 

The secondary current is then gradually turned on and is increased 
in intensity until the patient complains of slight pain. It should be 
continued from five to ten minutes, and repeated from twice to three 
times a week until a cure is accomplished. Of course the faradizations 
are combi11ed with suitable hygienic and internal treatment. If the 
amenorrhea is marked, I frequently use at the same seance at which 
faradization is used negati\·e galvanization. 

Strictures of the uterine canal may be due to a number of causes
traumatism, caustics, cicatrices, trachelorrhaphy, inflammation, etc.; 
or they may be of congenital origin. They are most frequently located 
either at the internal or the external os. \Vhen the stricture is the result 
of deposition of cicatricial tissue, I belie,·e that a proper surgical opera
tion should be resorted to; or when the external os is of the pin hole 
type, it should be incised or din1lsed. However, many patients object 
to a procedure which sayors of a surgical operation, and in these in
stances, as well as in inflammatory strictures, negative gakanization is 
of the greatest utility. This is accomplished by attaching an olive 
point, a size larger than the strictured canal, to a urethral staff. The 
dispersing positi,·e electrode is placed oyer the lower abdomen. After 
the metal electrode is introduced into the canal, a ten milliampere 
curr~nt is turned on, which will enable the operator, by slight pressure, 
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to carry the bulbous tip beyond the strictured point. It is then with
drawn before the current is turned off. At the next sitti11g ( the 
sittings should be repeated e\·ery second or third day ) a bulb one size 
larger can be selected, the size being gradually increased until a cure 
is accomplished. A current thus localized by the bulbous points should 
never be used stron~er than fifteen milliamperes. 

In ,·irgins, the abdomino-lumbar method may be tried before the 
direct is resorted to. However, in no instance should the treatment be 
abandoned as useless until the direct method has been faithfully per
severed in. The applications should be made at least twice a week 
during the entire inter-menstrual period, and if possible e\•ery day dur
ing the week preceding the expected flow. Let it be remembered that 
in any form of dysmenorrhea electricity is but an adjunct, though a 
very important one, to other methods of treatment. 

SCBINYOLUTION. 

By subim·olntion is meant an abnormal condition of the uterus, the 
result of parturition, in which the organ is at first large, succulent, 
and congested, this conditton passing in due time into induration and 
hyperplasia. 

The first stage is known as acute subinvolution, and the symptoms 
which are to serve as guides in the application of electricity are lz,_yper
lrophj1 and concomitant ll;1persecretion. The second stage is character-

• ized by condensation of tissue with atrophy 1 constituting that condition 
ordinarily defined as areolar hyperplasia. The indications for the use 
of electricity are very different in the two stages. In the first the 
object to be attained is stimulation and contraction; in the second, 
absorption of fibrous tissue and improved nutrition. Other methods 
of stimulating the uterus and causing it to empty itself of blood are the 
bot douche, intra-uterine applications, and the glycerin tampon. 
Electricity cannot supplant these senral methods and should be con
sidered simply as a supplement to them. In acute subim·olution the 
faradic current should be used for a few moments every day or e,·ery 
other day, followed by the customary glycerin or boro-glycerid tampon. 
If the hemorrhagic tendency is marked the positive pole of a gah"anic 
current of from thirty to fifty milliamperes may be used direct. If any 
inflammatory symptoms exist the greatest care must be obser\·ed, par
ticularly if applied by means of an intra-uterine electrode. By placing 
an intra-,·aginal electrode in direct contact with the cen·ix with the 
external pole o,·er the abdomen, the current is made to act upon both 
the uterus and the vagina. This is desirable, for in most instances 



subinvolution of the uterus is associated with subinyolution of the 
vagina. In chronic subim·olution, or areolar hyperplasia, the negative 
pole of the gah·anic current must be used direct; or the current can 
be localized \vithin the uterus by means of the bi-polar electrode. 

SUPERINVOLUTION AND ATROPHY. 

These two conditions are the opposite of subinvolution, yet experi
ence has demonstrated that in all three electricity is a valuable thera
peutic agent. Rockwell observes that ''a still more paradoxical feature 
of electricity is its power to relieve symptoms of the most variable 
character, and its diametrically opposite action upon normal and abnor
mal tissue.'' In proof of this he cites the fact that it relie,·es both hyper
esthesia and anesthesia ; that in one instance it will excite torpid excre
tory processes and in another it will restrain this function when too 
active; and that while it will surprisingly develop normal tissue it will 
often readily reduce morbid growths. This seemingly paradoxical 
action is inexplicable to one unfamiliar with the law, simi!ia. 

The object to be attained iu superitwolution and atrophy is stimula
tion and imprO\·ed nutrition; this is best accomplished by alternate 
faradization and gah·anization. It must be admitted, however, that iu 
superim·olution the results obtained by any method of treatment are 
not encouraging. Dr. Fordyce Bat ker is of the opinion that the 
prognosis depends upon the activity of O\·ulation. This is in keeping 
with what has alredy been said regarding the prognostic yalue of the 
molimina in amenorrhea, for the molimina are in most instances un
doubtedly due to ovnlation. Dr. Barker gives as further symptoms of 
ovulation without menstruation pain and a sense of dragging in the 
pekis, nausea and vomiting, intense headache with flushing of tlie face 
and congestion of the eyes. To this list Dr. Rock\\'ell adds intense 
melancholia. So long as these symptoms are present, and in the 
absence of more effectual methods, \\'e are justified in perse,·eriug \\'ith 
electr:city. 

Grandin recommends the application of faradism ju~t before and dur
ing the molimina, using utero-abdominal g::ikanization during the 
inten·als. Inasmuch as amenorrhea is usually associated with an 
undersized uterus, the negati\·e pole should be us~d direct in order to 
utilize its hemorrhagic effects. ' 

OVARALGIA. 

Neuralgic pains ha,·ing their origin in or near the region of the 
ovaries, with an entire absence of appreciable le::;ion, constitute that 
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condition known as ovara!gia. As in all neuralgic affections, the 
symptoms are chimerical and changeable. Hyperesthesia and pain are 
the ones to be o\·ercome, but in certain cases faradization is more useful 
than galvanization. Rockwell, guided by his extensh·e experience in 
the treatment of external neuralgias, deduces bis indications from the 
effects of pressure: If pressure relieves, faradism is the preferable form; 
if pressure intensifies, galvanism affords more speedy relief. Engel
mann, on the other hand, bases his indications upon the duration of the 
difficulty, using the high tension faradic current in acute, and the 
galvanic current in chronic cases. The applications may be made either 
direct or indirect. 

CHRQXIC OVARITIS 

There is a ,·aritty of chronic ovaritis, characterized by congestion 
and enlargement of the organ without adhesions, in which electricity 
in the form of gah·anism is the remedy par excellence. The congestion 
and irritation may result from many causes, but the most common one 
is sexual irregularity in some form. There is pain in one or both 
ovarian regions, which is worse before and during each menstrual 
period, and is aggravated by walking. The tendency of modern gyne
cology is to remove an ovary thus affected with buJ little ceremony. I 
am confident that the intelligent nse of galvanism would make many 
such operations unnecessary. 

The hypercsthesia is best o\·ercome by using the positive pole of the 
galvanic current direct. A vaginal electrode placed as close to the en
larged organ as possible, with the negati\·e pole O\·er the tender ex
ternal area, is the most satisfactory way of administering it. If the in
direct method is the one employed, the positi,·e pole sh6uld be placed 
O\·er the OYary and the negative on·r the sacrum. l do not think that 
a current of greater intensity than twenty-fi,·e milliampere:; is e\·er 
necessary. The stances should be repeated at least twice or three times 
a week. 

CHROXIC PEL\'IC lXFL.\:\DL\TIOX. 

ender this head is included inflammation of auy of the pelvic 
organs, but particularly the uterus and its annexa, together with 
their itwesting cellular tissue and the peritonetim. The pathology 
represents congestion and exudation, which, in turn, gh·e rise to paill 
because of pressure, and to inuumerable reflex symptoms. If such au 
exudation can be ab-orbed, and the pressure resulting therefrom re-



lie\·ed, the patient is made \Yell. £,·en by combining all of the curati\-e 
measures at our command, viz., the hot douche, the med1cated tampon, 
the indicated remedy, and electricity, we shall often fail in accomplish
ing this. r nevertheless contend, that unless it is clearly evident pus has 
formed as a sequela of the inflammation, or unless other existing symp
toms make delay hazardous, it is our duty to exhaust all reasonably 
safe methods before opening the abdomen. In the light of present data 
electricity promises much 1 and unless electro-puncture is restored to 1 of 
which I do not approve 1 is perfectly free from clanger. 

In almost all cases of chronic pelvic inflammation there is both local 
and general distress 1 and consequently, in the application of electricity, 
three prominent indications are to be met, viz., sedation, absorption, 
and the relief of local congestion. \Vhen the local tenderness is very 
great, and particularly if menorrhagia is a prominent symptom, as it 
often is, the positi\'e pole is the preferable one to use direct. After the 
local tenderness and the hemorrhage have in a measure been controlled 
the negati,·e pole should be used direct, because of its destructive tend
encies. Intra-uterine applications must be made with much care, and 
intolerance of the uterus watched for. The applications should be used 
from two to three times a week. the intensity of the current being 
gO\·erned, within certain limits, by the su~ceptibilit1es of the patient. 

UTERI!"E DISPLACEMENTS. 

Uterine displacements are not infrequently associated with, or the 
result of, those pathological changes which have already been consid
ered in this chapter. \Vhen due to any of the causes enumerated the 
usefulness of electricity will depend upon the curability of the .!:ubin
\'Olution, the absorption of adhesions, or the restoration of a relaxed 
pel\'ic floor. The kind of electricity and the method of application "·ill, 
in such instances1 necessarily deptnd upon the special lesion or lesions 
responsible for the displacement. There yet remains a certain number 
of cases of ante- or retro-flexion due to deficient muscular tone in the 
region of the internal os, or to imperfect de\"elopment. If the weak 
point in the uterus which is responsible for the displacement can be 
restored to a normal condition by the use of electricity, it is certainly 
more than has yet been accomplished with any other method of treat
ment. 

It is, however, admitted by Rockwell, who is an enthusiastic ad,·ocate 
of the agent in this field, that the results ba\'e not equaled the promises 
made by Tripier and some other specialists. Its usefulness probably 
dtpends upon the hyperemia and the contraction of inyoluntary muscu-
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lar fibers produced by the current. If this theory is correct it is desir
able to locali1.e its action as much as possible. To accomplish this the 
indirect pole should be placed in the rectum or in the bladder, depend
ing upon the direction of the displact ment. The other electrode is 
introduced into the uterus; or, better still, the current can be confined 
to the uterus by means of an intra-uterine bi-polar electrode. Faradi
zation is called for in the majority of cases, but if local nutrition is 
much i1woked an occasional application of gah·anism will hasten the 

EXDO:\IETRITIS. 

Endometritis is one of the causes of obstructh·e dysmenorrhea and is 
frequently associated with metritis and subi1wolution. I have in an
other chapter dealt with the disea~e as a pathological entity, to which 
the reader is referred for detailed symptomatology. As a rule, corporeal 
endometritis is characterized by more or less pelvic distres~ during the 
inter-menstrual period, with all the symptoms of obstruction at the 
time of the flow The flow is usually excessive. These cases should 
be treated by means of an insulated copper sound of sufficient length to 
traverse the entire depth of the uterus, and of sufficient diameter to fill 
the canal. A large negath·e dispersing electrode is applied to the 
abdomen, when the current, varying in intensity from twenty-five to sev
enty-fh·e milliamperes, is graJually turned on through a rheostat. It 
should be con tinued from five to ten minutes and repeated every third 
day for at least a month. Electricity thus applied to an endometrium 
chronical ly inflamed and thickened will act curati\'ely because of its 
power to control hemorrhage through cataphoresis and to dry the endo
rnetrium by attracting the acids through electrolysis. ( ~lartin. ) Be
sides. it has a general tonic effect upon the entire organism; it drains 
the uterus in a purely mechanical way: it contracts local blood ,·essels; 
and it exerts a sedati,·e effect upon the hyperesthetic pelvic organs. 

In cerdcal endometritis the usefulness of gah-anisrn can hardly be 
O\'t::r·estimated. Positi,·e cauterization of the cen·ical endometrium 
will ,·ery often hasten the cure of cervical endometritis with glandular 
in\'oh-ement. \\'hen the ordinary resources fail I prefer a copper elec
trode for its application. The applications should be made not oftener 
than once a week, and supplemented by the ordinary treatment for that 
condition. 
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A:-.1..:xORRllE.\. Imperfect develop- Presence or absence of Stimulat ion And improved Faradi:alio11. -Ge11eralorloca l. tRockwe~I.) 
1111::nt um! mal nu - molimina (prognos- nutrition . Cal'Z'ani=alion.-Ce ntral o r loca l, negat \\·e 
trition; .\tony. tic ); :\'ervous depres- pole direct. 

sion Fra11J.·!in i=alio11.-General. 

Ovs:-.tJ.~NORRHEA . Depressed. uervous ll yperesthesia; Neura1- ·seclatio11 aud St imulation .\i._·d~r/io11.-Galva11i zatio11, with posi tive pole 

~~~i~\ur~-~~xures; ~11;11 ; c~f~:::toms of ob-i Sl~~1~~:/~iio11-Faradizatio11, director indirect 

Congestion l lypt!rSecretion. St~j~~:lation atu\ coutrnc-' ~{]~;~:,~::::~~;;~-;;:~~;~~~,\'.~,;·~;~:':~\f:~ct. 
"' 

SUB I N\'O L UTI ON 

{CHRON IC. ) 
!I yperplasia. Deficie11t secretion ; 

ll yste ro- 11euroses. 
Ahsoq~tion offihrous ~issue (;a/m11i::alio11.-Nega tive pf)! ~ direct. 

a nd improvecl nutritio n .: h y peresthesia, positive pole direct. 
If g 

" 
SU1'ERIN\'OLUT10N. Atr ophy. Amenorrhea. Sti11111la tio 11 and improved Direct Faradization. 

nutrition. Calva 11i::alio11 -Negative pole direc t. " -: 
0\"AR.\l.GIA. No tissue cha nges. I lypt' resthe.sia Sedation. :r ~~::~~:~: =l~l~~f~·::~:;-~~~~~:~'. ?.[:~~~~'tL't'/l,) ~ 
C HR O:S I C 

O\'AR l'l'I S. 

C HR ONIC PEl.\'IC 
I NF l,_\:\ 1:\1 ..\TION 

Congestio n a11tl In- ll yperesthesia. 
Aammation. 

Stdation . G'ah.>a11 i::atio11.-Positi\·e pole direct. 
Secondary faradization. 

Pe1~:\~~d~~i1~~1~st io11; 11 ~~~~;:~~~ e:~fl~x 1~;:1;: Se;;~ ~~~1~~ 1 ~~~~0;~1~;~:t~~:~~ ~~~:,,;;:.~-;;.~~:i'~,~~.t1i~:~·;t~~~~ v~~~e<ll ~~~~~ 
to111s. Electro-puncture (Apostoli) 

ENDOMETRITIS. 
1Co11 gest io n and l11- ll ypersecret io11 and Setlation a nc\ relid of con- G'ah•aui::alion ( positive pole direct). 

tlTh RINI': U1s
l-'L .·\C 1 ·::0.11~NTS. 

fla111111atio11 hyperesth e~ i a gest ion . F.:tradi za tion. 

Congestion; 

I 

l11fla111111atio 11 ; 
,\lony . 

Depend upvn tissue Depend upon tissue 
chan~es . I chauges Co11geslio11 -Galva ni zation and Faradization 

(Bi-polar electrode). 

I 
f11j/amm11/io11 .. Ga_lvan (posi tive pole direct) 
A/011;1. - Faracl1za t1on l Bi -polnr electrode). 

~ 



CHAPT ER XII. 

ANTISEPSIS AND ASEPSIS IN GY NECOLOG Y. 

With few notable exceptions all modern surgeons and gynecologists 
of note acknowledge the ad,·antages of antisepsis. Those who do not, 
admit at least the ut ility and desirability of asepsis. There are but 
few e\·en among the most ardent advocates of antisepsis who would re· 
sort to antiseptics if they thought perfect asepsis were possible without 
the use of the germ destroying agents. There is no question that the 
indiscriminate use of antiseptics in the past has be~n attended with 
harm. This is especially true as regards the spray. And, too, it 
must be admitted that we are yet in ignorance regarding much that 
pertains to the field of bacteriology-a science as yet in its infancy, 
though wonderful strides have been made in this field during the last 
few years. \\'e cannot at the present time determine with absolute 
certainty whether, in a given case, the existing germs are the cause or 
the product of morbid pi ocesses. Personally, I am a believer in the 
germ theory of disease. It affords to my miud the most ration<il ex
planation yet put forth of the transmission of many diseases. 

In experimenting with antisepsis I ha\·e passed through three stages. 
\Vhen the so·called antiseptic craze first swept over the country I was 
fresh from college and had hardly seen a wound of any kind heal by 
first intention. I was del ighted with the early experiments made with 
carbolic acid and bichloricl of mercury. Unfortunately I soon met with 
se\·eral cases of carbolic and mercuric poisoning, which led to my dis
carding for some years these agents entirely . I then studied antisepsis 
under some of the best-known Eastern specialists, and came to the 
conclusion that the accidents attending their use in my hands were 
largely due to faulty technique of application. During the first seven 
yea.rs of my service in the l:ni\·ersity of ?ilichigan, I was compel1ed to 
do all of my hospital work in a building notoriously insanitary. As 
soon as I began to practice antisepsis in a fairly intelligent way my 
results were infinitely better; yet, in spite of the precautions taken, I 
ha.cl to do every now and then with suppurating wounds. Later 1 I 
studied the technique of anti~epsis in many of the European hospitals. 

181 
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Sir Joseph Lister's methods, as practised in King's College Hospital, 
disappointed me. I ne\·er have seen more untidy operating than I 
witnessed in the clinic of the " father of antisepsis. 11 This surgeon 
washed his wounds with a small quantity of bichlorid water, which he 
used until it became absolutely thick with blood; yet, I was informed, 
his results were good. In nearly all of the Loudon hospitals dsited by 
me during the year of 1889, antisepsis was practised in this same 
haphazard manner. \Yith the Continental surgeons, on the other band, 
antisepsis had become almost a religion. As practised by such men as 
Leopold, of Dresden, and Martin, of Berlin, it meant a great deal more 
than was comprehended by me before seeing these men operate. I now 
endeavor to carry out their methods as nearly as possible, and am more 
than satisfied with the results obtained. Pus in the healing of non 
septic wounds is almost unknown to me. \Vhen suppuration does 
occur, J can usually trace the cause to some avoidable source of infec
tion-improperly prepared ligatures oftener than anything else. 

I cannot in a practical treatise of the nature of this work dis(;uss in 
detail the germ theory of disease. However, I desire briefly to con
sider the arguments which the opponents of antisepsis put forth. These 
may be stated as follows : 

I. That certain prominent surgeons still ignore antisepsis in toto with 
results equal to those obtained by the most rigid disciples of antisepsis; 

2. That certain dangers attend the use of chemical germicides, 
which more than offset any good wbich may come from their use; and 

3. That it is possible by internal medication and hygienic treatment 
to so favorably impress the system as to make the multiplication of 
organisms within the body harmless or impossible. 

1
' That certain prominent surgeons still ignore antisep~is in toto with 

results equal to those obtained by the most rigid disciples of antisepsis.'' 
Lawson Tait is the one man above all others who is quoted as the 

chief anti-antisepsis apostle. He is referred to by big men and small 
who still contend that the germ-destroying agents are unnecessary. 
Very few of the men who so presistently quote Tait in this connection 
have seen him work. Ou the other hand, I cannot at this moment 
recall one snrgeon of prominence in this country who has seen him 
operate who is not a firm believer in antisepsis. That Tait is a remark
able surgeon his worst enemies will admit; and it is his wonderful dex
terity which has, in my opinion, enabled him to accomplish the results 
which he has accomplished in the old-time way. Howe\·er, while this 
surgeo11 may be more than ordinarily successful in the saying of life, 
he is not an ideal surgeon. One has to go from his clinic to the clinics 
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of such men as ~Iartin, of Berlin, or Leopold, of Dresden 1 to become a 
firm belie,·er in antisepsis. The English surgeon is slO\·enly, his 
wounds are frequently infected and he uses drainage often. The Ger
mans are clean, pus in the healing of '\YOtmds is almost unknown to 
them, and they rarely resort to drainage. The contrast is most strik
ing and the conclusions inevitable. Bantock, who is also frequently 
quoted as opposed 10 antisepsis, is a thoroughly clean operator and 
may well be dubbed the apostle of asepsis. That Bantock's results are 
good no one will deny; that they might be better were he to practice 
antisepsis is not improbabk At any rate one is impressed with his 
extreme cleanliness. Now, why this extreme cleanliness? The ques
tion is certainly a pertinent one and cannot well be answered without 
admitting the probable correctness of the germ theory of disease. If, 
then, more perfect asepsis can be obtained by germ-destroying agents, 
and if the use of such agents is unattended by danger, is it not better 
to be on the safe side and use them? Tait is at least consistent and 
permits the germs to fight their own battle after entering the system. 
Bantock is clean because he desires to pre\·ent germs and infected 
matter from entering the system. I belie\·e, from personal obsen·ation 
and from what others have told me, that both of these gentlemen have 
to contend with pus much oftener than do modern antisept cians. 

"That certain dangers attend the use of chemical germicides which 
more than offset any good which may come from their use." 

I do not deny that harm has been done in the past by the so-called 
chemical germicides. In the early days of Listerism the stronger solu
tions of carbolic acid and bichloride of mercury were used, and many 
cases of poisoni11g were reported. Then, too, the chemical antiseptics 
were introduced into parts of the body where we would not think of 
introducing them at the present time. The peritoneal cavity was irri
gated witli the carbolic and mercuric solutions; the same solutions 
were applied directly to the meninges of the brain; the uterine ca\·ity 
was douched with mercuric solutions as strong as one to fi.\'e hundred 
after labor and abortion, and, when used in any of the natural or arti
ficial cavities of the body, suitable drainage was not prO\·ided for. It 
was not strange, under the circumstances, that mercuric and carbolic 
poisonings were common. It was difficult for Lister and his early fol
lowers to comprehend, at a time when bacteriology was in its infancy, 
that mercuric solutions of the strength of one to fi,·e or ten thousand 
could po:-1sess germicidal properties. 

Experience has taught us many things regarding antisepsis, and the 
ge11ernl tendency of the present time is to keep the chemical germicides 
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from open wounds. All antisepticians admit that beat in some form is 
the best of all germ-destroying agents. Unfortunately it cannot be 
applied to living tissues when primary union is the object sought for, 
and I belie\·e that the application of the actual cautery to pedicles 
highly endowed with nen·e tissue, and to the lower orifices of the 
body, is to be deprecated. It can, howe\·er. be utilized in the steriliza
tion of instrum ents, dressings, ligatures and water, so that the stronger 
solutions of the chemical agents can be reserved for the hands and skin 
surfaces, whi le the weaker ones only are to be used in open and ex
tensive wounds, if used at all. In short , asepsis is to be obtained 
through antisepsis and antiseptic agents.. These are the general prin
ciples of antisepsis as practiced by the rank and fil e of the praclical 
surgeons of the day. By obser\"ing these principles no serious harm 
will follow iu the train of the germ-destroying agents. Occasionally 
cases will be met with of peculiar idiosy ncrasy which will manifest 
toxic symptoms, even thoug h eyery precaution is obsen·ed. Fortu
nately, we are now sufficiently familiar with toxic symptoms of the 
germicides in general use to enable us to recognize them at their \·ery 
onset and to withdraw the active agent hefore the system is profoundly 
impressed. Compared, then , with the statistics soon to be presented, the 
danger attending the intelligent use of antiseptics desen~es little more 
than passing notice. 

'' That it is possible by internal medication and hygienic treatment 
to so favorably impress the system as to make the multiplication of 
organisms within the body harmless or impossible." 

No one \\'ill, I think, dispute the advisability of getting the system 
into as perfect working order as possible pre\·iously to the operation 
This goes without saying. Unfortunately. however , the surgeon many 
times has to work under the most ad\·erse circumstances for all parties 
concerned- except the germs. Perfectly well people rarely submit to 
the surgeon's knife. The system is often surcharged with pus, or the 
tissues are so affected by long-continued disease that they offer but 
feeble resistance to the entrance and multiplication of li\·ing organisms. 
l'ndoubted1y proper hygienic and internal treatment, combined with 
certain sustaini11g and eliminath·e measures which are now well known, 
is of the greatest utility. So, too, are certai n remedial agents effica
cious in the treatment of scarlatina; but , because this is so, no sane 
physician would be so foolish as to expose his child to scarlatina if he 
could preYcnt such exposure. [ do not believe that I am carrying the 
philosophy of analogy too far in making this compa rison . I am assmn 
ing, of course, that both surgical fe\·er and scarlati na are due to specific 
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germs-a theory which has more of the e\·idences of truth on its posith·e 
than on its negati\'e side. 

Vnquestionably the diminished mortality in surgical work can be 
attributed in a measure to impro\·ed technique, but this can hardly be 
said of certain operations, notably amputations. Let the rt:ader com
pare the old rt'.!(ime in amputations, with its from four to eight weeks 
of suppuration, with the present method of ten days' undisturbed 
dressings and pusless union. The technique of amputations-so far as 
mechan ics are concerned-is practically what it was twenty years ago, 
and the more fa\·orable results can only be accounted for by the appli
cation of antisepsis. Such at least seems to me the logical conclusion 
to which any unbiased investigator will come if he start from proper 
premises. It matters but little to the practical surgeon whether tlze 
slaf!zJ1lotoccus PJ1oge1tes aureus, llze streptococcus PJ'ogenes, and other 
forms of bacteria, are the cause or the result of pus. Sufficient for him 
is the fact tlzal thq are found witli pus, and t!zat ~I' resorting lo certain 
precautions implied bJ• the term antisepsis pus and harmful micro
organisms ran be excluded in the healing of wounds. 

Finally, the ultimate test of all systems and methods of cure or pro
phylaxis, must be the results obtained. \Vhat has been said of ampu
tations applies with equal force to nearly all operations. Antisepsis, 
through which asepsis has been made possible, has wrought a revolu· 
tion in surgery. It has reduced the mortality in celiotomies from 
seventy to less than five per cent. It has, accordiug to the latest sta
tistics, diminished the mortality in breast amputations from twenty to 
one per cent .. notwithstanding the fact that the modern technique in 
this operation is infinitely more complicated and destructi\·e than it 
was in the older operation. It has begot a degree of confidence on the 
part of the surgeon which bas led him to explore, and with compara
tive impunity, almost every organ and part of the bodri the brain not 
excepted; such explorations hadng resulted in numberless operations 
and cures, which a few years ago were not dreamed of even by the 
most sanguine. It has robbed the lying-in room of much of its former 
terror, and it has reduced the death·rate from so-called puerperal fever 
in certain lying-in hospitals from forty to one-half of one per cent. 

The foregoing data can be verified by any one caring to take the 
time to im·estigate the subject. The evidence going to prove the 
\·alue of antisepsis would seem to be oYenrhelminglr com·incing to 
even a casual investigator. Howeyer, the fact cannot be ignored that 
a very large per cent. of the general practitioners of the country are 
sceptical regarding the claims set forth. This scepticism is based on 
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personal experience. ~Iany of these gentlemen follow, after a fashion, 
the rules of antisepticians, but they have to contend with suppuration 
nearly, if not quite, as often as before the age of antisepsis Their 
failure can be accounted for in two ways: 

r. As general practitioners1 they are constantly coming in contact 
with contagious, infectious and septic diseases, which make perfect dis
infection of the clothing and body exceedingly difficult, and oft-tiines 
impossible. 

2. Many of them do not fully comprehend the philosophy of antisep
sis and, consequently, carry out its principles but imperfectly. 

r. Very few general practitioners, especially in rural regions, can 
get 011 without doing more or less surgery, and it is right that they 
should do it. However, for the reason giyen, I contend that capital 
operations, other than acute cases1 and especially tho::;e involving the 
peritoneal cadty 1 should be assigned to the exclusive specialist. ~Ied

icine is now too comprehensh·e a science to be covered by any one man. 
Indeed, it requires more than the ordinary mind to keep apace with the 
liter3ture of auy one of its se\·eral departments. The general practice 
of medicine constitutes in itself one of the most important of the special
ties, and affords innumerable instances for the intelligent application of 
the principles of antisepsis. Much which has been accomplished in the 
field of preventive medicine has been done through the means of anti
septics, and the physician ·who to·day ignores antisepsis and antiseptic 
agents in the treatment of disease, either medical or surgical, is in my 
opinion depridng his patient of one of the most valuable of modern 
discoveries. 

2. The successful antiseptician must constantly bear in mind that, 
like a machine, antisepsis is no stronger than its weakest part. In a 
gh·en operation, the operator may rigidly carry out all antiseptic details 
with one single exception, which exception may contaminate his wound 
and spoil the operation. It requires an endless amount of work to 
apply successfully the principles of antisepsis. Xo one can master 
these principles without a working knowledge of bacteriology. He 
must know, first of all, the relati\•e power of the several germ·destroy
ing agents and their effect when applied to living tissues. He must 
know the probable sources of wound infection, and he must know 
how best to make the field of the wound aseptic previously to the 
operation and how best to keep it free from harmful organisms during 
the operation and during the healing process. 

The application of antisepsis in the practice of gynecology will be 
de3lt with under the following heads:-



.\~TJSEPSIS .\XI> .\SEPSIS IX nYNl·:COJ.OCY. 18/ 

1. The agents employed. 
2. The operator and assistants. 
3. The patient. 
4. The operating room. 
5. The operation. 

(a) The preparation and care of instruments; 
(bl 'I'hc preparation and care of ligatures, spo11ges and drainage 

tubes; 
( c) The use of the irrigator: 
( d) The dressings employed. 

6. The after-treatment. 
1. The A ge n ts E m p loyed.-For making antiseptic solutions I use 

almost exclusively corrosh•e sublimate and carbolic acid_::: These can 
always be obtained, are inexpensive, and, above all, are probably the 
most trustworthy agents which ha\·e been extensively used up to the 
present time. Creolin and beta-naphthol are highly recommended by 
some operators. Permanganate of potash and oxalic acid are also used 
quite extensi\·ely for the purpose of disinfecting the hands. Boric acid, 
salicylic acid and chloral are of but limited value. Within the last few 
months form'1.lin has become very popular as a general antiseptic. It is 
claimed for it that it is a much more effectual germicide than is the 
bichlorid of mercury, without any of the irritating and poisonous prop
erties of the latter agent. Besides being a germicide, it is a powerful 
disi11fecta11t and deodorizer. I t is especial ly useful for the disinfect ion 
of dwellings and clothing. ).ly experience with this agent up 'to the 
present time has been limited. On the whole it is better for the sur-

1::0 C11rholirso/11lio11. 
H. . AC"idcarholic .. 

.\q.clestillat.. 
t:l(>OO !Jidtlorid S"o/11/io11. 
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geon to adhere to those agents which he knows to be efficacious, and 
which he has learned to use intelligently. 

Only the weakest possible solutions known to possess germicidal 
properties should be used in open wounds, and under no circumstances 
should the stronger solutions of mercury or carbolic acid be left in 
natural or artificial cavities of the body. Halstead, of Johns Hopkins 
Hospital, has made a series of experiments which show that a solution 
of bichlorid of mercurv as weak as r: wooo will cause a superficial line 
of tissue necrosis, which furnishes a soil for the pus-producing micro
organisms. For this reason many surgeons prefer the normal salt solu
tion (3iss of sodium chlorid in 33 ,Vz ounces of sterile water ) , or sterile 
water alone, for irrigating open wounds, reserving the mercury for the 
skin surfaces. 

If carbolic solutions are made of cold water, an equal amount of 
glycerin or alcohol should be added . Carbolic acid is soluble in warm 
water up to the strength of five per cent. 

The sleeves should be rolled above the elbows a11d the nails scrupu
lously cleaned. The bands and forearms are next scrubbed for ten 
minutes in water as bot as can be borne, with green soap and a sterilized 
brush. After removing the excess of soap they are washed for two 
minutes in a warm saturated solution of permanganate of potassium. 
Next they are thoroughly bleached iu a warm saturated solution of 
oxalic acid. They are then rinsed in a saturated solution of bicarbo
nate of soda, and finally immersed for two minutes in a 1 :500 bichlorid 
solntio'n . (Hunter Robb.) 

This method of sterilizing the hands when used often causes them 
to become rough and tender. The permanganate also stains the nails 
so that they are not readily bleached by the oxalic acid. Latterly I 
have washed the hands, after completing the operation, in pure per
oxid of hydrogen , which not only bleaches the hands and nails per
fectly but leaves the skin soft and smooth. 

2. The O perator and Assistants.-As already obsen-ed, neither 
the operator nor his assistants, especially if doing abdominal surgery, 
should come in contact with contagious or infectious diseases of any kind; 
nor should they come from the dead room to the operating amphitheatre. 
Frequent washing of the entire body, iucluding the head and beard, 
should be practised. In the event of contact with any of the con
tagious or infectious diseases, corrosive sublimate ( 1 :2000) or formalin 
should be used to cleanse the person. The clothing should be abso
lutely free from infection of any kind, and, during the operation, pro
tected with a sterilized operating gown and apron extending from the 
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FIG. 82. 

OPERATING GOWN. 

neck to the feet. ( Fig. 82. ) In celiotomies the hair should be CO\'ered 
with a sterilized gauze cap. (Fig. 83. ) 

FrG. 83. 3. The Patient.-The necessary preparation of the 
patient will depend somewhat upon the nature of the 
operation. For the ordinary operations upon and 
through the genital tract the patient should take a bath 
the night preceding, or the morning of the operation. 
The bowels should be emptied by a soap and water 
enema not later than two hours before the anesthetic is 
gh·en; if the enema is administered later than this water 
is retained and will be expelled during the operatiou. 
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In surgical work within or about the rectum it is a good plan to follow 
the enema with a saturated solution of boric acid. The patient 
should have the rngina washed with a large hot bichlorid douche the 
night before the operation and the vagina packed with iodofonu gauze. 
The external genitalia and mons ,·eneris should be thoroughly scrubbed 
with green soap and a 1: moo bichlorid solution, shaved, and a 1: IOOO 

bichlorid compress left over them. 
After the patient is anesthetized the mons veneris and external geni

talia are again washed with soap and water, shaved, and finally 
douched with a 1: woo bichlorid solut ion. Next t he ngina, by the 
aid of the fingers, is thoroughly washed with the same solution. 
When the cerdx is exposed any existing discharge should be carefully 
sponged away. 

In abdominal cases the bowels should be emptied the day before the 
operation with a cathartic, and the morniug of the operation with an 
enema. The skin should be gotten in good shape by means of a daily 
bath two or three days prior to the operation. For at least thirty·six 
hours pre\'ious to the operation the diet should be entirely liquid. She 
should be encouraged to drink freely of hot water for se\·eral days pre· 
ceding the operation. The hot water flushes the kidneys and O\·er· 
comes in large measure the extreme thirst attending celiotomies. ('\V. 
H. Humiston). ~othing should be taken into the stomach later than 
six hours prior to the operation. The abdomen, pubes and genitalia 
are scrubbed on the night preceding the operation with green soap and 
water, then with equal parts of alcohol and ether, and finally with a 
1:1000 bichlorid solution. A compress wrung from a I :moo bichlorid 
solution is applied to the lower abdominal aud genital regions for at 
least tweh-e hours pre,·iously to the operation. The vagina is prepared 
with the same care as in operations confined to this canal. After the 
last douche it is packed with iodoformized gauze, which is to be left in 
until the patient is anesthetized. The pubes should be sha,·ed on the 
day preceding the operation. 

\Vhen everything is in readiness to operate, the compress and tam· 
pon are removed, the field of operation again washed with soap aud 
water, then with a 1:1000 bicblorid solution and finally with a normal 
salt solution . Especial care is to be observed in cleaning the umbili
cus, in order to dislodge all hidden accumulations. 'N"ext, sterilize 
towels are wetted in sterile water and placed in such a way as to 
cover the entire surface of the abdomen (except the immediate site of 
the incision ) 1 the genital region, and the upper thighs; or the field of 
the operation may be protected by means of a perforated gauze apron. 
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All instruments, ligatures, etc., are thus prevented from coming in 
contact with any portion of the integument. 

+ T he Operating R oom.-In the construction of hospitals the oper
ating room should be as far removed as it can be from the general wards, 
or from other possible sources of infection. It should be so constructed 
as to be easily cleaned, and there should be no unnecessary angles or 
wo::idwork upon which dust or germs can lodge. The furniture should 
be scanty and exclusively of metal or glass. A sky-light, especially 
in abdominal work, is most desirable. Antiseptics of variable strength, 
and sterilized water~ should be conveniently at hand. ( Fig. 8-t.) 

In operative work outside of the hospital all mattings, curtains, 
tapestry, and unnecessary furniture should be remoYed. A room 
should be selected possessing a good light-preferably with a southern 
exposure. Inquiry should be made as to whether the room has been 
recently occupied by contagious or infectious cases. If an abdominal 
section is to be made old paper should be remo,·ed, the walls washed 
with a 50: 1000 carbolic ~olution, and followed by formalin disiufection. 
This is accomplished by closing the room tightly and by placing se,·eral 
pastilles of formalin in the tube of a lamp especially constructed for 
the purpose. The lamp is permitted to burn out and in one or more 
hours tbe room may be cleansed of the formalin ,·apor bra short airing. 
The room ought to be gotten ready at least forty-eight hours before the 
operation . 

T he Operation -Various methods having for their object the dis
in/erliou ef ins/1u111e11/s are in vogue. I rely almost entirely upon boil
ing in a one per cent. solution of carbonate of soda. Experiments 
ho.ve shown that instruments are made perfectly sterile by boiling in 
this solution for lhe minutes. The :-;oda keeps them from rusting. 
During the operation they are to be kept immersed in sterile water. 
The antiseptic agents, unless indeed formalin pro,·es an exception, 
are so injurious to all metal instruments that I ha\·e discarded them for 
this purpose . Instruments of the simplest construction, which can be 
taken apart and thoroughly cleaned, should be purchased. The handles 
should be of metal so that the boiling will not damage them. After an 
operation all instrume11ts are scrupulously cleaned. boiled in the soda 
solution and dried. This method possesses all the elements of simplicity 
and can be applied under all circumstances. All towels and dressings 
used about the operation should be thoroughly sterilized by being sub
jected either to dry heat or boiling 

The ordinary dressings consist of bandages, absorbent gauzes and 
absorbent cotton These should be subjected to a temperature of 2r2° 
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F. for three quarters of an hour in an Arnold'~ sterilizer. They 
should be thoroughly dried before being applied to the wound. Bac
teriological research has abundantly pro\·ed that moisture is essentia 
for the growth of micro-organisms and the object of the gauze and 
cotton is to keep the wound dry through absorption and evaporation. 
\\'ounds outside of the peritoneal and cranial cavities should be con
stantly irrigated or sponged during the operation with a 1 :5000 

bichlorid solution, or the normal sa lt solution. The wound should be 
dressed with iodoform 1 iodoform and bichlorid gauze 1 and sterile cotton , 

FIG. 84. 

fiOT1'lE: STA:'D FOR HOI.DlNG ANTISEPTICS. 

which are to be kept in situ by means of straps, collodion , or a sterile 
bandage. 

The ligatures most generally used are silk, silkworm gut 1 sih·er wire 
and catgut. The flat plaited silk is preferable to the twisted. It comes in 
six sizes and should be boiled for an hour in a 50: woo carbolic solu
tion, or steamed for one hour on three successi\·e days in an Arnold 1s 
sterilizer. When steam sterilization is used the silk should be placed 
in strong glass tubes plugged with cotton pre\·iously sterilized. I 
believe it safe to Uoil the silk with the instruments previously to each 
operation. Silkworm gut may be prepared and kept in the same way . 
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It comes in rolls, each roll containing one hundred strands. ( Fig. 85. ) 
The stra.nds should be cut and placed in test tubes for sterilization. 

I am using catgut or sheepgut ( nearly all so-called catgut is sheepgut) 
more and more in plastic work as time goes on. If properly prepared 
and perfectly aseptic, it is one of the best ligatures1 possessing the 
great advantage of being absorbed. It is the one suture, therefore, 
which can be buried in the tissues. Catgut is, howe\'er, a most 
treacherous material and, until quite recently, the various methods 
of sterilization have pro\'ed tm.satisfactory, Kelly's modification of 
KrOnig's method is said to make thP gut perfectly sterile without in
juring its texture . It is as follows: 

1. Cut the catgut into desired lengths, and roll tweke strands into a 

FIG. 85 

811..K \\"OR:O.I Ct'T. 

figure eight, formed so that it may be slipped into a large test-tube. 
2. Bring the catgut gradually up to a temperature of 80° C., and 

hold at that point for an hour. 
3. Place the catgut iu cumol, which must not be abo\·e a temperature 

of 100° C., raise it to 135° C., aud hold it at that point for an hour. 
4. Pour off the cumol, and either allow the heat of the sand-bath to 

dry the catgut, or transfer it to a hot-air O\·en, at a temperature of a 
100° C., for two hours. 

5. Transfer the rings with sterile forceps to test tubes previously 
sterilized as in the laboratory. 

~Iessrs. Johnson and Johnson ba,·e prepared for me a "lcn·da)1 " 

chromicized catgut, \\'hich is most ~atisfactory, and which I am using 
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in all my plastic work. This has been placed upon the market undet 
my name. I found the ordinary chromicized gut too non-absorbable. 

Formalin is already being utilized for the sterilization of catgut. 
The only preparation required in using silver wire is heat steriliza

tion. 
Gauze or cotton sponges have largely supplanted sea sponges 

because they are readily sterilized by heat. Sea sponges, howe\'er, 
because of their greater absorbing power, are to be preferred in abdom
inal work. They are prepared as follows:-

The sponges are frequeutly washed in water for the purpose of 
remO\·ing all sand and dirt. This requires several days. They are 
next soaked for three or four minutes in a saturated solution of per
manganate of potash. The permanganate is then washed out by 
repeated squeezings in fresh water. Next they are placed in a solu
tion of sodium hyposulphite, of the strength of half a pound of the salt 
to a gallon of sterile water, to which an ounce of oxalic acid has been 
added, and then emersed for ten hours in a I :500 bichlorid solution. 

FIG. 86. 

PREPARED RCRRER Trnn;-c 

From this solution they are washed in warm sterilized water and then 
in a five per cent. carbolic solution and dried. They should be kept in 
a perfectly tight glass jar until used, when they are to be again washed 
in a 1 :500 bichlorid solution and then in sterile water. 

I prefer to purchase inexpensive sponges and use them but once. It 

is entirely possible, however, unless they have come in contact with 
septic matter, to clean them after being used so as to make them again 
perfectly aseptic. They should be first washed in plain water, so as to 
remove as much of the blood and filth as possible. They arc next 
placed in the soda solution, which will dissoke the blood and fibrin. 
This should be changed several times, and the sponges should be 
repeatedly washed and squeezed in it. Finally, they are cleansed in 
pure water, "dipped in carbolic solution, squeezed and dried, and kept 
in a dry place till further use." After septic operations, it is best to 
destroy them. 

In abdominal work large fiat gauze sponges ha\·e largely supplanted 
the more expeusi,·e A.at sea sponges. These may be made of \·:'.l.rious 
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sizes by folding two or more thicknesses of gauze together and trim
ming the edges so that no shreds will be left behind in the abdominal 
cavity. I prefer to have them from six to eight inches in width and 
from tweh-e to eighteen inches in length. In this form the ends can be 
left projecting from the abdominal wound, thus diminishing the chance 
of leaving any of them behind. It is well to have in readiness in celiot
omies se\·eral gauze sponges ten by tweh•e inches in size for the pur
pose of protecting the intestines should they protrude from the abdo
men. 

Very convenient sponges can be made by rapping absorbent cotton 
in squares of gauze and tying the ends of the gauze so as to form a 
ball. These may be made of any size. Howe\·er, for ordinary surgi
cal work pledgets of gauze will answer every purpose. All gauze 
sponges should be sterilized with the dressings. 

Rubber drainage tubes ( Fig. 86 ) are not often required in gynecologi
cal surgery. Soft, pliable rubber tubiug, of black material and of proper 
size, should be selected. This cau be thoroughly sterilized by boiling 
for fi\·e minutes in a one per cent. soda solution. It is then cut into 
suitable lengths, whiclt are placed in a wide-mouthed bottle or glass 
tube and immersed in a five per cent. carbolic solution. The solution 
should be renewed from time to time. Rubber drains can be sterilized 
in the same way. 

For abdominal drainage, glass tubes are used oftener than any other 
form of drainage. The antiseptic solutions do not injure the glass, 
and they can be boiled for twenty minutes either in a five per cent. 
carbolic solution or a r:rooo sublimate solution; or in the soda solu
tiou. They should be rinsed iu sterile water before being placed 
within the p~ritoneal c tvity. Strip5 of gauze or sterile lamp wicking 
may be carried down to the bottom of the tube. 

Another form of intra-abdominal drainage which has become ,-ery 
popular during the last five years is the so-called tamponnemenl of the 
peritoneum, first suggested by ~Iikulicz. The object of tampon
ment is, primarily1 to isolate the portion of the peritoneum tamponed 
from the rest of the peritoneal ca,·ity 1 and, secondarily 1 to afford drain
age by capillary attraction. :.\Iikulicz first places at the bottom of the 
caYity to be tamponed a purse of iodoform gauze, to the middle of 
which is attached an antiseptic silk ligature ( Fig. 88) . Strips of gauze 
are now packed into this purse iu such a way as to produce sufficient 
pressure to control oozing. Thi?' superior ends project from the neck of 
the purse at the lower extremity of the abdominal wound. I have often 
used gam.e packing within the abdominal ca,·ity without the precaution 
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of first introducing the purse. ft is , bowe\·er1 more difficult and paiu
ful to remO\'e one continuous long strip than seYeral shorter ones. 

The tampon may be left within the peritoneal ca\·ity for from one to 
five days. In one case I found it necessary to use nearly four yards of 
gauze (one yard wide) in order to prevent immediate death from hem
orrhage. It was partly removed on the third clay, but it was not all 

FIG. 87. 

CLASS lRRIGATORS. 

withdrawn until the end of the se\·enth, aud was then perfectly sweet. 
In controlling hemorrhage from large oozing surfaces, which cannot be 
controlled in any other way, I know of nothing more satisfactory in 
abdominal surgery than gauze packing. If deemed best a glass drain 
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may be introduct:!d into the center of the tamponnement, though by 

placing a pad of gauze O\·er the ends projecting from the abdominal 
ca\ ity capillary drainage is usually sufficient. 

In all operations upon the cervix., \·agina, perineum, bladder, or 
rectum, and in yaginal hysterectomy, the irrigator (Fig. Si) is i1H"alu

able . Irrigat ion can be practiced either in the lithotomy or Sims' posture. 

FIG. 88. 

TAl\IPONl\ll~N'l' OF THE PERITONEU'.\l, (Po::::i.) 

a, a. Purse of iodoform gauze; b. Silk thread; c, c. Strips of gauze. 

With the patient upon her side it is exceedingly difficult, in using 

irrigation, to keep from wetting her. Nearly all American operators 
now utilize the lithotomy posture in all operations within the vagina, 

except those for vesico-\·aginal fistula. By using Frisch 's modification 
of Simon's specula the irrigating tube can be attached to the upper 

blade, at the tip of which is an opening through which the water can 
pass. The size of the stream is controlled by a stop-cock near the 

attachment of the tube; or an assistant cau use the ordinary irrigator, 
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the size of the stream being controlled by a properly con-
l<"1c. &). structed hard rubber nozzle. Care must be taken not to 

permit the nozzle to come in contact with any unsterilized 
surfaces. The irrigator and tubing can be sterilized by 
boiling in the soda solution. 

Either the bichlorid ( 1 :5000), or the normal salt solu
tion, may be used for irrigation. In cervical and vaginal 
work I prefer the mercury, especially where the animal 
suture is left behind. In large open wounds 1 such as are 
created by breast amputations, it is safer to use the salt 
solution. The solution should be kept at about 110° 
F. , 

The parts are kept constantly bathed in one of these 
fluids, thus preventing wound infection during the opera
tion, and making sponging unnecessary. In using the 
buried catgut suture within the rngina irrigation should 
be constant. 

GJ'neco!ogical dressings, outside of abdominal work, are of the 
simplest character. After plastic operations in and about the vagina 
and perineum it is my practice to sponge the parts dry and sprinkle 
iodoform over them. Many operators prefer a powder composed of 
iodoform one part and boric acid seven parts. Strips of iodoform 
gauze are then packed into the vagina and about the cervix for the pur
pose of sustaining the parts should the patient vomit. This is removed 
in from twenty-four to forty-eight hours. Over the vulva is placed 
an antiseptic pad. 

When the wound is closed by the buried catgut suture, it is recom
mended by Marcy, of Boston, that it be hermetically seale<l with iodo
form collodion. 

In laparotomy, after the abdomen is closed by whatever method 
adopted, the wound is washed with a normal salt solution, dried, 
sprinkled with iodofonn, or the iodoform and boric acid powder. This 
should be applied by means of a suitable box ( Fig. 89 ) , when the 
wound is covered with iodofonn or sublimate gauze, o\·er which are 
placed se,·eral layers of Sterilized absorbent cotton. The dressings are 
held in place by a sterilized binder. Should a drainage tube be intro
duced its mouth is protected by iodoform gauze surrounded by a steril
ized rubber dam. 

Where no drainage is used the wound may be hermetically sealed 
in the following way: Powdered iodoform is first sprinkled O\·er 
the wotmU. A layer of cut gauze is then placed o\·er the wound

1 
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which is co\·ered by a double layer of iodoform or sterilized gauze 
large enough to extend two or three inches in e\·ery direction beyond 
the line of incision. This is sealed by pouring O\·er the edge of the 
gauze enough bichlorid or iodoform celloidin,* to cause it to adhere 
firmly to the skin. 0\·er this is placed a layer of sterilized cotton 
which is held in place with a many-tailed binder. 

6. The After Treatment.-For much pertaining to the after treat
ment the surgeon will ha\·e to rely upon the nurse and general attend
ants. Consequently, unless he can impress upon them the importance 
of antisepsis and asepsis, all of his precautions will have heeu in vain. 
I know of nothing more exasperating than a slovenly nurse, one who 
is not sufficiently intelligent, or, if she is, will not follow the surgeon's 
directions. In operating outside of the hospital it is, therefore, wise to 
have printed instructions with which the nurse can jog her memory 
after the surgeon's departure. 

In all plastic operations I permit the patient to urinate spontaneously 
if she can do so. After urination the nurse is instructed to use a small 
1 :5000 cleansing douche of bichlorid. I have every reason to feel 
satisfied with this treatment, for failure in primary union is almost un
known to me. t If the patient cannot urinate naturally the catheter is 
used, care being observed to keep the finger o\·er the mouth of the 
instrument while it is being withdrawn, so that not even a few drops of 
urine will come in contact with the wound. \\'hen the catheter is used 
no injections are necessary unless there is a contaminating discharge 
from the upper genital tract. It is hardly necessary to add that, 'vhen 
the douche is resorted to, each patient should have a separate nozzle, 
and this should always be sterilized after it is used. 

* '>· Bichlorid celloidin { 1 : 16oc>o); 
Squibb's ether, 
Absolute alcohol, . aa j\JSS, 

Of a solution made of 15 grains of bichlorid crystals clis-
soh-ed in 10 drachtus of absolute alcohol, . . .. 16 minims. 

'.\Iix and add of Anthony's "snowy cotton" enough to gi\•e the solution the 
consistence of syrup. 

Jodofonnized cclloidin. 
R. Absolute alcohol,. . . . . • • . . • . . ...• ~\·iss.; 

Iocloform powder, .. Jxijss.; 
~Iix and add ether, ... ~vjss. 

:\!ix and add a sufficit:nl quantity of "snowy cotton" to gi,·e the solution the 
con!'istence of syrup. (Robb. ) 

t J will not even except lacerations of the perineum closed immediately after 
labor. 



Antiseptic precautions cannot be too rigorously carried out in the use 
of the catheter. I haYe discarded absolutely the old silver female 
catheter, and ,·ery rarely use the rubber instrument. In their stead 
I use Kustner's glass catheters. They are inexpensive, sufficiently 
strong to insure against breakage, and ca11 be boiled and cleaned re
peatedly. The soft rubber instrument cannot be used with safety 
more than six or eight times, and cannot be !..~epl aseptic. The nurse is 
instructed to boil the glass instrument each time after its withdrawal, in 
the soda solution. It is then kept in a 5 per cent. carbolized solution 
until again required, when it is rinsed in sterile water and smeared 
with sterile yaseline before being introduced. Unless CJ.re is obsen-ed 
septic matter may be transmitted through the vaseli11e. Always before 
its introduction the vestibule shou ld be washed with an antiseptic fluid 
of some kind. Before obsen·ing these somewhat extreme measures 
urethral and vesical irritation, and e\·en inflammation, were of frequent 
occurrence in my practice. row I rarely if e\·er ha,·e to contend with 
any trouble of the kind. 

In laparotomy, where the drainage tube is left behind, the syringe for 
drawing off the fluid should be constantly immersed in a 50: IOOO car
bolic solution. The gauze over the mouth of the tube should be 
frequently changed and care obsen·ed not to lea\'e the opening un
protected any longer than is absolutely necessary. Of course pre
viously to each dressing the hands of the attendant should be sterilized. 

A Few Points to be Observed in Surgical Technique.-! have 
endeavored to show in the discussion of asepsis and antisepsis that the 
chief aim of the surgeon should be directed towards excluding micro
organism from wounds, and from lea,·ing substances behind which 
favor their development. Germs more easily i1wade tissues whose 
power of resistance has been diminished by rough handling-hence the 
importance of clean incisions and careful sponging. \Younds should 
be, when possible, nicely coaptated so that no blood or serum can 
accumulate in inten·ening spaces. \Vhen dead spaces are necessarily 
left behind suitable drainage, either capillary or tubular, should be pro
Yided for. If the oozing is but slight , a few strands of catgut, tied to
gether, is all that is required. A strip of iodoform gauze, twisted, 
makes an excellent drain. In larger oozing surfaces some form of tubu
lar drain is usually called for, at least during the first twenty-four hours. 
All bleeding points should be secured in properly prepared catgut liga
tures. \Vhile I do not believe that thoroughness should be sacrificed 
for time, yet the operator should be as expeditious as possible. It must 
be borne in mind that only a relative degree of asepsis is accomplished 
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by the extreme methods which haye been recommended. It is utterly 

impossible under the present antiseptic regime to exclude all germs . 
Those which abound in the operating room will find their way into the 

wound, in larger or smaller numbers, in spite of every precaution; and 
certain organisms ( stapll)1lococcus epidermis a/bus ) are always to be found 
on the skin surfaces in spite of any method of disinfection known at the 

present time. The operator should aim to leave his wound as free from 
contamination as possible, and should therefore be as dexterous as is 
consistent with good work. As a rule, too, shock is greatly les~ened 
by rapidity of operating, which leaves the system in much better shape 

to resist the invasion and multiplication of germs. By obserdng the 
antiseptic technique which has been given, existing germs are, as a rule, 
made harmless and union by first intention will follow. 

ANTISEPSIS IN ORDINARY Gv~ECOLOGICAL Ex~BTINATIONS. 

In ordinary gynecological examinations the danger of possible in

fection should always be borne in mind. There is no question that the 
various specific diseases are frequently com·eyed through unclean in
struments. \\Then the uterine cavity is explored, precaution is espe
cially necessary. The hands should always be thoroughly cleaned in a 
carbolic and glycerine solution before and after each examination. The 
bichlorid solution for constant washing of the hands is too irritating. 
The examining instruments-specula, probes, tenacula, etc.-ought to 
be frequ<:ntly boiled in the soda solution and kept bright by the use of 

sapolio. They are to be kept immersed in a carbolic solution during 
the examination. Each time after using they should be ·washed in boil 
ing water and again immersed in the carbolic solution. I use the car
bolic solution here because it is impracticable to boil the instruments 
after each examinatiou. It will, of course, tarnish them somewhat, but 

the cost of replating is slight, and a physician has no right to subject 
his patient to the slightest danger of infection. The old-fashioned bi
and tri-\·ah·e specula are harbingers of filth and genus. It was this 
fact which led me to de\'ise the instrument shown in Fig. 32. The 

blades can be quickly separated and the joints gotten at with perfect 
ea.se. Plain sterilized \·aseline should be used for the finger and for 

lubricating the specula. The vaseline should be remo\'ed from the bottle 
by means of a spatula, so that that which is left behind will not be con

taminated. 
It is wise to dip the uterine sound and probe into impure carbolic 

acid before they are inserted. If recently used in a suspected case of 
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gonorrheal endometritis, a still safer procedure is to heat them over a 
spirit lamp. 

In the application of e!ectricif.J· through the genital tract, the same 
care as regards cleanliness must be observed. \\'hen the intra-uterine 
electrode is used, it should be introduced through a speculum, so that 
the vagina and cervix can be first washed with an antiseptic solution. 
The electrodes insulated with either hard or soft rubber cannot be 
sterilized by heat, so that unusual precautio11 is necessary in washiug 
them. In cleaning the spiral intra-uterine platinum electrode of 
:Martin, a good brush is necessary in order to dislodge the secretions 
which find their way between the wires of the spiral. 



CHAPTER XIII. 

THE HYSTERO-NEUROSES : H YSTER IA. 

DEFINITION. 

The term hystero-neuroses, in its restricted sense, implies the 
uterine origin of symptoms manifesting themsel\'es in organs remote 
from the uterus, without structural change in such organs, being the 
direct result of reAex nervous influence starting from the uterus. By 
common usage reflex symptoms of ovarian origin are also defined as 
hystero-neuroses, although the term oOphoro neuroses would more cor
rectly indicate their origin 

If it be true that disorders of the rectum, or of any of the pelvic 
viscera, produce reflex symptoms-and there is abundance of clinical 
e\'idence to show that they do--it is obvious that the foregoing defini
tion is too restricted. The word "hysteria" was used by the early 
writers to define the multitudinous phenomena now classified uuder 
that name, because of the erroneous idea that the womb ( l1cr-;£ptL) 
moved about to var ious parts of the body and so caused the local symp
toms (Gowers ) .* The adjecth·e 11 bystero" is derived from the 
same Greek word, and likewise erroneously suggests the uterine origin 
of a class of symptoms to which the term pelvic neuroses would be more 
literally correct, and infinitely more scientific. While, therefore, it is 
the mission of the gynecologist to treat any lesiou found within the 
female peh-is, it seems wiser to adhere to the name ( hystero-neuroses) 
which usage has made popu lar. 

The term !t_J•sltria should be restricted to the general neuroses char
acterized particularly by psychical as well as secretory, \'aso-motor and 
reflex derangements. It is probable that hysteria belongs among the 
cerebro-spinal affections. It is by no means limited to the female sex, 
although it is much more commonly met with in women than in men. 

* "Plato says that the uterus, being au animal desirous of generation, if unfruit
ful for a loug time becomes indignant, and wandering all over the body stops the 
passag~s of the spirits and the respiration, occasioning thus the most extreme 
11uxit:ty and all sorts of diseases. "-Jenks. 
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Therefore , according to the definitions given, hysteria Joes not neces
sarily haye its origin in disordered function of the pelvic organs, 
while the hystero-neuroses always have . Inasmuch as the pathology 
of both affections is too occult and subtle to be perfectly understood in 
the present state of neurological science; and inasmuch as hysteria, as 
it manifests itself iu women, is usually associated with utero-ovariau 
disease, a clinical distinction is often impossible, and, indeed, unneces
sary. It is only important to remember that in hysteria there may be 
actual disease of the nerve centers, while in the hystero-neuroses no 
such disease is present. In both, however, the nen·ous centers are 
unduly impressionable, and I therefore deem it wise to study the two 
conditions under the same clinical head. By so doing I shall at least 
avoid uncertain and profitless discussion. Neurasthenia or nervous 
prostration is likewise frequently associated with the hystero-neuroses. 

GENERAL CONSIDERATIONS. 

The so-called neuroses are but begiuning to receive the attention 
which, from their importance, they deserve, although great strides 
ha\·e been made in this department of medicine during the last five 
years. Those of the genital system constitute but a single group of 
that varied conglomeration of symptoms which may have their origin 
in any organ of the body. Flint has called attention to the cardiac 
neuroses, and to Dr. Pratt we owe much for his work in the rectal re
flexes. The nasal and bronchial neuroses, as well as the ocular, are 
now receiving due attent ion. It is well known that, under favorable 
conditions, the slightest derangement or modification of function in a 
sensitive organ, so slight as to attract no attention to that organ, may, 
to use the simile of a well-known writer, cause distant organs to re
spond most violently-as the alarm-gong responds to the tap of a dis
tant button. 

The sympathy existing between the stomach and the brain is well 
known, and the one will quickly respond to any disturbance of the 
other. It may be impossible to O\·ercome reflex asthma and so-called 
hay fever without directing attention to the hypertrophied posterior 
nares or the nasal mucous membrane. \Ve are told by the oculist that 
certain obscure nervous symptoms-and even epilepsy-may be due to 
errors of refraction. All gynecologists know that an anal fissure 
will cause not only exquisite pain at the seat of the lesion, but may dis
turb the whole vaso-motor system, giving rise to the most irregular 
distribution of blood in various parts of the body. I myself ha\·e seen 
au obstinate reflex paraplegia disappear only after curing a urethral 
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fissure. I cite these well-known clinical facts simply to show that the 
genital sphere is only one of many capable of impressing the organism 
most profoundly in a reflex wari and the absolute necessity of study
ing the organism as a whole in looking for reflex causes. 

:N"eurologists and gynecologists, unfortunately, do not agree as to the 
importance of the hystero-neuroses I am confident, however, that the 
former are often in error in ignoring pelvic symptoms as causative fac
tors Careful observation will, I believe, demonstrate to the neu
rologist as well as to the general practitioner, that uterine disease fre
quently exists, even though the ordinary symptoms of such disease are 
wanting. 

The profes;ion is indebted to Dr. George J. Engelmann, of St. Louis, 
more than to any other man, for the development of the department of 
medicine under consideration. Jolly, Mayer, Fordyce Barker, Tilt, 
Hodge, Hilton, Emmet and Skeene blazed the way for Dr. Engelmann, 
but it remained for the last-named author to formulate the work of bis 
predecessors into a system. Of the more recent writers the names of 
Weir Mitchell, Baird, McGillicuddy and More-Madden are to be men
tioned. Dr. Skeene, in his latest work, 11 Medical Gynecology," has 
dealt with the hystero-neuroses under different names and various 
lesions in a most able and scholarly manner. In the homeopathic 
school, while no writer has produced extended dissertations on the 
hystero·neuroses as such, much of value has been added to the general 
literature of the subject by Ludlam, Conrad Wesselhceft, Arndt, Pratt, 
H. E. Beebe and others. 

FORMS OF HvSTERO-NEHROSES. 

For co1wenience of study, the hystero-neuroses may be classified 

1. PllJ1siolo,([ica/1 gh·ing rise to reflex symptoms owing to increased 
functional activity, as during menstruation , pregnancy, and dur
ing puberty and the menopause. 

2. Patliological
1 

giving rise to reflex symptoms having their origin in 
some pathological change of the female sexual system. (Engel
mann.) 

This classification is not strictly correct. The term ''physiological '' 
neurosis is paradoxical, for, if a function is perfectly physiological, 
there should be no disturbance suggesting such a term. The fact re
mains, neyertheless, that there are few ,.,·omen who do not suffer some 
i11co1wenience during the several crises characterized by physiological 
congtstion, and the classification at least facilitates understanding. 
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THE PHYSIOLOGIC.\L HYSTERO-XEUROSES. 

(a) The H ystero-Neu roses of P uberty.-The function of meu
strnation in most instances gi\·es rise to more or less distress, and to a 
feeling of uneasiness within the pelvis, which is still without the domain 
of actual or discoverable disease. This is especially so before the func
tion is regularly established. In a girl whose nervous centers are un
duly impressionable, reflex disturbances are common. Headache, 
nausea and vomiting, local spasms, neuralgia, choreic manifestations, 
and actual hysteria, are not infrequent symptom~. 

(b) The Hystero-Neuroses of Menstruation.-The nervous 
symptoms of menstruation often persist during the entire menstrual 
life. The congestion causes an increased nervous excitability. and the 
neurosis, which may have subsided during the intermenstrual period, 
recurs. Here again it is probable that a pathological condition so in· 
significant as to cause no trouble wihtout the super·added menstrual 
congestion is, in at least the majority of instances, responsible for the 
neurosis occurring al this time. 2\Ie11strual neuroses are not limited to 
the actual period of the flow, often occurring some days before the san· 
guineous discharge takes plo1ce, and persisting for se\·eral days after it 
ceases. 

(c) The Climacteric Hystero. N euroses.-The neuroses occur· 
ring at this period are, in nearly every case, traceable to pathological 
lesions. And yet symptoms often occur duri11g the change of life, as 
during puberty, which are without the <lo111ai11 of actual disease. There 
are few women who complete this period without suffering more or less 
from Aushes, ne1Tous irritability, faintness, headache, etc 

(d) The Hystero-Neuroses of Pregnancy.-The uterus and all 
of the pelvic orgaus during the pregnant state are characterized by in· 
creased functional acti\'ity. Keuroses are frequently excited by these 
physiological changes, and often do not cease until the uterine ca\·ity is 
evacuated and the congestion terminated. The stomach is usually the 
first organ im·oked in a reflex way, as a result of conception, and so 
common a symptom of pregnancy is nausea and \'omiting that it consti· 
tutes 011e of its classical signs. The head, the eyes, the sali\·ary glands, 
the thyroid, the bowels-indeed eyery part, and every function of the 
body, may be disturbed as a result of conception. 

Let it be r~membered that the existense of physiological neuroses is 
in perfect harmony with the theory already set forth,* to the effect that 
either hyperemia or hJ'/Jffesllusia of the pelvic organs is essential for the 

;:•. Chapter \"III. 
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production of reflex symptoms having their origin within the peh-is. 
\Vith the data now in our possession, we are justified in drawing a line 
between physiological congestion and hyperemia and pathological. 
Physiological congestion may affect the female organism either almost 
imperceptibly or very profoundly, depending upon the impressionability 
of the nervous system; the same is true of pathological congestion and 
lesion. It is probable that the degree of local hyperesthesia is likewise 
gm·erned by the state of the nen·ous system. Tfiis explanation is in 
perfect accord with clinical evidence, and will account for the contradic
tory theories held by different men, equally eminent, rc.:garding the im
portance of local lesions as symptom-producing factors. The gyne
cologist knows \'ery \\'ell that the most serious or fatal local lesio11 may 
run its course without exciting any reflex symptoms, whereas in another 
patient, differently constituted, the slightest local rent may make her 
life miserable. T)1JeS of temperament are equally distinguishable during 
childhood The eruption of the teeth will occur in one child without 
the slightest disturbance, while in another this physiological process 
will pre.;-ipitate the most \'iolent conntlsions; or, prep11tial :;megma will 
cause no nen·ous irritation whatever in one instance, while in another 
its pn:sence may cause con\'ulsions, and e\·en arrest of de\·elopment. 

Dt.\GNOSIS. 

The most weighty diagnostic e\·idence in determining the existence 
of a neurosis is the absence of structural changes in the organ or part 
im·oh-ecl. U11fortunately, e\'en learned and experienced diagnosticians 
cannot, for instance, always differentiate between yaso-motor disturb
ance and slight i11nammation, or between a renex epilepsy and one due 
to organic disease or the nerve-centers. Engelmann has so admirably 
summarized the essential diagnostic points that I quote from him nearly 
\'erbatim:-* 

r .• J neurosis is probable, and ma)' be s1ts/Jtcled-
( a I By the exi:;tence of \'iolent symptoms without corresponding 

pathological changes or febrile reaction. 
( b) Hy the existence of lesions uterine or o\·arian. 
(cJ By the failure of proper remedies to afford relief. 
Id J By the aggra\·ation of symptoms in the affected organ corre

sponding to exacerbation of uterine disea~es 
2. ~I notros1:f is prm,ol•d-
(a) If symptoms arc not aggra\·atecl by causes which are known to 

aggravate existi11g pathological changes iu the orgau aITected. Thus, 

..\ml'rican System or Gynccolog-y, \'ol. II, p. 7i· 



208 A TEXT-BOOK OF GYNECOLOGY. 

the use of indigest ible food will not aggravate a gastric nemosis, whilst 
the most violent symptoms may appear in response to a diet which 

would seem indicated in actual stomach disease. 
(b) If the symptoms are aggravated by causes which give rise to ex

acerbation of existing uterine disease. 
(c) Improvement of symptoms upon treatment of uterine or ovarian 

disease regardless of any interference with the organ in which the 

neurosis appears,,. 
(d) By a cessation of symptoms upon improvement or cure of uterine 

or ovarian disease. 
It is necessary to eliminate from the category of neuroses those mani

festations of pain due to pressure. Pelvic tumors, inflammatory exu
dates, or a pregnant uterus may cause most persistent and agonizing 
pain in the lower extremities by impinging upon the nerves within the 
pelvis. Disordered defecation and micturition may likewise result 

from an increased pressure exerted by the uterus during menstruation. 
These are not reflex symptoms and should not, therefore, be confounded 

with the neuroses. 

PROGNOSIS. 

In considering the prospect of reco,·ery from the hystero-nenroses 

and hysteria it is necessary to study the duration of the symptoms, the 
nature of the lesion to which they are due, and the previous neurotic 
history. The severity of the symptoms is not a safe criterion upon 
which to base a prognosis. The slight psych ical disturbances which 
are permanent and persistent in character are of much more serious im

port than violent and transitory symptoms. It must not be forgotten, 
however, that ineffaceable traces of psychical weakness are apt to fol
low in the train of even slight and temporary attacks of insanity. 

With the exception of the neuroses of the eye, nearly if not all of 
the reflex symptoms originating within the pelvis disappear upon re
moving the cause of such symptoms. Functional changes of that 

organ may be, and, unfortunately, are frequently perpetuated if the 
local disease persist for any length of time. So, too, if other organs of 
the body suffer in a reflex way for years, there is liable to be a certain 

trace of weakness left behind after the more distressing symptoms ha,·e 
vanished. 

With the foregoing exceptions the prognosis of the hystero-neuroses 

is good. But the persistency of the symptoms after the cause is re

moved is most Yariable, and the practitioner should be cautious not to 
promise immediate relief in all instances. I have many times seen a 
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most distressing headache relie\'ed almost instantly by correcting a dis
placed uterus, or by a simple application to an abraded cer\'ix. I ha\'e 
seen a reflex asthma, which had followed almost eyery defecation for 
years, disappear upon remO\·ing a prolapsed ovary. I ha,·e on many 
occasions witnessed the disappearance of various types of psychoses, 
and of pain in various organs and parts of the body soon after the re
moYal of cicatricial tissue from 1 and the closure of. cerdcal rents. I 
have frequently seen cold hands and cold feet become warm almost im
mediately after divulsing the rectum. Immediate results of this kind 
will not infrequently follow operations and local treatment. but oftener 
the improvement is gradual and slow. This is especially true when 
physical debility has been induced by depra\·ed nutrition inciaent to 
reflex disturbance; for then re-in\'igoratiou depends upon the proper per
formance of the digestive function. So, too, time is required if there 
is anemia due to excessive uterine hemorrhage, for which the ovaries 
are remO\·ed or a cervical rent is closed; or if there is a badly sub
involuted uterus requiring months after operation before it returns to 
its normal size. Indeed, it is not uncommon for the patient to feel 
worse for two or three months after a serious operation, and her symp
toms do not begin to disappear until the system fully reacts from the 
shock of the operation. 

As soon as the marked irritation of the ganglia implicated begins to 
disappear improvement sets in 1 and often of the most decided character. 
\Vhat the patient describes as "nervous tension" vanishes; her ex
pre5.5ion changes from that of dejection to one of hopefulness; the dark 
rings surrounding the eyes disappear, as does the sallowness of the 
skin . She no longer suffers from distress in the affected organ or 
organs, and her nutrition impro\·es simultaneously with the improve
ment of digestion and assimilation. It must not be forgotten, how
e\'er, that when psychical symptoms predominate there is always more 
or less danger of relapse This is especially true if the patient is sub
jected to ill-directed sympathy bestowed by o,·er-zealous friends. From 
this it may be nece5.5ary to protect her by an entire change of environ
ment. 



CHAPTER XI \'. 

THE H Y STERO- NEUROSES: HYSTERIA 
( Con ti nued.) 

SY:-! PTO:-IATOLOGY. 

A COtl\"enient classification of the hystero-ueuroses is the following:-
1. Disorders of Sensibi/i!J'. 

(a) Hyperesthesia; 
< b) A nestbesia. 

2. Alterations of Motility. 
(a) Clonic and tonic spasms; 
( b) Paralyses. 

3. CirculalorJ' Disturbances. 
(a) Central or cardiac; 
(b) Periµheral or vascular. 

4. Anomalies of secretion aud l'Xcrelion. 

5. Disorders of respiration. 
6. Disorders of tile gaslro-inlestina! canal. 
7. Disorders of the skin . ( Derma loses. ) 
8. Glandular disturbances. 
9. Disiurbanas qf the nen:ous s;1sfem. 

(a) Ge11eral; 
( b 1 Psychical. 

DISORDERS OF SEXSrBILI'fY. 

(a) H yperesth esia.-Hyperesthesia may be either general or local, 
but it is rarely if e,-er absent in some form. There is apt to be an ex
aggerated sensible irritability, so that sensory ~tinHdi increase \·arious 
kinds of pleasure and aversion; or, if the hyperesthesia be greatly ex· 
aggerated, stimulation of the senses may produce pain instead of 
pleasure. 

Increased sensible irritability is often perverted, so that stimuli 
which would excite in the well actual disgust become a source of 
pleasure to the hy.r;te;o·neurotic; or the highest degree of discomfort 
may be produced by agencies which, in the well, give rise to pleasure. 
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There may also be what Jolly terms a jsJ1dlieal ltj•peresthesia, charac
terized by "exaggerated sensations of desires and repugnance." 

The senses of sight and !tearing are often extremely hyperesthetic. 
When the eye is involved patients cannot tolerate a bright light, and 
in the worst cases they are compelled to confine themsel\'es to a 
darkened room. There may be sebjecth·e phenomena of flashes, 
sparks, or phantasms, but these symptoms are oftener associated with 
hysteria or ecstasy due to other causes than utero-o\'ariau disease. 
Ne\'ertheless, hyperesthei;;ia is probably present '''hene,·er hallucina
tions of ,·ision occur. 

Idiosyncrasies of the Yisual organs are sometimes met with. Certaiu 
objects will excite in susceptible persons peculiar symptoms. Prochaska 
ciles the case of a woman whc fainted on seeiug a beet-root. It is said 
of Robert Boyle that he could not endure the sight of a spider. Scali
ger was similarly affected by a water-cress; \\'ellington, Xapoleon, and 
Htnry lII., of France, could not bear the sight of cats. (Gould.) 

Excitation of the seuse ef hearing gi\'es rise to greater acuteness of 
this faculty, so that in the worst cases slight noises are not only dis
tressing but painful. Ringing, blowing, roaring, etc., frequently oc
~ur as subjective pheuomena. From a patient whose greate~t distress 
was a tinnitus aurium, for which ~he had been examined by my col
leagut, Prof. D. A. !\IacLachlan, who found no local ear disease, J re· 
moved an incredible amount of cicatricial tissue from the cen·ix, which 
entirely relieved the tinnitus. Hallucinations of hearing are rarer than 
Yisionary hallucinations, and when present suggest the possibility of 
permanent mental aberratio11. 

Zimmerman tells of a girl who was thrown into conn1lsio11s by the 
rustling of oiled silk. ~Iusic affects certain people peculiarly. La 
~Iothe Lt: \'ayer, allhough a c'ap of thunder excited pleasurable sensa
tions, could not endure the sound of musical instruments. Tissot 
mentions a case iu which music cau!:ied epileptic convulsions (Gould l ; 
and Hoyle~ womau who fainted at the so11nd of a bell. I now ha\·e 
under obsen·ation a highly neurotic girl of ten who is seized with a hys
tero-cpileptic conntlsion, preceded by marked sexual excitement, im
mediately upon hearing the piano. 

Pern:-rted smell aud taste occur with especial frequency. Odors 
which ordinarily are pleasant become repugnant and the most delicious 
Am·ors 111ay excite nothing but disgust. On the other hand, unpleasant 
and tfo;agrceable :-;ubsta11ces which are repellent to the healthy may be 
sought for. Cravings for chalk, dusl. coal, and like materials are 
not u11co111mo11. The acutenes'j of smell is sometimes remarkable. 



One patient of mine could detect the odor of musk contained in a 
medium trituration and carried within a pocket case immediately upon 
my entering her chamber. A case is recorded by Amann of a woman 
who could distinguish persons by smell. Schneider records the case of 
a woman who fainted on smelling the odor of orange flowers. A case 
is mentioned by Dejean of a man who could not tolerate the atmosphere 
of cherries. Apparently authentic instances are recorded where the 
odor of the walnut tree, bread and butter, meats, cheese, citron, vinegar, 
etc., caused the most distressing symptoms in individuals of peculiar 
idiosyncrasy. 

The sense ef touc!t is rarely exaggerated, though it may be. The re
finement of touch varies greatly in different people who are in every 
way healthy. The" muscle reader 11 possesses such refinement to an 
extreme degree. If this same exalted sensibility implicates any of the 
sensory regions, cutaneous hyperesthesia of that region is the result. 
It ruay be limited to a small portion of the body or it may be general. 

The hyperesthesia often involves the deeper structures, implicating 
musdes,fascim, andjoinfs. Actual disease is so closely simulated as to 
make it oftentimes exceedingly difficult to determine the spurious from 
the genuine. The so-called hysterical joint is not uncommon, and fre
quently has its origin within the pelvis. Mitchell, Brodie, Pajet, and 
Hilton ha,·e placed on record many such cases. If there has been real 
injury to the joint, with hysterical phenomena either preceding or fol
lowing such injury, the problem is often exasperatingly perplexing. 
With the purely hysterical joint there is pain without heat or swelling; 
again, forcible apposi/£011 causes much less pain titan superficial pressure, 
and electrical reaction remains normal. The knee joint is the one most 
often affected, and next to this the hip and wrist. The smaller articu
lations are rarely involved. 

Hyperesthesia ef tile scalp is usually associated with an intense head
ache. A reflex headache is a common symptom of utero-ovarian dis
ease. It is aggravated by emotional disturbance, and is particularly 
liable to recur at each menstrual period. The pain is oftener located in 
the vertex or occiput, but not infrequently it partakes of the character 
of neuralgia , implicating the occipital, and different branches of the 
fifth nerve ; or there may,be hemicrania, or da·vus ll) 1slericus. Following 
these attacks of headache hyperesthesia of the scalp, or of the under
lying muscles, is often marked. 

The genito-uriuar)' S)'Stem frequently becomes hyperesthetic. The 
extl'rnal genitals, the bladder aud urethra, are oftener sensitive because 
of actual disease; they may, however, become exquisitely so without 
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any demonstrable cause. That condition known as hJ•stera<f{ia is like
wise a purely functional disorder without any textural change in the 
uterus to account for the pain. 

Cocc)1god_.11nia with hyperesthesia is sometimes purely reflex, but usu
ally it is the result of structural disease in or about the bone. 

Pain and ltJ 1/Jeresthesia of the back may result from OYer-sensith·eness 
of the vertebral periosteum, from increased muscular sensibility; or it 
may be entirely superficial. The most frequent seat of superficial pain 
along the back is between the scapulre, but it often makes its appear
ance alternately along different portions of the spinal column; or it may 
be present simultaneously at different and widely separated points. Fre
quently the area supplied by the intercostal nerves passing from the 
vertebral column at the sensitive point is painful, gi\·ing rise to so-called 
iulercoslal newa<gia. 

When hyperesthesia affects the region of the vertebral column in this 
way it is known as spinal irritation. There is no doubt that it exists 
as one of the forms of the hystero-neuroses and, if so, will disappear on 
curing the pelvic lesion. The exact pathological condition of the 
structures i1wolved is yet an unsettled point. \'alleix *considers the 
condition one of the manifestations of hysteria. Inman t ascribes the 
pain excited by pressure over the spinous processes to an involvement 
of the muscular attachments. Erichsen,! Hammond,~ and Gowers ll 
believe that the pain radiating from the spine, when structural lesions 
are absent, is due to anemia of the posterior columns or the cord. The 
explanation last given is probably the correct one, as it is in harmony 
with the fact that spinal irritation oftener occurs in anemic subjects. 

It is very important to differentiate between simple spinal irrilalion 
and c!trouic m_yelilis, meniugilis and congesliou. 

In nl)'elitis there is often anesthesia instead of hyperesthesia; the 
muscular contractions are frequent and painful, and there is a sensation 
as if a tight cord were tied around the body at the upper limit of the 
paralysis. (Hammond.) The bladder and rectum are frequently im
plicated, and paralysis with atrophy is sooner or later developed. 
When paralysis results from spinal irritation, which is seldom the case, 
it is rarely complete, and there is ne\·er atrophy of the muscles involved. 

"TraitC des neuralgies, ou affections douloureuses des nerfs," p. 3-lS· 
t" On :\lyalgia: il'i Nature, Causes and Treatment," p. 225. 
~ "On Concussion of the Spine, etc.," p. 188 d seq. 
* "Dis1::a~es of the ~ervous System," 1886, p. 399 el seq. 

"Diseases of the Nen·ous System," r888. 
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l\Iyelitis, unless arrested, steadily progresses toward a worse condition, 
which is not the case with spinal irritation. 

In spinal meniugilis there is persistent pain in the cord, and the 
spinal tenderness is not increased by pressure . Painful spasms of the 
muscles of the back is a constant symptom. 

In co11ges/io11 ef the cord there is no ~pinal tenderness, and all of the 
symptoms are aggravated· by the recumbent posture, because in this 
posture the blood gravitates toward the spinal centers. 

Pain O\·er a circumscribed area of the extremities may resemble very 
closely a periostitis. 

lllustrath..<c Cases. 

CASE !.-Neurosis of !lie Anterior Tibial Region Simulating Perios· 
titis Cured h)1 Emmet's Operation.-Mrs. T. L., ::et. 28, presented 
herself at the surgical clinic of Professsor H. L . Obetz during the fall 
of 1887. Her chief distress, and the only symptom of which she com· 
plained, was a circumscribed tenderness O\·er the anterior tibial region 
of the left side. It elated from the birth of her first and only child two 
years predously. The pain was constant and persistent, worse during 
menstruation and after getting warm in bed. It was unaffected by the 
weather. She had been subjected to local blistering and constitutional 
treatment without a\·ail. There was nothing of the" hysterical" about 
her temperament, being exceedingly phlegmatic and with no trace of 
psychical disturbance. There were no evidences of heal or swelliug, 
and the case was referred to me for local examination. I found a badly 
lacerated cervix and perineum, which were repaired in the usual way. 
In two weeks after the operation the pain in the limb had entirely dis· 
appeared, and remained absent until eighteen months subsequently, 
when she gave birth to a second child. It then returned, and an ex· 
amination rtvealed a recurrence of the laceration. 'Cp to the present 
time she has not submitted to a seco11d operation, and the pain persists. 

CASE II.-17,ystcrical Joint of Three )'ears' Duration, Simulating 
.1/orbus Coxarius, Cured bJ1 Directing !ht TreaLmem! lo the Pd.:•is.-l\.liss 
E. 1 a bright, intelligent girl, ret. 19, con~ulted me during the spring of 
1890 for what had been diagnosed as hip·disease. Three years pre· 
dously she fell down stairs while at school, striking upon the buttocks, 
soon after which she was taken with a severe pain in the occipital 
region, which compelled her to leave school. In a short time the left 
hip began to pain her, when she took to her bed and never walked up 
to the time of consulting me, except for a short period while wearing a 
brace. She had consulted ,·arious physicians of ,·arious schools, had 
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submitted to all kinds of treatment, in and out of sanitariums, without 
a\·ai1. She was brought to me in an invalid's chair. The first point 
that impressed me was that the g-irl did not look ill. I learned that she 
commenced to menstruate at thirteen, puberty precipitating an attack 
of chorea. The flow ne,·er became regular, and \\as always scanty and 
very painful. A yellowish leucorrhea had persisted since her injury. 
The hip-joint was excessively tender upon pressure1 hut there was no 
local increase of temperature, no eYidences of feyer or suppuration, and 
forcible apposition, by striking the heel, was not very painful. More 
or less spastic contraction of the flexor muscles of the affected side 
existed, which gave to the limb an appearance of shorteni11gt which 
was ,·ery decepth·e. The mother informed me that hysterical symptoms 
were common. Irritability of the bladder1 with alternate diarrhea and 
constipation, frequently occurred. On examination I found the left 
O\'ary ,·ery tender, with more or less inflammation of the whole genital 
tract. The local examination increased the pain in the hip most 
decidedly, and caused much nen·ous agitation. I did not, therefore, 
deem it wise to recommend local treatment other than the hot douche 
with calendula, which was faithfully carried out. I put around the 
ankle of the affected leg three pounds of bar-lead, prescribed a pair of 
crutches, and insisted upon her walking. The lead was used to over
come the spastic contraction, as well as for its moral effect. I did not 
deem the joint lesion of such a character as to need extension. Ignatia 
was the only remedy given internally. I heard nothing more from 
the case until after my return from a six months' absence abroad. 
She then wrote: "I wore the weight until my left limb was nearly as 
long as my right, and can uow walk perfectly well with the aid of a 
cane, though it hurts me some. I ha,·e taken no medicine except the 
prescription you gave, and have not deemed it necessary, because of 
the great improvement." 

This patient quite reco,·cred her health and remained well for five 
years, when she was taken with a severe attack of pekic inflammation, 
or at least what her physician diagnosed as such, and died. A post
mortem was not permitted. 

C.\SE III.-Distnssi11g H)'/Jcrcsfhesia of Sig/if and 1-/ean·ng.-),[rs. 
-, ret. 4i, a widow for twenty years. She is a deYoted church 
woman and for many years was a leader in all charitable work done in 
the community in which she resided. Through friends she was urged 
to consult me, and I think that the call to the neighboring town in 
which she lived was countermanded at least four or fi,·e times before 
she finally mustered up sufficient courage and strength to see me. Upon 
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reaching her bed-side I found my patient in a room made dark by closed 
blinds, over which were hung hea,-y blankets to shut out e\·ery ray of 
light. The mirror was turned toward the wall for fear a ray of light 
might strike it and flash throughout the darkened room. Nor did the 
patient rest under these extreme precautions, for the eyes were pro
tected with two pairs of colored glasses with side attachments. Hyper
esthesia of the sense of hearing was equally marked, and noise was ex
cluded from the room by double doors whose keyholes were stuffed 
with cotton. She also had her ears filled with cotton, over which she 
wore ear-mufflers. She was emaciated to an extreme degree, and had 
been reduced to her miserable condition by a ~eries of events which so 
frequently precede profound neurasthenia. Here husband was killed 
during the war and she was left childless. Twelye months previously 
to taking to her bed she nursed her mother through a long and fatal 
illness. This greatly prostrated her, yet she kept up until a fa\·orite 
brother-in-law was thrown from a carriage and killed. This was the last 
straw, and the shock compelled her to take her bed. In due time loss 
of appetite with irritability of the stomach de,·eloped 1 wl1ich of course 
led to marked depravity of nutrition. \Vith the anemia came the 
hyperesthesia of the special senses, spinal irritation, headache, hysterical 
manifestations, etc. There was no serious pelvic lesion, although she 
had been much treated for an alleged uterine displacement with con
gestion. Unfortunately, she was encouraged instead of discouraged in 
her invalidism and she soon became a nosornaniac of the worst type. 

\Vith great difficulty the patient was moved on a couch to a private 
hospital and placed under the \Veir Mitchell treatment. I ignored the 
pelvic trouble entirely. It is unnecessary to give in detail the progress 
of the case from day to day after this treatment was inaugurated. 
Suffice is to say that the improvement was of the most marked char
acter, and in six weeks from the time she entered the hospital she walked 
to her carriage with her eyes and ears unprotected. She soon resumed 
her church and charitable work, in which she again finds much enjoy
ment. 

( b) Anesthesia.-Anesthesia may temporarily impair any or all of 
the senses. The sense of touch is, howe\·er, oftenest affected. Henrot, 
Szokalsky, and Gendrin affirm that general or partial loss of sensibility 
follows every hysterical attack. So good an authority as Jolly, how
ever, considers this statement too sweeping. Alternate surfaces of the 
body are frequenty affected, and hyperesthesia may supplant the 
anesthesia of the part first attacked. 

All sensations are sometimes absent, but usually that of pain alone is 
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abolished, while those of heat and pressure remain normal. The entire 
surface of the body is rarely implicated. Hemianesthesia occurs oftener 
on the left side (Charcot) . The most frequent seat, when circumscribed, 
is the dorsal surface of the hands and feet and the regions of the outer 
ankles. Cases of self mutilation occur in women while in an anagelsic 
state. :\I any interesting and almost incredible instances of such mutila· 
tion ha\·e been recorded by Cullingworth,* Channing,t Andrews,t 
Jolly.~ and others. II Nara th has recently placed on record two cases of 
what he terms hysterical gangrene. In the first case the girl ran a 
needle into her arm, which could not be found on exploration. The 
wound was not sutured and the patient irritated it through the dress
ings in every conceivable way, until an extensive slough was produced. 
In the second case a woman excited all sorts of skin eruptions, and 
even gangrene, with caustic alkali. 

Loss of sensibility of flu muscles, hones and joints may be associated 
with the cutaneous anesthesia. :\Iuscular contraction is only tempor· 
arily impaired, if at all; in some instances there may be difficulty in 
executin g passive movements of the limbs with the eyes closed (the 
Lasegue symptom complex). 

Anesthesia of /lie mucous membranes is a frequent symptom in the 
hysterical. It may or may not be associated with the loss of cutaneous 
sensibility of the neighhoring parts. The mucous membranes of the 
respiratory, g~nito-urinary, aud alimentary tracts are the ones most fre
quently affected, and , as a result, there is diminution or loss of reflex 
excitability of the parts involved. \\Then the rectum and bladder are 
the organs implicated the presence of feces or urine fails to create a de
sire for e\·acuation, and the distention often becomes Yery great with
out exciting pain. Scanzoni, in four of his patients, found complete 
anesthesia of the vaginal mucous membrane with an absence of all sex
ual desire. 

""'Op. cit, p. 855. 
t .rlmerim11 journal of /11sa11it;1, January, 1878 
!Journai of .lft•11tal Scinur, July, 1875. 
* Ziemssen, \'ol. xv, p. 507. 

In one of Dr. Channing's cases the following is a list of articles which were re
moved from the patient's ann and sa,·ed: '' N'inety-four pieces of glass, thirty-four 
splinters, two tacks, four shoe nails. one pin and one needle. Se\·eral pieces of 
glass nnd the pins and needles first removed were, unfortunately, mislaid and lost. 
Including these the whole number of objects removed amounted to one hundred 
aucl fifty. * Tbe longest splinter was nearly six inches long." Dr. Chan
ning thinks that she experienced acute erotic pleasure from the probings to which 
she was subjected. 

15 
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Dcafuess and 1..1isual disturbances likewise r~sult from anesthesia, oc
curring particularly in conjunction with the hemianesthesia, and are 
therefore usually unilateral ( Charcot ) . The dsual disturbances not 
infrequently terminate in amblyopia and amaurosis. An ophthalmic 
examination rarely discloses any textural change of the eye. 

ALTERATIONS OF r..loTIL11'\'. 

(a ) Clonic and Tonic Spasms -In deal ing with the various forms 
of clonic and tonic spasms the same difficulty may present itself in dis· 
tinguishing those that are reflex from those depending upon direct 
motor excitation that often exists in dist inguishing a reflex pain from 
pain due to actual disease. It is often necessary to remove possible 
causes within the pelvis before an accurate diagnosis can be made. 

Clonic or tonic spasms of hysterical origin may implicate any muscle 
or muscles of the body. \Vhen the pharynx is im·oked, it gives rise 
to that peculiar sensation known as glohus ltj1slericus ( Hammond ) . 
Other writers attribute the peculiar sensation so often felt in the throat 
to a re,·ersed peristalsis of the esophagus (Jolly ) . Eulenberg consid
ers it a sensory and not a motor phenomenon. It is certain that the 
esophagus is frequently the seat of hysterical spasm which, under certain 
circumstances, continues long enough to simulate organic stricture. A 
similar spasm not infrequently implicates the stomach, intestines, and 
bladder. 

A tonic spasm of the limbs causes contractions, a symptom, which, 
especially when accompanied with paralysis, suggests very forcibly the 
possibility of organic lesion. These contractions may last for au in
definite length of time. Charcot cites a case of eighteen years' stand
ing. The patient was first seized with an hysterical paroxysm which 
was followed by paraplegia and contraction. Hammond says he has 
frequently seen such contractions last for several mouths. 

\Veir Mitchell, alluding to hysterical contracture , gives the follow
ing two forms:-

11 1. This concerns single parts and limited groups of muscles, and 
may last for years without organic change in muscles, joints or inter
stitial tissues. In this form sudden cessation of contracture is possible. 

0 2. A form which attacks in succession one limb after another until 
nearly all voluntary muscles, including those of the trunk, may be 
affected." 

( b ) Paralyses.-So-called hysterical paralysis is not uncommon. It 
is either restricted to individual muscles, or occurs, as it oftener does, 
in the form of hemiplegia. I-f.vsterical aplionia, coming and going sud-
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denly, is due to paralysis of one or more of the laryngeal muscles. 
Howe\·er, aphonia due tu reflex causes, may and often does persist until 
the cause is remo,·ed. Reflex paraplegia may be partial or complete. 
If the lower extremities are involved, and the paralysis is incomplete, 
the patient has a peculiar gait, unlike that of any organic disease of the 
cord. By the aid of crutches or art icles of furniture within her reach 
she drags her lim bs along. As in all hyster ical affections, her ability 
to walk is very variable, depending much on external circumstances, as 
well as the state of her own mind. 

CASE I\'.-Rej!ex Paraplegia, Due lo Anleversion and Urethral Fis
sure.-Mrs. W. 1 ret. 33 1 Muskegon, Michigan, presented herself at my 
clinic October 7, 1886, with symptoms of locomotor ataxia. :\Iarried for 
t\\'eh-e years. Ne,·er pregnant. Illness dates back for six years. First 
noticed inability to mount staircase owing to weakness and tremor of 
limbs. Could not walk unless looking at feet, and could not stand with 
eyes closed. There was a burning pain OYer the sacrum. Urination 
painful and frequent, the bladder being emptied many times during the 
twenty-four hours. The urine was perfectly normal. Feet and hands 
cold. The uterus was anteverted, and the urethroscope showed a fissure 
at the neck of the bladder. The dysuria was entirely overcome by forci
ble dilatat ion of the urethra 1 after which an ante\·ersion pessary was 
fitted, argentum nit., 6x, given internally, and the faradic current ap
plied once per day. She returned home December 3d much improved, 
though not well. I have not been able to hear from her sin ce. I should 
ha,·e added that electricity had been faithfully used before coming to 
me. The rOle played by the argentum nitricum should not be under
estimated, for the indications were clear cut, and it covered the case 
beautifully. 

CIRCCLATOR\" DISTURBANCES. 

General Considerations.-In another pl:..ice* I ha\·e endea\"ored to 
show the important and intimate connection existing between the 
generati\·e organs and ,·aso-motor system of nen·es. Inasmuch as the 
\'aso-motor system presides over the circulation 1 it is certainly not re
markable that the circulatory equilibrium should be disturbed by utero
on.rian disease. Dilatation and contraction of the vessels and capil
laries result in response to a peripheral stimulus, so that no system is 
more quickly implicated as a result of reflex impressions than the circu
latory. The cold pallor of contracted, and the hot flush of dilated, 

Chapter \"III. 
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capillaries are symptoms frequently witnessed when the utero-o,·arian 
functions are disturbed , as during the change of life. Such disturb
ances may be either ( a ) central or cardiac; or ( b) peripheral or 
vascular. 

( a ) Central or Cardiac. -In the August, 1886, number of the 
Americanjouma! of Obstetn'cs will be found a most excellent article 
by H.J. Bolt, M. D., entit led ''Card iac Neuroses in Connection with 
Ovarian and Uterine Diseases." Doctor Bolt states in this article that 
cardiac neuroses are present in eight per cent. of all cases of uterine 
disease, and classifies them as follows:- tr 

1. Palpitation; 
2. A disturbance of the rhythm ( irregularity); 
3. A distinct suspension of a distinct beat ( intennittence) ; 
4. Angina pectoris. 
Palpitation of lite H eart is a common symptom resulting from pelvic 

lesions, and, frequently, the only one of which the patient complains; 
at least it so absorbs her attention and excites her apprehension as to 
make her oblivious to all other incotweniences. It is always made 
worse by nervous excitement1 as the heart's action in no small degree 
is gm·erned by the emotions and the state of · the mind. Pain fre
quently accompanies the palpitation, sometimes extending to the left 
shoulder and down the left arm. It may be sufficiently severe to amount 
to an angina pec!oris. 

The palpitation is generally paroxysmal in character, though it may 
be continuous. It often occurs immediately upon lying down at night, 
preventing the patient from getting to sleep; or it is worse during 
digestion. The sensation. of palpitation is frequently much greater 
than it really is, so that the patient complains of the violence of the 
heart's action when indeed it is 11ormal 1 or but little disturbed. This 
can be accounted for only by the increased sensitiveness of the heart 
and the surrounding structures, thus making the patient painfully con
scious of the ordinary movements of the organ (Byford ) . 

lntennittency and irregularit_y of the heart's action, though not a 
frequent neurosis, does sometimes result from a "modification of the 
rhythmic discharge in the cardiac ganglia" ( Bolt) . It stands to rea
son that a reflex palpitation existing for an indefinite length of time is 
capable of producing an organic lesion of the heart, which would thus 
no longer be a pure neurosis. I believe, however, that disturbance of 
rhythm is often, and that intermittency is occasionally, the result of 
uterine disease. 
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Loomis* affirms that a11giua pcctoris is always the result of organic 
heart disease. Fothergill, Peabody, and Fluck,t on the other hand, 
maintain that angina pectoris without organic disease is a possibility . 
Admitting that, in at least the larger number of instances, the symptom 
is the result of an evident organic lesion, the fact remains that in a 
limited number of cases of suspected organic disease, with se\·ere 
angina} symptoms, an autopsy reveals no demonstrable disease. 

In discussing the co-existence of hysteria with cardiac affections 
Giraudeau ! affirms that the two couditions are oftener met with in 
men than in women, especially if there exist mitral stenosis, either 
alone or combined with insufficiency. Giraudeau emphasizes the im
portance of differentiating these lesions from hysterical dyspnea, 
hysterical precordial pains and hysterical apoplexy. 

(b) Peripheral or Vascular.-The phenomena referable to reflex 
disturbance of the peripheral circulatory system result from the ir
regularity of distribution of the blood. Flushes of heat, undue red
ness of the face, cold hands and feet, a sensation of heat located on the 
top of the head, or in the occipital region, or extending into the spine, 
burning in the sacrum and loins, etc., are symptoms due to vaso-motor 
disturbance. If the vaso-motor paralysis is limited small blotches of 
erythema, perhaps not larger than a fifty cent piece, may appear upon 
any portion of the bodv-the back. chest, face or limbs. Ecchyrnoses 
smaller than the erythematous spots are occasionally seen. These 
symptoms occur not infrequently in conjunction with morbid perspira
tions (Tilt ). 

The symptoms enumerated occur more frequently during the meno
pause than at any other time, and cannot always be justly relegated to 
the category of hystero-neuroses. They are undoubtedly many times 
due to increased intra-arterial pressure, the result of the cessation of 
menstruation. In proof of this the same symptoms sometimes follow 
oOphorectomr in young and middle-aged women. An hyperesthesia of 
the mucous membrane in the region of the internal os is, howe\'er, 
usually present when these symptoms persist, and they will often \·au
ish as by magic after dilatation and curetting. Lesions of the rectum 
may likewise perpetuate vascular disturbances. The se\·eral forms of 
<:irarious hemorrhages are dealt with in another chapter. 

* " Practical '.\ledicine," p. 50~. 
t "Pepper's System of :\ledicine," \·ol. 111, p. 750. 
'Le St:maine '.\ledical, June, 1895. 



A TEXT-BOOK OF GYNECOLOGY. 

lllustrative Cases. 

CASE V.-Cardiac Neurosis resulting in Organic Disease associated 
wit II and probab(y caused by laceration of tile cervix. Greatly relieved by 
Traclzelorrap!ty.-~Irs. \V . was brought up to my clinic on NO\·em
ber 30th, 1886, by her physician, Dr. Wheelock, of Bancro't, Michi
gan. She was 51 years of age, possessed a good family history except 
that one sister suffered from periodical attacks of insanity. Has had 
four children. She did not get up well from the birth of her last child, 
soon after which she began to have severe attacks of palpitation, which 
were always worse during menstruation. An examination of the heart 
revealed undoubted dilatation and great irregularity. The uterus was 
prolapsed, enormously swollen and congested, the lips everted and so 
greatly hypertrophied as to almost present externally. The hypertro
phy was so great as to make partial amputation necessary. Much 
cicatricial tissue was removed. The patient nearly died during the 
operation from the effects of etheri howeyer, she made a splendid re
covery, and for two years her health was infinitely better. The heart 
symptoms impro,·ed simultaneously with the local improvement, hut 
because of the organic changes never entirely disappeared. She died 
two years subsequent to the operation, after undue exertion, from heart 
failure. 

CASE VI.-Cardiac Neurosis simulating Exop!tthalmic Goitre caused 
bJ' retroversion and endomelritis.-L. M., ret. 40 1 unmarried. Had for 
year!'; suffered from local pelvic distress, leucorrhea, bearing-down pain 1 

backache, occipital headache, etc. She came to me during the month 
of April, 1886, because of a seYere palpitation of the heart which had 
persisted for six months or longer. The pulse ranged from 120-160 

beats per minute. The eyes were very prominent, one being more so 
than the other. There was suspicious enlargement of the thyroid. An 
examination revealed a retroversion with more or less chronic endo
metritis, both cerdcal and corporeal. I reposited the uterus, fitted a 
Hodge pessary and cured, by appropriate treatment, the inflammatory 
condition. Gelsemium, cimicifuga and kali carbonicum were given 
internally. In six months' time the heart's action became perfectly 
normal and the thyroid returned to its natural size. The eye symp
toms still persist in spite of the best directed efforts of some of the most 
prominent oculists in America. 

CASE \"IL-Cardiac Pains simulating Angina Peclo1is due to peli1ic 
lesions.-Mrs. l\L, ::et. 29. i\farried eleven years; never pregnanti 
menstruation began at 12 years. The present trouble dates from the 
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time of matrimony. \\?as said to ha\·e inflammation of the womb four 
years ago. Complains principally of pain in the heart, which is de
scribed as paroxysms of "piercing and sticking,'' and in the intervals as 
a dull continuous pain, which traverses down the left arm. Two tender 
points are present on pressure O\·er the precordia. Dysmenorrhea and 
other symptoms are present which point to uterine trouble. 

Diagnosis.-Retroversion of the portio yaginalis, with the body of 
uterus pushed slightly to the left. An old exudation is felt on the right 
side . Chronic e11dometritis. Patient cured on directing treatment to 
pelvis.-Dr. /-/. j. Bolt, in the American Journal of Obs/dries. 

CASE YIII.-Circumscribcd ErJ11!1ema of /he Lou•cr Limbs in a J'Oll1llf 

h)'stcricai girl of E8. Retroversion. Cu:red.-The patient, of German 
parentage and not particularly intelligent, was. I am convinced, an 
onanist. The most striking symptom was the appearance, about four 
days previous to each menstruation, of two erythematous patches on 
the anterior thigh of each side, midway betwt:en the knee and body. 
These patches were perfectly symmetrical and about the size of a ~ilver 
dollar. The patient was entirely cured by correcting the uterine dis
placement. 

CASE IX.-.lfenorrha;:-ia 'li.'illt mar!.·ed f/aso 1110/or Disturbances mred 
b)' di/a/in.tr !he ren.•ix and curelling.-).lrs. A., ret. 51. :Married. Pro
fuse menorrhagia, recurring about every six weeks. During the in
tervals vaso-motor disturbances of all kinds-cold hands and feet, 
flushes of heat, alternate redness and paleness of the face, oppression 
of breathing, etc . The uterus was greatly subinvoluted and the mucous 
membrane at the internal os most exquisitely sensith·e. Entirely cured 
of all hemorrhage and nervous symptoms by forcible dilatation, curet
ting, and the application of iodine. Lachesis had modified the nervous 
phenomena previously to the operation, but only ga\·e temporary relief. 

CASE X.-Vaso-.1/otor Para(ysis <!l /he f7essds of the Abdominal 
Cmil.J•.-" Some twenty years ago I attended a young married woman 
whos~ life was embittered by losses of property and by ill treatment of 
her husband, who fi11ally dtserted her. For a long time she exhibited, 
at times, hy:-,teric disorders in the form of spasms, rigors, hemipalsies, 
and at last. for a month or two, moderate maniacal excitement. \\"ith 
fa\·oring circumstances she at last got well, and, removing to the \\rest, 
was lost sight of until about ten years ago, when I was called to see her 
at a hotel in Philadelphia. At this time my patient was 35 years old, 
was irregular as to her monthly flow, and had, as I fou11d, a womb 
tilted forward but not diseased, and no ovarian tenderness, or, at least, 
110 tenderness of belly, which was not the same en~rywhere. She was 



rather pale and very thin, and had a relaxed and pendent abdomen 
marked by the scars of four pregnancies. I could find no disease of 
heart, lungs, or kidney. She gave me this brief history: After some 
years of ease and comfort she had been led to risk her property in a 
wild speculation, which ruined her, and now she was keeping a board
ing-house in New York and was doing well, or likely to do well, ex
cept for the strange malady for which she came to consult me. After 
her new misfortunes she had some hysterical troubles, but these ceased 
to annoy her, and she began to observe that at about the time of the 
menstrual flow and afterward at any time she was liable to have au en
largement of the belly which did not seem to her to be due to wind, as 
with that form of swelling her previous experience had made her but 
too fully acquainted. The trouble became by degrees worse, and at 
last was so extreme as to cause certain unpleasant feelings and to sub
ject her to suspicions of being pregnant. The swelling was certainly 
caused at times by emotion It began at any time-rarely at night. 

" \Vithin a few hours the belly, in place of being flaccid and pendent, 
was swollen enormously. She looked, in fact, as a woman-thin as 
she was-would have looked at the eighth month of pregnancy. Other 
attacks were less severe, but always they lasted for some hours before 
she could stand up, and it was usually a week before she was well. 
\Vhen I saw her an attack was at its worst. The woman's pulse was 
about 165 1 and was a mere thread-at times imperceptible. Her face 
and limbs were white and cold. The abdomen was tense and red, and 
could be felt to throb distinctly, while all over it the vessels, veins, and 
arteries were visibly enlarged. On listening over the belly I could hear 
a humming noise, a slight thrill. The chest itself was not quite so pale 
as the neck or face, but the breathing was difficult and rapid. It was 
clear that owing to the palsy of all the abdominal vessels all the avail
able blood of the body of a too bloodless woman was for a time in this 
cavity and its walls. If while in this state she sat up she instantly 
fainted, and it was difficult even to lift her head because of the symp
toms thus caused. She herself complained of the tension of the belly, 
and of the distressing pulsations within it. The day after the abdomen 
was certainly a third less, and it was then seen by Dr. Keating. who, 
like myself, could give no other explanation of the condition seen than 
the one I have just mentioned. After a week the belly became nearly 
as flat as usual , and I then ceased to see my patient. I learned from 
her some years later that by slow degrees she had become well of this 
singular malady" ( Weir ~litchell). 



TllE IIYSTF.RO·~Et:ROSES: HYSTER.lA-COXTI~l"ED. 225 

AXO:\IALTES OF SECRETIOX AXD EXCRETl1JX. 

Urine .-The secretion of a large quantity of limpid ancl almost 
odorless urine frequently results from nen-ousexcitement. The physi· 
cal character depends upon the excess of water and the deficiency of 
salts. Again, in uterine patients, the salts may be increased in quan
tity and the water diminished. When the urine is decidedly morbid in 
its composition, however, it is usually secondary to gastric and hepatic 
derangements. Abnormality of the urine, especially if it be excessively 
acid or alkaline, frequently excites painful micturition . It may be 
greatly diminished or almost absent instead of increased in quantity . 

Soques,* in a case of hysterical polyuria, where the total qllantity of 
urine amounted to twenty litres in twenty. four hours, diminished the 
amount by hypnosis and suggestion, after thirteen sittings, to four 
litres. The stigmatta of hysteria were present and there was no history 
of traumatism. 

Salivat ion. -Both sa!i<.'alion and abnormal drJ1ness qf tlie moutlt ha\•e 
been observed in hysterical and uterine patients. Dr. H. W. Long
year, of Detroit, has reported a case of 1

' persistent salivation, appa
rently due to laceration of the cervix uteri. "-f The profuse flow of 
salh·a, which had persisted for more than a year, was only cured by 
closing a rent in the cervix. Dr. Babcock, of Jamestown, N. Y., con 
sulted me in regard to a similar case.! After an hysterical paroxysm, 
the salivation may be apparent only, the saliva escaping from the mouth 
because, owing to spasm or paralysis of the pharynx, it cannot be swal
lowed (Valcntiner) . Salivation is frequently associated with preg
nancy, and may be the first warning which the patient has of her con
dition. 

Abnormal and anomalous secretions may proceed from the uterus, the 
vagina, the breasts, the lh·er, the stomach, and the bo\\'els. As a re
sult of utero-m·arian disease a 7/icarious leucorrhea is not uncommon 
and is dealt with in the succeeding chapter. Those arising from the 
other organs will in due time be considered scriatim. 

DISORDERS OF RESPIRATION. 

The painful spasm in the regiou of the throat has already been re-

Archi\·es de ::'\eurologie, December, 1894 
t ~-/1Juriam journal of Obstetrics, January, 1&q3. 
, I once operaled upon a woma11, aged forty·two, for laceration of the cerdx and 

complete laceration of the perineum, who had for two years been greatly annoyed 
by a profuc;;e sali\'ation. The operation completely cured the sali\'ation. 
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ferred to under the designation of g!obus ll)'stericus. This feeling of 
constriction often gh·es rise to obstructed respiration, inducing a fear of 
fatal suffocation. One of my patients who has laceration of the ceffix 
complains each month immediately after menstruation ceases of a sensa· 
tion extending from the pharynx to the stomach , as though bot water 
were running down the larynx and into the bronchi. For some years 
pre\·iously to experiencing this symptom, she complained of a feeling 
in the abdomen as though somethin g were ali,·e. Again there may be 
a sensation as if smoke or dust were being inhaled . Engelmann cites 
many interesting reflexes of the respiratory organs resulting from peh·ic 
lesions-pharyngitis, tonsillitis, bronchitis, ast hma , etc. Byford says 
he has seen "imperfect respiration or partial inflation of one lung, or 
par ts of the lungs" in the hystero+neurotic. \Vhen this condition is 
associated with a cough, which in some women is exceedingly per· 
sistent, it gi\•es rise to much concern. A reflex asthma is sometimes 
most distressing and obstinate, and does not always disappear a fter the 
local cause is remo,·ed. 

l!lustrativc Cases 

CASE XI.-fl.,1 1slerica/ Cough, with Antejlexion and DJ1Smenorrhea.
Patie11t, ret. 18, German. Hysterical paroxysms ha\·e been frequent. 
At each menstrual period she suffered. from a persistent dry , hacking 
cough , which was kept up while awake during the entire menstrual 
period. I deemed a local examination advi sable, but upon attempting 
one the collgh was greatly aggravated . However , I succeeded in diag· 
nosi ng an anteftexion. Beca use of the nervous and erotic symptoms 
excited by the examination I did not deem it wise to resort to local 
treatment. The cough continued to recur for tweh-e months, when it 
grad ually disappeared. 

C.\SE XIL-Rej!ex As//ima Temporari~11 Cured /J..1 1 the R emoz•al of the 
Appendages of One Side. Rt!currence and the Rt•moz!al of t!te Append
ages ef the Other Side. Recurrence of Asthmatic .·11/acks after a Respite 
of Three :J/ont!ts.-:\liss C., ret. ..J O, Owasso, :\Iichigan. I was re· 
quested to see this pat ient by her physicia n, Doctor B. F. Knapp, 
while making a professional dsit to Owasso for another purpose. The 
patient had been in poor health for three years, suffering from an 
ovarian displacement, and as all efforts at reposit ion were without a\·a il 
she presented herself at the University Clinic on October 19, 188i. Three 
years previously to this date, while picking peaches, she felt something 
"givt way" in the region of the pelvis, causiug some pain, which was 
relieved by steady pressure O\·er the pubes; followi ng this accideut she 
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suffered after each stool the most excruciating pain, which was bearing 
down in character and frequently excited nausea. This pain lasted for 
an hour or longer, extending into the spine, and, owing to its se\·erity , 
defecation was delayed until constipation had become chronic, cathartics 
and enemata being always necessary to move the bowels. Dysmenorrhea 
was a prominent symptom, the pain preceding the menstrual flow for 
two or three days. A reflex asthma during the period was a frequent 
complication, duri ng which the respiration was greatly embarrassed, 
the skin bathed with cold, clammy perspiration , the pulse weak and 
thread-like, and the features drawn and contracted. A digital examina
tion revealed a tumor in the posterior cul-de-sac, which counter-tests 
proved to be the left O\'ary. The bimanual showed the right ovary to 
be in its normal position and seemingly healthy. The prolapsed o\·ary, 
howe\·er, was enlarged to twice or three times its normal size, and was ex
quisitely tender. All efforts made to return the displaced organ to its 
normal position were futile. The patient was ordered a hot vaginal 
douche twice a day, with a tampon made from flaxseed tied in a small 
muslin bag, dipped in hot water, and gently placed into the posterior 
yaginal fornix . Nux vomica 3x was prescribed four times a day. 

:N"ovember 3, 188j. Being satisfied that nothing short of a radical 
operation \\'OUld afford permanent relief, I remO\·ecl the offending orgau 
through the abdomen. The ovary was adhered to the floor of the 
posterior cul·de-sac, though the adhesions were separated with little 
difficulty. The abdominal walls were unusually thick, and some difficulty 
was experienced in withdrawing the ovary far enough to include both the 
O\·ary and the tube in a Staffordshire knot 'I'he right ovary and tube 
seemed perfectly normal, and \\'ere 1 very uu\\'isely, left behind. The 
abdomi11al wound was closed in the ordinary way, and the patient placed 
in bed. Briefly, her history from the abo\·e date to January 11th was 
as follm' s: Com·alescence progressed favorably for two weeks, the 
temperature not exceeding 100° F. and this ele\·ation could be accounted 
for by more or less irritation of the abdominal wound. The patient for 
a time e\'en felt much relie\·ed. At her next menstrual period , how
e\"er, she suffere<l an unusual degree of pain, the temperature reaching 
102 ° F. All of the old symptoms of strangury and pain after defecation 
returned with increased severity. The asthmatic attacks recurred 
\'err much oftener than e\·er before, and prostration was correspond· 
ingly great. A \·aginal examination re\•ealed the right o\·ary in the 
same locality formerly occupied by the left. It , too, was enlarged and 
tend~r. In short, the intra-peritoneal irritation incident to the remo\·al 
of the left O\"ary had set up an inflammation of the appendage left be-
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hind. resulting in its prolapse and adhesion. She very gladly sub
mitted to the second operation, which was done on January 11th, just 
two months and nine days after the first. An incision was made a little 
to the right of the old cicatrix, the ovary separated from the floor of the 
cul-de-sac, tied as in the former case, and removed with the tube. The 
first ovary had undergone cystic degeneration, and the tube was dis
tended with water; the ornry last removed presented all of the evidences 
of subacute inflammation, a small circumscribed abscess containing per
haps a teaspoonful of pus occupying a portion of its stroma. Con
valescence was almost, if not quite, uninterrupted after the second opera
tion. The bowels were moved on the third day with little or no pain, 
and soon became perfectly regular. Under the date of March the rst, 
r 888, she wrote: " I am feeling better than I have for years. My bowels 
are perfectly regular , aud I have no more of those nervous spells. I 
enjoy visiting with my friends very much , and cannot thank you suf
ficiently for what you have done for me."* 

CASE XIII.-Rq'lex Asthma of Eighteen Years Standing. Cured by 
Removing Prolapsed Tissue from the Urethra .-Mrs. S . , ret. 47, sent 
to me by Dr. S. f..... Porter, of Vernon, Mich. Married for 26 years1 

and has given birth to three children, the eldest being 25 and the 
youngest ten years of age. Her present trouble dates from the birth 
of her second child, 18 years ago Dysuria has persisted ever since. 
The patient was haggard and emaciated from her extreme suffering. 
A severe asthma, recurring at variable intervals, persisted during the 
entire 18 years. Upon local examination I found an exquisitely sensi
ti\'e and tender tumor as large as a pullet's egg, completely surround
ing the external meatus of the urethra. This was ligated and re
moved. I never witnessed more rapid and greater improvement than 
ensued. She began to gain at once, and she never suffered from an 
asthmatic attack after the operation. She gained in flesh 25 pounds in 
three months. I heard from her in December of 1890, five years after 
the operation, at which time there had been no recurrence of the old 
symptoms. 

CASE XIV.-Rej!ex Aphonia Resulting from Pel·vic lnjlam111ation 
with !wl'O!z1emenl of the Appendages. Cured by Salpingo-00p1iorcclomy. 

ln a letter dated December 31, r890, the patient reports herself as bad as ever, 
so far as the asthmatic attacks are concerned. Tf the asthma was a genital reflex, 
its persistence can be explained rmly upon the theory that the nerve terminals are 
still invoked in the cicatrix. I record the case under this head to show how ex· 
tremely difficult it is to determine the reflex origin of any symptom without first 

' removing the local lesion. 
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-Patient sent to me by Dr. \V. H. Frost, of Tecumseh , ~fich.; ret. .p ; 
unmarried. She came to my clinic February 18, 1888. She was bed
ridden, could not stand on her feet, and had had absolute aphonia for 
12 years, dating from an attack of typhoid fever, with probable pelvic 
complication. At any rate, her pelvis was a mass of inflammatory 
exudates; there was menorrhagia, which added each month to the 
anemia, already profound. Menstruation was ,·ery painful. Sal pi ago· 
oOphorectomy was performed and recovery from the operation prog· 
ressed without any untoward symptoms. The patient surprised us 
all by talking on the day following the operation. H er general health 
began to improve, she got on her feet, and in six weeks returned home 
nearly well. This favorable condition continued for six months, when, 
owing to imprudence because of her favorable progress, she was taken 
with peritonitis and died. Her imprudence consisted in walking several 
miles during inclement weather to a family reunion. 



CHAPTER XV. 

THE H YSTERO-NEUROSES : HYSTE RIA. 
( Concluded.) 

DISORDERS OF THE GASTRO-I~'TESTINAL CANAL. 

Gast ric N euroses.-The vagus is a bridge which unites the central 
portions of both nervous systems (Tilt). It is not well isolated and 
resembles both. Br anastomosing with the sympathetic it helps to 
form the celiac plexus1 so that when it becomes deranged the epigastric 
ganglia sympathize. As a result the viscera, through their ganglia 
react upon the brain, causing paralysis of the epigastric centers. In 
this way the appetite becomes perverted, and often there is in the 
gastric region a feeli ng of sinking and faintness; or there may be 
gaseous distention of the stomach with belching, nausea and vomit· 
ing. Indeed, indigestion and symptoms of gastritis frequently result 
from either morbid or physiological changes in the reproducti\·e organs. 
The na usea and vom iting of pregnancy occur in response to a physi
ological change in these organs-or rather they often present them
selves when local morbid conditions are not demonstrable. In due 
time the nutrition becomes seriously affected because of the indiges
tion. 

So-called ltJ1stericaL ·vomiting may be a most distressing and per
sistent symptom. At times it is apparently due to an increase of the 
gastric secret on, a~ fasting patients will eject enormous quantities of 
fluid. Again it may be a vicarious act on the part of the stomach, as 
both Charcot and Fernet ha\·e found urea in the vomited matter. 

A gastric neurosis is differentiated from organic disease of the 
stomach by observing the following points:-

1. The symptoms subside upon curing the local lesion. 
2. Articles of diet which would aggravate organic lesions are fre

quently the only ones retained in a neurosis. 
3. Exacerbation of the gastric symptoms occurs simultaneously with 

an exacerbation of the pelvic symptoms 
..J.. Entire absence of the evidences of organic diseases. 
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/llustratz"ve Cases. 

CASE X\".-Rijlcx llausca and Indigestion Caused b)' an E1llargcd 
and Prolapsed 0MYJ' u.iilh Retro-displacement of l'lerus . Cured k.1• 
Salpi11go-OOpl10redomy and Veutro-jixalion.-Mrs .. fet. 32, referred to 
me by Dr. C. H. Slosson, of Youngstown, Ohio. Had been an im·alid 
for two years, with constant nausea and indigestion, though she did not 
complain of pelvic distress Cervix was lacerated, uterus subinvoluted 
and the pelvic floor relaxed. An exquisitely sensitive mass was found 
in the posterior cul-de-sac, which proved to be a cystically enlarged 
ovary. I opened the abdomen on February 27, t 896. The right 
o\·ary, which was prolapsed, was three times its normal size. The left 
o\·ary was suspiciously diseased, so both appendages were sacrificed and 
the uterus fixed in front with catgut. Patient had a large bronchocele 
and was \·ery anemic and emaciated. Convalescence was interrupted 
by an acute attack of gastritis caused by indiscretion in eating; but she 
left the hospital in fi,·e weeks, and soon gained in every way. The 
stomach trouble disappeared and the bronchocele has diminished some
what in size. She has gained at least fifteen pounds in flesh. She is 
to return in the near future to ha\·e the cervix and pelvic floor repaired. 

CASE XVI.-Rej!ex Vomiting and Indigestion. Cured bJ• Remo7.•ing 
Uterus and Appendages.-Patient ret. 46, referred to me by Professor 
H. H. Baxter. Four children 1 the youngest being 16. For years has 
had more or less pain in the pelvic region, with nausea and vomiting. 
Profuse attacks of hemorrhage from time to time, so that she was 
anemic and very much emaciated. An offensive leucorrhea during the 
intervals between the hemorrhages. Upon examination the uterus was 
found retroyerted, greatly enlarged, exquisitely tender , and firmly 
attached to the rectum. For six mouths before I saw her she had been 
compelled to subsist almost entirely on liquid food because of the con
dition of the stomach. In :\larch of this year she was brought to the 
Huron Street Hospital, and I remoyed the uterus and appendages 
through the vagina. The right tube was distended with pus, and the 
right ovary was bound down between the fund us and the rectum. The 
fundus was separated from the rectum with some difficulty, but finally 
both appendages were removed with the organ. The wound was clo~ed 
in the usual way and the patient placed in bed. Notwithstanding 
her extremely prostrated condition the shock was practically nil, and 
cmwalescence was uninterrupted. She returned to her home three 
weeks from the day of the operation, and on my first dsit to her I 
found her eating with relish fried oysters, cottage cheese, fried potatoes, 



pickles, and coffee. The stomach trouble was purely reflex and had 
almost entirely disappeared. 

Intestinal N euroses.-The intestinal secretions may be deficient or 
excessive in uterine disease, gidng rise either to constipation or diar
rhea. The constipation is sometimes exceedingly obstiuate, there being 
no tendency for the bowels to tno\·e without artificial aid. The diar
rhea and constipation frequently alternate. \Vhen due to deficient 
secretion, the stools are dry and hard; when due to deficient peristaltic 
action

1 
they are perfectly normal as regards consistence, color, etc. 

Both ll)'/Jeresthesia and anesthesia frequently implicate the mucous 
membrane of the gastro-intestinal canal. \Vith the first, everything 
that comes in contact with the mucous membrane excites contraction 
and induces pain. Food may be ejected before passing into the intes
tinei if it is not , its presence in the intestine excites exaggerated per
istalsis, and the food is hurried on through the canal before it is 
digested. Frequent evacuations of the bowels are thus induced. 
Should the hypersensiti\·eness be limited to the rectum, great distress 
is caused by the presence of the slightest amount of fecal matter. In 
a chapter entitled" The Rectum and Defecation in Hysteria.''* \Veir 
Mitchell records a case so bad that the patient was compelled to wear a 
napkin over the anus, notwithstanding that the stools were normal in 
consistence. 

In anesthesia there is deficient instead of exaggerated peristalsis. 
It may amount to almost a paralysis of the intestinal canal, although 
the anesthesia is usually limited to the lower intestine. Enormous ac
cumulations of perfectly-formed fecal matter may lodge in the whole 
lower half of the descending colon, or merely in the sigmoid flexure. 
So obstinate is the retention that a stricture is sometimes suspected. 

Diarrhea, with profuse, watery and exhausting discharges, occasion
ally accompanies uterine disease. The kind of ingesta seems to have 
but little influence upon the discharge, and an attack is particularly 
liable to occur during menstruation. 

Gaseous distention of the intestines is likewise a frequent symptom of 
uterine disease. It is often tumultuous, and the distention may be so 
great as to gi\·e rise to symptoms of pregnancy. During the hysterical 
paroxysm it not infrequently becomes a prominent and most distressing 
feature of the attack. 

Byford calls attention to the expulsion of mucojibrinous casts from the 
intestinal canal as a result of uterine disease-a symptom which I have 

*''Nervous Diseases,'' p. 252. 
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obsern~d in a number of cases. It b a sort of membranou~ enteritis, 
and the quantity of casts discharged at oue time may be Yery great. 
They con!)i!;t either of shreds of mucous membrane or complete casts of 
the intestinal tube I am not aware that any other author mentions 
these casts in c6nnection with uterine disease. The cases obsen-ed b\· 
me recO\•ered fully after the pelvic trouble disappeared. -

The gastro-intestinal reflexes are likewise frequently excited by rec
tal lesions. The gynecologist who ignores this fact will often fail igno
miniously in his attempts to relieve his patients. 

Illustrative Cases. 

CASE XVII.-Acute Vomith~~ for Two Years, due to Anlejlexion of 
the l'terus.-Patient cet. 25. Had suffered during the entire two years 
from almost incessant vomiting and occasional hematemesis. The uterus 
was found soft and anteflexed (with posterior rotation). Suitable treat
ment in a short time completely rernO\·ed the \'Omiting.-He<i:!i/t. 

CASE XYIII.-,Jfembrauous Enteritis during Climaxis.-Patient ret. 
48; married; has had four children. \Vas bed·ridden for two years 
with general nervous prostration. I was called to see this patient after 
she had beeu in bed for nearly a year. i\[enstruation had ceased, but 
the psychoses were very prominent and insanity was greatly feared. 
For nearly teu months after I saw her she passed enormous quantities 
of membranou;; masses, which were sometimes discharged in the form 
of a ball resembling parasites. There was chronic metritis. After the 
symptoms incident to the menopause disappeared she made a complete 
recoven·. 

CASE XIX.-Reflcx Intestinal J\'eurosis.-''?\liss H. 1 ret. 15, under 
treatment for vesical weakness, is suffering from nervous prostration. 

The patient had been affected with habitual COn!;tipatiou, 
which yielded but slowly to treatment. For a few days before the ap
pearance of the first now, I belie\·ed that a natural action of the bo\Yels 
had been accomplished and a healthy tone restored; the constipation 
seemed O\·ercome. ~\fter the cessation of the flow the previously ex· 
isting conditions were reestablished. With the ad\·ent of the second 
menstrual period the patient was seized with a diarruea, uncontrollable 
at times, so that I found her in tears from mortification at her distress
ing ~late. One passage followed another. This annoying reflex per
sisted the two days previous to the flow, yielding to constipation during 
its coutinuance, and returning again for 36 hours after cessation of the 
menses. The third period was accompanied by the s..'lme symptoms, 
together with uumerous other reflexes. "-Engdmann. 

16 
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DISORDERS OF THE SKIX ( Derma loses ) . 

[n studying nen-ons lesions and nen·ous phenomena it is particularly 
difficult to distinguish between coincidences and actual effects. This is 
especially true in dealing with the so-called dcrmaloses. Some of the 
tests applied to other forms of hystero·neuroses must be applied with a 
certain degree of resen-atioa in skin diseases. It has been shown that 
nearly if not quite all of the hystero·neuroses are aggravated by men· 
struation, and the dermatoses form no exception to this rule; but most 
skin diseases, of whatever origin, are made worse by any cause which 
intensifies the hyperemia of the skin, and menstruation will do this. It 
is, therefore, no sign of its uterine origin that a skin affection is made 
worse by menstruation. Howe\·er, testimony is not wanting which 
conclusi\·ely proves that the utero·o\·arian function exerts no small in
fluence upon the skin, both for good and for evil. The acne of puberty 
and the pigmentation of pregnancy are recognized by all as dependent 
upon physiological changes within the pelvis. The symmetry of these 
changes points unmistakably to thtir nen-ous origin. Thus Godson 
cites a case, which is quoted by Engelmann, of a girl sent to St Bar
tholomew's Hospital for chorea in her se\·enth month of pregnancy; the 
areolre of both breasts were perfectly formed, except about one-third 
of their circumference, which was perfectly free from discoloration . 
The area was sharply limited and almost exactly symmetrical on the 
two sides. Barnes, in commenting upon this case, remarks that it is 
inconceh·able how any difference in the quality of the blood going to the 
parts could exist. Engelmann observes that it is upon the larger sur
faces of the body where the most peculiar and symmetrical configura
tions are traced, precisely the same on both sides, bL1t that they 
often escape observation because concealed by the clothing or bedding. 
\Vhile, then, it is true that pigmentation and other forms of skin dis· 
ease may often depend upon changes within the circulatory system, 
there is indisputable evidence pro\·ing the utero-o\'arian origin of 
many cases which have been cured 011ly by directing the treatment to 
the local cause. 

Space will p~nnit me to do nothing more than enumerate some of the 
yarieties ot <lermatoses of pekic origin, giving, by way ot illustration, 
three clinical cases. Erythema, acne, pigme11tation, pustules, sallmvness, 
flushes, seborrhea, etc., are common affections, made worse by condi
tions which exacerbate the local mi5chief, and disappearing only after 
the local disease is cured. Behre11cl, \Vagner, and Steller report cases 
of herpes, ecchymoses, hemorrhagic nodules, etc., of uterine origin. 
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Engelmann devotes considerable space to recording in detail histories of 
melasma, acne rosacea, and erysipelas of pelvic origin. Indeed, almost 
any of the dermatoid diseases, according to these writers, may have 
their origin in the reproducth·e organs. 

The genito-reAex neuroses of thf' ski11, unlike all others, represent 
actual and not phantom disease. Nevertheless they differ from actual 
disease produced by other causes inasmuch as they fail to yield either 
to general or direct medication. 

The fact that actual skin lesions are produced in a reflex way can only 
be explained by the knowledge that through the vaso-motor nerves the 
circulatory and glandular systems are both involved. The skin "is the 
safety-valve of che system," and the acne of puberty; the seborrhea of 
menstrual irregularity, the flushes and sweats of the menopause, are 
often but external manifestations of a disturbed equilibrium, acting 
through the sympathetic system. 

/!lu.strative Cases. 

CASE XX.-Eczema ef tile Face, of Five Years Standing. Cured by 
Operating upon the Perineum and Cen .. ix.-Madam -, ~t. 35. Married 
and the mother of five children. Patient came to me with a most obstinate 
eczema squamosum, dating from the birth of her last child, four years 
pre\·iously to consulting me. This remained invulnerable to both gen
eral treatment and local applications. I fo und upon making a pelvic 
examination a cervical laceration with much relaxation of the pelvic 
floor. Other reflex symptoms were present, including a most persistent 
occipital headache. Swooning and faintness just before the menstrual 
onset commonly occurred and the patient's friends greatly feared seri
ous heart trouble . I removed from the cervix a large amount of 
cicatricial tissue, ill\·ading the broad ligaments on either side. The 
peldc relaxation was O\'ercome by Emmet's perinea} operation. For 
three months the patient did not improve, but from that time on she 
rapidly gained iu every way, and one year from the date of the opera
tion was in perfect health. 

C.\SE XXI.-Amc Pustule on the Side ef the l\1ose, Recurring with 
each .1/ensllual Period. rlntejlexion, Endomebilis, and Perimelritis.
"Miss C-, from Texas, 26 years of age, long affiicted with vesical 
pains, the result of pressure of an anteflexed uterus; menstrual suffer
ing and great nervous depression; was much annoyed by an acne 
pu~tule which appeared for three successive menstrual periods upon one 
and the same place, on the right side of the nose, but ceased to come, 
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with decided impro\·ement in both the position of the uteru!::i and the 
catarrhal inflammation. ''-Engelmann. 

CASE XXII.-Patient ret. -t.O, one child. Has been a confirmed in
valid for years, during which time the face has been covered with 
pustules. I performed hysterectomy iu the fall of 1895 for adhesions 
and pyosalpinx, since which time the face is perfectly smooth. 

GLANDULAR DISTURBANCES. 

Under the bead of" Anomalies of Secretion,1' profuse salivation and 
urination have been referred to as symptoms indicating reflex disturb· 
ance of the parotid glands and of the kidneys. As further evidence of 
the sympathy existing between the reproductive organs and the sali\·ary 
glands, it is only necessary to refer to the frequency of the metastasis 
of mumps to the generative organs of both sexes. In the male it is the 
testes which become iu\·olved secondarily; in the female the ovaries, 
the mammary bodies aud the uterus. Again parotid buboes are not un
kuowu after ovariotomy, when no evidences of sepsis exist ( Schroeder); 
aud Goodell reports a case of swelling of the parotid gland coming on 
two weeks after a trachelorrhaphy and persisting for nearly two years. 
Cases of diminution of the salivary secretion of undoubted uterine 
origin have been recorded by both Engelmann and Goodell, so that, to 
use the words of the latter, there undoubtedly exists "a kinship of 
sympathy between the parotid glands and the adult sexual apparatus." 

The Liver .-Uufortunately we are not in possession of the same 
reliable data proving a direct sympathetic relationship between the liver 
and the pelvic organs as between the salivary glands and those organs. 
In proof of the fact that central lesions may exert an iufiuence upon the 
liver1 it is only necessary to quote the old experiments of Claude 
Bernard, in pricking the floor of the fourth \·entricle, whereby sugar 
was produced in the liver; or to refer to the frequent attacks of icterus 
caused by fright, grief, anger, etc. The exact cause of the glycosuria 
of pregnancy is as yet unknown, but the fact that it disappears entirely 
as time advances argues against organic lesion of the nerve structures. 
It is not unreasonable to believe that uterine stimulation, either through 
the medulla oblongata or by direct ganglionic connection, may act upon 
the liver in such a way as to interfere with its glycogenic fuuctiou. Be 
this as it may, every physician of experience has observed many cases 
of hepatic disturbance associated with uterine disease which disappeared 
only upon curing the latter. Possibly this may be due to the fact that 
the treatment adopted, both general and local, improves the quality of 
the blood passing through the liver. Reasoning from analogy, how-
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e\·er, it seems unwise to ignore peldc reflexes in dealing with hepatic 
diseases. 

C.\SF. XXlII.-llyslero-neurosis of the Lh1cr, Simulating "Gall 
Stones," Cured b)' Directing Attention lo the Peh:is.-"').lrs. L-, ret. 43. 
Married and the mother of five children. She is a large, fleshy woman 
with none of the neurotic element in her make-up. For six consecutive 
menstrual periods she suITered from all of the symptoms of biliary colic. 
She would be taken suddenly with the most excruciating pain in the 
region of the liver, with local tenderness. Nausea and vomiting fre
quently supervened. These pains would last until the flow became 
~mewhat profuse and then gradually disappear-not infrequently last
ing for twenty-four hours. The dysmenorrhea was not marked, nor 
were there any symptoms pointing to pelvic mischief, except a slight 
leucorrhea. Howe,·er, after hunting iu vain for gall stones in the 
feces, I decided, much to the patient's disgust, to look to the pelvis. 
A retrodisplacement was found and corrected, and in the course of two 
months she became pregnant . There has been no return of the trouble 
for six years. 

Thyroid Gland. - The Romans recognized enlargement of the 
thyroid as a sign of pregnancy. Even in our day, says Goodell, horse 
breeders measure the necks of their mares before and after they have 
been covered, to determine whether or not they ha,·e conceived. As a 
sign of pregnancy the presence or absence of swelling of the thyroid is 
no longer considered reliable, but as a matter of history, it shows that 
the ancients long ago recognized genital reflexes. I ha,·e two patients 
who are first apprised of conception by a swelling of the thyroid. The 
frequency of goitre at or about the time of puberty-ofteu disappearing 
spontaneously after menstruation is fully established-points \·ery 
significantly to the probable influence exerted by the generative organs 
upon this gland. At any rate, in dealing with goitre in girls and 
women, it is wise to bear in mind the evidence in our possession. 

Mammary Glands.-The mammary bodies are often highly ex
cited by uterine disease. This is not strange when we consider the 
connection existing between them and the sexual organs. Indeed, 
they constitute a part of the reproductive system, partaking of the same 
physiological changes incident to puberty, pregnancy, and the meno
pause; therefore, pathological changes within the pelvis very naturally 
react upon them. The most common sympathetic condition is conges
tion, whereby the mammOC' increase in size and become hot and painful. 
Sometimes these symptoms arc purely subjective, an examination re
,·ealing 110 perceptible alteration in the glands. Actual inflammation, 
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even extending to the axillary glands, may supervene, and I believe 
that neoplasms occasionally arise from such irritation. 

As a rule, both breasts are implicated when the enlargement is of re
flex origin, whereas in malignant growths the disease is oftener limited 
to one side. However, one breast alone may be implicated. Under 
the name of " hysterical breast," Gillis de la Tourette* describes what 
he deems an important manifestation of hysteria, inasmuch as it gives 
rise to much confusion and unnecessary mutilation. It consists of 
hyperesthesia of t he breast, with temporary enlargement, which is 
always aggravated by menstruation. Oue or two tumors of variable 
size may be detected in the substance of the organ on palpation. The 
hyperesthesia is cutaneous and the tumors are not painful. 

DISORDERS OF THE N'ER\'OUS SVSTEi\I. 

Under different heads many of the hystero-neuroses giving rise to 
pain and paralyses have already been considered. There yet remains 
to be enumerated a class of mental symptoms arising from disorder 
or disease of the uterus and its annexa which are known as !t)1slero-PsJ'
clioscs,· and a class of nervous affections characterized by paroxysms and 
loss of consciousness-hystero- and true epilepsy, and hysteria. 

The milder forms of llyslero-psj1clioses manifest themselves in a slight 
melancholia with insomnia, loss of memory, fretfulnes.; and an inde
scribable dread of some unforeseen calamity. In the severer types the 
melancholia is much more profound, a nd even mania mar develop. 
Moral perversions are likewise often met with, due to disturbance 
within the pelvis. It is high time that alienists give to this subject the 
attention which its importance justifies. 

I believe that 1l)1mp!wmania should be classed under the hystero
neuroses. At least I have found that an exaggerated sexual appetite 
in women is often associated with some form of utero-ovarian disease, 
although I recognize that perverted sexual desire is often associated 
with hallucinatory insanity, mania, etc. Kraff-Ebingt affirms that 
nymphomania is frequently observed at the climacteric and may occur 
in senility. Onanism is not an tmcommon symptom in the hys
terical and neurasthenic, and often there is a psychical hyperesthesia 
which is respousible for the sexual turgescence. \Vhen the im· 
agination con~tantly dwells upon sexual imagery the genitals are 
kept in a chronic state of turgor. In due time an abnormal con-

*Journal dt• Jlfcdccine, Paris, August, 1895. 
t Phychopatbia ~exualis , 1893. p . .3i5· 
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s:iousness is induced, which may de,·elop into hallucinations and 
delusions. Finally, a point is reached when the patient can no longer 
control her desires and she becomes a dangerous woman. I have never 
yet examined a nymphomaniac free from local disease, and, as a rule, 
the history shows that the nymphomania is secondary to the local 
mischief. Onanism, on the other hand. is a frequent cause of the local 
disease and may be of psychical origin, so that the most indifferent 
ideas excite sensual association. Onanism often begins in early child
hood, a fact too often ignored, and may be accomplished in many 
different ways. I herewith append two letters which are interesting 
from a psychological standpoint, as they show some of the multitudi
nous phenomena of hysteria, as well as some of the methods of com
mitting onanism. The first is from a girl of 22, and I ha\·e e\·ery reason 
to think that she is honest in her confession. She is, howe\·er, thor
oughly hysterical, and is essentially a "couch loving" in\'alid, though 
a very beautiful and intelligent one. The second is from a woman of 
35 who, I am convinced, is a confirmed onanist. I publish these 
letters z•erbalim d litcralim, except to destroy in each instance the 
identity of the writer, for the purpose of emphasizing the importance of 
carefully watching the habits of young girls. 

SEPT. 26, 18go. 
"Dea1 Doctor:-If you remember, I visited your clinic at the Uniyer

sity in June, 1889. I have been wanting to write you for medical advice, 
bnt learned you were abroad I still suffer constantly with my head 
and locally

1 
and as to my nen-ous system it is completely wrecked. 

"~I r head is so foll of pain and so tired it seems impossible to think, 
and sometimes it seems as though I would lose my reason. Of course 
anything that worries me causes much extra suffering of body and 
mind. Of late I ha,•e been unusually worried, and felt perhaps you 
would help me. I feel it is asking a great deal of you as I am a 
stra11ger

1 
and your life too busy to attend to anything outside of your 

practice. Then, too, it is a matter too delicate for me to broach , but I 
feel I must as my reputation is at stake. I explained to you fully my 
condition, the cause, etc., but for fear you may ha,·e forgotten I will 
briefly outline my history again. The day I \Vent to Ann Arbor my 
mother told me there was something about me she ought to ha,·e told 
me before, but she had not full.Y realized it was the cause of my suffer
ing until the past year. She said before I was born she was sick and 
nervous a11cl easily irritated. A little kitten playing 011 the floor 
a1111oycd her, and when it jumped on the bed she requested my father 



to make it go down. At that he knocked it from the bed and it fell to 
the floor, as mamma supposed, dead. 

11 It was a great pet of her'sand she felt \·ery bad, but it soon re\'i\•ed, 
laid on its left side and began to kick the right leg. It kept this up 
for some time. .:\Iamma says that when I was a little thing only a few 
months old I would do the same way, and when she would notice it 
she ahvays thought of the kitten; but supposed as I grew older I would 
stop it. I remember my auntie would tease me about kicking my 
limb, and I would always cry when mamma asked me why I did so and 
I would tell her I could not help it. As I grew older I was left alone 
a great deal, and mamma says she thought [ did not do so any more, 
but it only increased with years. My health became very poor when I 
was ten years old (two years prior to my menstrual period). After that 
I was worse. One day in reading a medical book. when I was about 
fourteen years old, I saw something in regard to 'self abuse.' It was 
the first I had ever known of such a thing, and my soul was horrified 
when T read and saw that what [ had done bad had the same effect in 
some ways, though I had never done a thing except to jerk my limb, 
which was as natural as to breathe . I said nothing, but just prayed 
God to forgive me if I had done anything wrong. Some way I could 
not believe that awful thing of myself; at any rate I stopped it entirely 
in a few months, and have never been troubled much since, only once 
in a few months perhaps, and now never jerk my limb any more. The 
winter before you saw me I spent at the -- Sanitarium under the 
care of Dr. --. After he made an examination of my case, he 
told me I had practiced self-abuse. I felt terrib(y, and told him just 
how I had been. He said I ought to have no gentlemen friends, etc. 
I told him I ne\·er bad any different feelings toward my gentle
men friends than my girl friends. He did uot believe me, and as I 
bad never talked with any one on this subject before I could not be 
plain with him; and if I had only known what mamma afterward told 
me it might ha\·e made a difference. 

"Before I left the office I begged Dr. -- not to tell an1•011e. I 
thought I would much rather tell my mother ,,-hen I came ho;ne, as it 
would make her feel so bad coming from any one else. 

"The doctor promised me he \\'Ould never speak of it. \Vhile at the 
sanitarium I was under the charge of the Rev. Mr. --, whose 
family were dear friends and had always held me up as a sort of a 
model to their children. But Dr. -- did tell Rev. Mr. --, 
who is a stern man, and he informed my mother. 'l'he Rev. gentle
man took me in hand as if I were a low creature not fit to be associated 
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with. He talked very plain to me, and told me he should forbid my 
friends from the city calling on me, also his sons. He did so , and not 
only that, but told them u.•hJ'l It almost crusl1ed me at the time, and 
when mamma told Rev. ~Ir. -- it was a birthmark he would not 
listen to it, but said she was only trying to shield me I h'1ve tried 
not to think about it, and was r~al bra,·e, until lately Re\". l\Ir. --'s 
son came to -- and told a gentleman of whom I ha\·e the highest 
estimation and who is Yery dear to me. \Vhen I first fouud it out I 
was almost crazed, but upon deliberation I feel that it will be more 
sensible to try and straighten out this tangle by going to Dr. -
and Rev Mr. -- and explain to them and ask them to make it 
right. Also to ask Rev. ~Ir. -- to tell his son I am wronged, and 
to forbid him telling such a wicked thing at my home. Consequently 
my mother is going to Dr. -- next week, and what I ask of you 
is to make a statement of my case, making it plain that I am innocent, 
that it is from a birthmark, and not from willful self-abuse. Believe 
me, Dr. \Vood, I am i"uuocent, and if you, as a prominent physician, will 
make such a statement, my mother will take it to Dr. -- and he 
will not be so apt to tell her she is only trying to shield me. Then 
Dr. -- can make it right with the others, for I feel it will kill me 
if such a story shou ld continue to be circulated. This may seem foolish 
to you. You may think me insane, but I am not. If I were of a low 
groveling nature, impure in heart and life, it would not seem so awful 
to me. Or had I done the thing that has been said I would feel I was 
only reaping as I had sown. Pardon me for taking your valuable time 
and for my seeming intrusion, and believe me, if you will do as I ask 
you, or help me out in some \\'ay, it will be a kindness I'll ne\•er for
get." 

"Dear Dodor:-I ha\·e a confession to make to you which I ne\·er 
could make to a doctor at home. \Vhen about t\\~eke years old, in 
play' r was swinging between two chairs, by putting a hand on the 
back of each chair and raising myself up so that my feet would clear 
the floor. The strain of raising my weight from the Aoor brought on 
a pleasant sensation, and after that I did it wholly for that purpose. 
Any time that I would step up to a dresser, or table, or foot of the bed
stead, I \\'Onld practise it. All I had to do was to clear my feet from 
the floor and strain a little, and I could bring on a passionate feeling 
at once. 

'·The habit grew upon me, until I think I must ha\·e practised it a 
dozen times a day, perhaps get up once or twice after I had retired for 
the night for the purpose of producing the pleasurable sensation. I 
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would dream at night when lying ou my back, and it would bring on 
the same feelings. It did not appear to affect my health until I was 
about eighteen years of age. Then I had falling of the womb and 
ha\·e always had weakness since, and ha\·e ue\·er been able to get the 
enjoyment out of married life that I expected. I could get more 
pleasure out of my old practice, but am quite sure it has affected my 
health very badly. I have not practiced it when awake in two years, 
but quite often now will dream and bring it on and always wake up 
weak and exhausted. Both my abdomen and back are very weak. I 
hope this will assist you in helping my trouble. I have dreaded so 
much to tell you." 

/!lu.stralive Cases. 

CASF. XXI\~.-1\~vmpliomania and !nsani1J1 Cured h)' Sa!piugo-oO
phoredom_y.-}.Ii ss. S., ::et. 28, patient of Prof. Eliza J. ).lerrick. She 
was brought to the Huron Street Hospital on December 28, 1895, suf
fering from mania of a religious type. The nymphomaniacal symptoms 
were prominent. An examination under ether re\·ealed enlargement 
and adhesions of the appendages of both sides and adhesions of the 
clitoris. Both appendages were remO\•ed and the clitoris freed. On 
the fourth day following the operation she became violent, got out of 
of bed and had to be placed in a straight jacket. She remained in this 
state for a week, and then gradually impro\·ed until at the present time 
(June, 1897 1 ) she seems perfectly well and has gained twenty pounds. 
The nymphomania has entirely subsided. 

CASE XXV.-Prefound Jllelancllolia witlt P_yosalpinx aud Uni'versa! 
Adhesions, Cured by Salpingo-00phorecto11l)'.-Mrs. - 1 ret. 28. ).far. 
ried; one child, born seven years ago, since which time she has been 
sterile. Referred to me by Prof. \V. A . Tims. History of peh-ic in
flammation twelve months after birth of first and on ly child Husband 
admits having had gonorrhea before marriage. She came to me in Oc
tober of 1894, at which time I found a mass in the left side of the 
peh-is that, from the history, I took to be a pus tube and advised celi· 
otomy. This the patient declined to have done and went her way. 
Six months later, after riding her wheel, she suffered from a second 
attack of pelvic inflammation, which came very near proving fatal. In 
February of 1896 she again consulted me and was willing to abide by 
my decision. At this time the uterus was firmly fixed and the general 
tenderness marked. She suffered much from dypareunia, had lost her 
sexual appetite and was profoundly melancholic. An intense occipital 
headache was a prominent symptom. I opened the abdomen a week 
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later and dug the appendages from inflammatory exudates. The 
left tube contained an ounce of pus. Drainage. Convalesence un
interrupted and the patient is now perfectly well in every way. Her 
sexual appetite is folly restored. She menstruated four or five times 
after the operation. 

CASE XXVI.-lnsanity with Intractable Onanism following Pelvic 
lnftammalion.-Miss -, ret. 18 1 referred to my clinic in the Cleve
land ~[edical College on December 13, 1896, for a local examination 
by Prof. C. C. True. The following history was obtained from her 
mother: Four years ago she had an attack of " peritonitis" which 
kept her in bed for three months. Up to this time she was ordinarily 
bright and showed no signs of mental trouble. During her illness she 
began to act strange and soon became thoroughly insane, though at no 
time violent. Her mother was not aware of the onanism. 

An examination under ether re\·ealed hypertrophy of the clitoris and 
marked irritation of the nymphre. I made the bi manual with reasonable 
care, and found an indefinite mass in the left side, which collapsed 
under the fingers. Fearing that it contained pus I remo\·ed her to the 
hospital and opened the abdomen at once. The ruptured cyst pro\·ed 
to be a hematosalpinx. The left o\·ary, howe\·er, was a mere shell, the 
size of a small orange and filled with pus. The right appendages were 
bound down by adhesion and were remO\·ed. The patient left the hos
pital at the end of the third week. She tore her dressings off se\·eral 
times and persisted in her onanism i11 spite of everything the attend
ants could do to prevent it. At this writing (five weeks from the time 
of the operation) her mental condition remains unimproved, though, of 
course, the case is too recent to expect impro\·ement. Indeed I fear 
that there is more or less cerebral degeneration and hardly expect her 
to recO\·er me11tally. I report the case in this connection because of 
the apparent connection between the attack of inflammation and the 
insanity. The operation was fully justified by the physical condition, 
and she certainly stands a better chance to recover than before it was 
performed. She should be placed in an asylum, which her parents, 
wbo are ignorant, refuse to do. I mistrust that the girl \\'as outraged 
before her attack of inflammation, but am not sure. I think that the 
case, according to the definition gi\·en, is a typical hystero·psychosis. 

C.\SE XX\'II.-Profound 1J1elancho!ia resulting from Gonorrheal Sal· 
ping its,· Operation; Rccoi1e1J'· - Patient ret. 36, referred to me by Dr. 
Butler, of Cle\·eland. Married ten years ago, and had miscarriage at 
four months, which was followed by a se\'ere attack of peldc inflarmna
tion and blood poisoning. Husband admits hm·ing had both gonorrhea 
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and syphilis before marriage. Had been in ill-health e\'er since this 
attack. :\luch pelvic pain; membranous dysmenorrhea. Examination 
re\'ealed mass on left side, with \·ery great tenderness of all of the pelvic 
organs. 

Laptrotomy on Aug. 13, 1895. Large tuba-ovarian cyst on left side 
\\'hich ruptured during removal. Right ovary and tube imbedded in 
inflammatory exudates. Operation difficult, but the pelvis was thor
oughly cleared. Much oozing; glass drain 1 which was removed at the 
end of twenty-four hours. 

There was no interruption in convalescence. Patient is now re
lie\·ed of her pelvic soreness, and while she was profoundly depressed 
(melaucholic) before the operation, she is now bright and cheerful. 

Dyspareunia previously to the operation. The sexual functions are 
now perfectly normal. 

CASE XXVlil.-VaginaL Hjistereclomy for an Eularged, Lacerated 
and Suhinvoluted Uterus, which was Retroflexed and Adherent,· Profound 
Suicidal Alelanchofia; Complete Recovery.-Patient ret. 45, referred to me 
by Prof. C. C. True, Cleveland. Patient has suffered much peh-ic pain 
for years; menorrhagia; suicidal melancholia pronounced. Uterus 
lacerated and subinvoluted 1 retroflexed, adherent, and the right ovary 
bound down under fundus. 

Vaginal hysterectomy on July 9, 1895. Appendages of both sides re
moved. The patient convalesced uninterruptedly, and her mental con
dition began to improve almost as soon as the operation was over. At 
this writing, March, 1897, she has gained twenty pounds in flesh, and 
is perfectly happy and cheerful. There is no longer the slightest trace 
of her old mental difficulty. 

Epilepsy as a H yst ero-Neurosis.-The most important distinction 
to be made between a true central lesion and a ganglionic reflex is the 
unfavorable prognosis of the one and the favorable prognosis of the 
other. An accurate diagnosis is, unfortunately, often impossible before 
an operation or before treatment has been resorted to. It is owing to 
this fact that we are unable to select reflex epilep::;.ies with unerring cer
tainty. \Ve are led to suspect the utero-ovarian origin of epilepsy if it 
recurs at each menstrual period and if we discover actual disease of 
these organs, but we cannot be positi\·e until the offending organ is re-
1110\·ed or restored to a normal condition. Even then that which, for 
want of a better explanation, we designate as "habit" may ha\·e so 
impressed itself upon the nervous centers as to continue operative after 
the primary lesion is overcome; or, the irntation of a nerve fiber may 
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continue e\·en after the diseased organ has been removed. In this there 
is nothing remarkable, since similar phenomena constantly occur under 
other circumstances. Thus, menstruation will sometimes persist in a 
vicarious form long after the entire uterus and its appendages have been 
remO\·ed; an epilepsy undoubtedly due to a depression of the skull will 
not always cease after the condition of depression has been remedied; 
and an imaginary pain will recur in a foot after the limb has been am
putated for years. The first two illustrations are examples of" habit;" 
the last, an example of the cont inuance of irritation by the compression 
of terminal nerve fibers at the point of amputat ion. And so, it is reason
able to believe, an epi lepsy primarily due to utero-ovarian lesion may 
be perpetuated, even though the orignal le~ion be cured, or the offend
ing organ removed. 

I am fully aware that removal of the appendages for true epilepsy is 
looked upon with much distrust, and, in the light of the data at our 
command, justly so. I am confident, howe\·er, that the rapid strides of 
gynecology will soon define the types of epilepsy wherein the operation 
will prove useful. \Vhen actual disease of the appendages is demonstra
ble there is even now a pretty general consensus of opiniou that an 
operation is indicated, especially if the menstrual exacerbations are 
marked. Unfortunately it i., often impossible to demonstrate actual 
disease within the ovary without the aid of the microscope. The pa tho· 
logical findings in epilepsy have been most variable Different investi
gators working along this line have come to as many di!Terent concl u 
sions One has declared that in epilepsy the weight of the brain is 
increased (Eche\'erria); another that its weight is diminished ( \ley
nert); and still another that there exists an unequal proportion of the 
two hemispheres. gain, dilatation of the \·essels of the superior por
tion of cord; aneurism and atheroma of the blood-\·essels; sclerosis of 
the cornu-Arnrnonis; anemia of the brain; an increased quantity of 
the cerebro-spinal fluid; tumors and thickening of the meninges of the 
brain; great redness aud \'ascular tension in the fourth ventricle 
(Schroeder \'an der Kolk ) ; alteration of the pineal gland; abnormal 
thickness and abnormal thinness of the cranial bones; and fatty degen
eration of some portion of the medulla oblongata, are some of the 
many changes found post-mortem in epileptics. Indeed, the changes 
recorded by pathologists are so \·arious that it is utterly impossible to 
coustruct an explanation of the paroxysms upon a pathological basis. 

There yet remains a by no means insignificant number of cases in 
which neitht!r the foregoing nor any other lesion, discoverable even by 
the closest scrutiny, exist. In all nervous affections characterized by 



paroxysms, attacks or fits of any kind, the essential feature is, accord
ing to Brown-Sequard, a morbid increase of the reflex excitability, the 
symptomatic manifestations depending upon "what nerve cells are 
altered in their vital properties." It has been pretty conclusively 
proved that there is no constant seal q( epi!eps)1: and it is not unreason
able to believe that irritation in any peripheral part of the nervous sys
tem may so irritate the cells at the base of the brain, or the upper part 
of the cord, or both, that in time their nutrition will become so altered 
as to create a morbid excitability. This is about the extent of our 
actual knowledge of epilepsy. The changes in these cells are more 
dynamical than physical, and the most powerful microscope has not 
yet re\·ealed the difference between those which are perfectly normal 
and those which possess great morbid reflex power. (Brown-Sequard.) 

Both clinical observation and experimental research tend to show 
that these cells are located chiefly in the base of the brain; and the fact 
that the early manifestations of an attack of epilepsy may be in very 
different parts of the body proves that their location must be variable. 
If this obsen-ation suggests anything it suggests the possibility of the 
most dh·erse forms of peripheral irritation exciting epilepsy. This 
theory is in perfect harmony with clinical obsen-ation. Literature con
tains innumerable instances of epilepsies caused by injuries to nerves 
and organs distant from the brain.* I submit that in the light of the 
army of clinical evidence now in our possession we are justified in 
believing that irritation having its origin in the uterus or the ovaries 
may, under certain circumstances, excite epilepsy; and if we can detect 
such irritation and remo\·e it, we may cure the disease, pro\·iding irrep
arable damage has not been done to the nerve centers. It is in sup
port of this proposition that I record the following cases of my own: 

lllus/raliz•e Cases. 

CASE XXIX.-Epilepsy Milior (pdit ma/) Cured b)' Operali11g upon 
the Cen 1ix and Perineum. l\lrs. C., ret. 26. Patient of Dr. E. F. 
Chase, of Dexter, Michigan. ~Iarried, and at the time of consult
ing me was the mother of two children. For nearly 18 months 
before coming to me she suffered from frequent attacks of petil ma!, 
always worse during the menstrual week. \Vhile engaged in com·ersa-

i' . .lfcdiml Record, July 21, 1890, for a case of reflex epilepsy cured by the 
removal of a shoe-button from the left cavity of the nose; and ~ew Orleans .lfedi
ral amt 5:1ogical }0111 nal, October, 1889, for a case of pct it ma/, with concomitant 
asthma, in which all symptoms were rt>lieved by curing septa! and turbinal hyper
trnphies, seated far back 
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tion she would suddenly pause in the most unaccount:ible manner in 
the middle of a sentence, the expression becoming perfectly blank; in 
a few seconds she would again resume con\'ersation , being conscious, 
howe,·er, that there had been a break in the continuity of thought. 
Automatic action was also interrupted, and if walking she would stop 
during the unconscious interval. She suffered much from a dull, 
hea,·y, occipital headache with depression and great irritability. Her 
memory was more or less impaired. Family history good. There was 
menorrhagia with dysmenorrhea and leucorrhea. 

Upon making a local examination I found a stellate cervical lacera
tion, with subi1wolution and much tenderness. The perineum was 
torn down to the sphincter muscle and the ,-aginal walls were likewise 
subiiwoluted . I repaired the cervix and perineum in the usual manner 1 

after which the attacks of petit ma/ became less frequent. Six months 
after the operation she reported herself a " new woman." Six years 
after there had been no recurrence of the symptoms, notwithstanding 
the fact that since the operation she has gh·en birth to a third child. 

CASE XXX.-Epi!epsy ef Six Years Standing Greatly Re!in•ed by 
Remoc.·al of /he Appeudages.-").!iss ]. D., ret 23, Harrisyille, Pa. 
Mother died of phthisis three years ago, at the age of fifty. Father 
li\'ing, ~t. 75. \\"hen nine years of age she sustained a fall, striking 
on her left side, since \\'hich time there has been great sensitiveness in 
the left O\'arian region i\lenstrnation became regular at 13, and 
although unusually nervous, nothing like an epileptic paroxysm made 
its appearance until she was r7 years of age. These attacks grad
ually increased in frequency, so that during the three years pre
ceding the operation she had ou an a\'erage two or three e\'ery night. 

October 23, 1887, through the instrumentality of Dr. M. B. 
Snyder, she came to my clinic for relief. At this time her general 
health was fairly good; she slept and ate \\"ell, and the digestive and 
urinary functions were normal. If it had not been for the nen-ous 
paroxysms and the pain in the left side she would have considered 
herself quite well. The attacks, usually nocturnal, were preceded by 
au ovarian aura. There was a feeling as if the left o\·ary were grasped 
and squeezed. This peculiar sensation extendtd up the left side of 
the body into the head, when she was compelled to sit down and lost 
entire control of herself so far as voluntary motions were concerned, 
but ne,·er became unconscious. If the attacks were unusually se,·ere 
there was pain in the \'ertex; they were somewhat more frequent just 
l:>efort and during menstruation. '!'he tongue had ne,·er been bitteu, 
nor was there any history of an epileptic cry. The patient brought 



with her a bottle of bromid, and was profoundly under its influence; 
while modifying the se,·erity of the attacks the drug had no perceptible 
effect upon their frequency. The memory, much to the patient's 
horror, was becoming seriously involved, and the besotted condition of 
the face, together with a peculiar, anxious look, indicated conclusi\·ely 
the natural tendency of the disease. A local examination showed both 
o\·aries to be enlarged, and exceedingly sensitive . Pressure upon the 
left ovarian region would precipitate a convu lsive attack, during which 
the limbs would become straightened aud rigid, the hands clenched, 
the teeth set, and the eyes rolled back. The face would become more 
or less congested, but there was no frothing at the mouth. The attack 
would not last o\·er thirty seconds. Unfortunately no opportunity 
presented itself to resort to pressure in an attack not thus induced. 

The case seemed one eminently appropriate for operative interference. 
The trouble dated from an injury, and there could be 110 doubt that an 
O\·arian lesion, and a serious one, existed. It is true, the paroxysms 
were not particularly aggravated during the menstrual period; yet a 
test, to my mind far more couclusive in demonstrating the connection 
existing between the ovarian lesion and the paroxysms, was present, 
namely, the ease with which one could be induced by O\•arian pressure. 
The patient was for a month placed under the indicated remedy and 
proper local treatment, including galvanization, but only grew worse. 
She was very impatient to have an operation performed, hadng come 
several hundred miles for that purpose. \Vith more indefinite local 
lesions I should have declined to operate without further efforts with 
constitutional and local measures. Under the circumstances, however, 
I p:!rformed double salpingo-oOphorectomy on No\·ember 21st, 1887, in 
the usual manner. Both ovaries were about three times their normal 
size, and both full of distended follicles, the result of cystic degenera
tion. Hydrosalpinx was likewise present on both sides. \\'hy, with 
the right ovary and tube implicated in the pathological changes quite 
as much as the left, the pain should be entirely confined to the left side, 
is a problem for our neuro-patbologists to soh-e. It is hardly explica
ble upon an anatomical basis. A change for the better seemed to come 
O\·er the patient almost as soon as she regained consciousness. Xo 
paroxysms took place until the third day after the operation; none 
again for a week, after which they recurred at lengthened intervals 
until December 29th, when she left the hospital, the longest interval 
being fourteeu days 

Improvement, in every respect, was of the most decided character. 
The day before starting upon her long journey home, and unknown 
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to the hospital attaches, she went out upon a prolonged shopping expe
dition and became \'ery weary. That night she had a paroxysm 1 and 
upon her return home had two or three in frequent succession. Through 
a mutual acquaintance I learn that the attacks now rarely recur, are 
almost imperceptible when they do recur, and that she is supporting 
herself by hard work. 

CASE XXXI.-Epilepsy of Fourteen Years Duration Greatly Relieved 
b)' Removal of Appendages.-I shall record this case in the language 
of my former assistant, Dr. V . D. Garwood, whose patient she was: 
"The patient, Miss R . , ret. 45, is a woman of unusual intelligence; 
born of German parents. She lived in a quiet borough, of pronounced 
religious influence, inheriting, especially from her father, who ranked 
high as a scientist and musician, a sensitive, nervous system, and was 
pressed by him to the furthest limit in her education; on the other 
hand she was brought up in the )ledean and Persian routine of German 
housewifery. \Vheu dysmenorrhea appeared it was regarded as too 
trivial for treatment, until epilepsy developed . 

11 As a child she was healthy until ele\"en, when she had scarlet 
fever, and for years after was subject to enuresis. Pleurisy followed 
some time after scarlet fe\'er. At seventeen, eczema upon the hands 
appeared, lasting about a year, which was cured by outward applica
tion. 

11 Between 18 and 20 years of age she suffered frequently from 
asthma, wh ich appeared e\·ery J uly. \Vhile engaged in teaching, 
a year or two later, a violent attack of acute pain and cramps in the 
stomach occurred, followed by a jaund iced condition. 'rhis attack was 
supposed by the physicians in attendance to be due to a round, perfor
ating ulcer of the stomach . 

11 From that time until 29 years of age she seemed to be in fair 
health, with the exception of dysmenorrhea, to which no attention 
was paid. The first spasm-a \'ery slight one-occurred in August, 
1875. These continued during the fall, and were accompanied by an 
unpleasant noise in the head. She did not fall or lose consciousness; 
the slightest sound was increased to an unendurable noise in her head. 
Her attendants approached her on tip-toe to gh·e her a drink or 
to fan her. Toward Christmas of that year the uuconscious attacks 
began at night, with the petil mat during the day. 

'
1 At this stage of her trouble the most eminent physicians of Phila

delphia were consulted-Drs. Weir Mitchell, Goodell. and others. After 
some time the mania epileptica developed; this, however, after the dis
continuance of the bromides. In April, 1885, she had an attack of acute 

17 
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rheumatism, in which hyperpyrexia was marked. After this there was 

complete exemption for six months from the nen'OllS attacks, but over

work and intense strain upon the emotions brought them on again with 

renewed violence. 
" She came under my care in August, 1888. For the preceding year 

one week of each mouth-her menstrual week-had been a perfect blank 

to her~ owing to the frequency of the paroxysms. She had often bitten 

her tongue and had injured herself se\·erely by falling. Observing that 

the periodicity of the attacks was that of the catamenia, I consulted Dr. 
James C. Wood, who, in May, 1889, performed double salpingo-oopho

rectomy. From that time until August there were no spasms. In 
October there was a severe outbreak, but since that time until January, 
189r, only slight attacks every two months, with excellent health in 

the intervals. She has returned to society and to her literary work. 

Her memory is being rapidly restored, and she enjoys life as never be

fore since her illness.'' * 
In this case I found great tenderness of the ovaries, but no percepti

ble enlargement. After removal they were examined by Prof. Heneage 

Gibbes, the pathologist of the Uni\·ersity, who reported hyaline degen
eration . Certainly if such a thing as a " menstrual epilepsy " exists, 
this was a case, and under the circumstances I had no hesitancy in re

moving the appendages. She came to me after passing through the 

hands of some uf the ablest physicians of both schools, and I knew that 
all ordinary resources had been exhausted. 

CASE XXXII.-Menstrual Epi!epSJ' ef Twenty-four Years Du.ration 
Cu.red by D1'/ating lite CervL-c and Recfu.m..-Patieut ret . 39, unmarried, 

referred to me by Prof. D. A. McLachlau, of the University of Mich
igan. She is of a neurotic family, and had chorea in early childhood. 

Began to menstruate at fourteen, at which time she had a typical 
epileptic paroxysm. At the succeeding period she had t\\'O spasms, and 
had from one to three a month for the following twenty-four years. 
She suffered from obstructive dysmeuorrhea from the very first. Upon 

consulting me in November of 1891, she was exceedingly nervous and 
hysterical. The skin was dry, the appetite poor, and the bowels con

stipated. There was marked \·aso·motor disturbance as shown by the 
congestive headaches, the abnormal perspirations and the cold bands 

and feet. She rarely had the epileptic seizures during the inter-men
strual period; once in a while, howe\·er, such an attack would come on, 

* 'l'his patient's improved condition remained permanent for two years, when she 
had a paroxysm in an out-house and died from strangulation. 
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so that she had to withdraw from society and did not dare to lea\·e her 
home without an attendant. During the attack the face was suffused. 
She frothed at the mouth and frequently bit her tongue. On NO\·em
ber 23, 1891, I thoroughly di\'Ulsed both the cervix and the rectum 
under an anesthetic, and packed the uterus with gauze. There were 
no clitoridal adhesions and no evidences of onanism, though at times 
sexual irritation was troublesome. As a result of the operation, 
the constipation was O\·ercome, the equilibrium of the circulation 
restored and the dysmenorrhea almost entirely relieved. She had au 
epileptic paroxysm four days after the divulsion, aud a second one iu 
two weeks For the succeeding two year:;, instead of from two to four 
paroxysms a month they occurred but three or four times a year. It 
has now been two years since the last paroxysm, and I think that I am 
justified in reporting this case as a complete cure. I had the patient 
constantly under observation for the first two years, and from time to 
time gave her local treatment for au old cervical endometritis, which, I 
should have added, was present before the divulsion. The epileptic 
aura began in the left hand with a feeling of numbness. For this and 
for her general neurasthenic condition I applied once or twice a week 
sparks from a static machine along the spine and down the arm, giving 
her at the same sitting a static bath. The internal remedies used wl!re 
cimicifuga and ignatia. 

CASE XXXIII.-JJ/euslrual EpilefisJ' ef Ei'gllteen. Years Duration/ 
Diiiulsion lVitllout Relie~· :3alpingo·o0pllorectomy with, Cessation of 
ParOX)'J·ms for Twelve JJ/ontlis.-Patient ret. 38, unmarried, brought to 
me by Dr. Helen l\L Smith, of Delaware, 0., in January of 1895. This 
patient had had typical epileptic attacks immediately preceding the 
onset of the flow for eighteen years. The bowels were constipated, the 
hands and feet cold and the skin dry and harsh. l\Iany times the bowels 
would not 1110\'e for ten or tweh-e days in spite of every effort to make 
them. The rectum contained several papillre, and the sphincter 
ani was exceedingly irritable. The clitoris was adherent and there was 
abnormal sexual desire. An examination under ether re\·ealed decided 
enlargement of the right ovary. ~ othing abnormal could be detected 
on the left side. The patient1s mother objected to a radical operation. 
I therefore dilated the cervix, curetted aucl packed the uterus, relieved 
the clitoris, dilated the rectum and sigmoid and removed several rectal 
papill~. This work greatly relie\·ed the general condition, but did not 
interrupt the frequency of the paroxysms. It entirely overcame the 
constipation. She returned to me in November of 1895, when I made 
a double salpingo-oOphorectomy. The right ovary was the size of a 
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hen's egg and was a mere shell, containing serum. The left was of 
normal size but cirrhotic. The paroxysms recurred at monthly in
tervals for three succeeding mouths ( she did not menstruate after the 
operation ) , but there has been no return of them since ( twelve months) . 
This case is still too recent to place on record as a .. cure," which I do 
not do. The impro\•ement is, however, striking, and the outcome is 
promising. She is now supporting herself by doing the duties of gov
erness, and is happier and better than she has been for years. 

The extent of the disease is hardly a reliable criterion on which to base 
the necessity of operative interference in epilepsy, for we know that a slight 
amount of disease will in one woman produce serious reflex symptoms, 
whereas, in another, most extensi,·e lesions will produce no disturbance 
whatever. It is necessary, therefore, under all circumstances in dealing 
with neuroses, to recognize t.ypes of constitution as well as the character 
of the local lesion. Indeed, in descending the pathological scale, a point 
may be reached where, instead of actual disease, there is simply func
tional disturbance which must be recognized as a causative factor. I 
believe, howe,·er, that we are rarely justified in removing the append
ages unless there is pretty conclusi,·e eyideuce of local disease. If such 
evidence be forthcoming; if the fits are intimately associated with the 
menstrual function; if the aura starts from the ovarian region; if there 
are no evidences of serious disease of tbe nerve-centers; if the health 
and mind are fai ling and the patient is rapidly approaching a state 
of chronic invalidism or insanity; and, above all, if all ordinary meas
ures have been exhausted and iuternal medication faithfully tried, 
I believe that the gynecologist is justified in resorting to any reasonable 
measure promising some hope of relief. 

THE HYSTERICAL PAROXYS:i\I. 

A dissertation deYoted to the ll) 1Slero-11euroses and hJ1S/eria would be 
incomplete without a brief description of the hysterical paroxysm. 
However, were all of its manifold variations included in this description 
another chapter would be nece~sary. I shall therefore refer to the most 
salient features only. 

An aura starting from the affected ovary frequently precedes the 
attack. In the milder forms there is accelerated, irregular, and often 
interrupted respiration . Spasms of the extremities, rhythmical in char
acter, accompany the perverted respiration. In a few minutes the attack 
cease!i, but others may follow in rapid succession . Consciousness is 
rarely lost, though in the more severe forms the loss of consciousness 
may be profound. Distortion and fixation of the trunk m1d extremities 
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are caused by the tetanic com'ulsions. The respiration becomes slow 
and stertorous, and there may be frothing at the mouth. The bowels are 
frequently greatly distended with gas. These symptoms1 together with 
the alternate tonic and clonic character of the convulsions, ha,·e given 
rise to the term !1;1sfero-epi!epsy. Before and after the attacks there is 
often hemianesthesia and hyperesthesia. 

Relaxation succeeds tetanic muscular contraction, and this is followed 
in due time by exaggerated muscular phenomena. Emotional symp
toms soon supervene. Anger, resentment, joy, grief, and apprehension 
are alternately depicted on the countenance. Lacivious manifestations 
are not infrequent. There may be hallucinations, during which the 
patient sees all sorts of disagreeable objects and things. Then comes 
contrition, and after it, recovery. 

TREATMENT OF THE HYSTERO-NEUROSES AND HYSTERIA. 

Certain general principles of treatment will suggest themseh·es to 
the reader. While it is usually wise in dealing with ordinary lesions 
to remove the cause at once when it is possible so to do, certain 
exceptions to this rule may have to be made in dealing with the 
hystero-neuroses. At least it is not always wise to direct the treat
ment to the pelvic organs until after certain systemic conditions are 
partially or entirely overcome and the patient has, in a measure at least, 
gained control of her emotional faculties. This is especially true if 
malnutrition is marked and if the sexual facu lties are perverted. How
ever, the treatment must be governed by the circumstances attending 
each case. Thus the general depravity of nutrition may be so great, 
and the pelvic lesion so slight, as to make it necessary to give the 
patient new blood and new tissue by proper feeding, medication and 
rest before an attempt is made to correct the local mischief. In the 
worst cases the rest treatment (Chapter IX. ) is of the greatest utility. 
In another class of patients it may be necessary to o,·ercome the local 
lesion at once, whatever that may be. I have endeavored 1 by the sev
eral illustrative cases introduced 1 to emphasize this point. Uterine 
dedations and ovarian displacements should be corrected, if possible1 

by postural or by non-operative measures. If this is not possible 
operative procedures, either consen·ative or destructive, may be 
adopted. Cervical rents and injuries to the pelvic floor may have to be 
repaired. In short, all lesions of the lower orifices of the body, and 
of the pelvis, should be corrected if possible, after which the indicated 
remedy and a properly selected diet will accomplish their purpose. 
Striking instances of the wisdom of this course are shown in cases 
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(XV. and X\'I. ) . On the other hand, local treatments continued from 
day to day may do harm instead of good, especially if there be errotic 
tendencies. Usually, however, when pelvic congestion exists the hot 
douche, medicated, will do good. 

Iu dealing with nymphomania the O\·aries and uterus should not be 
unceremoniously sacrificed. I do not believe that we are justified in re
moving the appendages unless there exist sufficient disease to justify 
the operation, even though nymphomania were absent. The removal 
of the appendages does not as a rule destroy the sexual appetite, though 
removing abnormal ovaries may modify it. Adhesions of the clitoris 
and irritable nymphre should, in these cases, always receive attention. 

The physician should obtain absolute control of his patient, to 
accomplish which she may haYe to be removed from home sur· 
roundings and placed under the care of an intelligent nurse. Under 
all circumstances the habits of life should be looked into. In young 
girls the system of education may be at fault. Emotional literature 
should be proscribed. In married women sexual irregularities should 
be corrected, and, in the milder cases, sedentary habits overcome. 
Cycling in moderation is often beneficial, as are other forms of physical 

culture, when intelligently followed. In short, the patient should be 
improved physically, morally and intt::llectually and taught to master 
her emotions instead of permitting them to master her. 

In nearly all instances electricity in some form will be found sen·ice· 
able. When the nervous symptoms predominate general franklinizatiou 
and central galvanization will often accomplish much good. In hyperes· 
thesia of sight and hearing the static breeze is of benefit . Hyperesthesia 
of the joints and of the mucous membranes is often relieved by positive 
galvanization. In clonic and tonic spasms of the muscles and joints 
both galvanization and faradization should be tried. Hysterical aphonia 
can often be cured by one or more of the forms of electricity. In both 
hyperesthesia and anesthesia of the mucous membranes of the urethra 
and lower bowel divulsion under anesthesia is to be tried as a final 
resort. In spinal irritation a mild gal\·auiccurreat (fi\·e to ten milliam· 
peres) should be passed through the spine from one to three times a 
week, with the positive pole over the sensitive areas; this, in many in· 
stances, can be advantageously followed by the direct application of 
sparks from a faradic machine. i\Iassage, even though the full rest treat· 
ment is not adopted, is a form of exercise exceedingly beneficial in 
nearly all instances. Finally, the indicated remedy should be carefully 
selected and not too often changed. Those given in the section devoted 
to "nervous prostration " are the ones oftener indicated. 
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Treatment of the Hysterical ParOXJ'snt.-The physician must as· 
sume absolute control of the room and its inmates. Sympathizing 
and excited friends should be excluded. Slight hysterical seizures of 
an emotional character can often be controlled by the indicated remedy, 
or by inhalations of ammonia, or of nitrite of amyl. When the par
oxysm is fully developed more radical measures are necessary. Most 
authorities recommend douching the head and face with cold water. 
This is a successful method of treatment, but a difficult one to apply 
without wetting the clothing. A few teaspoonfuls of water poured into 
the mouth or nostrils will often accomplish the same purpose, and 
should be first tried. It acts by stimulating the respiratory centers. 
Dr. Hare recommends closing the nostrils and mouth for fifteen or 
twenty seconds with a towel. Chloroform or ether inhalation is Yery 
effective, and one of the best methods of controlling an attack. Ice
water injected into the rectum may be tried . Cruveilhier and Ashwell 
recommend that cold water be injected into the stomach. Cutaneous 
faradization has been found useful. It is accomplished by placing the 
two electrodes anywhere from the neck to the hand, or on the two 
hands. Finally, Gowers* uses, when all other measures have failed, 
a hypodermic injection of a twelfth or sixteenth of a grain of apo
morphia with invariable success. As soon as nausea is excited the 
paroxysm ceases, and the patient regains consciousness immediately 
upon vomiting, which occurs in six or eight minutes after the injection. 

Pressure over the region of the ovaries, according to the method of 
Charcot, is a simple, harmless, and often a most effectual procedure. 
It is accomplished by placing the patient in a horizontal position on the 
floor or mattress and pressing the closed hand or fist into one or both 
iliac fos&"'C. :\Iuch force is at first necessary to m·ercome the contrac
tion of the abdominal muscles. If successful, the patient soon makes 
numerous and noisy attempts to swallow, when consciousness returns. 
The phenomena of the seizure disappear in from two to four minutes. 

Tlierapeulics of / -1.J'steria. 

Moschus.-Constriction of the chest, frequent swooning, great 
anguish with fear of death; HYSTERIA SIMULATlXG TETAKIC SPASMSj 

globus hystericus; great desire for beer or brandy. 
Chamomilla. - Irritable, pee\"ish, impatient; great tendency to 

quarrel, to speak in an obstreperous manner; moaning and wailing 
during sleep. 

"Diseases of the Nen-ous System," p. 1329. 



H yoscyamus.-Jerking and twitching in the spasms; conYulsions 
resemble epilepsy; much silly laughter and foolish action; she is dis
posed to unco\·er herself and go naked. 

C aulophyllum.-H\'STERICAL CON\"ULSIOXS DURING DYS:\IENOR

RHEA; hysteria in anemic and greatly debilitated patients; spasmodic, 
intermittent pains in the bladder, stomach, groins, chest and limbs. 

P latina.-Self-exaltation and contempt for others; a strange titillat
ing sensation extending from the genital organs up into the abdomen; 
spasms, with wild shrieks; horrify ing t houghts; menses in excess, dark 
and thick. 

Nu x mosc h a t a .-Frequent and sudden change of mental symptoms; 
excessive tendency to laughter; enormous distention of abdomen after 
meals; EXCESSIVE DRYNESS OF MOUTH AFTER SLEEPING. 

L ach esis.-Seusation as if a lump were rising in the throat; CANNOT 

BF.AR THE LEAST PRESSURE EXTERNALLY ON ANY PART OF THE BODY; 

AGGRAVATION AFTER SLEEPING. 

Consult: -ANACARDIUM, AURU:\I, asafetida, GELSEl\IIU~. cactus 
grand., lilium tigr., stramonium, ZINCUM, tarantula, valeriana. 



CHAPTER XVI. 

ME NSTRUATION AND ITS DI S O R D ERS. 

PHYSIOLOGY OF MENSTRUATION: Ai\IENORRHEA. 

Gene ral Conside ra tions.-The anomalies of menstruation cannot 
be intelligently studied without a familiarity with its physiology. As 
to the cause of menstruation there is much that is yet uncertain. The 
p!tenomena belonging to the function are, however, well known; and, 
from a practical standpoint, it is these which most concern the physician. 

D efinition.-Menstruation may be defined as a periodical discharge 
of blood from the uterine ca\·ity, recurring at regular intervals between 
puberty and the menopause, except when physiologically interrupted 
by pregnancy and lactation. Puberty begins in this climate at the 
average age of thirteen, and climacteric changes are usually inaugu· 
rated at about forty.four. The age of puberty is influenced by climate, 
habits, idiosyncrasies and disease; it occurs earlier in warm than in 
cold climates, and in large cities than in rural regions. * It is delayed 

. in certain families until the age of s ixteen, se\•enteen or even twenty 
years, without any perceptible ill·effect; and it is frequent ly delayed 
for an indefinite time by some constitutional bias, notably tuberculosis . 

The SJ1mploms of approaching puberty are very characteristic The 
habits of girlhood are discarded for those of retiring womanhood , the 
figure de,·elops, and the breasts enlarge; coincident with these changes, 
hair appears upon the mons veneris. 

The symptoms of perfectly normal menstruation are objective rather 
than subjective. Xevertheless, there are few girls or women who do 
not suffer just before the ad,·ent of the flow from a feeling of uneasiness 
or weight in the pelvic organs, and frequently there is an unpleasant 
sense of fulness in the breasts. · These symptoms are particularly 

+ Lutaud (B11/leti11s cl m!:moirs de la Societe obstetricalc el CJ 11hologiq11e, Pm is, 
Dcamber, 1890,) reports the case of a girl who began to menstruate at senn years 
and two months. The patient was well formed and healthy. Dr. D. S. Peeples 
(.\·ne rork .lft•diral journal, ;\lay 30, 1895,) reports a case of premature meniotrua· 
tion in a child five days old. Another case is recorded by Dr. C. E. Cathetings, of 
Woodville, )liss. {,.\"cw Orleans Medical and Surgical jo11t11al, l\I ay, 1895,), of a 
child one month old, which menstruated regularly for six months. 
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marked at the first menstrual period, and are often accompanied with 
decided nervous phenomena. Occasionally the first knowledge of the 
approaching period is the presence of the flow. 

A normal period continues from two to eight days, and the quantity 
of blood lost varies from two to nine ounces ( three to twelve napkins) . 
Either extreme may be perfectly normal, depending upon the tempera
ment and habits of the menstruating woman. The average duration is 
about four days, and the average quantity of blood lost, five ounces. 
During the invasion the discharge is pale; during its persistence it be
comes darker, is non-coagulable, and consists of red and white blood 
corpuscles, granular corpuscles, and mucous globules commingled with 
epithelium from the uterine, cerdcal, and vaginal cavities; during its 
decline it again becomes pale. Unless the flow is excessive there is no 
clotting, for the vaginal secretion preserves its fluidity . 

T heories.-The ovan·an theory of menstruation, advanced and ad
vocated by Coste, Gendren, Bischoff, Negrier, and Pfli.iger, has long 
been, and still remains, the classical one. According to this theory, 
ovulation and ovarian irritation are responsible for menstruation. \Vheu 
oOphorectomy became a common operation, it was observed that men
struation sometimes persisted even after the ovaries were removed; and 
that the function was more surely, although not im·ariably, abrogated 
if the Fallopian tubes were removed with them. Lawson Tait, who 
was the first to observe this fact. promulgated the so-called Fallopian 
theorJ' of menstruation. He rnaintains that the function of menstrua
tion is not ruled by the ovaries, and presents the following reasons why 
he believes that the starting point is the Fallopian tubes:-

( r ) Pain when the tubes are occluded; ( 2) the first appearance of 
menstrual fluid in the tubes; ( 3) the continuance of menstruation after 
the removal of the ovaries; (.+) the arrest of menstruation after the re
mm·al of the tubes. 

Tait* believes that we should not speak of menstruation as occurring 
but once a month and adopts the classification of \Vatter Heape, who 
divides the menstrual cycle into four distinct periods, as follows:

A.-Period of rest. 
St•ge I-The resting stage. 

B.-Period of growth. 
Stage II-The growth of the stroma. 
Stage III-The increase of nssels. 

C.-Period of degeneration. 

* Provincial l\ledical journal, Jan nary 1, 1895. 
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Stage n·-The breaking down of ,·essels. 
Stage Y-The formation of lacunre. 
Stage VI-The rupture of lacunre. 
Stage \'II-The formation of a menstrual clot. 

D.-Period of recuperation. 
Stage \'III-The recuperation stage. 

As counter evidence to the Fallopian theory and in support of the 
ovarian, the following observations are presented:-* 

( 1) \Vhen the ovaries are congenitally absent menstruation is also 
wanting; (2) when the ovaries are remo\·ed early in life the same result is 
apparent; (3) when the ovaries are removed after puberty menstruation 
generally ceases; (4) all the secondary sexual characters of the female 
are dominated by the ovary, and menstruation is one of these. 

The arguments set forth to substantiate these two theories of men
struation-the Fallopian. and the o·varian-are based upon certain phe
nomena which are by no means im-ariable. It may be said that, while 
menstruation does sometimes persist after the removal of theo\·aries with· 
out the tubes, this is only exceptionally the case; and it cannot be main
tained that the function always ceases after the ovaries and tubes are 
both removed, for a number of authentic cases are now on record in 
which both appendages have been removed without accomplishing this 
end. That the first appearance of the menstrual blood in the human 
female is always in the tubes is hardly susceptible of proof. 

On the other hand, it must be admitted that menstruation occurs at a 
period of life when on1lation is most active; but that there is a causal 
relation existing between the menstrual flow and the escape of the 
ovule, while probable, has not yet been conclusively proved. 

A still more modern theory is that of Campbell.t Campbell believes 
that the menstrual rhythm is initiated by a nervous rhythm dependent 
upon nervous structures. "Just as there is a rhythmically pulsating 
respiratory and cardiac center, so there is a rhythmically pulsating 
sexual ceuter which furnishes fibers both to the O\•aries and to the 
uterus, those of the latter passing, for the most part 1 along the Fal
lopian tubes, but some few to the uterus directly." 

Byron Robinson! also belieYes that all eddence favors the theory that 
ontlation and menstruation are independent1 in proof of which he cites 
the fact that menstruation occurs in women whose ovaries are so 

* London Lancet, December, 1SSS. 
t .-\nnual ofllnh-ersal ::\Iedical Science, 1890. 
t Am. Gynecological and Obstetrical Journal, Aug., 1895. 
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diseased as to make them incapable of O\'Ulating; and that ovulation 
occurs before birth in women and other animals. 

Campbell further be-lieves that ovulation is an essential, though not 
an indispensable, factor of the menstrual rhythm. This hypothesis will 
at least explain the following facts as set forth :-

( 1 ) The periodic How sometimes continues after the removal of the 
ovaries; ( 2) the function is generally abrogated by the removal of the 
tubes; ( 3) occasionally it continues after both the ovaries and tubes 
have been removed, just as a reflex epi lepsy somet imes continues after 
the source of irritation has been removed.* 

Dr. Arthur \V. Johnstone affirms" that the functions of the ovary 
and the uterus are separate and d istiuct, and that the endometrium is 
the real organ of menstruation . " 

Johnstone has described a "menstruation nerve/' located in the 
pelvic splanchnics, which he believes to be the governor of menstrua
tion. This trunk enters the uterine cornu beneath the Fallopian tube, 
starting down in the base of the broad ligament. 

In discussing the probability of a menstruation center Skeene (Afedi
cal G)'1tecology, p. 36, 1895 ) remarks: " While the existence and posi
tion of this center are not to-day as certainly known as those of the 
vaso-motor and respiratory centers, nevertheless impartial experimen
tation upon animals and careful dis.sections upon the human cadaver 
leave little doubt. And, too, in this lumbar enlargement of the spinal 
cord are micturition, defecation, erection , ejaculation, and parturition 
centers. Why not a menstruation center?'' 

Christopher Martin ( British Gynecological Journal, NO\'., 1893) pre
sents practically the arguments adduced by Skeene. 

Johnstone looks upon the uterus as a hollow lymphatic gland without 
a lymph stream, and that menstruation is a necessity in erect animals 
because there are not sufficient lymphatics to carry off the lymph cor
puscles. 

Neither is there a general concensus of opinion regarding the source 
of the hemorrhage, and the changes which the endometrium undergoes. 

J . Bland Suttont has made a series of observations in the quadrumana, 
and has also examined the uteri of some young women who died during 
menstruation. From these observations Sutton is led to believe that 
the disintegration of the mucous membrane is limited to the superficial 

*Robinson believes that menstruation is inaugurated by tubal motion due to 
gauglia situated in the uterine walls and along the tu hes, which are intimately con
nected with the OYaries.-.Xew rork 1llcdical journal, January, 1891. 

t Brit. Gynec.journal, 1886. 
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and glandular epithelium, and that the mucous membrane of the Fallo
pian tubes remains unaltered. 

Dr. Johnstone's im·estigations go to pro\·e that the loss of substance 
in the menstruating uterus is limited to the epithelial lining of the 
mucous membrane. 

Kundrat and Engelmann also believe that only the superficial layers 
of mucous membrane are removed. 

In marked contrast to the foregoing view:, are those of Dr. John 
\Villi~ms, of London. who maintains that "uterine contraction drives 
the blood from the muscular walls into the mucous membrane; the 
vessels of this membrane, having undergone fatty degeneration, gi\·e 
way, and extravasation of blood results. This extra\•asation takes 
place always near the surface, for in that situation the degenerath·e 
changes have most advanced. The rush of blood into the vessels of 
the mucous membrane expels the contents of the glands, together with 
the greater part of their lining epithelium When 
hemorrhage bas taken place into the membrane it undergoes a rapid 
disintegration and becomes enlirel.J• remoz•ed.'' \Villiams believes that 
a new mucous membrane is formed from the muscular walls of the 
organ. In the light of present data, this is hardly probable. 

Leopold denies the existence of fatty degeneration, and believes that 
the bleeding is due to the peculiar arrangement of the blood-vessels 
in the endometrium. There exists, according to this author, a dispro
portion between the arterioles that supply the capillaries of the uterus, 
and the veins that receive the blood-the arterioles being relatively 
larger; as a result a sudden affiux of blood to the uterus is not carried 
off by the veins and the capillaries rupture. In the process of dis
integration only the superficial layer of the mucous membrane is 
remo\'ed. 

Moricke, basing his observations upon curettings from lh·ing men
struating women, asserts that "during menstruation the mucous mem
brane disappears neither partially nor fully " 

It will be seen by the foregoing that much pertaining to the physi
ology of menstruation is as yet unsettled. I ha\'e deemed it best to 
present in condensed form the more prominent theories I shall not 
venture an opinion of my own, further thau to add that Campbell's 
theory as regards the cause of the periodical flow of blood termed men
struation, and Leopold's theory as regards the changes which the 
uterine mucous membrane undergoes, as the result of this flowi seem 
to me the most reasonable. 
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AMENORRHEA. 

The term amenorrhea signifies an absence or stoppage of the men
strual discharge, due to causes other than physiological. It may be 
primary (ema11sio-meusium ) or secondary (suppressio-mensium) . In 
both of these forms there is non-secretion. Retention of tile flow is also 
classified under the head of amenorrhea, though the causes responsible 
for the absence of the discharge are radically different from those giv
ing rise to the primary and secondary forms. Amenorrhea is physi
ological during pregnancy and lactation. 

P r imary A men or rhea. (Emausio-mensium. )-In the primary form 
of amenorrhea menstruation has neYer occurred and puberty, for some 
reason, is delayed. The causes for such delay are variable and must be 
carefully sought for. Probably some form of constitutional bias-anemia, 
tuberculosis, scrofulosis, or rickets-is oftener responsible for it than 
anything else. Such being the case the patient 's vitality is conserved 
by the amenorrhea. Again the menstrual function may be held iu 
abeyance by misdirected mental effort and insufficient exercise. Con
genital defectsinvoldng the uterus, O\·aries, Fallopian tubes, or, indeed, 
any of the sexual organs, are not infrequently res.ponsible for the non
appearance of the menses. 

The SJ1mptoms of primary amenorrhea are those of delayed puberty. 
The changes incident to normal puberty are wanting; the breasts do 
not enlarge, the figure remains undeveloped, and no hair appears upon 
the mons veneris. 111olimina may or may not be present; if present 
many of the symptoms of menstruation occur, minus the flow; if absent, 
and the cause is due to one of the enumerated constitutional disorders, 
the symptoms of the latter will stand out prominently. Let it be 
remembered that in these instances the amenorrhea is the ejfect and not 
the cause of the constitutional malady. 

The delay of the functiou not infrequently gives rise to nervous 
plunomena, especially when there is an effort on the part of the system, 
as indicated by the molimina, to establish it. Hysteria often occurs, 
and the nen·ous perturbation may result in chorea. Neuralgia is not 
an uncommon symptom, especially if anemia or chlorosis is marked. 

The diagnosis of primary amenorrhea is not difficult. It ought not 
to be mistakeu for physiological amenorrhea due to preg11a11cy, and yet 
such mistakes have been made. In primary amenorrhea the eddences 
of delayed puberty-the diminished size of the uterus, the unde,·eloped 
mamm3:! and figure-and the absence of abdominal tumor, all argue 
against pregnancy. It must not be forgotten that conception is possi-
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ble before menstruation; from a practical as well as a medico-legal 
standpoint this fact is important. 

Secondary A rnenorrhea .- (Suppressio·mensium ).- ln seconda1y 
amenorrllca the menstrual function has, for a longer or shorter period1 

existed, but owing to some cause or causes it has become suppressed. 
In acute diseases-phthisis 1 auemia 1 and chlorosis-the suppression is 
not undesirable, for by means of it the patient's strength is conserved . 
Indeed, menstruation should not occur with an anemia at all marked; 
if it does, and the flow is profuse, the physician is justified in suspect· 
ing that the depravity of the blood is secondary to the meustrual excess. 
Ju such cases an effort should be made to induce amenorrhea, either 
partial or complete, by directing attention to the endometrium, for, in 
many instances, the latter will be found abnormal. \Vylie obsen-es that 
if amenorrhea occurs during the period of de,·elopment of the sexual 
organs the growth of the latter is often permanently affected by it. The 
inflammatory diseases of the pelvis may likewise produce amenorrhea 
by leadng in their train lesions of the O\·aries and tubes; oftener, how· 
ever, such lesions result in menorrhagia. 

There are certain women, healthy in all other respects , who suffer 
from suppression upon the least irregularity. Change of climate or 
altitude, a sea voyage, or the slightest exposure, is quite sufficient to 
induce amenorrhea . Usually it is only temporary, and in due time the 
menstrual equilibrium is restored; occasionally the system becomes so 
profoundly impressed by the suppression that the amenorrhea remains 
permanently. Those who have to deal with immigrants coming to this 
country state that amenorrhea frequently results from the sea voyage 
and climatic changes combined . 

The symptoms of secondary amenorrhea depend in no small degree 
upon the suddenness of the suppression . In acute suppression there is 
marked disturbance of the nen"ous and vascular systems, manifesting 
itself in increased arterial tension, palpitation of the heart, headache, 
neuralgic pains in ,·arious parts of the body, and, not infrequently, 
hysteria. The local distress is sometimes very great, the pain being 
sharp a11d darting, or cramp·like. Occasionally the vascular excite· 
ment is preceded by a chill, and the congestion induced may pass into 
serious inflammation. 

\\'hen amenorrhea is developed gradually, the symptoms are less 
\"iolent, though often of most serious import. Prostration, lassitude, 
indigestion, constipation, and cardiac oppression, one or all, make their 
appearance in due time. The symptoms of the disease which is respon
sible for the non·performauce of the function-anemia, phthisis, etc.-
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force themselves upon the attention of the physician. Under all cir
cumstances pectoral symptoms occurring in connection with amenor
rhea demand serious consideration. 

Diagnosis.-This form of amenorrhea is easily mistaken for preg
nanC)'. The subjective symptoms are much the same in both instances; 
nausea, vomiting, morning sickness, mammary pains, etc., may result 
either from pathological or physiological suppression. During early 
pregnancy the increased size of the uterus is so slight as to make even 
the most deft diagnostician uncertain regarding its contents. If the 
patient is untruthful, and denies the possibility of pregnancy, lime is 
the only absolute test . After the third month the diagnosis can usually 
be made with a fair degree of certainty. 

Retention of the Flow.-Amenorrhea due to retention is the result 
of some interference with the exit of tlle menstrual discharge after it 
has been secreted. The cause of obstruction may be congenital or ac
quired. An imperforate hymen is the most frequent congenital cause, 
though the menses are sometimes retained because of atresia of the 
vagina higher up. Usually, however, when the vagina is congenitally 
absent the menstrual function is held in abeyance. 

The acquired causes oftener result from child-bearing, the sequelre 
of inflammation and sloughing. Operations upon the cervix may also 
result in atresia. Tumors, polypi, flexures and coagula may gi\-e rise 
to temporary retention. 

Symptoms.-Retention of the menses may and usually does give rise 
to much suffering. Attacks of pain recur at regular intervals. with all 
the usual symptoms of menstruation, except the Bow. The pain is of 
a bearing-down character1 coming and going at variable intervals, and 
reaching its climax after some hours duration. It then gradually sub
sides and finally disappears to recur again at the next period . There is 
often marked general disturbance during the paroxysm of suffering 
which manifests itself in headache, increased arterial tension, nausea 
and vomiting, pain in the back and limbs aud nen-ous phenomena of 
various kinds. Hysterical convulsions are uot infrequent, and e\·en 
epilepsy may develop. In due time the uterus becomes distended with 
the products of menstruation, giving rise to a tumor in the hypogastric 
region. 

Diagnosis.-The regular recurrence of molimina corresponding to 
the menstrual cycle, and the gradual formation of a tumor in the 
uterine region, together with the absence of the menstrnal discharge 
externally, will lead the physician to suspect the nature of the case . 
The reflex symptoms of pregnancy may be prese11t, but a local ex-
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amination will re\·eal the cause of the difficulty. Such an examination 
may necessitate exploration through both the rectum and bladder in 
order to determine the presence or absence of the uterus and annexa. 

The proJ;1zosis of amenorrhea depends entirely upon its cause. Of 
the \0arious constitutional ailments gidng rise to it anemia is the most 
amenable to treatment. If the result of acute disease the system usually 
rights itself in due time. Tuberculosis is, of course, always of serious 
import. 

Of the anatomical causes impe1j"orate hJ•men is the most easi ly dealt 
with. Congenital absence of the uterus or ovaries makes a cure im
possible; if due to deficient deyelopment only, the prognosis will de
pend upon the presence or absence of molimina. \Vhen atresia of the 
yagina is responsible for the retention it is possible, by surgical 
measures, to liberate the pent-up discharge and to restore the canal to 
its normal condition; when it is congenitally absent, howe\'er, an at
tempt to form a yagina may results in failure. 

THE TREAT111EXT OF A:'llE:\'ORRllEA. 

Let it be remembered that amenorrhea is in many instances but an 
expression of some systemic trouble toward which the treatment should 
be directed. Auemia, chlorosis, nervous prostration, tuberculosis, etc., 
are the real diseases of which the amenorrhea may be but a symptom. 
The general aud special measures appropl'fate for these several diseases 
should be brought into requisition. Under all circumstances fresh air, 
sunlight, exercise, and good food are of the greatest utility. In short, 
the several measures suggested in the chapter devoted to the General 
Treatment of Gynecological Diseases should be applied. 

In acute suppression an effort should be made to restore the discharge, 
if this can be accomplished by measures which are not injurious. Of 
first importance in accomplishing this end is the indicated remedy. A 
hot foot or sitz bath is a most useful adjm·ant, as is also the hot douche. 
The latter is particularly indicated if the eddeuces of local congestion 
are at all marked. Failing with these seyeral measures, after a few 
hours' trial, it is not hest to attempt longer to restore lhe flow by the 
use of hot water. The indicated remedy should, howe\·er, be contin
ued until the system is put right. The use of so·called emmenagogues 
is, under all circumstances, to be discouraged. 

\\"hen amenorrhea or scanty menstruation is due to imperfect develop-
11u..•nt of the sexual organs an effort should be made to promote their 
development. This can be clone in \·arious ways, but u11cloubtedly the 
most useful of all agents known at the present time for accomplishing 

18 
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this end is c!cclricil.J•. The time and technique of application are gh·en 
in detail in the chapter de\·oted to that subject. Patience and persist
ence are required in using electricity for this purpose1 bnt so long as 
nature continues to assert her.self by exciting molimina. there is hope 
of bringing on the flow. The introduction of the uterine sound and 
the use of the gakanic stem pessary also stimulate the uterus in a me
chanical way. There can be no objection to the careful use of the 
sound, but the intra-uterine stern is an instrument always to be resorted 
to with the utmost caution. 

Therapeutics. 

C alcar ia carb.-LEVCOPHLEG::\IASI.\, with malnutrition and dis
turbance of digestion; face pale and bloated, with blue rings around 
the eyes; oppression of the chest tending to tuberculosis; COLD H.\XDS 

A~D COLD FEF.T; amenorrhea with anasarca from working in water. 
Ferrum .-AxE:mA; great nen-ousness and debility, with FIERY 

REDXESS OF THE FACE ox THE LE..\ST EXCITE'.\IENT; palpitation of 
the heart; paleness of the mucous membranes; diarrhea, with undi
gested food; want of breath when 1110\·ing or ascending; pressure in 
the stomach and head. 

Arsen icu m.-\Vhite, \Yaxy p·ateness of the face, and GRE . .\T DE
BILlTY; corrosi\-e leucorrhea; frequent paroxysms of fainting; painful 
lienteria, followed by much prostration. 

P ulsat illa.-Especially useful at the age of puberty: suppression 
from getting the feet wet; menstrual suppression complicated with 
ophthalmia; hemicrania, with stitching pain in face and teeth; painful 
lumps in the breast, extending to the arms. (Guernsey.) 

"\\'hen in girls of mild disposition puberty is unduly delayed, or the menstrual 
function is defecti\·e\y or irregularly performed; when they grow pale and languid, 
and complain of headache, chilliness, and lassitude, pul<;atilla (with or without 
ferrum) is a most excellent remedy.-Huglzes. 

Kali carb.-SWELLIXG OF THE EYELIDS; disposition to phlebitis; 
stiffness and pain in the small of the back; aggrarntion of all symp
toms at two or three o'clock in the morning. 

PL:r.SATIU4A-LILIU'.\I TIGRIXU)l. A Comparison.-Lilium, like Pu!satil/a 

~~1:~.: s~1~~t~~,1~:~~n:~i·c~t1~:d~h~b~~1:11;~:a:~~~ !~;~~~11~~e ~~10fu~li::;11~~ ~~ed\~~:C~lC~\~·~: 
amenorrhea; longs for meat; diarrhea hurries her out of bed in the morning. 
P11lsatilla has gentle, tearful mood; wants to die, but fears it: solicitude about 
health and salvation; mania with amenorrhea; averse to meat; diarrhea after mid
night. Remission, in litium,forenoou; inpu!satilla, midnig-/Jt 1111/il 110011 (except 
diarrhea).-Americaujournat of Homeopathic 1llatcria .lfrdiw. 
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Kali mur.-:..Ienstruation too late or suppressed; fibrinous, white, 
stringy leucorrhea; constipation ·with sluggishness of li,·er; tongue 
coated white; rheumatic pains with swelling of the parts. 

Kali phos.- ).[enstrnation too late in pale, irritable, lachrymose 
females. 

Graphites.-After pulsatilla; occasional show of menses, which are 
yery pale and very scnnty, with abdominal pains and pain in the 
limbs rGuernsey). 

Sepia.-Yellowor greenish leucorrhea acco111pa11ied by much itching 
of genital organs; amenorrhea at age of puberty or later; PAINFUL 

.SENSATION OF EJ\IP'l'INESS AT PI'l' OF 51'0:\L\CH; brown spots Oil chest 
and yellow saddle across bridge of nose. 

Aconite.-Amenorrhea from taking cold or getting feet wet, with 
congestion of the head and chest; suppression from fright or vexation. 
Particularly useful in acute suppression in young girls of sanguine 
temperament, and who lead a sedentary life. 

Belladonna.-Act'TE SCPPRESSIOX WITH GRF.AT CONGESTION OF 
1'11E FACE ,\ND EYES AND THROBBING OF TllE CAROTIDS; intolerance of 
light or noise; bearing-down paius as if the contents of the abdomen 
would issue through the vuka. 

Secale corn .-'fhere is a continual, long lasting, forcing pain in the 
uterus at the menstrual nisus; leucorrhea brownish and offe11sh·e, re
sulting from weakness and \·enous congestion. 

Sabadi lla -ti.lenses are ~uppressed immediately on their appearance, 
appearing again sooner or later, to be again suppressed. 

A pis mel.-Amenorrhea with bloated, waxy face; ovarian irritation 
with stinging pains; cardiac distress. 

Gelsem ium.-Amenorrhea with a dull, hea\·y headache; \·ertigo, 
with disturbed vision; darting, twitching, neuralgic pains in the face. 

Sulphur.-Great congestion of the pekic organs and of the head; 
coldness of the feet, or Hl'RNING OF THE SOLES OF THE FEET at night 
in bed; FLUSHES OF HEAT; hemorrhoids; chronic inflammation of the 
eyelids and a general erupti\·e tendency. 

P latina.-P.\lNFl'L SENSITI\'ENESS and continual pressure in region 
of mous veneris and genital organs; frequent sensation as if the menses 
would appear; amenorrhea with induration of the uterus and co
existing O\'arian irritation. 

A urum.-Amenorrhea with prolapsus uteri and i\IELANCHOLIAi 
thick white leucorrhea, with burning and smarting of the vuh·a. 

Opium .-Ame11orrhea from fright; IRRESISTIBLE DROWSINESS; great 
heaviness of the head with fainting on rising. 



268 A TEXT-BOOK OF GYXECOLOGY. 

Dulca m a ra.-:\Ienses suppressed. by cold ; mammary glands en
gorged and hard; rash before menses. 

Consult :-Ca us ticum , mag. carb ., cimicifuga , borax, mercurius, 

nux \·om., xanthoxylum,* and zincmn. 

Xanlho.r_rlum in ~·Jmo10rd1ca.-.\ servant girl, during her catamenial period, 

scmbbed the floor in naked feet. The flow ceased at once and there was no return. 
At the end of six months she became emaciated, coughed terribly, with dirty, g ray 

expectoration, pa le face:, night sweats, etc. Thought she had consumption and 

gave up work . . \"a11//10XJ'lu111 brought on the menses in four da)S and she re

CO\'ered rapidly. It is now fi\'e months since, and she has menstruated regularly, 
and has so far recon!red her health that she has resumed her labor again.-DR. J. 
C. \\·n.LIA:\I S, (-_ S . .lied. am/ Surg.joun1al, October, 1871. 



CH APTER XVII . 

MENSTRUATION AND ITS DISORDERS. 

( Co ntinue d .) 

UTERIXE HEMORRHAGE. 

Gene ral Considerations.-Hemorrhage from the uteru!S must be 
looked upon as different from hemorrhage proceeding from any other 
organ of the body, for the uterus is normally subjected to the greatest 
variations of \·ascularity. Again, it is necessary, in order to determine 
whether or not the menstrual discharge is excessive in a gh·en case, to 
consider the age and idiosyncrasy of the patient, as well as the effect 
which the discharge has upon the system. One woman can, with im
punity, lose an amount of blood 'iVhich would be ruinous to another. 

Hemorrhage from the genital canal does not always proceed from the 
uterus. IL may have its origin in some lesion of the \·agina or the 
urethra, or indeed 1 a supposed uterine hemorrhage may come from the 
rectum. \Vomen are sometimes careless observers1 and this fact should 
be borne in mind. 

The term meuorrlla,!{ia indicates the menstrual origin of the hemor 
rhage and signifies excessive menstruation; the term metrorrliagia 
signifies that the hemorrhage either occurs during, or is prolonged into, 
the inter-menstrual period. This didsion is convenient and in harmony 
with clinical obsen•ation. For the purposes of study, howe,·er, it is 
more practicable to deal with uterine hemorrhage per se, whether oc
curring at the menstrual or the inter-menstrual period. 

The \·arious causes giving rise to abnormal hemorrhage from the 
uterus may be classified as follows:-

1.Ctwslituliona/, l 
fa l He.mo. '.rhagic diathesi,;: 
(b ) Purpura; 

. . (c) 'l'uberculosis: 
(d ) Bright's disease, 
(e) Syph11ts. 
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2. General, 

3. Nervous,. 
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(a ) Lactation; 
l b ) Peh·ic congestion clue to disorders of the 

heart. li\·er, lungs, and stomach; sedentary 
habits; sexual excesses; ancl ovarian dis
turbances. 

(c) :Malaria; 
(d ) Lead poisoning; 
(e) Pyr~xial disorders. 

· · · { i~I ;~~~'.~~; 
4. /llalig11a11/ lesions, ... { ~~~ ~=;~~::~~~a; 

{ 

(a) Fibroma and polypi; 
5. iV011-malig11a11t lesions, . (b) Inflammatory; 

6. Accide11/a/, . 

7. l'regnancy, . 

8. Climacteric. 

(c) Subinvolution. 

{ 

(a ) Chro.nic u.terine inversion; 
(b ) Hematocele; 
(c ) Vterme chsplacements. 

{ ~~~ -~~;:;~~:;pre\·ia. 

Constitutional Causes.-The \'arious conslitutioua/ diseases predis
pose to hemorrhage by inducing blood changes. In the so-called hem
orrhagic diathesis, purpura, tuberculosis, Bright's disease and SJ'.Pl1ilis such 
changes have taken place, and the blood readily passes through the 
lining membrane of the womb. Long continued hemorrhage, the re
sult of some local disease, will in due time so defibrinate the blood as 
to predispose to hemorrhage from various channels of the body. 

In dealing with the hemorrhagic diathesis it is not always possible to 
detect the constitutional bias. The victims of this diathesis are known 
as ''bleeders,'' and e\·ery surgeon of experience has learned to dread 
them. In all other respects the patient will seem to be perfectly well, 
but the slightest cut or injury will bleed unduly . It is not surprising 
that the menstrual discharge in these patients should be great enough 
to demand attention. 

Tuberculosis gives rise to amenorrhea oftener than to menorrhagia. 
Ne\'ertheless, tubercular patients do sometimes flow excessiYely; and 
the disease may be precipitated by an exaggerated menstrual discharge 
which in time redt1ces the vitality of the patient to such an extent as to 
make her an easy prey to phthisis. In those cases of menorrhagia in 
which there is a predisposition to tuberculosis it shou ld be the aim of 
the physician to conserve the patient's strength in every possible way. 
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In Briglzt's disease the concomitant symptoms-albuminuria, ana
sarca, edema, etc.-will lead the examiner to look to the kidneys for 
the cau5e of the mischief. I ha\·e more than once met with uterine 
htmorrhage due to SJ'/J!u'lis, which yielded only upon adopting an 
anti-syphilitic regime. 

General Causes.-Of the general causes, excessh.Jc !actation
1 

malaria, 
lead poisoning, and tile PJwexial disorders, all induce hemorrhage by 
their degenerating influence upon the blood. ).[enstruating women 
ought not to nurse their children 1 for there are few constitutions strong 
enough to permit of the double drain. This is especially true when 
there is a. predisposition to some of the foregoing diathetic troubles. 
Lactation may also excite hemorrhage through reflex irritation. 

,lfalaria undoubtedly predisposes to peh-ic congestion, and it may be 
impossible to control a uterine hemorrhage while the patient remains in 
a malarious climate. It has been frequently obser\"e<l by English 
physicians that women who ha\·e li\·ed for any length of time in India 
are usually victims of menorrhagia. Undoubtedly the tropical tempera
ture, as well as the malaria, is a potent factor in these cases. 

The influence exerted by lead poisoning upon the uterus, and its 
tendency to produce uterine hemorrhage, has not receh·ed the attention 
from therapeutists commensurate with the importance of the subject. I 
was first impressed with the homeopathicity of plum.bum in menor
rhagia by the experience of one of the provers of the drug-a most 
intelligent lady practitioner-whose menorrhagia dated from a prodng 
made ten years previously. Later clinical experience has confirmed 
this homeopathicity in a number of instances. Benson Baker of Eng
land (Obsldrical Transadions, Vol. 1), and Paul of France, ha\•e both 
called attention to this subject.* 

... If parents who suffer from lead poisoning- hm·e children, we may 
naturally cxpecl that in their early years they will suffer from certain diseases 
analogous to, or participating in, the general cachexia of lead poisoning-; and if 
they did it would not be unreasonable to consider the:.e children as suffering from 
hertditary lead poisoning. From ::u. Paul's paper it appears that lead 
poisoning amongst women, and e,·en amongst men, causes the death of the fetus 
in utero. Ile says: 'The first time my attention was drawn to the subject was in 
the montht>f February, 1859, when a woman that worked at cleaning" printers' type 
applied at the I lospital :;\ecker, SllfTering from meuorrhagia. Coupled with this 
menorrhagia she had also the symptoms of chronic lead poisoning. 1 learntd from 
her that previous to her prese:nte111ployment, she had been deli\'cred of three healthy 
childre1111t full term, still alive: hut that since her employment as a type polisher 
she hac\ suffertd much from ill health. 1'11ree lll(!llths after taking to this em
ploymtnt she btcame tainte1l with leacl poisoning-, aml sufferer\ from printers' 
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Pelvic congestion due to the several conditions enumerated is a promi
nent factor in causing aud keeping up uterine hemorrhage . If these 
causes continue active, the best directed treatment will fail in its object. 
Luxurious and sedentarJ' habits are pernicious under any circumstances, 
but particularly so when there is a tendency to flow excessively. 
Sexual excesses are equally harmful, and it is sometimes exceedingly 
difficult to learn that such excesses are practised. One of the most 
obstinate cases of menorrhagia with which I have had to deal occurred 
in a girl of twenty, who was a confirmed onanist. Many married \YOmeu 
are the victims of sexual excess or sexual irregularities, and a temporary 
marital separation may be necessary before a cure can be accomplished. 
If such excesses are associated with the other enumerated causes, 
especially O\'arian irritation, the case is indeed complicated, and for its 
management no little tact and skill will be required. 

Nervous Causes.-That nervous influences may affect the uterus 
and its functions for good or for e\'il has already been shown. They 
may either emanate from the nerve center:-;, or exert their influence in 
a reflex way. Undue emotional excitement is the most frequent centric 
cause, and occurs oftener in nef\'Ously prostrated patients who are sub
ject to hysterical manifestations. Uterine hemorrhage occasionally fol
lows intercourse for the first time, because of fear or emotional excite
ment. Spinal lesions-functional exhaustion, irritation, etc.-may 
likewise transmit an unnatural stimulus to the uterus. 

Some of the reflex causes have already been referred to, notably, 
ovarian and mammary irritatiou. Vesical and rectal irritation, especially 
if tenesmus is marked, may act in the same way . Congestion of the 
rectum and congestion of the uterus are not infrequently associated; the 
latter resulting in menorrhagia and the former in hemorrhoids. The 
effect of impressions com·eyed through any of the reflex channels 
probably would not be sufficient to excite uterine hemorrhage were the 
uterus perfectly normal; howe\·er, with the organ already the seat of 
disease which has increased its \·ascularity, hemorrhage is easily excited 
and maintained by irritation remote from the peh-is 

colic. Four years later she had a second attack of colic and suffered intense pain; 
shortly after she became pregnant and was delivered of a dead child Three yeirs 
elapsed arnl she had a miscarriage at the fifth month of her pregnancy. Besides 
these two ca-.es of pregnancy she had become eight other times pregnant, and each 
time, after a short suppression of the menses, awl a delay of two or three months, 

~~~i~1~~~~~:;~i1:<~tc~;7:~~~:i~ed by an ~~u1~~~~:~t ;~:1~0:21~;:a~:1;~ :~~~;:11:~1!~itec!t~l~~ 
father be tainted, the offspring may be affected in utero, e\·en though the mother 
has nothing to do with lead. "~Baker. 
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Malignant Lesions.--Under this head I ha\·e enumerated carci-
1zoma and sarcoma. In the later stages there is but little difficulty in 
diagnosing their presence, but at the time of their onset there may be 
the greatest difficulty in so doing. It is important to remember that 
hemorrhage is by no means an early symptom in all cases of malig
nancy, nor, indeed, in the majority. According to the statistics of Dr. 
West it is the first symptom only in about 44 per cent. of uterine can
cers. When an early symptom it is the result of congestion of the 
endometrium; later on it is due to ulceration, which 1 by invading the 
vascular structures, gives rise to a profuse and occasionally fatal hemor
rhage. The amount of blood lost depends in no small measure upon 
the location of the disease; it is much more profuse when the fundus 
is invoh·ed, and may or may not be accompanied with pain. 

\\Then an unnatural loss of blood is the only symptom of malignancy 
which presents itself the uncertainties are very great, and the micro
scope may be the only means of making a positive diagnosis. If the 
hemorrhage occurs at or near the so-called cancerous age, i. t' . , from 
forty to fifty, and if it recurs during the intermenstrual period as well, 
the pos.sibilities of cancer are very great, and a careful investigation 
should be made. In the later stages there usually exists with the hem
orrhage an offensive leucorrhea 1 which, together with the cachexia, 
makes the presence of malignancy almost certain. 

In a series of one hundred and eighty-three cases of post-climacteric 
hemorrhage 1 in which the menopause had occurred at least 011e year 
previously, J. Neumann (11/onaisdirif! fii1 Gebursts!tid/e und Gpiae
kolo,gie, 1895,) fouud the following lesions:-

Carcinoma of cervix, JOO; 

Prolapse of yagiua or uterus. :q.; 
Carcinoma of uterine body, 18; 
).Iucous polypns of uterus, 8; 
Senile changes in genitals, 5; 
:\[yoma uteri, 4; Ovarian cy:;t, 4; 
Doubtful conditions, 20. 

The symptoms of sarcoma do not differ materially from those of true 
carcinoma, except that in its formati\·e period there is often a free, 
"rice-watery" discharge, containing grayish-white shreds, which does 
not become offensi\·e until after necrosis of tissue sets in. Other than 
this there is little in the subjecth·e history which will enable the ex
aminer to differentiate these two forms of malignant disease. \n1e11 
caucer takes on the form of caulijlowcr excrescena· the hemorrhage may 
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be induced by sexual congress, walking, coughing, straining at stool, 
etc. 

N on-malignant L esions.-Hemorrhage resulting from the several 
varieties of fibroid tumors \•aries greatly-the amount depending in large 
measure upon the nature of the growth . It is much more profuse iu 
submucous growths than in interstitial or sub-peritoneal. The hemor
rhage does not come from the tumor itself, but from the congested and 
hypertrophied mucous membrane covering it. The unnatural flow is 
at first purely menorrhagic, the discharge increasing from month to 
month until finally it becomes almost persistent, and at times danger
ously profuse . As the tumor increases in size pressure symptoms de
velop, and the patient usually detects its presence before consulting her 
physician. 

The amount of hemorrhage produced by the various types of po{ypi 
is by no means gO\·erned by the size of these growths. Sometimes a 
very small polypus will excite a most alarming and even fatal hemor
rhage, while the presence of \·ery large ones may gi\·e rise to no iu
com·enience until after being forced into the vagina. Mucous tumors 
are \·ery much more liable to excite hemorrhage than are fibrous, and, 
when small, they are often detected with difficulty. One not larger 
than a hazelnut may remain concealed within the uterine cavity until 
the cen·ix is forcibly dilated. The hemorrhage proceeds iu mucous 
polypi from the surface of the tumor as well as from the endometrium. 

~l enorrhagia or metrorrhagia is a most common symptom in endome-
. triiis and su.binvolution. Congestion and congestive hypertrophy cause 
an increase in the vascularity of the endometrium and, not infrequently, 
it undergoes fungoid degeneration. These fungosities play an im
portant part in the etiology of menorrhagia, and when the flow is at 
all intractable they should be looked for. Subinvolution is a frequent 
sequel of cervical lacerations. 

!11jlammato1)1 deposits within the pelvis, with or without the presence 
of pus, are often responsible for menorrhagia of a most obstinate type 
which cannot be reached by the ordinary remedies. "G'terine congestion 
and eudometritis are usually secondary to pekic inflammation. In
vokement of the tubes and O\·aries is a most prolific cause of men
orrhagia. 

Accidental.-[ rlerine inz,crsion i:; an accident which ought, under 
all circumstances, to be recognized at the time of its occurrence. 
Strangely enotigh, it sometimes remains undetected until persistent hem
orrhage leads to an exploration. In menorrhagia due to this cause the 
hemorrhage usually dates from deli\·ery, is se\·c:re at first but gradually 
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becomes less; it recurs at inten-als corresponding to the menstrual 
cycle; it is attended by a profuse and almost constant leucorrhea; and 
there will be found on local examination a tumor which remains within 
the \·agina, or presents externally. There may be much difficulty in 
differentiating an inverted fundus from a protruding polypus. ( t•. p. 
lli.) 

It is hardly proper to designate a hemalocele as one of the causes of 
uterine hemorrhage. Indeed, the cause of both the hematocele and the 
excessive hemorrhage is usually one and the same-a ruptured extta
uterine pregnancy cyst, some form of general systemic depravity, or 
some abnormality of the uterus, peritoneum, ovaries or tubes. In 
connection with the subject of menorrhagia and metrorrhagia it is, how
ever, important to remember that a pekic hematocele, either intra- or 
extra-peritoneal, may be accompanied by an exaggerated flow of blood 
externally. The constitutional symptoms resulting from the hematocele 
are those of shock and collapse and will be indicated by the countenance, 
pulse, respiration, etc. 

The ordinary forms of uterine displacemwl give rise to menorrhagia 
by inducing congestion of the uterus and its appendages. Hewett 
particularly emphasizes the importance of fiexions as causath·e factors; 
and while he may exaggerate their importance the fact remains that in 
many instances menorrhagia cannot be cured until an existing displace
ment is put right. 

Pregnancy.-In uterine hemorrhage proceeding from an abortion 
the history of previous suppression will usually suggest the cause, 
though it must be remembered that menstrual suppress:on does not 
always follow upon conception. The hemorrhage accompanying abor
tion comes on gradually and the pains recur at regular intervals; they 
are accompanied with shh·ering and, frequently, nausea and \·omiting; 
the Aow of blood usually ceases upon the expulsion of the ovum, and, 
if the uterus has been thoroughly emptied, does not recur. If, on the 
contrary, any of the membranes are left behind, the Aow will continue 
until the curette has been applied. The retained products of conception 
may be carried for an indefinite length of time before the real cause of 
the unnatural discharge is discO\·ered. This is oftener the case in early 
miscarriages, the existence of pregnancy not being suspected. 

\\1hen placenta prez•ia is responsible for the hunorrhage, the circmn
stances are less confusing, for the placental separation rarely takes 
place until the:: later stages of pregnancy, when the patient knows that 
she is pregnant. .\ digital examination will re\·eal the unnatural im
plantation of the placenta. In accidental hcmorrlta.fil', i.e., hemorrhage 
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resulting from the separation of a normally located placenta, a \'aginal 
examination will at least show that the placenta is not attached to the 
cervix. 

Climacteric .-\Vomen who have been in the habit of menstruating 
profusely, and especially if full-blooded, frequently lose more blood as 
the change of life approaches. The age of the patient, together with 
her family history, will serve as a guide in determining whether or not 
the increased loss is the result of climacteric changes. I question, how
ever, the entity of a ph_ysiolo._I[ica! climacteric hemorrhage, if such an ex
pression is permissible. The prevailing idea that hemorrhages at this 
age are natural has resulted in much harm. 

Conclusions.-For guiding aphorisms in dealing with uterine hem
orrhage the reader is referred to page 83. The practice of relying 
absolutely upon the subjecth•e symptoms and the indicated remedy, 
when the loss of blood is at all persistent, is not only reprehensible but 
should be actionable as well. I fully appreciate the value of internal 
medication in dealing with menorrhagia and metrorrhagia, but, in at 
least a goodly proportion of cases, somethiug more is demanded. A 
careful examination, both local and general, must be i11stituted, the 
cause sought for, and, if possible, remo,·ed. The physician should 
bear in mind that he is dealing with a SJ 1mplom of something «.!roug 
e!se-;drere, and not a pathological entity. If the hemorrhage is an ex
pression of malignancy the lesion may ach-ance beyond the operative 
stage before it is discovered; if. on the other hand, it be due to causes 
other than malignancy the prolonged drain upon the system may result 
in anemia, general anasarca 1 hysteria, neurasthenia, depraved nutri
tion with profound emaciation, and death . 

The prognosis of uterine hemorrhage will depend entirely upon its 
cause. In dealing with anemia associated with menorrhagia it must 
not be forgotten that, unlike amenorrhea, uterine hemorrhage is more 
often the cause than the result of the blood depra,·ity. \Vhen the 
causes are purely local, gynecological surgery has reached a degree of 
perfection which makes it possible to accomplish a cure, except in ad
vanctd malignancy, in nearly e,·ery instance. 

TREAT:\IE~T. 

The treatment of uterine hemorrhage may be COtl\'eniently studied 
under the following heads: (a) General; (b) Couduct of patient dur
ing period; (c) Treatment of local causes; (d) Immediate control of 
hemorrhage; and (c) Therapeutics. 

The geuual treatment should include the ,·arious measures recom-
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mended for amenorrhea. A prescribed diet is often of the greatest 
utility: if the patient is plethoric and of sedentary habits it should be 
restricted; if, on the other hand, her uutritiou is below par it should 
bt! gtnerous. Out-door exercise is to be recommended in all instances 
where counter indications do not prevail; if the hemorrhage is 
brought on by it, and particularly if prostration is a marked symptom, 
all forms of exercise may have to be proscribed. Fresh air and sun
light are, however, curative agents that can in most instances be util
ized1 even though the patient cannot go out-doors. All clothing 
should be suspended from the shoulders so as to avoid constricting the 
waist and crowding the abdominal organs into the pelvis. Consti
pation is an important factor in keeping up pelvic congestion, and 
should be corrected; inacti,·ity of the liver likewise obstructs the pelvic 
circulation, hence measures tending to overcome hepatic sluggishness 
are to be instituted. If one or more of the se\·eral constitutional causes 
exist, the treatment most appropriate for such causes must be adopted . 
If the patient resides in a malarious region a change of climate may be 
necessary before a cure can be accomplished . In short 1 wh3te\·er be 
the cause of the unnatural discharge, our treatment must be directed 
toward it. 

During t/1e period, and for a day or two previously to its onset, the 
patient should exercise as little as possible. The recumbent posture, 
and, if the hemorrhage is alarming, the recumbent posture with the foot 
of the bed elevated, should be maintained. 

Of first importallce for the immediate control ef Ille llem01r/1age is heat. 
The !tot douche, ranging in temperature from 1 J0° to 120° F, is a thera· 
peutic resource in uterine hemorrhage whose value cannot be m·er
estimatecl. \\'he11 used for its immediate effect, however, its thennic 
properties are indispensable. This implies a temperature of not less 
than 1 J0°, aud the maximum 120° F. is still more useful. The proper 
method of administering the douche is described iu another place. 
(Chapter X. J 

The primary action of cold is to contract blood-\·essels-hence its use
fulness in controlling hemorrhage. Cnfortunately, its secondary action 
is that of dilatation, so that in most instances heat is by far the better 
agent. Anoth<:r advantage which heat possesses o\·er cold as a heme
.static is that it does not shock the system as does the latter. i\eyer
theless, cold will sometimes succeed in promoting uterine contraction 
when heat fails, and is, therefore, to be held in reserve. Indeed, the 
alternate use of heat and cold will sometimes cause the uterus lo co11-
tract when either agent used alone is ineffectual. It may be applied in 
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the fo1m of a ,·aginal douche, or by the aid of a11 ice-bag within the 
vagi11a or o\·er the pubes; or by cloths wrung from cold water and ap. 
plied to the lower abdomen. An ice-bag placed O\·er the lower spine i:; 
sometimes n!OSt effectual. \\'hen the e\·idences of shock and collapse 
are at all prominent cold must be used with the utmost caution; if these 
symptoms obtain, a11d the hot douche has failed to co11trol the hemor
rhage, other measures about to be described are preferable. 

Failing to control the loss of blood by the use of heat and cold the 
tampon is indicated in all forms of uterine hemorrhage, except post
partum hemorrhage after the fourth month. [11 placenta prc<•ia and 
accidental !umorrlrnge it is indicated prO\·ided the uterus has not ex
pelled the fetus. The hemorrhage may occur at any time during utero
gestation; after the fourth month, however, if the fetus has been ex
pelled, the uterus will hold sufficient blood to make the use of the 
tampon dangerous. Jodoform gauze, because of its antiseptic and 
deodorizing properties, is the most satisfactory tampon material. 
If 11ecessary it may be carried into the uterine cadty. In cases of 
em~gency any material-roller-bandage, silk handkerchief, tarred jute, 
etc.-may be used, pro,·ided it is dean. Tamponuement of the \·agina, 
to pro,·e effectual in controlling hemorrhage, must be thoroughly done, 
so that there can be no leakage about or through the tampons. One or 
two strips of gauze, loosely placed against the cen·ix, are not only ab
solutely useless, but do more harm than good, for their presence tends 
to excite hemorrhage. The tampons should not be retained longer 
than twenty-four or thirty-six hours when used for this purpose, and 
their introduction should be preceded by an antiseptic douche. The 
ccnlical plug-tents or the Barnes bag-is hardly to be commended ex
cept in placenta preda or when dilatation of the cen·ical canal is im
perati\·e. There is a tendency to abandon the use of tents for dilating 
purposes, because of the danger of sepsis attending their use. If dilata
tion is indicated the rapid method under ether is the preferable one. 

A slri11ge11ts are rarely necessary to snppleme11t the action of the 
tampon. Occasionally, ho\\'e\·er, passive hemorrhage will continue from 
the uterine ca,·ity in spite of the foregoing methods. The blood-vessels 
and capillaries may remain unaffected notwithstanding the application 
of heat and cold, and the uterus may not respond to ordinary stimuli; 
in rare instances of this kind astringents are useful. They must be 
applied directly to the bleeding surface. Alum, tan11i11, hamamelis and 
iron are those most frequently used. rl/1w1 1 in the form of a saturated 
solution, may be cautiously injected into the uterine ca,·ity pro,·iding 
the os is patulous. Any intra-uterine injection must be administered 
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with the utmost care; no force should be used in its introduction and 
unless the cen·ical canal is sufficiently open a reflux catheter is neces
sary. In short, provision should always be made for the ready exit of 
the fluid when thrown into the uterine ca\·ity. The fluid used should 
always be warm. 

If the hemorrhage proceeds from the cerdx or \·agina the alum solu· 
tio11 can be advantageously used as a \·aginal douche. It is an excellent 
agent ill controlling hemorrhage after cen-ical and plastic operations 

FIG. 91. 

Boz1~'.\1.\:.;-'s REF1.1.:x t'TERIXE CATHETF.R. 

within the \·agina, for it does not form coagula to interfere with union 
as do iron and other more powerful astringents. 

J-famamdis ( 1 :20) may be used instead of the alum, and in the 
same manner, if the hemorrhage is of a decidedly \'enous character, or 
the remedy is called for because of constitutional symptoms. 

Tanuin and iron, to prove useful, must be concentrated, and are best 
applied directly to the endometrium by means of an applicator. Tannin 
is highly recommended by many authors, but I belie\·e that its action 
is more uncertain than that of iron, and in all instances where the 
former is useful the latter will pro\·e more so. The patient should be 
placed in the Sims posture, the cerdx fixed, the coagula washt:d away 
with a bichlorid solution ( 1 :5000) and the chlorid of iron, diluted 
with twice its hulk of water, applied O\·er the entire endometrimn. 
This heroic method should ne\·er be resorted to except wh1:n all ordi
nary measures have failed, for coagula left within the uterine ca\·ity 
are always dangerous. Its use is only justified when the patient's life 
is threatened by an otherwise uncontrollablt hemorrhage; we then use 
it to a\·oid a great and pressing danger by running the chance of a lesser 
one. 

Trealmrnl of Local Causes.-The treatment of the St'\·eral local 
causes, both malignant and non-malignant, is gh·en in detail in other 
chapters. A few general considerations only are necessary at this 
time. Fibroid tumors may, and frequently do, necessitate opt:rath·e 
interference; uterine displacements are to be corrected by appropriate 
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measures; endometritis and subi1wolution should be attacked by proper 
local and internal treatment-the local measures comprehending the in
telligent use of the curette and the reparation of cervical lacerations; 
electricity in some form is often of the greatest utility; and, finally, 
the products of abortion, if they exist, should be sought for and re
mO\·ed. In dealing with these \·arious conditions the curdle is so fre
quently called for as to warrant a careful description of the technique 
of its application. 

The Applicaliou of the Cnreile.-The use of this instrument for 
diagnostic purposes has already been referred to (t•. Chapter\" ) . In 
its application for either diagnostic or curati\·e purposes certain precau
tions are necessary: It should never be used, except in septic cases, 
if acute inflammation, either of the uterus or of the tissues about the 
nterus, is present: it is to be resorted to with the utmost caution if long
!:itan<ling inflammatory deposits within the pekis exist; last. but not 
least, the greatest cleanliness should be obsen-ed in its application. 

FIG. 92. 

Q!_ 

The patient, auesthetized, is placed in the lithotomy po!:iture and the 
cerdx exposed by means of retractors or specula, through which the 
vagina and cervix are thoroughly cleansed with a 1: JOOO bichlorid solu
tion. After fixing the cen·ix with a tenaculum or ,·olsella, the mucus 
is carefully wiped from the cen·ical canal with autiseptic cotton held in 
dressing forceps. The cen-ix is then dh·ulsed by means of the dilators 
shown in Fig. 50, or by graduated sounds, as the operator may elect. 
Simon's sharp spoon curette is then applied in such a way as to reach all 
parts of the uterine cavity, thus remO\•ing fungoid masses, or the prod
ucts of conception, which can be sayed for microscopic examination. 
An especial effort should be made to reach the cornua uteri, for it is in 
these localities that the products of inflammation are more frequently 
found. In two uteri remo,·ed per ,·aginam, I h:n·e found small poly
poidal masses imbedded deep into the tissues of one horn. For a long 
time I used ouly Thomas's dull wire curette, looking upon the sharper 
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instrument as both dangerous and unnecessary. This prejudice was in
herited from En11net, who has gone so far as to condemn in lolo the use 
of the curette, substituting for it his curette forceps (Fig. 92 ) , whose 
cutting edge enables the operator to remoYe the fungoid masses by 
separating and approx imat ing its blades. However, by observing the 
counter-indications cited, together with the strictest antiseptic precau
tions, ram convinced, both from personal experience and the experience 
of men who ha\·e resorted to it many hundreds of times, that the use 
of the sharp instrument is attended with no more danger than the 
use of the dull, and is infinitely more effectual. 

After the curetting the debris and blood should be remo,·ed by pack
ing the uterus with a strip of iodoform gauze, or with sterili zed lamp 
wicking (Foster ). If there is subim·olution, compound tincture of 
iodin (Churchi ll 's) should be applied to the entire endometrium by 
means of a cotton swab held in dressing forceps. Following this ap
plication, the uterus is again packed with strips of gauze, the ends of 
which are secured in a sterilized ligature, which is left projecting from 
the vagina. The vagina is next packed with gauze strips, which are 
likewise secured in a ligature. By observing thes~ precautions there is 
no danger of lhe nurse leaving any of the packing behind. The patient 
is placed in bed, where she should remain for four or fi,·e clays; if there 
is much pain the hot douche and the indicated remedy are to be re
sorted to. The packing should be removed in from twenty-four to forty
eighl hours, depending upon the tendency to bleed; should there be a 
rise of temperature it should be removed at once. The object of the 
gauze within the uterus is to promote uterine contraction in a mechanical 
way and to afford uterine drainage, thus cur ing the endometritis. 

In general terms, th~n. the curette is indicated in uterine hemorrhage 
after less radical measures ha,·e been exhausted, when any of the 
primary pathological lesions enumerated have gi,·en rise to secondary 
endometritis and uterine fungosities. Fibroid tumors, polypi, subin
volution, uterine displacements, chronic peh-ic congestion,-anr or all 
of these lesion:; frequently result in changes in the en<lometrium neces
sitating its use. In malignant lesions also it may be advantageously 
ust=d as a pn:!paratory measure predously to total extirpation, or as a 
purely palliath·e one in incurable carcinoma. 

Therapeutics. 

China.- TfEMORRllAGE FRQ)[ ATO~\' OF 'l'HE {.;'!'ERL'S; especially 
useful in those who h::l\'e lost much blood, with ringing in the ears, 
faintness, coldness, loss of sight, etc.; menses too early, profuse and 
CO'.\'TAiN nr .. \CK CLOTS; great distention of the abdomen. 11 Cases of 
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malarial origin 1 when the symptoms show a marked periodicity, and 
also for women suffering from sexual excesses. n-Souf/iwic/.:. 
Ipecacuanha .-~AUSEA AND YOi\IITING; discharge of bright red 

blood occurs with a gush at e\·ery effort to vomit; heat about the head 

and debilityi GASPING FOR BREATH; menses too early and profuse. 
" If the hemorrhage is \·ery se\·ere and it seems desirable to stop it at 

once, I give ipecacuanha, unless some other remedy is characteristically 

indicated. 11
- I Viuterburn. 

Belladonna.-THE FLOW IS BRIGHT RED AND l!'\IPARTS A SENSE 

OF HEAT; bearing down, as if the organs would protrude from the 

vulva; congestion of lite '1ead with throbbing of the carotids. 
Calcaria carb.-~lenses too frequent, too profuse, and last too 

long; profuse menstruation during lactation; LEL"COPHLEG:'IIATIC CON· 

STITUTION". * 
H amamelis .-PASSIVE HEMORRHAGE WITH AXE:'IITA; ABSEXCE OF 

UTERINE pains with a discharge of dark-colored blood; hemorrhagic 

diathesis with \'aricoses; ovarian irritation and inflammation; leucor
rhea with great tenderness. 

Sabina.-1\Ienses too profuse, too early, partly fluid, partly clotted, 
and offensive; pains from sacnmi to pubes,- metrorrhagia increased by 

least motion 1 but especially worse from walking. 
Plat ina.-Metrorrhagia with dark, thick blood; pain in the small 

of the back, which extends into both groins; EXCESSIYE SENSITIVE· 
NESS of the genital organs; great sexual excitement in pregnant 
females; sensith·eness of the ovaries1 with burning pain; menses accom
panied by spasm or by painful bearing down in uterine region. 

Crocus sat.-Menorrhagia of dark, stringy blood; sensation as if 
sometlzing a/in were rolling or turning about in t!te abdomen; metror
rhagia after abortion worse from the slightest motion; subim·olution. 

Nitric acid .-:Vlenses too early and too profuse, with urine emitting 

an intolerably strong smell; the blood is very dark colored and 
thick.-Guenzse;1. 

Trillium.-Active uterine hemorrhage of dark, thick and clotted 

blood, especially during the menopause; hemorrhagic diathesis; pain in 

hips, short breath, palpitation, restlessness in legs. t 
Secale cornutum.-Passive hemorrhage ''"ith very fetid blood in 

FEEBLE, c.\CHECTIC PERSO);'S, particularly when the weakness was not 

*"When the menses are too frequent and profuse, and especially if the patient 
is of a strumous habit, with a tendency to pectoral disorder, Cakarea carb. is, pa1 
excellenu, the appropriate remedy."-Ludlam. 

t "One of the best remedies I know of in ordinary profuse menstrual flow, com
ing frequently and yet without any decided constitutioual character by ,\·hich lo 
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caused by pre,·ious loss of blood (Jahr); frequent labor-like pains with 
chronic metritis. 

Erigeron.-A profuse flow of bright red blood, aggrarnted by the 
least motion; pallor and weakness in consequence of the discharge. 

Ferrum met.-l\Ienorrhagia in weakly persons with a fiery red 
face; tenesmus of the bladder and diurnal enuresis; sharp pains in ab· 
domen, bearing down in uterus, painfulness of the vagina. 

Ferrum phos.-Blood bright red, with excessh·e congestion of the 
entire body. '' This remedy must be taken as a preventh·e before 
the periods, if these symptoms are recurrent.' '-Sc/1iisslcr. 

Kali mur.-Menstruation excessi,·e, the blood being dark, clotted, 
or tough: black like tar. 

Plumbum.-)fenorrhagia with sensation of a string pulling from 
abdomen to back; climacteric period; dark clots alternating with fluid 
blood or bloody serum; Bright's disease; constipation, with feces com· 
posed of hard balls. 

Consu//:-Agaricus, arnica, boYista, cactus grand., cantharis, col
linsonia, lachesis, phosphoric acid, pulsati lla, sepia, sulphur, cannabis 
Ind., hydrastis, and lilium tig. 

//lus/ratii•e Cases. 

CASE I.-lljidraslis Canadc11sis in Uterine flemorrhag-e.-S. S., 
51 years of age, married, has four childre11 1 consulted me on April 15th, 
1887, for" bleeding from the womb, which has continued off and on 
since Christmas, 1886." Has always been regular every month, the 
flow being profuse and lasting generally a week. Until Christmas, 
1886, had never suffered from metrorrhagia. On examiuation a hard, 
irregular fibroid tumor was found occupying the anterior and left lat
eral wall of the uterus. The sound passed for a distance of 3 1/z inches 
into the uterine cavity. The new growth rose one inch abo\·e the 
fund us uteri on the left side. The patient was ordered Pot. Brom. gr. x, 
and Ext. Ergot, Liq. m xxx, in a mixture three times a day. Ou 
April 29th, a fortnight after her first visit, the "hemorrhage was still 
excessi,·e." On May 20th, as the flooding still continued, a mixture 
of Pot. Brom. gr. x. and tinct. Hydrastis m xx was ordered, with the 
result that the hemorrhage ceased.-Henry T Ruthe1ford, B. A., JV. B. 
Tiu· Jhilish G.ynccological journal. Volume j,., 

CASE IL-Cannabis /11dica in fi/enorrlwgia.-Mrs. B., ;;et. 3..J., 

juclge the case, is Trillium pe11du/um, especially if the now exhausts the patient 
n~ry much. I have IH::\·er given it in any potency except the sixth. That has 
ht·en sufficient in all my cases."-Farri11gto11. 



mother of three children, youngest five years old, has not been preg
nant since this child was born. Has for the last three or four years 
been troubled with profus€ and frequently recurring menstruation. 

Present condition: Some eighteen days since her menses made their 
appearance, since which time they have been very profuse and 
painful, the discharge being dark but without clots. Is ,·ery anemic, 
suffers great mental agitation 1 anxiety, irritability, nen-ousness, loss of 
sleep (not having been able to sleep for two nights), pale face, cold 
hands and feet, violent uterine colic, so severe as to induce cramps in 
the extremities. For this condition she has had such remedies as 
arsen.icum, china, cyclamen, etc., and is apparently getting worse. As 
a dernier resort I prescribed Cannabis lnclica 1st dee. dil. gtt. x in a 
tumbler half full of water, a teaspoonful to be given e\·ery hour. 

On my next visit I learned that after taking the third dose she 
became calmer, her pains grew less and she fell into a gentle slumber. 
On waking the nervousness was gone, the dolent colic much better and 
all of her symptoms very greatly modified. I continued the remedy at 
long intervals for three days, when she expressed herself as being per
fectly well. She has menstruated at regular periods three times since, 
and each time with less difficulty until the last time, \vhich she says 
lasted only four days and was quite natural for the first time in three 
years. She has in the meantime taken no other medicine than Can
nabis Indica.-Ric!tardson. 

CASE III.-i\lrs. H., ret. 30, has been confi11ed to her bed for six 
days with a violent menorrhagia, accompanied with a terrible uterine 
colic of a spasmodic nature, the pains retnrning like labor painsi she 
has also great nervous agitation accompanied with sleeplessness. The 
Cannabis Indica was given in three-drop doses of the 1st dee. dilution 
e\·ery half hour; in a few hours she was very greatly relie,·ed, and by a 
continuance of the medicine she was in two days discharged cured. 

I have gi,·en it in several other cases in which I neglected to note 
the details, the results being of such a nature as to prm·e it to be 
of great utility in those prostrating cases of menorrhagia in which 
mental agitation and violent uterine colic seem to be the predominating 
symptoms; in such cases I can at least ad\'ise the profession to gi\·e it 
a trial.-Ric!tardson. 

THE Ct•RETTE IN UTERINE Ht:-::\IORIUIAGE. 

CAs1;: 1.-\frs. -, ret. 38, married and the mother of three chil
dren. This patient is exceedingly delicate and does not weigh more 
than ninety pounds. Has always menstruated profusely, but since the 
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birth of her last child, now eight years old, the quantity of blood lost 
grew more and more excessh·e until she became almost exsanguinated; 
the mucous membranes being blanched, the skin pale, and the anemic 
murmur quite distinct. What little strength she could gain during the 
intermenstrual period was entirely lost at the next appearance of the 
flow. Cannabis Indica, together with the hot douche, controlled the 
hemorrhage in a measure, but the relief was not lasting, the patient 
growing steadily worse. 

On July 2r, 1891, ether was administered and the sharp curette 
applied. Large quantities of fungoid debris were removed, which so 
much resembled that of diffuse sarcoma as to make me exceedingly 
anxious until the microscope revealed its true nature. The compound 
tincture of iodin was next applied to the entire endometrium, and a 
supporting tampon placed against the cen·ix, the tampon being remo,·ed 
as soon as the vomiting ceased. The patient was kept in bed for two 
weeks and an antiseptic douche used twice daily. The first period was 
characterized by no perceptible diminution in the discharge, nor was 
the improvement marked in the two following periods. HmYe\·er, the 
loss of blood gradually diminished, so that in six months after the 
curetting, instead of flowing excessively, the menses were scant. She 
rapidly gained in strength and is now quite well. 

CASE Il.-:\1., ~t. 48, and unmarried. An interstitial fibroid large 
enough to fill the lower pelvis was the cause of a uterine hemor
rhage which at first was menorrhagic in character but soon became 
metrorrhagic; the flow, although worse at certain times of the month, 
became almost continuous. I dilated the cervix under ether and 
applied the sharp curette in the usual manner. The hemorrhage began 
to diminish at once and did not become again excessive until one year 
from the time of the first curetting. The operation was then repeated 
with equally good results. The patient is still under observation. 

These two cases show the usefulness of the curette when indicated, 
and it is unnecessary to multiply them. I haYe used the instrument 
many times and han~ rarely been disappointed in the results obtained. 
E,·en where malignancy is suspected, and the chief object of applying 
the curette is to obtain tissue for the microscope, it is my practice to 
apply it most thoroughly, because the progress of diffuse sarcoma and 
carcinoma is often stayed by such a procedure. \\.beu the operation 
precedes trachelorrhaphy it in most instances enhances the fa\·orable 
results of the latter operation, particularly if the lacerated cen·ix is 
accompanied with subim·olution and meuorrhagia. 



CHAPTER XVIII. 

MENSTRUATION AND ITS DISORDERS ( Continued ). 

DYSMENORRHEA. 

Cer\'ical stenosis Me11strua\ symptoms Expulsh·e ;>a.ins fol- U:bf~.ly fa,·or-

~~~J~;~f J~~?:f1i ~S~
1

~1~~~1r:1:~~~ ~:~~~~e,~!~r::en'~1 
occl11"1ons byagushorblood. fl.ow intermitteut , 

~~~{.enceofob!>tn1c-

General Cons iderations.-The term dJ 1smenorr!tca is purely a rela
tive one and is used to designate painful menstruation, whether due to 
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functional or to organic disease of the female generative system. Like 
amenorrhea and menorrhagia, it is a symptom of yarious disorders; and 
the division into forms only serves to indicate, in a general way, some of 
the affections with which painful menstruation is associated. The forms 
usually given are: 1, ~euralgic; 2, ovarian; 31 congestive_ or inflam
matory; 4, obstructh·e; and 5, membranous. 

This division also serves to explain the great difference of opinion 
which exists among various authors regarding the cause of the pain in 
dysmenorrhea . Thus some writers, notably Wylie and Goodell, affirm 
that in all instances the pain is due to retention of the menstrual 
fluid 1 with consequent distention of the uterus. Emmet believes 
that anemia, inducing a tendency to neuralgia, is the most prolific cause 
of dysmenorrhea; according to this writer, dysmenorrhea is oftener due 
to constitutional than to local affections. Other writers attribute the 
pain in nearly all instances to inflammation and disease of the uterine 
appendages. The probable truth is that no single explanation will 
apply to any two cases of dysmenorrhea; and that the several causes 
suggested by the older classification of Simpson and Thomas, which 
I have adopted, are more clearly in harmony with clinical facts than is 
a pathology based upon a single theory. 

Gardner (Atlanta Jfedical and Surgical Journal, Dec., 1895,) found 
the following lesions in r 12 cases of dysmenorrhea: 

Endometritis, 23; Retroversions, 14; 
Pyosalpinx, r7; Anteflexions, 14; 
Lacerations of cervix and endometritis, JO; 
Cervical stenosis, 8; Constipation, 7; 
Retroflexions, 4; Enlarged ovaries, 4; 
Fibroids, 2; Prolapsed ovaries, 2; 
Lacerated cerdx, r; Membranous dysmenorrhea, 1; 
Nothing found, 5. 

Forty per cent. of this number were sterile. 
One or more of the causes enumerated might exist for an indefinite 

length of time without gh·ing rise to dysmenorrhea, were it not that 
certain local changes induced by them render the nerves supplying the 
uterus, the o\·aries, or the surrounding structures morbidly sensitive. 
If the uterus or its annexa become hyperesthetic, a degree of distention 
which would gh·e rise to no suffering in a perfectly normal organ may 
excite the most excruciating pain in one thns affected; or the ordinary 
congestion or menstruation may be sufficient to cause pain when local 
inflammation has already induced this morbid state or the terminal 
nen·es; or anemia, chlorosis, rheumatism, malaria, etc., may gi,·e rise 



288 A TEXT-BOOK OF GYNECOLOGY. 

to local distress, because the expression of pain incident to these \·arious 
diathetic troubles oftener occurs in parts of the body already weakened 
by local changes. 

The clinician will rarely meet with any one form of dysmenorrhea 
uncomplicated, though the clinical manifestations of one form frequently 
stand out with sufficieut prominence to o\·ershadow all others. Usually 
two or more varieties blend with one another so intimately as to make 
differentiation impossible. Neyertheless, for the convenience of study, 
the classification is useful. 

N euralgic Dysmenorrhea.-The etiolo..fY of th is form of painful 
menstruation can be summed up in the term "neuralgic diathesis;'' a 
term which means so much and yet so little. \Vere a definition of it 
required, based upon accurate pathological deductions, it would not be 
forthcoming. Nevertheless there sometimes exists, particularly in 
women, a peculiar state of the system which renders the victim liable 
to sudden attacks of pain in various organs of the body. Frequently 
there is a rheumatic or gouty basis to the difficulty; or the general 
health may have become depreciated by anemia, chlorosis or malaria. 
The victims of neuralgic dysmenorrhea are oftener found among that 
class of women who lead a sedentary aud luxurious life, and, not in
frequently, sexual irregularities complicate matters. Painful menstrua
tion is not the only expression of the peculiar constitutional bias; gas
tralgia, cardialgia, migraine, and other neuralgic manifestations are 
liable to occur from time to time, particularly if the patient has been 
subjected to excesses or undue exposure of any kind. 

The SJ 1mpto111s are as changeable as are the symptoms of neuralgia 
generally. It is this peculiarity, bowe,·er, which enables the practi
tioner to detect the nature of the case in hand. The pain may be sharp 
and fixed in some portion of the pelvis, or it may be shifting and re
flected to any part of the body. Dr. Thomas records two cases, in one 
of which , during each period, the patient suffered intensely from pain 
limited to the outer side of the little finger; the second experienced for 
several days before the flow a ,·iolent pain at the root of the nose. 

The occurrence of the pain relati,·e to the flow is yariable; it may 
set in before, during or after the flow. It is often precipitated by the 
slightest indiscretion, so that the patient cannot indulge in a cold drink 
or an ice without suffering the penalty. It will often Yanish as suddenly 
as it appears and the Yictim will quickly pass from a state of acute 
suffering to one of comparatiYe comfort. 

The diaguosis of this form of dysmenorrhea is to be made by exclu
sion. The pains are 11011-expulsh·e, there is au absence of clots in the 
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discharge, aud a local examination will fail to reveal the causes \\.·hich 
gi,·e rise to the other forms about to be considered. These facts, to
gether with the diathetic history, will afford sufficient data upon which 
to base a diagnosis. 

The prognosis will depend upon the possibility of correcting the con
stitutional trouble responsible for the mischief. With the coOperation 
of the patient a cure can in most instances be accomplished. 

Ovarian Dysmenorrhea.-Many authorities deny in lolo that 
ovarian lesions ever gh'e rise to painful menstruation. Indeed it is even 
contended by some that menstruation, instead of aggravating existing 
ovarian lesions, relieves them by relieving pelvic congestion-a state
ment in proof of which there exists certain clinical evidence. Neverthe
less this does not pro\·e that ovarian irritation and inflammation may 
not play an important part in the causation of dysmenorrhea; for, un
less we maintain that the O\·aries play no part in menstruation ( a 
theory, as we ha,·e seen, which is hardly susceptible of proof) , it is but 
reasonable to presume that there may be transmitted to the uterus a 
morbid as well as a normal o,·arian stimulus. O\'arian pain may be re
lieved by menstruation, because of the depleting effect incident to the 
mere loss of blood; but before such relief comes, an increase of suffer
ing is caused by the dehiscence of a Graafian follicle in an ovary the 
seat of pathological changes. 

The diologJ' is that of ovarian irritation and inflammation. Anything 
that will congest or inflame these orgaus may be the indirect cause of 
oyarian dysmenorrhea. Cauterization of the cervix, a practice which, 
fortunately, has justly fallen into disrepute, is especially emphasized 
by many writers as a causative factor. Sexual excesses or irregularities 
are likewise prolific causes. Frequently m·arian displacement, with or 
without uterine, is associated with the dysmenorrheal trouble . 

.S)'lllploms.-The pain of ovarian dysmenorrhea occurs and persists 
for some days preceding the onset of the flow, and is usually limited to 
one or both ornrian regions, oftener the Jeft. Not infrequently it ex
tends down the corresponding thigh 1 and reflex pain in the mammary 
region is often induced. In character the local pain is dull and aching 
or stinging and burning. Dr. Priestly long ago called attention to 
what is termed an "intermediate pain," occurring on a gh·en day dur
ing each intennenstrual period. \Vhether or not this pain is due to 
intermenstrual ovulation without menstruation cannot be determined. 
The fact remains that in a certain number of cases of O\·arian dysmen
orrhea this pain will recur almost to a certainty on a gh·en day. In 
one of my cases it occurred on the fourteenth day after menstruation; 



in another on the twelfth-in each instance persisting for se,·eral days. 
Ornrian dysmenorrhea is to be differentiated from the other forms: 

by the onset of the peculiar pain some days before the appearance of 
the flow; by the tenderness and, frequently, displacement of one or 
both ovaries; by the uninterrupted flow; and by the absence of serious 
constitutional disturbance. 

The prognosis must, under all circumstances, be guarded. So long 
as menstruation continues the ovaries are subjected to a periodical con
gestion which makes it exceedingly difficult to cure an existing irrita
tion or inflammatiou. The nearest approach to fl physiological rest'' 
which can be given them is pregnancy and lactation. Unfortunately, 
ovariau dysmenorrhea occurs quite as often in the unmarried as in the 
married; and when it does present itself in the married the victims are 
frequently sterile. Nevertheless the prognosis, under treatment which 
brings to the patient a class of remedies not utilized by the older school, 
is by no means as sinister as the writers of that school lead us to be
lie,-e. If irreparable damage bas been done to the appendages oOpho
rectomy remains as a last resource. 

Congestive and Inflammatory Dysmenorrhea .-This form of 
painful menstruation is accompanied with, and characterized by, the 
symptoms of congestion and inflammation. It is indeed a symptom of 
most of the inflammatory diseases of the pelvis, and it is brought on by 
the same causes which gh-e rise to congestion or inflammation of any 
of the pelvic viscera. On the other hand, it may mark the beginning 
of inflammation. Undue exposure to wet and cold during menstrua
tion is one of the most frequent exciting causes. 

The symptoms depend largely upon the degree of constitutional dis
turbance excited by the local changes. \Vhen occurring as a primary 
condition there is usually a sudden attack of pain during menstruation, 
with a partial or complete cessation of the flow. If the congestion 
stops short of inflanunation, the constitutional disturbance will be 
limited to a slightly increased intra-arterial pressure, with headache 
and nervous phenomena; if, on the contrary, actual inflammation 
already exists, or if the congestion incident to the menstrual suppres
sion leads to actual inflammation, the local suffering is that of peh-ic 
peritonitis. The pulse and temperature are increased, and there may 
be marked delirium. Occasionally vesical and rectal tenesmus become 
distressing. 

The distinguishing features of this form of dysmenorrhea are: 1, the 
sudden onset of pain with more or less complete suppression of the 
flow; 2 1 the constitutional impression, which is sometimes profound; 
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and 3. the evidences of local tenderness or lesions obtained by physical 
exploration. 

Pr~irnosis.-The prognosis \Vill necessarily depend upon the cause or 
causes giving rise to dysmeuorrhea. If the local changes are limited to 
simple hyperemia, the equilibrium is easily restored by proper treat
ment and the succeeding menstrual period is not characterized by 
marked suffering. Ho\\'ever, if the products of inflammation are left 
behind 1 or if the dysmenorrhea is due to preexisting cellulitis or peri
tonitis, the prospects of relief will depend upon the curability of the 
pelvic lesion. 

Obstructive Dysmenorrhea.-The causes giving rise to obstructive 
dysmenorrhea are stcnoses of the cervical canal 1 spasm of the circular 
muscular fibers in the region of the internal os1 flexions, polypi and 
tumors, and vaginal occlusions. Cervical stenosis may be congenital 
or acquired. If congenital the condition is usually associated with an 
undersized uterus and the menses are scant; if acquired it is often the 
result of powerful applications to the cen-ix , or it may follow in the 
train of amputations and trachelorrhaphies. There can be no doubt 
that spasm of the ci rcular fibers of the cervix is sometimes sufficiently 
great to cause partial or complete occlusion, giving rise to what has 
been defined by some writers as "spasmodic dysmenorrhea." At any 
rate, a certain number of dysmenorrheal cases are met with presenting 
all of the phenomena of obstruction, so far as subjective symptoms are 
concerned, in which the cervical canal upon physical exploration seems 
perfectly patulous. Patients thus affected are usually of the neurotic 
IJ'/Jc, and their suffering is best relieved by remedies having a special 
affinity for the nervous system. 

Flexions are probably more often the cause of obstruction than any
thing else. For obvious reasons simple versiou is not so liable to im
pinge upon the canal, yet it is entirely possible for a retro,·ersion to so 
crowd the external os against the anterior vaginal wall as to interfere 
with the exit of menstrual discharge. Polypi and tumors produce ob
struction in a purely mechani.cal \\'ar. Dr. Thomas especially empha
sizes the fact that a small polypus1 by dropping against the internal os, 
thus acting as a ball-vah'e, mar cause marked obstruction which is 
difficult to detect because a probe readily pushes it aside in penetrating 
the uterine ca,·ity. The most frequent cause of \·aginal occlusion is an 
imperforate hymen . Howe,·er, sloughing of the vagina as a sequel of 
childbirth mn.y result either in complete or partial obliteration of the 
canal; in complete obliteration the menses are, of course, retained. 

It is worthy of note that certain eminent specialists deny the exist-
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ence of this form of clysmenorrhea. I heard the late ).lathews Duncan, 
in a lecture delivered at St. Bartholomew's Hospital, London, affirm 
that so long as the menstrual blood can escape from the uterine canal, 
no matter how small the opening may be through which it makes its 
egress, no pain will be caused by the obstruction. In proof of this 
affirmation he cited the fact that many women possessing a cervical 
canal not large enough to admit the finest probe menstruate without 
the least pain; that women with a "pin-hole os >I will sometimes bleed 
to death; and, finally, that in many of the cases of so-called obstructive 
dysmenorrhea it is perfectly possible to penetrate the uterus with a 
large-sized probe during the intermenstrual period. In our own coun
try Dr. Emmet and others hold nearly, if not identically, the same 
views.* 

U11doubtedly, in a certain number of cases, the foregoing statements 
are in harmony with clinical facts; nevertheless, in the \·ast majority of 
dysmenorrheas presenting the symptoms of obstruction, the evidences 
of such obstruction are to be obtained upon physical exploration; be
sides the symptoms entirely \·anish after thorough dilatation. More
over, an obstruction may exist during menstruation and entirely disap
pear after the flow ceases; or the obstruction may be of the nature of a 
polypus which would admit of the ready passage of a sound and which 
could be detected only by exploring the uterine cavity with the finger. 
The fact that the spasmodic pains which characterize obstructive dys
menorrhea are followed by a discharge of clots from the uterine cavity1 

prO\'es conclusively that the blood has been retained long enough for 
coagula to form, which would be impossible did not some obstruction 
exist. 

S)'mptoms.-The symptoms are those following upon distention of 
any of the hollow Yiscera. The uterine cayity, after reaching a certain 
degree of distention, is excited to contraction, and the efforts made to 
expel its contents result in pain. A gush of clotted blood terminates 
the suffering, which does not recur until the organ is again distended. 
The degree of suffering will depend largely upon the persistence of the 
obstruction1 and when it is exceedingly difficult to O\·ercome, the 
spasmodic pains may continue for some holirs before the Bow makes its 
appearance. 

Diagnosis.-The intermittent character of the pains, coming and 
going at regular intervals, temporarily relie,·ed by a free discharge of 

*For an extended disserlation on this subject see "Tram.actions of the Ameri
can Gynccolo~.;cal Society," \'ol. VIII, p. 101. 
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blood which often contains clots, is pathognomonic of obstrncti,·e dys
menorrhea. Exploration per vaginam and with the som1d will usually 
locate the seat of the obstruction. The exceptions to this rule alrea'dy 
noted !:>hould, howe,·er, be borne in mind. The spasmodic constriction 
of the circular muscular fibers may ha\·e entirely disappeared before an 
examination is made, and, indeed, the spasm may not recur at each 
succeeding menstrual period. A test, to my mind far more conclusi\'e 
in determining the part played by the spasm, is the effect of gradual 
dilatation, which is discussed under the head of treatment. 

The prognosis is usually favorable, perhaps more so than in any of the 
other forms of dysmenorrhea. It is, of course, modified by the existing 
complications, the most serious of which is inflammation of the uterus 
and its surrounding structures. As long as the O\·aries are uni1woked, 
howe,·er, and as long as the condition of the patient does not forbid 
surgical interference, obstructh·e dysmenorrhea is probably the most 
amenable to treatment of all forms. 

Membranous Dysmenorrhea. -Pat!iol~fy.-This form of dys
menorrhea is unlike any of the foregoing iu that organized material is 
expelled from the uterus at each menstrual period. This material con
sists of the menstrual decidua, which is thrown off in sections or 
en masse, when the triangu lar sac represents a cast of the uterine 
cadty. There is such a conflict of opinion regarding the nature and 
cause of this peculiar process as to make it unprofitable at this time 
to discuss the various theories at length. Instead I shall quote the 
conclusions of Dr. John Williams, contained in a paper presented to 
the "London Obstetrical Society" at a recent meeting. These con
clusions arc valuable, both for the reason that Dr. \\'illiams has drawn 
his deductions from a series of cases which were for many years under 
his observation, and because he has made a special study of the changes 
in the endometrium during menstruation. They are as follows*:-

[. The dysmenorrheal membrane is not the product of couception, 
but the decidua ordinarily shed as dlbris with e\·ery menstrual epoch. 

2 . It is expelled as a whole or in masses, in consequence of the 
presence of an excess of fibrous tissue in the wall of the uterus; this 
excess i:s due to imperfect e\·olution at puberty, imperfect itwolution 
after parturition or abortion, or is the product of acute inflammation. 

3. The membrane is neither the result of an O\'arian congestion, nor 
of an hypertrophy of the ordinary decidua. 

4. The chronic inflammation present is usually the result of the 

Edis, "The Diseases of \\"omen," p. 483. 
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monthly expulsion of the decidua from the uterus, and plays an acci
dental part only in its production; the inflammation may, howe,·er, be 
independent of the expuls

0

ion of the membrane, but it has no causal 
relation to the formation of the latter. 

5. Sterility is not necessarily associated with the affection, but is the 
result of the condition induced by the expulsion of the membrane from 
the uterus-inflammation of the uterus and ovaries. 

6. The membrane may be expelled without pain. 
7. Inflammation of the uterus g reatly aggra\·ates the suffering caused 

by the passage of the membrane along the cervical canal. 
8. Great relief may be obtained by curing the inflammation of the 

cerdx; though the membrane continues to be expelled e\·ery month. 
9. Jn order to effect a cure, the structure of the body of the uterus 

must be changed. 
SJ1mpto111s.-These resemble the symptoms of early abortion. The 

pains are labor-like, bearing down, com ing and going with more or less 
regularity, increasing in intensity until, finally, the expulsion of a large 
clot, whose nucleus is a piece of membrane1 or the expulsion of the 
whole lining of the uterine body, affords relief. The pain and flow 
occur simultaneously, and the flow is usually excessh·e. The expulsive 
efforts are sometimes so violent as to cause the most intense suffering, 
and eyen delirium and convulsions. 

Patients who have long suffered from this form of dysmenorrhea are 
not enti rely free from distress during the i11termenstrual period. Puru
lent leucorrhea, because of the exist ing endometri tis, is often a per
sistent symptom. Frequently, too, the \·ictims complain of a general 
weariness, with more or less coustant pain in the abdomen and back, 
which often extends to the iliac fossre and down the inner side of the 
thighs. They look forward to the approaching period. with much dread, 
and the periodical recurrence of menstruation, together with the exces
sive drain resulting from the menorrhagia and leucorrhea, sooner or 
later induces a state of chronic im·alidism. 

It is necessary to differentiate membranous dysmenorrhea from: 1, 

early abortions; 2, casts from the vagina; 3 1 casts from the bladder and 
pelvis of the kidney; and, 4, blood polypi (v. p. So). 

The prognosis, as to cure1 is decidedly unfayorable and must always 
be cautiously gh·en. 1'.Iany remedies and expedients of reputed merit 
have been brought forward, but in due time have fallen into disrepute. 
A very large per cent. of those sufferitJg from the complaint are, un
fortunately, sterile, and even if conception occurs abortion is liable to 
follow. If the dews of Dr. \Villiams are correct, the changes resulting 
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from utero-gestation would undoubtedly be beneficial. ~Iuch relief 
can, however, be afforded by treatment directed toward the existing in
flammatory complications, and, indeed, many absolute cures ha\·e been 
reported. These have heen accomplished, not by any routine method 
of treatment, but by almost as many methods as there are cases 
recorded. A survey of the literature of the subject forces upon one the 
conclrn;ion that membranous dysmenorrhea, like most other symptoms, 
requires a careful study of each individual case. At least a larger ratio 
of cures are to be found in the literature of the homeopathic than in 
that of the older school of mediciue, a11d these have been obtained by 
combining with the local treatment the administration of the indicated 
remedy; Nevertheless, the number of absolute cures is discouragingly 
small a11d shows the necessity of guarding the prognosis e\·en u11der the 
most fa,·orable circumstances. 

I quote the following from the 11 American Text-book of Gyne
cology" ( 1894, p. 122, ) to show the futility of seeking help from the 
therapeutic armamentarium of the older school:-

" Internal treatment for its cure is well-nigh abandoned. A few years 
ago large doses of iodid of potassium were used; this is now aban
doned. All \·arieties of constitutional treatment lrnve been tried and 
abandoned. The consensus of opinion is now centered chiefly upon the 
treatment by dilatation and curettement, in conjunction with the ap
plication of chlorid of zinc or carbolic acid, for the purpose of destroy
ing the portion of membrane left behind by the curette." 

THE TREATMENT OF DYSl\IENORRHEA. 

General.-Tbis will depend, to a certain extent, upon the form of 
dysmenorrhea which obtains. In the neuralgic, for instauce, constitu
tional measures must be adopted tending to overcome the causes which 
ha\'e induced the neuralgic habit. Thus anemia, chlorosis, rheumatism, 
malaria, etc., when present , should receive attentioI?. Out-door exer
cise, ::i. liberal diet, sea bathing, or, if this cannot be practised, a daily 
sponge bath, are adjm·ants of the greatest yalue in the treatment of the 
neuralgic diathesis. Flannel should always be worn next to the body, 
for most nturalgic subjects are exceedingly sensith·e to cold. 

E!cctricif.y is of the greatest \·alue in the treatmeut of this and of 
nearly all forms of dysmenorrhea. (Chapter XI.) It must, however 1 be 
intelligently applied and the cases selected with the same discriminating 
care observed in the selection of the homeopathic remedy. It is not a 
"cure-all," nor should it be so considered. Since using electricity I 
have discarded entirely the gah-anic stem pessary. The remedies more 
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often useful when neuralgic symptoms predominate are: Gelsemium, 
ignatia, chamomilla, magnesium phos., cofTea, and cimicifuga. 

The suggestion made by Dr. R. Ludlam, that the remedies be admin
istered in warm water, is a wise one, for it is surprising how susceptible 
these patients are to cold or cold drinks. Heal in the form of hot 
applications, hot sitz baths, or the hot douche, is, in any variety of 
dysmenorrhea, most useful during the paroxysm of pain 1 especially if 
the flow is suppressed or scant. 

In ovarian dysmeuorrhea the causes tending to keep up the ovarian 
irritation should, if possible, be removed. A careful inquiry into the 
sexual habits of the patient will often re\·eal most pernicious practices 
which, so long as persisted in, make it impossible to accomplish a cure. 
Oftentimes a temporary marital separation is necessary. Gah-anism, 
with the positi\·e pole direct, will, I believe, do more for simple oyarian 
irritation than a11y other agent. The more prominent remedies possess
ing a special affinity for the o\·aries are: Belladonna, apis, !ilium tigri
num, cocculus, and pulsatilla. 

The congeslh:e and inj!auimalor.y forms of dysmenorrhea require 
measures similar to those useful in pel\'ic cellulitis and peritonitis. An 
effort should be made to restore the discharge when it has been sup
pressed, and actual inflammation should be aborted if possible. The 
hot douche is probably the most useful agent to accomplish this end, 
supplemented by such remedies as aconite, belladonna 1 \·eratrum viride, 
pnlsatilla, gelsemium, and ferrum phos. 

\\'hile the general measures which have been suggested for the relief 
of pain will be found useful during a paroxysm of obslrudi'l:e dysmenor
rhea, the radical treatment is ,-ery different. The obstruction requires 
for its remo\·al mechanical and surgical interference. Those of the 
vagina are to be dealt with according to the principles laid down in the 
chapter devoted to rnginal occlusions. Cervical obstructions due to 
flexions and other forms of uterine displacement, require measures for 
the correction of the displacement, and much relief may be ob
tained by a properly adjusted pessary, or by the use of electricity. I 
ha\·e cured many cases by means of electricity. If the flex ion is 
marked, however, and especially if it is congenital, divulsion is usually 
necessary before a cure is effected. I ha,·e now resorted to the opera
tion so often and am so well satisfied with the results obtained that I 
deem it best to give at some leugth my method of procedure. In a 
given case of dysmenorrhea presenting the symptoms of obstruction it 
isasfollows:-

If the patient comes to me soon after a menstrual period I make an 
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examination and determine, if possible, the seat of the obstruction. In 
the great majority of cases it will be found at or near the internal os, 
at which point the mucous membrane is often exceedingly sensiti,·e. 
If there is congestio11 or inflammation of the cervix and uterus, and 
there usually is, the hot douche once or twice a day is addsed, and at 
least twice a week I place against the cen·ix and into the fornices of 
the \'agina tampons of boroglycerid or pure glycerin, medicated as 
may seem best. These are removed at the end of twenty-four hours 
and are followed by the douche. Some three or four days preceding 
the approaching period, having reduced the congestion by this pre
paratory treatment, I cautiously introduce several sizes of the graduated 
dilators. This is repeated at least twice before the onset of the period 
in order to ascertain the effect of dilatation. If the effect is good, 
menstruation will be less painful and, if the obstruction is the result of 
spasm, permanent relief may be obtained by repeated introductions of 
the graduated sounds during the succeeding intermenstrual period. 
Permanent results are, howe,·er, the exception to the rule, and the utility 
of gradual dilatation is restricted largely to determining the probable 
effect of the more radical operation. It can be done in the office and 
should not cause more than passing pain. 

If the patient reports her dysmenorrhea for one or more periods re
lieved by this procedure, and if in due time there is a return of the old 
sufferi11g1 <livulsion is indicated. This must be done at her home or in the 
hospital and e\·ery precaution taken to guard against sepsis and inflam
mation. The bowels should be previously emptied by an enema, and 
an antiseptic douche administered shortly before getting on the table. 
An anesthetic is always necessary. The patient is placed in the 
lithotomy posture and the yagina again washed with a 1: woo bichlorid 
solution. The cen·ix is then exposed by means of suitable retractors 
and fixed with a YOlsella, when the sound is introduced to ascertain the 
direction of the canal. The steel dilator represented in Fig. 50 is next 
passed into the uterine cadty and the blades /{radual~J' expanded. I 
emphasize the word " gradually " because, if an effort be made to 
clin1lse with too great haste, there is danger of unduly lacerating the 
tissues. At least five minutes should be devoted to the operation and 
the ca.nal dilated to the extent of half, three-fourths, or an inch, de
pending upon the size of the uterus and the resistance of the tissues. 
l"ndersized uteri, with congenital anteftexio11, will not bear the same 
amount of dilatation without injury as will fully cle,·eloped organs. 
The amount of force required in different cases will likewise \'ary 
greatly, and judgment must be used in applying it. Usually, however, 

20 
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it is considerable-all that can be exerted by one hand. If the tissues 
are felt to tear it should be lesseued. The object is to stretch the 
tissues to the extent indicated without serious laceration. 

FIG. 93· 

CLEVELAND'S Gl.ASS CERVICAl. PI.CG. 

If menorrhagia complicates the dysmenorrhen. after dilatation I apply 
the sharp curette to the entire endornetrium, remove the debris with a 
strip of gauze, and apply the compound tincture of iodin to the entire 
endometrium. If the hyperesthesia at the internal os is marked, im
pure carbolic acid, because of its anesthetic properties, is substituted 
for the iodin. The uterus is next tamponned with gauze, especial 
care being observed to pack the canal at the internal os solidly 
with it. Finally, the \·agiua is packed with gauze, powdered iodofonn 
sprinkled over the external parts, and the dressings, held in place with 
a T bandage, applied. The packing is left behind for forty-eight 
hours unless the temperature rises, when it should be removed at once. 

The after-treatment is very simple and consists of a small antiseptic 
douche after each urination, and rest in bed for ten days. Before the 
packing is removed the catheter should be used. If the patient com
plains of pain over the lower abdomen an ice bag is applied. 

I have abandoned entirely the cutting operation as being not only 
unnecessary, but much less effectual than is divulsion without it. I 
have also abandoned tlie use of the cervical plugs (Fig. 93), as I have 
had some trouble following their introduction and belieye that the 
results following gauze packing are more satisfactory. 

Iu those cases complicated with rectal trouble-constipation, hemor
rhoids, etc.-it is my invariable practice to stretch the rectal sphincter 
and to remove anr morbid condition that may exist in the rectum. 
Indeed 1 if the patient complains of Yaso·motor disturbances, as in· 
dicated by cold hands and cold feet, or if she has been unusually 
nervous, I thoroughly di\·ulse the sphincter ani, even though she bas 
suffered no local distress in the rectum. I cheerfully acknowledge mr 
inaebtedness to the teachings of Dr. E. H. Pratt for this practice, and 
I am thoroughly convinced that the good to be derived from divulsion 
of the cer\'ix is greatly enhanced by directing attention to the rectal 
sphincter as well. 
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This treatment is ad,·ised with the full consciousness that it is not in 
accord with the teachings of many specialists, particularly of the homeo
pathic school. Ten years ago I was likewise very much prejudiced 
against divulsion1 and advised against it in my classes. It seemed to 
me then, as it does to many now, a most dangerous and unnecessary 
procedure-a conviction which was intensified by two cases of cellulitis 
occurring in my practice1 the result of the operation. I found, how
ever1 that the a\·erage patient suffering from obstructive dysmenor
rhea, particularly if the clysmenorrhea was associated with the nervous 
phenomena already described 1 remained permanently on my hands 1 the 
most that I could accomplish with the ordinary methods being tempo
rary relief. I then selected my cases with greater care, resorted to 
proper preparatory treatment, and obsen,ed tile strictest antiseptic pre
cautions, !:iince which time I have not had one unfortunate result and 
ha\·e hardly failed to relieve permanently a single case operated upon. 
As regards sterility, I have not cured as large a per cent. of my cases as 
is reported by Goodell, yet the results ha\·e been encouraging. In 
properly selected cases the transformatiou brought about is simply 
marvelous1 especially if the rectal sphincter is treated as well. The 
menstrual function becomes painless1 and the patient is raised from a 
state of chronic invalidism to one of comparative robustness. 

For the pain incident to membranous dysmenorrhea the same geueral 
measures adopted for the several other forms are useful. Dilatation 
followed by curetting is often exceedingly beneficial, and while it does 
not put a stop to the membranous formation, it will make the expulsion 
of the membrane much less painful. Dilatation also promotes uterine 
drainage and facilitates intra-uterine medication. \Vhether or not it 
exerts an influence upon the nutrition of the uterus through its action 
upon the sympathetic system is a point worthy of consideration. It 
is not unreasonable to presume that it does. 

The local applications under which cures have been effected are those 
of an alterath'e character. Carbolic acid, iodin, chromic acid, iodo
form, persulphate of iron, chlorid of zinc, etc., have been most fre
quently used. The remedies administered in the successful cases 
recorded in homeopathic literature are: Borax, rhus tox., calcaria, 
mercurius, bromin, millefolium, and guiacurn. 

T/Jerapentics. 

Gelsemium.-Difficult menstruation; the periods are preceded by 
sick headache and yomiting; congestion of the head, with a dark suf
fused appearance of the face; passage of large quantities of limpid, dear 
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urine, tL·lud1 relieves tile !teadadze; uterus is markedly congested and 
feels as if squeezed by a band; sharp labor-like pains in the uterus, ex
tending to the hips and back and even down the thighs. 

Cimicifuga. - SE\'ERE PAI:\ I N THE BACK, DOWN THE THIGIIS and 
through the hips, with heavy pressing down; rheumatic diathesis; 
tenderness of the uterus; great despondency; occipital headache; be
tween the menses debility, nervous erethism and neuralgic pains; in
somnia; INFRA-MA'.\ll\lARY PAINS. 

Pulsatilla. -Neuralgic dysmeuorrhea; the menses are delayed, diffi
cult and scanty; menses suppressed or flow intermittent, with throbbing 
headache; pain in the uterus; dysuria; ophthalmia: gastric disturbance 
with vomiting; morning nausea with bad taste in mouth; worse in 
warm room; mild , yielding, tearful disposition.* 

Belladonna.-Congestive and neuralgic type; PA l:-l'S co:-.rn AXD GO 

IN QUICK SUCCESSION ; 'i. 1iolent bearing down, as if everyl!dng u•ould 
issue front tile vulva,. \"iolent throbbing headache, better from external 
pressure. 

Caulophyllum.-Painful contractions, congestion and irritability of 
the uterus; sympathetic cramps iu the bladder and rectum; spasmodic 
intermittent pains in the stomach, groins, and even in the chest; rheu
matism of the small joints. 

Magnesium phos.-).fenstrual colic; spasmodic pain in the uterus; 
inability to pass water 1 from spasmodic contraction; crampy pain in 
stomach or bowels, with a feeling as if tightly grasped by a band. 

Calcaria carb.-Suppressed menses after working in water, with a 
tendency to cerebral congestion; SCROFULOUS DIATHESIS; coldness of 
tlu:fect, and very easily affected by the cold air. 

Apis mellifica.-Ovarian dysmenorrhea; STINGING p,\I:N IX THE 

O\'.\RIES; urine is scant and high colored; \"iolent, labor-like, bearing
down pains, followed bya discharge of scanty, dark, bloody mucus. 

Borax.--).Ienses too early, too profuse, and attended with colic and 
nausea; leucorrhea like the white of eggs; sensation as if warm water 
were flowiug OYer the parts; membranous dysmenorrhea. 

Platina.-P.\IN'FUL SENSITIVENESS AND CONTINUAL I>RESSl.RE IX 

THE REGION OF THE )JONS \"EXERIS AND GEN'r'r .. \L ORGANS; menses 
too early, too profuse, but of short duration, preceded by spasm with 

* "P11/satilla is at times to he used for menstrual colic, particularly when the 
menses are dark in color and are delayed. The flow is usually fitful. The patient 
is apt to be chilly; and the more severe are the pains tbe more chilly does she be· 
come.' '-Farrington. 
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bearing down, and during the flow pinching in abdomen, with ex
cruciating pains in uterus; melancholia. 

Secale cor.-:\Ienstrual discharge of thin and black or brown fluid, 
which is exceedingly offensi\·e; tearing and cutting uterine colic1 with 
violent uterine spasms. 

Cocculus.-Cramp-like pains deep in the bowels, instead of menses, 
with pressure in chest; vicarious leucorrhea; scanty discharge of black 
blood. 

Coffea .-Continuous pinching pain in the iliac region; coldness and 
st iffness of the body; neuralgic dysmenorrhea. 

Colocynth.-Dysmenorrhea relieved by dmwing the lower limbs up 
to the abdomen. 

Cantharis.-\'iolent pinching pains in the ovarian region; menses 
too early, too profuse; blood black and scanty; violent itching in the 
vagina with dysuria; dryness and feeling of constriction in throat. 

lgnatia. -Cramp-like pains in the uterus with lancinations, worse 
from touching the parts; a feeling of confusion in the head, with in
ability to closely apply the mind; despondency, depression, sadness; 
CONVULSIONS, FREQUENTLY TETANIC; feeling of constriction in the 
throat, like glohus l1J1S!ericus . 

Helonias. -Loss of sexual desire and power, with or without sterility; 
profound mela11cholia1 with marked debility; pain in the back, through 
to the uterus; menorrhagia. 

Lilium tig .-Burning, st icking, grasping pain in the ovaries, espe
cially the left; pains ex tending across hypogastrium, to groin 1 down 
the leg; bearing down in uterine region; neuralgia of the ovaries, at· 
tended by cutt iug pains in mamm~ . 

Sepia.-.1\lost useful as an intercurrent remedy; BEARIXG DOWN 

SENSATION, WITH A FEELING THAT THE LDIBS MUST BE CROSSED SO 

AS TO T'RE\'ENT PROTRUSION OF THE PARTS; excoriating leucorrhea; 
"moth spots" on various parts of the body; painful sensation of empti
ness in stomach and abdomen. 

Bryonia.-Stitching pain in the ovaries on deep inspirationi menses 
too early, too profuse, or suppressed, with ,·icarious bleeding from the 

Bromin.-\'iolent contracth·e spasms before or during menses 1 

leaving the abdomen sore; menses too early, too profuse; bright red 
blood with the expulsion of membranous shreds. 

Mercurius.-Deep sore pain in the pelvis with dragging in the loins; 
smarting, corroding, purulent leucorrhea1 always worse at night. 

Nux vomica.-Contractive uterine spasms; colic with discharge of 
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coagula; bearing down toward the sacrum; ineffectual urging to stool/ 
DYS:\IENORRllE.\ CO:\IPLICATED WITH FLATl'LENT COLIC AND GASTRIC 

Viburnum opulus .-Spasmodic and membranous dysmenorrhea; 
excruciating colicky pains through uterus and lower part of abdomen, 
coming on suddenly just before the menstrual flow, lasting sometimes 
ten or twelve hours. 

Consult:-· Ustilago (membranous dysmenorrhea), sanguinaria, 
ferrum phos., hyoscyamus, lachesis, rhus tox. 1 zincum, cuprum 
met., aconite, collinsonia, glonoi n, graphites, xanthoxylum, and mille
folium. 

Illustrative Cases. 

CASE I.-Borax in J11embranous Dysmenorrllea.-In a case of 
membranous dysmenorrhea of some months' duration Dr. A. P. Throop 
relates the following: As suggested by Prof. Ludlam, of Chicago, I 
prescribed borax 1x three times a day, till the next period . 

The next period occurred the 25th of October. Dysmeuorrhea much 
less, no cast; only shreds, less in size than for months, and the general 
condition better. 

The last prescription of borax was given November 21st. In Jan
uary, 1872, I called at the patient's home, being desirous of knowing 
the sequel of the case, and ascertained that there had been no more 
dysmenorrhea, as the period had not again appeared, and the patie.nt 
was pregnant. As pregnancy and membranous desquamation from the 
inner walls of the uterus are not compatible, the membranous dysmenor
rhea is supposed to be cured. 

On the seventh of August, 1875, she gave birth to a fine, healthy 
female child, and there have been no symptoms since of any uterine 
trouble.-N. Y. Homeo. ~lied. Socie(1 1 Transactions. 

CASE Il.-Plaliua in DJ1smenorrhea.-October 23, 1888, I was 
called to see ~Irs. A., ret. 35, nen·o-sanguine temperament. and the 
mother of two children. I found her suffering from dysmenorrhea. 
She informed me that she had been subject to this trouble ever since 
puberty; had been under the treatment of four different physicians 
without benefit, and had grown steadily worse since the birth of her 
children. :\Ienstruation was regular and normal in quantity and 
quality, but accompanied with severe spa:smodic pains extending from 
the uterus to the groins and upper part of the thighs. She was ex
tremely nervous, and one foot was in constant motion, beating the bed 
clothes with the rhythmical regularity of machinery. \\'hi le telling her 
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symptoms she suddenly became rigid and unconscious; the jaws were 
firmly locked, the forearms flexed upon the arms, the legs extended, 
and the whole body bent slightly backward. After a few moments she 
regained consciousness and the regular motion of the foot again com
menced and continued until interrupted by another tonic spasm. 

Her husband stated that during every menstrual period she had from 
four to ten of these attacks, varyin g in duration from fi,·e minutes to 
half an hour. Cimicifuga 3x was given, but failed to relieve. 

One week late r , a thorough examination was made, but nothing ab
normal contd be detected except an undue sensitiveness of the internal 
os during the passing of the sound. 

Failing to find any mechanical cause, and being firmly convinced 
that the trouble was mainly hysterical, I now gave Ignatia 3ox. The 
result was another failure, a discouraged patient, and a determination 
to stop prescribing on pathological theories and to treat the cases ac
cording to symptomatic indications. 

After a long search," tetanicspasms with trismusduringthe menses' 
was found under Platina. \Vas called again at the termination of the 
first day of the next menstrual period, and gave Plalina 3ox in water 
every two hours The spasms ceased at once and ha,·e ne,·er since re
curred. In other respects, the improvement was more gradual; but 
after taking the remedy during the menses for the next four months, 
the flow became comparatively painless and the patient was discharged. 
As nearly two years have now elapsed without a return of the old symp
toms, the cure may be considered pennaneut.-Dr. lV. T. Laird, N. 
A.four. of Homeopat!ty, May, 1891. 

CASE III.-Vibu.ruum opulus in Dysmenorrhea.-In my treatment 
of spasmodic d;1smenorrhea, for which variety this remedy is specifically 
indicated, when the pain sets in, I gh·e Vibu.mum op. every hour, or 
every fifteen minutes if the pains are severe. * * So confident have 
I been in its almost man·elous powers that I ha,·e taken the pains to 
look up some old cases that I dismissed years ago as incurable, in order 
to test this new remedy on them. 

In e,·ery instance so far it has cured these old obstinate cases. Its 
sphere of action seems to cover nearly the same ground as galvanism. 
In the last uumber of the JV. A. four. of Homeo. Dr. N'eftel has a val
u:tble paper illustrating the curath·e power of galvanism. He gh·es 
many illustrative cases, and, singularly enough, they all resemble the 
cases I ha,·e cured with Viburnum. I use the 1st dee. dil.-£ . .1/. 
Hale, Al. D., American Obser'i•er, 18i-J.. 

CASE I\'.-l'ibumum opu!us in DJ1sme11orrhca.-Two years ago 
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my attention was called to the use of l"ibumum opu!us as a remedy for 
dysmenorrhea, or menstrual colic. Ha,·ing a patient who was suffering 
from this difficulty, l procured the remedy for the purpose of a trial. 
Her symptoms were: An excruciating, colicky pain through the womb 
and lower part of the abdomen, coming on quite suddenly just preced
ing the menstrual flow . * * I had failed to do her much good, 
though caulophyllum had relieved her sometimes. I gave her Vibur
num Jst decimal dilution, three-drop doses, to be repeated iu half an 
hour if not relieved. The first dose relieved her, and she took but two. 
During the interval of the next period I directed her to take one drop 
once a clay, and if the pain returned at the succeeding period, to take 
three drops and repeat as before. Suffice it to say, she had but a slight 
return of the colic, and now reports herself 2s cured.-Geo. B. Palmer, 
JI/. D., American Observer, I 877. 

CASE \'.-Cocculus in DJ1Smenorrlzea.-I have found this drug use
ful in cases of regular, irregular, and suppressed menstruation, the 
flow in most cases being very profuse, accompanied with severe 
uterine colic, with bearing down in pelvic region and intense ltuubo
sacral pains. * * In every case where I have found it useful in dys
menorrhea the patient has bad a thick, yellow leucorrhea, and in most 
cases granular degeneration of the cervix . * \\There uterine dis
ease existed, dyspepsia, characterized by nausea and j!atulence, was, 
with few exceptions, more or less pro11ounced during the intermenstrual 
periocl.-Emma Seo/I lVrigltt, Jlf. D., Transactions of the Homeo. Jlled. 
Society of t!te Stale of New York, 1878. 

CASH VI.-Xa11t/1oxj1lum in Membranous DJ1smenorr!tea.-'Mrs. -, 
aged twenty-five years, tall, slender, of light complexion, somewhat 
stooping, emaciated, anemic; has the appearance of a consumpti,·e. 
Used to be a rugged, hearty girl; has been married three years; has 
suffered intensely with dysmenorrhea and has ne\·er been pregnant. 
Menstruation was so painful that she was obliged to remain in bed 
for several days, from which she would get up so utterly prostrated 
that she could not rally before her next period came on. Menstrua
tion was normal as to time; the pains were contractive, with great 
bearing down; the flow was slight; the intensity of her suffering 
caused her to keep her limbs in constant motion, drawing them up 
aud down iu bed, in spite of urgent advice to the contrary. Cocculus 
and, later, belladonna ga,·e considerable relief. Examination of the 
napkins used confirmed my diagnosis, viz: membranous dysmenorrhea. 
Xa11//zox; 1!um 2d dee. trituratiou, three doses each day, acted so favor
ably that her next period was remarkably free from pain; she was dis-
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charged in about three months, looking hearty and well. In the course 
of a year she ga,·e birth to a healthy child, and has been quite free from 
disease during a period of, now. five years.-Dr. / . N. Eldridge, 11/ed
ical Counselor, Yol. x. 

CASE YI I. - 11femhranous DJ1smcnorrlzea. Afiljoil fnlenzallj • and 
Iodized Pltenol Topicall.J 1.-Mrs. H., the mother of two children; six 
years after the last confinement she came to me to be treated for sterility . 
I learned that about a year ago she observed that the pain during 
menstruation became very severe; each period more severe than the 
former. The pains were forcing labor-like, in the back and down the 
thighs; the blood was dark and clotted, and on the last day (usually the 
sixth ) a membranous mass would be expelled, when the pain would 
cease. An examination of these membranes showed them to be such 
as are described as pseudo·membranous. The treatment was com
menced one week before the menstrual period . It consisted in apply
ing to the endometrinm 1 by means of a probe wrapped with absorbent 
cotton, a mixture of tinct. ioid11 1 1 part; 50 per cent. carbolic acid 1 1 

part. Internally I ordered Inf. Mi/foil, prepared by infusing 3ij of the 
dried herb in one pint of hot water, 3j to be taken three times a day. 
I only made one application topically. She returned to her home in 
Iowa. 

One week after her menses ceased she wrote to me that she !tad 110 

pain during /lie menses, the blood was normal in appearance aud no 
membrane was e.xjJeiled. {requested her to report after the next period, 
if it was not normal. Two months have now elapsed ( two menstrual 
periods) and I have not heard from her. She is probably cured.-£. 
Al. Hale, Af. D., /fonieo. ]our. of Obstetrics, 1886 

CASE VIII.- Guiacum in Clzronic Ovaritis zl'itlt DJ1Smenor1'11ea.
l\Iiss D., aged 30; nervo-sanguine temperament. She has always 
been irregular, and when menstruation takes place the pains are agoniz
ing. Frequently she subsides into an unconscious state after the pains 
lessen, unless stimulants of various kinds are used. There is au irri
table bladder. Both ovaries are sensitiYe on pressure; the left one is 
coustantly painful, and is perceptibly enlarged. Gave a suppository of 
Guiac. morning and e\·eniug. Relief was experienced in five days and 
36 suppositories gave permanent relief.-,11. 0. TerrJ' , Jlf. D. 

C.\SE IX.-D_ysmenorrlzea and Spinal lrrilalion for years. Suh
acule Oi. 1arilis of two years' duration cured in I8 daJ'S 11.n"//1 Cuiacum. 
-~liss II., aged 24; nervo-bilious temperament. She has constant 
po.in between the shoulders: fullness in the head , nccompa11ied fre
quently with pain; suffers from stomach deraugement and dysmenor-
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rhea The first five of the dorsal vertebra:!. the coccyx 1 and two inches 
·abo\·e it, are sensitive on pressure. There is a dull, aching pain in the 
left o\·ary, which has continued over two years. 

I will not give the names of the "indicated " remedies which were 
tried and found wanting in her case. 

The pains across the shoulders, fullness in the head, and nausea, dis
appeared after a few applications of Paquelin's thermo-cautery had 
been made to the sensitive vertebrre. 

Other remedies having failed in the ovarian pain, Guiac. supposi
tories1 36 in number, given as in the other cases, enti rel y eradicated 
it.-fi1. 0. TeYIJ', JI. D., New York Transaclions, 1883. 

CASES SHOWING THE BENEFICIAL EFFECTS OF DrVULSION I N DYS-

CASE 1. -~I. , ret. 26, very tall but well proportioned. Upon pre
senting herself to me she gave the following history: Began to men
struate at I 3, and became regular at I 5; more or less dysmenorrhea 
from the first, and the amount of blood lost has always been exces
sive. Says that she does not remember when she did not have cold 
hands and feet. However, she got on very well until entering college, 
when the hard mental work, together with the exposure and 14 stair
climbing" incident to her college course, completely prostrated ber. 
The symptoms of obstructive dysmenorrhea kept her in bed during the 
entire sick week; she became greatly deprepsed and melancholic-so 
much so th at her room-mate feared suicide: subject to frequent attacks 
of palpitation with syncope; the bowels remained obstinately consti
pated in spite of the best directed general and therapeutic measures, 
and the digestion became bad. The amount of blood lost was excessive 
and the resulting anemia was marked. On July 15, the cervix and 
rectum were din1lsed in the manner heretofore noted, the uterus 
curetted and the patient left in care of Dr. Luten, of Grand Rapids. 
She remained in bed for ten days, when the plug was removed and she 
was permitted to get up. Xotwithstanding the fact that she began the 
arduous duties of a teacher four weeks later, the impro\·ement was of 
the most marked character. Six mouths from the time of the opera
tion she walked into my office looking the picture of health. To use 
her own words, she said: "I have never before known what it was to 
to be luxuriously well. 1 ' l\lenstruation from the very first period fol
lowing the operation was painless and the first premonition of its on
coming was the appearance of the flow. The nervousness and mental 
depression have entirely vanished 1 the hands. and feet have become 
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warm, the digestion is markedly imprO\·ed and the bowels are perfectly 
regular. 

CASE II.-M. 1 ~t. 2r, referred to me by Prof. D. A. )IcLachlan, 
because of some obscure eye trouble which failed to yield to measures 
directed to the eye, and which, from the symptoms complained of, led 
him to belie,·e that pelvic complications were responsible for much of 
the difficulty. This patient, so far as physical de,·elopment is con
cerned, is an ideal specimen of womanhood 1 and yet three days of each 
month were characterized by intense dysmenorrheal pains with all the 
phenomeua of obstruction. Obstinate constipation was the only dis
turbance of the gastro-intestinal canal, and there were no prominent 
nervous symptoms. l\lenstruation was scant rather than excessive. 
The uterus was anteflexed, and the external os of the " pin-hole" 
type; at first it was with much difficnlty that a fine probe could be made 
to insinuate itself through the internal opening. though there was not 
the usual sensitiveness at this point, a fact which explains the absence 
of many of the nervous symptoms described in the preceding case. 

In spite of my best directed treatment I could do nothing more than 
palliate the dysmenorrheal symptoms. Gelsemium did much good 
during the attack, and the graduated sounds introduced just before the 
ad\·ent of the flow would cause the succeeding period to be much less 
painfulj but the i111provement 1 notwithstanding a three months' course 
of local and general treatment, '\Yas only temporary, and after an in
terval of two months the dysmenorrhea became quite as bad as before 
the treatment. Accordingly on December 23 1 1890, I divulsed, under 
ether, both the cen·ix and the rectum, operating upon the latter because 
of the co11stipation. The patient menstruated at the succeeding period 
with absolutely no pain, and up to the present time (July, 1893,) re
maius almost entirely free from suffering during the menstrual week. 
Her constipation, while not absolutely cured, is infinitely better1 and 
with the least care in diet gh·es her no trouble. The eye symptoms are 
likewise much bentfited though not entirely relie\·ed. I haYe in another 
place (C hapter XIII) remarked upon the obstinacy of the ocular neu
roses; whtn due to peldc lesions they are usually the last to disappear 
when such lesions ha,·e been cured, and, indeed, often will not yield 
to any treatment. 



CHAPTER XIX. 

THE MENOPAUSE. 

D efini tion.-This term is applied to that time of life when the func
tion of menstruation is permanently suspended. It is known, also, as 
the change of life, the critical time, the turn of life, and the climacteric 
period . The age at which the menopause occurs is most \·ariable. 
Cases are on record in which menstruation was permanently suspended 
at thirty-two, and Dr. T_ A. Emmet has reported a case in which the 

function recurred regularly although the woman was seventy-two years 
old. These ages are the extremes, the climacteric changes being in
augurated in the larger number of cases at about forty-Exe. Such ex
tremes may be due either to idiosyncrasy , to rapid child-bearing, or to 
some constitutional disease . Thus, there are certain families in which 
the climacteric period occurs early, or, it may be, late in life. Ihpid 
child·bearing has a tendency, by depressing the system, to hasten the 
change; and constitutional diseases may either precipitate or prolong 
the menopause, as they may precipitate or delay puberty. 

There is a popu lar error, which is by no means limited to the laity, 
that it is necessary for a woman to undergo a certain amount of suffer· 
ing while passing through this period . l\luch harm has resulted from 
this erroneous impression. A woman, perfectly healthy in all respects, 
should not suffer inconyenience; neYertheless, there are very few iu· 
stances where the change of life is passed through without more or less 
discomfort . If, however, the function of menstruation has been per· 
fectly normal , if there exist no local or constitutional disease-in short, 
if a woman is perfectly healthy-the climacteric change should come to 
her as a pleasant ad\·ent rather than one of suffering. 

The doctrine of necessary suffering at this time, and especially the 
doctrine that it is perfectly natural for excessive menstruation and 
metrorrhagia to take place, bas more than once led to the ueglect of 
various affections which are responsible for the delayed menopause. 
Thus, cancer, fibroid tumors, fungoid degeneration of the eudometrium, 
and polypi are permitted to progr~s indefinitely, the woman continuing 
to flow long after ovulatiou has ceased. Usually, when menstruation 
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is prolonged after the age of fifty, it is because of local disease, and a 

thor011gh examination should be instituted. 
An atomical Changes.-The Yascularity of all the pekic organs 

is diminished. The O\·aries become smaller and in time are com·erted 

into contracted masses of fibrous and cellular tissue; the Graafian fo11i· 

cles shriyel and contract. Like changes take place in the Fallopian 

tubes, the uterus and the \·agina. The mucous membrane of the 

uterus loses its corpuscular elements and becomes thin. Occasionally 

the external or internal os, or both, close. The vaginal fornices are 

frequently obli terated (senile \·aginitis ). The breasts may atrophy; or 

they may become larger from deposit ion of fat. The Fallopian tubes 

atrophy and often become impervious. Indeed, all of the sexual organs 

undergo senile atrophy and are reduced to a rudimentary state. These 

anatomical cha11ges are quite the opposite of those which characterize 

puberty. 
This rearrangement may take place suddenly or gradually, requiring 

much more time iu some women than in others. During its progress the 

line of demarcation between the physiological and pathological may be 

yery hard to define. 
Symptoms. -As already stated, no distressing symptoms should 

attend the menopause if the patient is in a perfectly healt hy condition; 

but, as there are few women absolutely free from distress during the 

menstrual period 1 though this function should be perfectly painless, so 

there are few women absolutely free from discomfort while the system 

is undergoing climacteric changes. The degree of sufferiug will, how

e\·er, depend, in no small measure, upon the temperament of the 

patient-a nerYous woman suffering infinitely more than one of phleg

matic temperament. The general distress is usually more marked 

when the menopause sudden ly occurs, or when it is precipitated by 

oOphorectomy. 
The character of the symptoms will also depend upon the habit of 

the patient. If she be plethoric, for instance, the phenomena will be 

those attending plethora-congestion of various parts of the body, 

headache, palpitation, hemorrhages, etc. ; if chlorotic or anemic, she 

will suffer from the symptoms incident to the depravity of nutrition. 

Headaches are of frequent occurrence and may be either congesth·e 

or anemic in character. The disturbance of the vaso·motor system 

gives rise to flushings and an irregular distribution of blood to \'arious 

parts of the body. Alternate coldneos and heat of the hands and feet 

are likewise common. Then:: may be either irritability or torpor 

and ..,luggishness of the gastro·intestinal canal. If irritability, there 
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is often nausea, vomiting, and diarrhea, the result of a hyperes
thetic condition of the mucous membrane. One of the worst cases of 
irritable rectum which I haYe ever met occurred during the climac
teric period If there be sensory paralysis of the mucous mem
brane, the most obstinate constipation may ensue. Flatulence is like
wise a frequent result of the gastro-intestinal disturbance. So great is 
the accumulation of gas at times that pregnancy is suspected. Indeed, 
all of the snbjective symptoms of pregnancy may be so faithfully imi
tated as to make the diagnosis extremely uncertain. 

The processes of elimination are more active in every way. The 
.:5kin eliminates more readily, and morbid perspirations often occur. 
All of the salts of the urinei especially the urea. are iu excess. The 
quantity of carbonic acid eliminated is also increased. \'ery often, 
too, the secretions of all of the mucous membranes, particularly those 
of the genital tract, are exaggerated. Occasionally ,·icarious leucorrhea 
will continue, becoming increased at regular inter\'als, for a long time 
after the last appearance of the flow. Let it not be forgotten, ho\\·ever, 
that a leucorrhea more or less persistent is usually the result or local 
disease, and when it does not abate in due time an examination should 
not be too long delayed. The first symptom of car~inoma may be a 
leucorrheal discharge, and since the patient is passing through the so· 
called cancerous age, any suspicious symptoms should be carefully in· 
vest igated. 

The nervous symptoms not infrequently predominate, though the 
patient may not suffer from an excessive loss of blood. Indeed, they 
often persist after menstruation has ceased entirely, and when the local 
evidences of disease, so far as tissue changes are concerned, are want· 
ing. Dr. \Vylie has called attention to the fact that there often exists, 
in these seemingly obscure cases, a hyperesthetic spot at the internal 
os, or at some portion of the fundal mucous membrane. I have 
frequently demonstrated the presence of this hyperesthetic spot, not 
only in women passing through the change of life, but in young girls 
victims of dysmenorrhea. A sound passed into the uterine cadty will 
give rise to the most exquisite pain when it c >mes in contact with it; 
and I have had patients nearly jump from the examining table when 
the tender point was touched. The cause of the hyperesthesia is un· 
certain; though it is probable* as suggested by Wylie, that it is the 
result of previous inflammation. The fact that this localized hype.res· 
thesia is productive of innumerable reflex symptoms is clearly proved 
by the effects of treatment; when the diseased area is destroyed

1 
the 

symptoms will frequently vanish as if by magic. 
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The changes attending the menopause are indeed critical in character, 
and the patient's future health will depend, in no s:i1all degree, upou 
the care which she receives while passing through this period. ~Iany 

existing diseas1.:s will entirely disappear. This is especially true of the 
various chronic inflammatory affections. Indeed, metritis may be in
curable so long as menstruation recurs at each mouth to excite con
gestion The ,·arious inflammatory affections of the oyaries are like
wise often incurable while the function of O\'Ulation continues; and of 
course the different forms of menstrual irregularities disappear with the 
cessation of ovulation. Fibroid tumors usually stop growing after the 
change of life, and often undergo a more or less decided atrophy. 

On the other hand, certain other diseases are either aggra,·ated or 
precipitated by the climacteric changes. As already intimated, the 
se\·eral forms of cancer make their appearance at this time oftener than 
at any other. Xen·ous affections of \·arious kinds frequently date from 
this period. Hysteria, epilepsy, paralyses, apoplexy, and especially in
sanity, are often fanned into existence by the conditions attending the 
change of life. Skin affections are particularly liable to be brought to 
the surface at this period, and a careful inquiry into the clinical history 
will frequently reveal the fact that the patient suffered from the same 
affection during girlhood.* 

In conclusion, then, a woman should pass through the menopause, 
if perfectly well, without serious inconvenience. \Vhen the system is 
greatly perturbed1 it means that something is wrong. The disturbing 
cause may or may uot require for its remo,·al local measures. The in
convenience may be so slight as hardly to overstep the boundary of the 

]. Newmann found (1Vo11a/sschrift }To· Ceburlcllillfi: uml CpzaekoloJ[ie, De
cember, 1895,) the following diseases immediately before the end of menstrual life 
in a series of 5oocases:-

Carcinoma Cervicis l'teri, . 
Displacements and inflammation of l'terus, . 
:\Iyoma Uteri, 
Climacteric Anomalies, 
Prolapse of Uterus or \'agina, . _ . 
Emlometritb,. 
Carcinoma Corporis Uteri, . 
Q,·arian Cyst, . 
Pregnancy, . 
\'arious other affections of tbe Genitals, 
Dou btfu I conditions, . 

1'otals, . 

.\'o. At1.age . 
45.5 

i5 46.5 
70 48.0 

55 47.0 
55 47.0 

46.5 
.p.3 
46.5 
45.5 

61 48.5 
35 47.0 

. 500 46.5 
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normal, and no attention other than perhaps a little general addce 
need be given the case. On the other hand, if the patient suffers un
duly, there is no period of her li fe during which she more needs judi
cious care and treatment. 

Treatment.-There are certain genera l hygienic principles which 
are applicable in all cases. The frequent use of the sponge bath will 
keep the skin active and promote elimination. At least twice a week 
the patient should take a hot bath, remaining in the water for from ten 
to twenty minutes. After either the sponge or tub bath, the skin 
should be well rubbed with a Turkish towel. 

The amount of physical exercise to be prescribed in a given case must 
depend upon circumstances. Plethoric p:itients are nearly always 
benefited by outdoor exercise, short of fatigue-weariness or exhaus
tion is always injurious. \'\-here there is marked debility, walking, or, 
indeed, any form of exercise, may be impossible. The muscular 
system should , however, receive attention, and if the patient finds it 
difficult to walk, massage may be ad\1antageously substituted. 

Late hours, especially in nen-ous cases, should be avoided. Insomnia 
is often a prominent symptom and e\·ery precaution should be taken to 
promote sleep. Plenty of fresh air is the best natural soporific and the 
sleeping apartments should, therefore, be well ventilated . Excitement 
during the even ing is most injurious. 1\lany times a warm bath or a 
hot vaginal douche immediately before retiring will afford a good 
night's sleep. Tilt maintains that thin, nervous women cannot sleep too 
much. He recommends, wlien insomnia is very troublesome, that the 
patient eat immediately before retiring, or ha\·e at her bedside some light 
broth or bouillon to take during the night. 

Sexual hygiene is likewise of much importance. Intercottrse should 
take place only at long inten·als. \\'hen there is an increase in the 
sexual appetite it means, as a rule, that there is some local disease 
which requires attention. Tilt emphasizes the fact that women passing 
through the climacteric period should not marry. He cites several cases 
coming under his personal obsen-ation where the most disastrous conse
quences followed immediately upon marriage. 

Much tact is often required in the management of the mental and 
moral symptoms. There is, many times, a marked perversion in the 
moral sensibilities. \Vomen previously cheerful and contented become 
irritable, taciturn and unreasonable. It may be necessary to remO\·e a 
woman thus affected from home surroundings. A change of scenery, 
association, and climate is often most beneficial. 

As regards local treatment, any of the rnrious lesions which have been 
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enumerated should, if present, be remoyed. The treatment of the 
hyperesthetic spot, when it exists, consists of the application of a ten 
per cent. solution of cocaine directly to the parts, followed by the intro
duction of a hard steel dilator and a moderate degree of divulsion. Pure 
carbolic acid is then applied to the en<lometrium, after which a boro
glycerid tampon is introduced into the Yagina. It is surprising how 
quickly this treatment will relieYe many of the reflex nen·ous symptoms. 
If hemorrhage is a prominent symptom the uterine cavity should be 
carefully explored, and, if necessary, the curette applied. Finally, 
lesions of the rectum shou ld always be looked for. It is my practice to 
divulse the rectum with the cen•ix when the nervous symptoms are 
promine11t. 

I know of no class of symptoms which will respond more quickly to 
the properly selected remedy than ·will the ,·arious disturbances and 
phenomena incident to the menopause. It is to me most surprising 
that the specialists of the older school have never learned to use intelli
gently, at least some of the remedies which the homeopathic school 
find so useful in relieving the innumerable phenomena characterizing 
this period. Ringer, Bartholow and others han! hinted at the utility 
of many of them in the condition under consideration, but the specialists 
have largely ignored the suggestions of these writers. They confess 
their inability to relieve the flushes, the headaches, the local congestions, 
etc., without placing the patient under the action of remedies, the con
tinuous use of which they themselves admit to be pernicious. At the 
same time I desire to insist upon the necessity of looking for localcauses 
when the internal remedy fai ls to relie,·e the symptoms for which it is 
prescribed. lf selected with care the remedy will do all that it is possible 
for internal medication to accomplish, and when it fails in its object it is 
usually because of the existence of some local or mechanical cause which 
requires for its eradication local or mechanical measures. 

Therapeutics. 

Sanguinaria.-There is much irritability and anger; hcadacht· br._!(ins 
in the oaijmt, extends ufi<t•ard and settles o<'Cr the right (l'C; distention 
of the ,-~ins of the face with excessh·e redness, or circumscribed redness 
<?/one or both chce!.-s; FLt·snrXGS, lassitude, torpor and languor; not dis
posed to 1110\'e or make any mental exertion; symptoms all aggravated 
during damp weather. 

Lachesis.-Chills at night and flushes of heat during the day; 
patient feels mudt depressed in car/.J' morni1lg; ML'CH HEAT A'r 'fHE 
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VERTEX; globus hystericus with great sensilit.'ozess of tile lmynx; 
S\'i\IPTO:\IS WORSE .\FTER SLEEP. 

Sulphur.-Flushes of heat follo\\"ed by cold spells; co/dfeet; bleed
ing hemorrhoids; constitutional bias prominent. 

Pulsatilla.-Tearful temperament; shooting neuralgic pains in vari
ous parts of the body; milky, thick leucorrhea with swollen vulYa; 
pressure in pit of stomach after every meal. with \·omiting of food; all 
SJ'11iptoms relieved in open air. 

Jaborandi.-MORBID PERSPIRATIONS; MARKED SALIVATION: suffu
sion of the face and the entire body; uausea and vomiting. 

"The face becomes red, the temporal arteries throb more strongly; 
then there is a peculiar feeling of heat in the mouth and on the face, 
and the flow of saliva begins. In a little while the forehead becomes 
moist and the face more red; then beads of perspiration appear on the 
forehead, cheeks and temples."-Enc. of Drug Pathy. 

Jaborandi is a remedy which, I feel confident, is not as often used in 
morbid perspiration as it should be. I rarely use it lower than the 6th 
decimal dilution. 

Sepia .-ALL GONF., SINKING SE~SATION AT PIT OF STO:'>IACH; moth
colored spots on the skin, especially on forehead and o\·er bridge of 
nose; uunaiural perspiration, particularly in axillte/ anemia from pro
fuse menstruation; leucorrhea yellowish or gree11ish and causing much 
itching; hysterical twitchings and spasms. 

Amyl nitrite.-This remedy is, I believe, one of the most useful of 
all remedies in the flushes of heat so often present during the menopause. 
They are attended by throbbing and a sensation of intense fulluess in 
the head; there is often a choking, restricted feeling about the throat 
which lachesis fails to relie,·e; much throbbing in the ears. 

Glonoin.-Congestion about the head with much FliLLNESS AND 

THROBBING; flushes of heat with vertigo; alternate redness and pale
ness of face; symptoms all aggrayated in a warm room and ameliorated 
by walking in the cold air; frequeut attacks of fainting. 

Ignatia .-Desire to be alone; changeable disposition, though sadness 
predominates; clayus hystericus; throbbing pain in the occiput. 

Consult:-Aconite, caulophyllum, cimicifuga, belladonna, gelse
mium, argentum nit., and coffea. 

lllustrative Cases. 

CASE !.-Reflex Nervous SJ1mptoms Cured by Divulsiou and Llze 
Application of Carbolic Acid.-In the spring of 1880, a rather thin, 
wiry woman was sent to me by Dr. Greenough, of this city. She said 
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that she had dysmenorrhea when you11g, but had not had any special 
uterine disease that she was aware of; that she had married when 30, 
and about fi\·e years later her menstruation bad ceased, and had not 
shown itself, except two or three times when she had a scanty flow, 
for the past two years, and that during this time she had had hot flashes 
and all kinds of nervous symptoms, had taken all kinds or remedies, 
but that she was growing thin, sleepless, etc. , and that Dr. G. advised 
her to have a local examination . I found the rngina and uterine 
appendages normal, so far as I could discm·er; the uterus was a little 
below the normal size, but not as small as is usual two years after the 
menopause. It was anteflexed and in about the normal position. In 
and near the os the mucous membrane had a peculiar coppery or yel· 
lowish-stained appearance, which I had now and then seen about the 
ccrdx uteri of women past the menopause. In passing a sound I found 
the os inttrnum contracted, and as the sound passed into the cavity of 
the fundus it ga,•e exquisite pain, aud reminded me so forcibly of the 
condition of the uterus so ,·ery common in young women suffering 
from dysmenorrhea due to imperfect development that I made up my 
mind to give it the same treatment that I was then using for the relief of 
dysmenorrhea. I gave the usual preparatory treatment, and dilated 
the cen-ix with a steel dilator, and applied, by means of an applicator 
and cervical protector, pure carbolic acid to the endometrium. I 
warned her, as I do in cases of dysmenorrbea, that the first dilatation 
might be quite painful and increase her nervousness for a day or so, 
but that the second would not be so painful, and the third still less so, 
and that if this treatment helped her I could probably cure her. The 
dilatations were made about a week apart. The result was magical; 
her nervous system quieted down, she could sleep, eat well, and she 
steadily impro\·ed in general health. Twice within six months she had 
a slight return of the reflex symptoms, and the dilatations and applica
tions were repeated with equally good results. In a year's time she 
had gained 26 pounds in weight, and claimed to be perfectly wtll. 
Since then I hm·e treated a large number of cases suffering from 
reflt::x nen·ousuess at and soon after the menopause , by dilatation and 
applications, and with most excellent success. In two or three of these 
cases the nen·ousness was extreme, and the patients had been through 
:.tll kinds of treatment in the way of medication, water cures, and even 
1

' rest cures," without permanent relief; yet they were cured in a very 
short time by dilatation and intra-uterine applications.- 11~1·/ie. 

CASH 11.-Dipsomania.-Like B. de Boismont, I ha\'e several times 
seen temperate women have a cra\'ing for spirits only at the menstrual 
epochs, the craving subsiding with the flow; aud the same desire has 
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been noticed in pregnant and puerperal women. Esquirol and H. 
Royer-Collard have met with womeu in good circumstances, who all 
through life had been temperate, but who at the change were suddenly 
seized with an irresistible desire for brandy, which again became dis
agreeable to them when the critical period was passed. This impulse 
is akin to the well-known longings of pregnancy, and those who yield 
to it know that they are doing wrong, struggle against it, but are 
sometimes O\'ercome. It is easy to understand how such impulses 
should be rife at all the periods when the ganglionic nervous system is 
in a state of perturbation, and when anomalous sensations at the epi
gastric region indicate morbid action in the central ganglia. It can be 
cured by proper treatment.-Tilt. 

CASE III.-Kleptomania. -Drs. Taylor and l\larc have k11own 
patients who, previous to puberty or to disordered menstruation, were 
conscientious respecters of rights of property, but who, though in 
affluence, would steal, at all risks, at the critical periods of life. Dr. 
l\Iarc mentions a rich lady who, during pregnancy, could not resist the 
temptation of stealing a chicken from a cook shop. I haYe already 
described cases of this description caused by the change of life, and I 
believe they are of more frequent occurre11ce than is supposed, although 
the sense of acting wrongly is still present to the mind of those who 
yield to this impulse.-71'// 

CASE IV.-Nervous Aplwnia.-This is a rare afTection 1 but I have 
had a good opportunity for studying the case of a lady, at the change 
of life, who, after losi11g her husband, came to town and settled in 
Belgravia. Though she had not been hitherto subject to nen·ous af
fections, cold, m·er-exertion or worry would suddenly depri,·e her of 
her ,·oice for a few days, and this sometimes occurred without apparent 
cause. The nervous nature of the ailment was shown by the sudden 
coming and leaving of the aphonia, and by the efTect of change of air; 
for a drh-e in Regent's Park or to Hampstead would often restore her 
,·oice to its natural tone. On leayi11g town to reside in the country, 
she has e\·er since enjoyed a comparative immunity from this com
plaint. Sometimes a potion containing ether speedily dispelled the 
aphonia. In two cases I found sudorifics useful, the permanent re
turn of the voice coinciding with a marked determination to the skin. 
Cerise speaks in fa\·or of emetics for ner\'Otts aphonia, and I ha\'e wit
nessed their sudden good effects, but the best treatment is the direct 
application of electro-magnetism, either to the tongue or to the larynx, 
by means of Dr. Morrell Mackenzie's galvauizer. The shock makes 
the patient scream 1 the spell is broken, and she is immediatelv cured. 
-~ . 
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CASE \". - Tlte Menopause Delayed b.Y Fungosifies oj the En
domclrium.-This patient ·was marritd, and the mother of five children. 
After the birth of her last child she suffered from uterine leucorrhea, 
probably caused by endometritis. She had fair health in spite of 
that, and menstruated regularly until she was 46 years old, and then 
the menstrual now became more profuse. This continued intermit
tently for nearly one year, when the menses came more frequently, 
lasted longer, and the A.ow was quite profuse. Her health failed 
gradually; she became anemic, weak, lmv-spirited, and nervous. 
Though her flesh remained (she was rather stout ) , her strength was 
greatly reduced. Her family physician ga\·e her the usual remedies
lead and opium, ergot, cannabis indica, and aromatic sulphuric acid
in the hope of controlling the A.O\Y, but without effect. 

Finally, she consented, with some reluctance, to an examination, 
when a large number of polypoid growths were found in the cavity of 
the uterus. These were removed with the curette, and the flow 
stopped for six weeks; it then returned for a few days, but was not very 
free. There was a return of the menstrual flow in two months, very 
scanty, and another in three months, and that was the end of it. She 
was then 48 years old. After the remornl of the fungous growths 
with the curette, her health improved under tonic treatment, and, 
wheu last seeu, at 49 years of age, she was quite well.-Skene. 

CASE \'I.-Diarrllea and ,l/orbid Perspiratious.-Catherine l\f., 
aged fifty-three, tall, thin, and pale, menstruated very abundantly 
at 15 years of age; was regular from the first, and continued so for 
three or four days every three or four weeks, with so little suffer
ing that "she ne\·er felt them come or go. 11 She married at 33 
miscarried three times, and bore five children, the last at 4i; and 
menstruation, which had been irregular a year previous to concep
tion, never returned after that e\·ent. The patient was generally re
laxed during the menstrual epochs, and during her last pregnancy, and 
after her confinement, she frequently had three or four stools a day, 
without pain or loss of appetite, after which diarrhea came on every 
three or four weeks, with flushes and drenching perspirations. For 
the last twelve months she was relieved six or seven times a day, until 
lately, when the bowels only acted once in two days, and on this ac
count she had suffered much from heat, flatus, nausea, oppression at 
the pit of the stomach. and want of appetite, although her tongue was 
clean and healthy. When the action of the bowels became freer, the 
patient got we\1.-Tilt. 



CHAPTER XX. 

V I CARIOUS MENSTRUATION. 

Defini tion and Synonyms.-The term vicarious menstruation is 
applied to the discharge of menstrual blood through some channel 
other than the uterus. Flamant uses to define this condition the 
word xeuomauia., which expresses " the idea of the menses taking a 
wrong course.'' Barnes proposes, \\'hen the menses escape from the 
wrong place, the term ectopic mmstruation. Finally, Dr. Bedford
Fenwick suggests that the term i•1Carious hemorrhage more clearly 
defines the phenomenon than does that of vicarious menstruation , be
cause the vicarious discharges do not possess the characteristics of true 
menstrual blood. 

The dearth of modern literature bearing upon the subject is some
thing surprising. Gendreu, Parrot, Whitehead, and Courty, of the 
older authors, deal with it somewhat in detail and have recorded sev
eral cases of so-called vicarious menstruation, some of which will 
hardly stand the test of modern scientific im·estigation. ?\fore recent 
and reliable ones are recorded by Butler,* Rein,~ Chapman,l:i; Hardon,§ 
Cooper,* Barnes,* Routh,* Fenwick,* i\Iansell-?\loullin,* f\Iitchell,t 
M. Guepin,t and many other writers. Some of these cases are referred 
to in detail at the end of this chapter. 

By far the most learned and scientific dissertation yet produced in 
auy language treating of vicarious menstruation was presented in 1886 
to the /Jritis!t G)11tecologica! Sociel.J1 , by Robert Barnes, 1\I. D., F. R. C. 
P. , and published in the Transactions of that year. The discussion 
that followed is equally learned, making with the essay a most valuable 
and elaborate contribution to the literature of the subject. I shall in 
this chapter simply endeavor to reflect the \·iews of the justly cele
brated essayist 1 giving his conclusions in full. 

Barnes was prompted to collect the data therein given for the reason 
that Dr. Wilks, a writer equally sagacious, disputed most emphatically 

*British Gynecological journal. \·oi. 11 
t American journal of l\Icdical Sciences, \'ol. xxx, p. 83. 
!l\Ieclicttl Timcsan<l Gazette, 1862, p. 338. 
~ "A1111ual of l"ninrsal .Medical Sciences," 1889. 
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and energetically the existence of so-called vicarious menstruation. 
The farmer's arguments are so largely based upon physiological and 
pathological phenomena and analogies, which at times require most 
careful study in order to comprehend the author's meaning, as to 
prompt me to create from them the following schema. This will be 
~ufficientlv amplifie<i to make it clear. an<l will. T think. aid the reader 
very materially in following the arguments set forth:-

\'ICARIOl:S r..IENSTRUA'flON. 

l 
(a) Increased nervons tension and mo

bility; 
I. Pb~nomena of normal menstrua- (b) Increased vascula.r tension; 

t10n, · · · · · · · · · · (c) Increased temperature; 
(d) Increased excretion of urea. 

r (a Q\•ulation the beginning of both; 

I 
(b) J.Iucous membrane-similar changes 

iu both; 
II. Analogy between menstruation J (CJ Exalted nervous tension-present in 

and pregnancy, . I both; 

I 
(dJ Casting ofT of useless decidua in 

menstruation is analogous to 
l labor. 

'fhe object of normal menstruation is, therefore, to discharge superfluous ma
terial and energy not required for gestation. 

(a) Pregnancy-hence a form of vicari-

III. T'hysiological substitutes for men
struation, 

ous menstruation; 
(b} Lactation-hence a form of' icarious 

menstruatio11; 
(c) Building up of new tissue. 

IV. Pathological substitutes for men
struation, . 

(a) Yicarious diarrhea or leucorrht:a; 
(b) Serous efTusions; 
(c) Ectopic, or vicarious discharge of 

blood. 

\".Theories,. 

(a) Plethoric-increased intra-vascular pressure. 

r 
(t) Influence o~ the emotions upon 

menstruation; 
(bl 1'."eurotic- ~ (2 Influence of nervous system upon the 

proofs,· l (3) Fr:~::1~~~o~~; vicarious menstruation 

(c} Becquerel'sand r Abnor:1111a;u~:~rr~1t;~t~~b~efct:i1e \'essels and 

Scanzoni's theory, l organs to which the Aux is directed. 

Dr. Barnes says: " \Ve are met at the outset by this difficulty: 
physiologists are not agreed as to what causes or constitutes normal 
menstruation. This difficulty may be e,·aded without seriously affect· 
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ing the argument, by putting aside the controversy as to whether the 
menstrual flux is caused by the maturation of the O\'ttles. ~ly own 
observation inclines strongly to the conclusion that ovulation is the im
mediate cause of the flux. * * * Briefly, then, menstruation con
sists in the periodical discharge of blood from the uterus. This, the 
most conspicuous objecti\·e phenomenon, is, howe\'er, only one act in a 
complicated process, of which the genital system is the focus, but upon 
which the entire organism is at work." 

The phenomena of normal menstruation are-
r. Increased nervous tension and mobi/ify.-This is evidenced by "ex

alted psychical, emotional, and reflex action.'' 
2. Increased vascular tension.-This gi,·es rise to 11 turgescence of 

the capillary and venous systems,., as is demonstrable by the sphyg
mograph. "The vascular tension falls quickly when the menstrual 
blood-flow sets in. >I* 

3. Increased lemperature.-Repeated observation shows that the tem
perature is increased before and during the menstrual flow at least .5°. 
The urea is also increased. 

The writer next draws a most ingenious analogy between menstrua
tion and pregnancy. He says: "Assuming that theprimum mobile in 
either case resides in the ovary; the first step is on1lation, or the ripen
ing of an ovum and the depositing of it in the uterus. But the work 
of preparation begins in the uterus long before the extrusion of the 
ovnle from the ovary. In response to the development of the ovum1 

nerve force and blood are attracted to the uterus, the whole organ 
swells, becomes hea\·ier and more sensiti\'e, softer1 from the permeation 
of its walls by fluid; the utricular glands of its cavity enlarge, secrete 
more freely; the mucous membrane swells, grows, is developed into a 
thick, soft, pulpy membrane, the decidua. This process is the repre
sentation-to this point-of pregnancy. It is marked by certain signs, 
more or less distinct, in different cases. But in all there may be ob
served exalted nen·e-tension, expressed by greater emotional and reflex 
mobility, sometimes reyealed in neuralgia. in vomiting, and e\·en con
vulsions. There is increased central nervous irritability, and there is 

*"The volume of blood is also increased. Andral and Ga\·arret showed that 
the quautity of carbonic acid exhaled by the lungs rises until the age of thirty in 
men, but only until puberty in women; moreO\'er, that in women it falls off as 
soon as menstruation is established, to increase again after the menopause. If for 
any cause the menstrual flow is arrested for several months, as by pregnancy or 
lactation, the quantity of carbonic acid is increased, as after the menopause"
Barnes. 
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the eccentric source of irritation in the uterus. Concurrently, there is 
observed a marked increase of yascular tension. The pelvic \·ascular 
region especially feels the attracth·e force of the uterus. Then there 
comes a casting-off and casting-out of the useless decidua; the process is 
traumatic. This is the analogue of labor. The de\·eloped muscular 
fibers contract under the influence of the intensified diastaltic function. 
Hemorrhage attends. The mimic labor over, the blood-current and 
nerve energy are lowered, and the excess diverted from the pelvis, and 
for a time the ordinary equi librium of the economy is restored. The 
uterus returns to its wonted state, and the breasts become quiescent. 
This history presents points of similitude with that of gestation at e\·ery 
stage. '' 

Certainly the analogy between the two processes is traceable in detail 
and without any great stretch of the imagination. Ovulation has for 
its final object conception. If this does not take place then menstrua
tion occurs as a substitute for both conception and parturition, during 
the last stage of which may be seen the analogue of the puerpera; the 
energy and material prepared for the missed pregnancy are now super
fluous and are discharged. 

Since, then, the object of menstruation is the discharge of ''super
fluous material and energy," it"necessarily follows that when the ftmc
tion is held in abeyance by physiological causes there must be p!t;1si
ological suhstilules for menstruation. The causes which physiologically 
suspend the function are pregnant)' a11d lactation. Duri11g gestation the 
blood which would be lost in the menstrual discharge, \\'Cre menstrua
tion not interrupted by pregnancy, is used for structural purposes in 
the development of the fetus. Lactation is likewise a substitute for 
menstruation, for, commonly, menstruation is suspended during the 
usual period of lactation. A third substitute for menstruation is the 
building up of new tissue. This is why women so frequently become 
fleshy after the menopause. The material elaborated for menstruation 
is no longer needed for that purpose; nor cau it be utilized for either 
gestation or lactation -· hence the general deposition of fat. 

It must be observed, in passing, that neither pregnancy nor lactation 
always suspends menstruation. For some reason o\·ulation ( I assume 
that onilation is the primum mobile of menstruation ) is not interrupted 
by gestation; or recurs during lactation. In this way true menstrua
tion, i. c. , a periodical discharge of blood from the uterine cavity, takes 
place, which differs in no wise from true menstrual discharge. For the 
first three months of gestat ion this is entirely explicable, for the decid
ual cavity is not always perfectly closed. Of course, it is not difficult 
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to understand the processes of menstruation during lactation; the uter
ine muco~a has returned to its normal state and, if the menstrnal wave 
is set in motion by on1lation, it is ready to undergo the changes inci
dent to menstruation. Hemorrhage occurring at these periods) how
ever. <loes not always proceed from the uterine cavity. 1t may come 
from the ,·agina or the cen·ical canal-the tendency to an overflow 
from some point being too strong to be restrained. Barnes records one 
case in which the villi of the \·aginal portion was bared, tumid, and 
vascular, so that malignant disease was strongly suspected. The cer
vix returned to its normal condition after labor. I have seen a case 
very much like this, the patient menstruating regularly up to the time 
of her miscarriage at the end of the fourth month. Projecting from 
the posterior lip was a vascular growth as large as a hickory nut, which 
a microscopical examination pro\·ed to be simple hypertrophy of the 
mucous membrane. After the miscarriage the hypertrophied tissue 
entirely disappeared. 

'' These hemorrhages,'' says Barnes, ''are consen·ative iu design. 
* * * * They relie\·e systemic and local hyperemia . In this 

respect they resemble some cases of abortion, which may be regarded 
as a protest of nature against the continuance of a dangerous preg
nancy; unless relief be found in this \\:ay, vital organs may be struck, 
and we may ha\·e fatal cerebral or lung apoplexy." 

I will now allude to the evidence which justifies a belief in the ex
istence of vicarious menstruation. 

t. Clinical observalion.-Not all of the cases recorded by Barnes and 
other writers will bear close investigation, but there is, I believe, suffi
cient reliable cli11ical evidence to couvince any unprejudiced investi
gator that vicarious hemorrhages do occur. 

2. A profuse ltemorrllage from dis/an/ organs frequen/(;1 causes cata
menial suppression.-This shmvs the part played by increased vascular 
tension, which characterizes normal menstruation. If this tension is 
relieved by an escape of blood from any part of the body remote from 
the uterus it may suspend, temporarily, menstruation-in fact, is a sub
stitute for menstruation. 

3. The 1..tarious organs ef the body arc cousianl~J' assuming vicarious 
or supp!e11u:ntary fundious.-I again quote in detail from Barnes: 
"The skin, the kidneys, the lungs, the liver, the glandular system, 
intestinal and other, are constantly doing reciprocal work. That ob
structed or arrested menstruation, then, should be supplemented or 
helped by other organs than the uterus is in strict accordance with the 
fundamental laws of physiology. There is a solidarity in the organism, 



binding the constituent organs into unity, and maki11g them work with 
one consent. Reasoning from this basis we shall be prepared to under
stand that menstruation is not simply a function of the uterus and 
o\·aries, but a systemic function. * * ).!enstruation, or an equi,·a
lent substitute. must be performed.'' 

\\'e ha\'e seen that the physiological substitutes for menstruation are 
preguancy, lactation, and the building up of new tissue. If the material 
elaborated for these several purposes is not utili7.ed for the same: or, if 
it is not discharged as superfluous in the form of menstruation, we may 
expect a more or less successful attempt at one or more of the following 
paillological subsiilu/es:-

' · r1 t.•icariousdiarr/u:a or ieucorrlua.-Both are usually ,·ery watery, 
the leucorrhea consisting of serum or mucus. 

2. Serous ejfusions.-These occur in the substance of organs1 in 
serous cavities, or in connecti,·e tissue. In chloro-anemic girls, ana
sarca, more or less general, is not of infrequent occurence. 

3. /;dopic or '"<!icarious discharges of blood from all)' and e<.'t')' par/ of 
Ille bodJ•.-The most common seat of the discharge is the nose; next in 
frequency come the stomach and lungs. It may, however, proceed 
from any part of the body, selecting by preference, as we shall see later 
on, some site previously weakened by disease. 

Should the system not be relieved by the foregoing substitutes there 
may arise any of the various neuroses, as neuralgia, migraine, hysteria, 
epilepsy, apoplexy, etc. To classify these affections as pathological 
substitutes for menstruation, as does Barnes, strikes me as carrying the 
philo!:iophy of analogy too far. They are rather the sequel~ of an 
arrested function, and hardly come within the range of either an 
aualogue or a homologue of menstruation. 

I think that the arguments produced pro,·e pretty conclusively that 
menstruation, or its equivalent, must be performed, or the system will 
bring into action reciprocal functions. It now becomes necessary to 
analyze the \·arious theories which ha\·e been put forth as explanatory 
of ,·icarious menstruation. They arc the following:-

'· Tiie Plc!ltoric Tlteory.-This is one of the oldest, and is based 
upon the well-know11 fact that intra-arterial pressure is always increased 
before menstruation. It implies the necessity of relief through some 
channel-if the t1sual a\·enue is closed, vent is found at the locus miuoris 
resis/cnlitl'. Should the ordiuary safety-vah-es fail, and the blood find 
no external outlet, it may escape1 as we have seen, into the brain, the 
lh·er, the kidney, the spleen, or, indeed, into and from any of the 
internal organs. 
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Parrot objects to this theory upon the ground that most of the 
victims of dcarious hemorrhage have been chlorotic, in which affection 
the red blood-corpuscles are diminished-the very re,·erse of true 
plethora. In refutation of Parrot's objection, Barnes very appropriately 
remarks that '' increased vascular turgescence and exalted vascular 
pressure are phenomena found with diminution of the red globules." 
Such a state exists in pregnancy, for instance, when the watery element 
of the blood is increased with correspoudingly increased peripheral 
vascular tension.* 

2. Tlte Neurotic TheorJ 1.-The chief champion of this theory is Parrot, 
whom I have just quoted. Parrot has applied to these hemorrhages 
the term "neuropathic." In support of this theory it is adduced that 
menstruation may be suppressed by emotional causes, as anger, fright, 
joy, etc., the suppression being frequently followed by hematemesis; 
that the subjects of vicarious hemorrhage are 11early, if not quite, all 
victims of some nen·ous disorder; and, finally, that in those cases 
where the discharge continues after the removal of such disorder, a 
habit induced by the periodical repetition is sufficient to perpetuate the 
menstrual escape of blood. ( \Vhitehead.) 

The influence of the nervous system in the perversion of the function 
of menstruation cannot be questioned. I have endeavored to make 
this clear in the chapter de,·oted to the General Pathology of Gyne
cological Diseases. That local hyperemia and anemia may be induced 
by nervous influences is well known in the phenomena of blushing and 
the pallor of fear The nervous system exerts a controlling force upon 
the circulation which, if suspended or diverted, may cause intense con
gestion in some part or organ of the body, with resulting hemorrhage. 
But, as obsen-ed by Barnes, "If ·we must admit the fact that the blood 
could not move in the ,·essels unless under the influence of nervous 
energy, we must equally admit that there would be no neryous energy 
were it not for the nutrient and stimulant energy of the blood. 11 There 
is, therefore, a concurrent and mutual action of both the yascular and 
nen·ous system in normal menstruation, and Yicarious menstruation is 
but a pen·ersion of physiology. The part played by congenital weak
ness and abnormal structure will be considered under the caption of-

Slevenson, of ..-\bt!rdeen University ( A..\\' Johnstone in J·lm. journal of Ob
slelrirs1 ;\[ay, 1895 ), has recently shown by delicate manometers that there is a 
definite variation from one period to the next in a woman's pelvic circulation dur
ing her menstrual life The pressure is greatest at the commencement of the Row, 
least immediately on its cessation, and remains about the same height for seven
teen days 1 when it again begins to rise. 
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3. Becquerel's aud Scan=oni's T!teoJ)'.-It has been obsen·ed that 
the scat of hemorrhage is frequently located in tissues diseased or con
genitally weak. Scanzoni especially emphasizes the importance of 
abnormal structure of the \"essels supplying the organ from which the 
flux proceeds. Depaul and Gu€:inot (quoted by Barnes) remark" that 
the blood-flux usually takes place in regions or tissues deprived of their 
natural tegument, that is, from \VOunds, ulcers, rupture of \·aricose 
veins, etc.'' This has been my observation in several cases, though 
there are many ou record in which no such disease was present. It 
must not be forgotten that the diseased tissues may be the consequence 
rather than the cause of the ectopic discharge. If it be true that 
increased intra-vascular pressure plays such a prominent rOle in both 
normal and vicarious menstruation, it seems not illogical to presume 
that the escape of blood is most liable to occur at the point of least 
resistance. The flow generally continues to recur from the seat of 
election, and it may take place from several points simultaneously. 

None of the several factors, then, upon which the foregoing theories 
-plethoric, neurotic, and local depra,·ity of tissue-are based can be 
ignored in studying the etiology of vicarious menstruation. Some one 
element may be sufficiently conspicuous in a gh·en case to overshadow 
the other two; but a more careful analysis will, in most instances at 
least, show a blending of two or more of them 1 each of which plays 
a more or less important rOle. 

The condusions given by Barnes are as follows:-
!. '' That, as 111enstruatio11 is a physiological necessity, so when the 

function cannot be performed in the ordinary way some substitute for 
it must be found, or mischief will ensne. 

2. "\"icarious or supplementary functional action is a fundamental 
law in physiology. There is nothing exceptional in Yicarious men-
struation. 

3. " \"icarious menstruation may occur under \'arious phases. 
4-· " It is consen·ative in intent and action, l~ssening or aYerting 

evil." 

TREATME~T 

The therapeutical propositions set forth by Barnes cannot be advan
tageously enlarged upon. They are in substance as follows:-

!. The conditions which interfere with the proper discharge of the 
menstrnal blood should be remm·ed. 

2. Since ,·icarious menstruation is often associated with amenorrhea 
and dys1m:11orrhea, the cause of these two symptoms should be sought 



for and remm·ed. '.\Iechanical obstruction in some portion of the gen
ital tract is a frequent cause, and such obstruction should be o,·ercome. 

3. \\'hen the neurotic element predominates the nutriti\'e functions 
are usually disordered. Defective hematosis is of frequent occurrence, 
and the functional derangement is often marked. The depravity of 
nutrition may either precede or follow the nen·ous disorder. The in
dications in either event are to correct the constitutional bias. 

4. If the vicarious discharge proceeds from an unhealthy surface an 
attempt should be made to heal the morbid seat. An effort should also 
be made to divert or attract the menstrual nisus to the uterus, by: (a) 
deri\'ative or re\'Ulsive bleeding; (b) local applications of iodin and the 
hot yaginal douche, electricity, etc.; and (c) the internal administra
tion of such remedies as hamamelis, gossypium, digitalis, ergot, iodiu1 

mercury, arsenic, etc. 
Of the foregoing measures I would especially emphasize the impor

tance of electricity and the internal remedy. The method of using elec
tricity does not differ from that given in dealing with amenorrhea. 
Negative gah'anization, in conjunction with intra-uterine faradization, 
will 1 as I know from experience, do much in the way of attracting blood 
to the uterus. I ha,·e, too, great faith in the utility of the homeopathic 
remedy in setting right the perverted function. It should, therefore, 
be selected with care; an effort being made to find a drug whose action 
is sufficiently profound to reach the constitutional derangements, even 
though the word " vicarious '' does not appear in its recorded symp· 
toms. 

Therapeu.Lics. 

Pulsatilla.-Particularly suitable to mild, tearful, yielding disposi
tions: pale face; difficulty in breathing after slight emotions; morning 
sickness wit!t bad laste£n lite mou.t!t; no appetite; ,·icarious hemorrhages 
in consequence of wet feet; epistaxis or hematemesis following the sup
pression of menses; FEELS BETTER Ol!T OF DOORS. 

Bryonia .-Stilc/i-like pains in Lite /o';eer abdomen, aggra·...ated by tlze 
sll:fhlesf mo/ion, with tendency of blood to head; membranous dysmen
orrhea; frequent nosebleed when menses are suppressed; in women ac
customed to too early and too profuse menstruation. 

Ferrum.-A:NEl\IIC WOMEN SUBJECT TO FIERY RED FLUSHING OF 

TUE FACH; menses appear with physical languor and mental depression, 
unfitting her for work; hysterical symptoms after menses. 

Hamamelis.-Vicarious hemorrhages from nose, mouth, stomach, 
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or rectum, the blood being dark or ·venous in character; \'.\RICOSE 

\'EJN"S OF LOWER EXTRE::'iIITIES. 

Lachesis.-Evidences of blood degeneration; )las/Jes OJ heat, espe
cially at the climacteric; coldness of feet; palpitation of heart 1i..'illi 

fedin.~ of conslridiou abou! l/u Juart as if t(!(ht(J1 held in cords; oppres
sion of the chest with dyspnea on wakening; menses scanty but regular; 
desire for fresh air. 

Digitalis.-Dr. W. H. Hoyt reports a case, characterized by the fol
lowing symptoms, cured by digitalis: Pain iu and about the chest and 
sometimes epistaxis before the menses, followed by choking spasmodic 
cough at night and expectoration of a solid bloody mass with immedi
ate relief. This mucus was \·ery difficult to detach and presented a rusty 
black, clot-like appearance. (Southwick. ) 

Kali carb.-Congestion of the brain and chest; hot flashes; burn
ing pain in region of hips; intennitting pulse; STITCHES IN CHEST; 

hea\·y aching sensation in small of back during menses; meases acrid, 
of a bad, pungent odor and excoriating; backache and sticking pains 
ia abdomen. 

l pecacuanha.-l\[enses too early and too profuse, blood brigllt red; 
great weakness after menses; blue rings around eyes; distress in um
bilical region; CONSTANT NAUSEA AND FAINTING. 

Sanguinaria.-Scanty menstrual discharge zvit/1 !teadac/Je from 
occijml lo forehead as if lite liead 'itlOuld burst; eyes pressed out; face 
red and !tot. 

Sabadilla.-The menses are suppressed immediately upon their ap
pearance, when they appear again sooner or later and are again sup
pressed. (G uernsey. ) 

S ulphu r .-Menses too early, too profuse and of too short duration; 
during menses, headache, rush of blood to head, nosebleed; burning iu 
the z•agina wil/J troublesome ilcliing of tile genitals due lo papii!a1)1 entj;
liou. 

Trillium.- Hemorrhage from the uterus with sensation as though 
the hips and back were being pulled to pieces; better from a tight 
bandage. (Cowperthwaite. ) Hematuria; profuse nosebleed; bleeding 
from gums; hematemesis. 

( V Therapeutics of dysmenorrhea, amenorrhea and uterine hemor
rhage. ) 

Illustrative Cases. 

CASE !.-Dropsy aud Hcmaturia Attending Pre._t[uancy.-In this 
case pregnancy was attended by dropsy and hematuria. A young 
woman, four to fi\·e months pregnant for the first time, came to the 



Loudon Hospital 1 having had dropsy for some weeks; it was general; 
the labia majora were much distended. There was hydremia, and she 
complained of palpitation. She passed blood in the urine.-Bames. 

CASE II.-Vicarious Hemorrhages from Stomach, E_.1•es and ~Vose. 
-).1. A.

1 
ret. 30, single. A stout, strong woman, admitted complain

ing of distressing soreness of the stomach and pain in the left shoulder, 
extending down the arm, which was rigidly flexed; the least attempt 
to move it caused great pain. After being ill a month she vomited a 
large quantity of blood. She was carried to bed fainting-vomiting of 
blood recurred every month. The menstrual discharge, which occurred 
at the same time, was regular, both as to time and quantity. She after· 
wards bled from the eyes and from the uose. She had copious lachry
mation, and a serous discharge from the ear and profuse perspiration. 
E,·erything bespoke aggra\·ated hysteria.-Law. 

CASE III.- Vicarious Hemorrhage from Slrumous Scars, EJ1es, 
J<nees, Tll(f[hS, Clzest, from the site of neura~f[iC pains and from tile 
Stomad1.-1\1adame X. had strumous ulcers when seYen months old, on 
the fingers of the right hand. These cicatrized. At six years old she 
was seized with convulsi\·e attacks two or three times a month; a11d 
later a sanguinous exudation took place from the scars of the hand. 
One day, under the influence of ,·iolent grief, blood came with the tears. 
From this time on the hematidrosis broke out indifferently on the knees, 
thighs, chest and grooves of the lower eyelids. The menses appeared 
at ele,·en, when temporary imprm·ement occurred, but soon disturb
ance.; returned. Then bleedings nearly always followed a moral emo
tion and complicated a nen-ous attack, with complete loss of movement 
and sensibility. At fifteen the nervous attacks became more violent. 
They disappeared during her first pregnancy, and broke out again a 
year later, on the occasion of metrorrhagia. 

Some time after this I saw her for violent nen·ous attacks. Again
1 

the menses being a few days in arrear, pains set in in the groins, 
thighs, breasts, head, hypochondria and epigastrium; relieved by 
chloroform; then three attacks of epilepsy came; then blood oozed 
from a patch in the scalp; next, all the neuralgic paroxysms were ac
companied hy blood-sweating at the seat of pain. At inten-als blood 
escaped from the skin of the forehead; in the subpalpebral folds blood 
ran in drops. The appearance of the catamenia next day brought re
lief. I examined the exudation microscopically. It consisted of the 
elements of true blood. Similar attacks supen·ening1 an arrest of men
struation recurred. Freque11tly she vomited blood. Relief followed 
the appearance of menstruation.-Parro/, quoted b)' Barnes. 



CASE IV.- Vicarious Hemorrliage from tile Leg1 at lite site of 
wliicli an ulcer formed, w!ticil bled periodica!!J1 e<.'eY)' mont/1.-Mrs. G., 
ret. 41. \Vben about fifteen became subject to oceasional sudden flush
ings of face, with slight confusion of ideas; healthy. She was bled 
for "fullness of blood. 11 This went on for three successive springs, 
when menstruation came on, and continued regularly until nearly six 
years ago. :\lenses always scanty and short. The flushings disap
peared after the occurrence of menstruation. Six years later, after 
considerable exertion in breaking sticks, which she did with her right 
foot, she felt a pain in the calf. The skin becal)le inflamed, and an 
ulcer formed o\·er the outer and lower aspect of the leg. This ulcer 
never healed. When admitted, it was about eight inches long by six 
inches broad; the tissues around were slightly sunken; veins not vari
cose. The day after admission pretty copious hemorrhage occurred 
from the ulcer. This continued forty -eight hours, in spite of pressure 
by bandage. Fearing that this bleeding might have been caused by 
some injury during her journey to the hospital, I inquired about it; 
the patient informed me that since the elate of the injury six years ago 
she had not menstruated at all; but that e\·ery month, about the time 
of the expected appearance, the ulcer bled for two days, that is, for 
the same time that the menstrual flow lasted, before its suppression. 

After the bleeding ceased the ulcer had the appearance of a calloused 
and rather foul ulcer.-Buc/1anan. 

CASE \' .-Vicarious Lcucorrlzea.-A girl, aged twenty, sought 
relief for chlorosis. Siuce fourteen she has complained of languor, 
pain in the back, distention and pain in the abdomen, and mucous dis
charges from the vagina. For six years copious leucorrhea took place 
every month, following upon aggravation of pain in the loins, disten
tion of the abdomen and lassitude.-IV/u'tehead. 

C.\SE \'I.-1.icarious Hemorrhage from !lie Lou.JeJ' Lip.-A. P., six
teen years of age, had been an inmate of the Indiana Reformatory for 
\\'omen and Girls, for some months, before requiring my professional 
attention. On '.\larch 10, 1876, I found her in the hospital room suf
fering with slight hemoptysis. To my surprise, I obsen-ed both lips 
to be swollen, and of a purplish hue, the swelling and the dark color 
being much more marked in the lower than in the upper lip-indeed, 
this was so dark aud so much enlarged 1 that for the moment I thought 
a gangrenous inflammation was impending. 

Cpon closer examination I found a little blood oozing from the inner 
surface of the lower lip 
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In four days all hemorrhage had ceased, and the lips resumed their 
normal size and color. 

The patient's history ·was briefly this: Born of healthy parents, but 
a cast-away, she had hitherto led a life most unfa,·orable for a healthy 
physical, intellectual, or moral development. She menstruated at four
teen, and the function was normal for two years, or up to the time of 
her admission to the Reformatory; it theu ceased for six months, when 
it reappeared in the abnormal form I ha\·e detailed. She was delicate 
in form and quite anemic. Iron was prescribed. A month after my 
first prescribing for her, there was a return of precisely the same symp
toms that I have mentioned as observed on March 10th. ::\lay and 
June each repeated the previous history. Soon after the third re
currence of the abnormal menstruation, she made her escape from the 
Institution-an unfortunate escape for her own good, and for the in
terests of professional study.-Pan•in. 

CASE VII .-Anzenorrlua with Vicarious Hemorrliage.-The patient 
is a young mulatto woman, whiter than most white women. She was 
married several years ago and gaye birth to one child. Always been 
regular in her menstrual periods until two years before coming to me. 
At that time another colored woman stole her husband's affections from 
her and followed up the theft by attempting to cut her throat. She 
lost a good deal of blood from the wound. Her menses coming just at 
this time, she said her physician gave her two kinds of bitter medicine 
to stop the flow, saying she had lost blood enough. The "bitter 
medicine" proved effectual, as she had but three catamenial periods in 
the two years following, at which times she suffered with severe pains 
in the back and pelvis. About two weeks before I saw her she felt the 
symptoms of the approaching menses, but instead of the usual flmv she 
bled profusely from both nipples. The mammre were painful and 
tender to touch before the hemorrhage. I found the uterus in a normal 
condition. 

The patient complained of a throbbing in the temples at times. Also 
of a dull headache, made worse by stooping, and attended ,,·ith consti
pated bowels. Belladonna and bryouia relieYed her wholly of these 
ailments. I then prescribed cimicifuga in a low potency. There was 
every indication of the natural appearance of the menses at the next 
month, but at that time she went out in the rain and got her feet wet, 
and no flow appeared. I continued the cimicifuga and the following 
month she had a more natural and profuse flow than at any time since 
her troubles began.-Dr. S. j. .I/ii/sop, 7lie C/inique, April 15, 1890. 

CASF. VIII.-VicariOus Hemorrlia,,t:e from Varicose Ulcers of lite Legs. 
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-\\'omau in bed for large \'aricose ulcers of both legs. Heard some bad 
news. :\[enstruation, which was going on, suddenly ceased, and ulcers 
began to exude blood, and continued to do so, despite compression, for 
three or four days. Following month ulcers, though much reduced in 
size, sudden ly began to exude blood again, and menstruation did not 
appear. Ulcers healed up before next period, and patient was dis
charged.-Bedford-Fenwick. 

CASE IX.-Siugu!ar Case of Vicarious J11enstruation.--A negro 
woman, about thirty-five years of age, of apparentl y good constitution, 
and, with the exception about to be meutionecl, of general good health. 

She began menstruating at the age of fifteen, and continued regular 
in this respect until three years since. Eight years ago, when about 
twenty-seven years of age, she was attacked with a Yiolent pain in the 
foot, which was succeeded by an abscess, which was lanced, but did 
not heal. Ulceration succeeded, which continued to move upward 
until the leg was involved and became the seat of its permanent loca
tion. About three years since the catamenial discharge began mani
festly to decline, and so continued until it ceased altogether, when she 
was seized with severe shooting pains, passing from the sacra- lum bar 
to the uterine region , and to the ovaries. At the approach of her next 
menstrual period she noticed a slow oozing of blood from the ulcer on 
the leg ( J give her own account of the matter ), which continued about 
the usual time or that discharge and ceased. At subsequent periods 
the same discharge sometimes occurred, while at others, small sacks of 
blood were formed contiguous to the ulcer, which were obliged to be 
opened and the blood discharged before relief could be obtained. 

In June last, the ulceration of the leg had become so extensive and 
threatening as to require, in the judgment of Dr. - ( whose patient 
she then was), amputation. 

Since the operation, the ulcer being removed , there has been no reg
ular monthly periodic discharge of blood, but at each monthly period, 
sacks, such as were abo,·e described, formed around the stump of the 
amputated limb, and required to be lanced for the relief of the patient. 
I ha,·e seen thes<: sacks, and in fact opened them, and can entertain no 
doubt as to their true nature. So uniform are these singular occur
rences in their periodic character, as to ha,·e induced this woman to 
keep a lancet for the purpose, and thus smgicall.Y to perform the work 
of menstruation. It should be observed that she continues without any 
vaginal discharge, and that the determination of blood to the stump of 
the amputated limb, and the formation of these sacks of blood, occur 
periodically, and observe strictly the menstrual periods as to the time 
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of their recurrence and duratiou.-Dr. Doring, /'tlei.1.' York Journal of 
Afediciue, Jan. 1 r856. 

The following cases passed under my own observatiou:-
CASE X.- Vicarious Hemorr!tage from Hemorr!toida/ Tumors of 

tlze Redum.-Mrs. B., ret. 36. Patient came to me from the northern 
part of Michigan, in July, 1886 1 stating that her physician had made a 
diagnosis of" cancer of the rectum," without, however, resorting to a 
local examination, although she had suffered intensely for three years. 
She was pale and anemic, and for the last twelve mouths had lost 
enormous quantities of blood from the rectum. Menstruation bad been 
entirely suppressed for five months, and the rectal hemorrhage, although 
recurring in small quantities after each stool 1 presented all the elements 
of periodicity. A series of rigid cross questions were put to the patient 
in order either to confirm or disprove her statement; the statement was 
incontrovertible. An examination revealed, not a carcinoma, but a 
mass of hemorrhoidal tumors which were greatly aggravated by opium, 
the patient taking the tincture in tablespoonful doses. On August 
30th I ligated and remo,·ed the hemorrhoids. I gradually withdrew 
the opium 1 prescribe<l nux vomica, and the patient made a good 
recovery. Two weeks after the operation she menstruated in a natural 
way, the first time in fixe months. She also menstruated September 
20th and October 25th, since which time I have lost sight of the case. 

CASE XI.- Vicarious Hemorrhage from a Jlfole on the Fore/iead.-E. 
B. 1 ~t 20. Of Irish descent, nervous temperament, but not hysterical, 
and a victim of spasmOdic dysmenorrhea. The patient was not under 
my observation long enough to permit a careful study of all the symp
toms. She caught cold just as the menses were due, and, as a conse
quence, was suffering much more than usual from dysmenorrhea. 

Upon reaching the bedside I found her bleeding quite profusely from 
a small mole, not larger than a millet-seed, located on the forehead. 
Several large handkerchiefs were completely stained with the discharge, 
of which there was not less than an ounce. The face was red, the 
headache intense, and the restlessness yery great. Under the use of 
hot cloths externally over the abdomen, and a llot foot-bath, with 
aconite internally, the natural flmv was established, when the Yicarious 
discharge ceased. She gave a history of being similarly affected a year 
or so before, and has had a recurrence of the ectopic discharge two or 
three times during the last eight years. 

C.\SE XII.- Vicarious 1:../Jislaxis.-0. A., :;et. 13. She is large for 
her years, well de,·eloped, the mammre being prominent 1 with quite a 
heavy growth of hair upon the pubes. Every four weeks 1 for the last 
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six months, she has had a profuse epistaxis. The attacks recur e\'ery 
twenty-eight or thirty days. Pulsatilla was prescribed 1 and in due 
time she became quite regular 1 when the epistaxis ceased. During the 
six months while suffering from the epistaxis she did not menstruate. 

I ha Ye frequently met with vicarious epistaxis following oOphorect
omy and hysterectomy. Kobern * says that the prognosis should be 
guarded when the bleeding takes place through the lungs, as not in
frequently it is the beginning of acute tuberculosis. 

Dr. J. L. Hancock, of Chicago, has placed on record t a case of 
vicarious bleeding from the breast. The woman is 31 years of age, 
and has a discharge from the left breast three days before each men
strual period. The discharge, which is at first whitish, becomes bloody 
and then yellowish. It ceases upon the advent of the flow from the 
uterus, but recurs at its cessation and lasts for two or three days. 

*Berliner Klinische \Vochenschrift, Jan., 1895. 
tProgress, l\lay 11, 1895. 



CHAPTER XXL 

STERILITY AND IMPOTENCE . 

Sterility is a symptom, or, rather, the consequence, of so many dif 
ferent conditions and affections as to make it necessary in a chapter 
devoted especia1ly to the subject to do but little more than classify the 
causes, and to suggest the general principles of treatment. 

To make human fecundation possible, it is necessary-
1. For living spermatozoa to find their way into the female genital 

tract; 
2. For the contact of spermatozoa or a spermatozoOn in some portion 

of the genital tract with a healthy ovule capable of fertilization; and, 
finally, 

3. For the occurrence of suitable changes within the uterus, that the 
impregnated ovule may not be prematurely expelled . 

The statistics of l\latthews Duncan* show that about one marriage 
in every ten is fr uitless. The various factors responsible for this may 
be classified as follows:-

1. Causes preventing insemination
Impoteuce of the male; 
Impotence of the female; 
Steuosis of the vagina or ost ium vagin::e. 

2. Causes preventing or inteifen·ng wit!t coilus
Atre:sia or stenosis of the vagina; 
Imperforate hymen; 
l\Ialformation of the external genital organs; 
Hypertrophy of the clitoris and labia; 
'\

1aginismus; 
Prolapse of the ovary; 
Undue shortness of the vagina: 
Fissures and neuromata; 
Uterine and peri-uterine inflammation; 
Hypertrophic elongation of the cervix; 

* "Gulstonian Lectures," 1883. 
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Coccygodynia; 
Disproportion between the size of the male and female organs. 

3. Causes prevent in.tr passage ef semen from 1•a.t:ina into u/erus
Inflammatory occlusion of the cervical canal; 
Fibroid tumors and polypi; 
Uterine displacements; 
Conical shape of cervix; 
Lacerations of cervix. 

4. Causes prennting passage of ovule into uterus
Fallopian stenosis; 
Fallopian adhesions; 
Absence of tubes. 

5. Causes inteiferiug R 1ith ovulation-
Ovaritis and the various peri-uterine inflammatory diseases; 
Abnormal states of the blood interfering with the maturation 

of ova; 
Tuberculosis; 
Syphilis; 
Gonorrhea . 

6. Causes inte1:fering 'Willt gestation
En<lometritis; 
Subinvolution and areolar hyperplasia; 
Tumors of the uterus; 
Membranous dysmenorrhea; 
Uterine hemorrhages. 

7. CausesdestroJ1iug vitality of semen
Abnormal vaginal secretion; 
Abnormal uterine secretion; 
Syphilis; 
Tuberculosis. 

It will be seen by this long array of causes that sterility may be 
permanent or temporary, congenital or acquired, absolute or relative. 

1. Causes Preventing Insemination .-The first fact to be deter
mined when called upon to treat a case of sterility is the procreating 
power of the male. It is certainly most unjust to subject the wife to 
an examination and a long course of treatment, only to discover at the 
end of some weeks or months that the fault lies not with her, but with 
the husband.* 

De Sinety estimates that in unproductive marriages the husbauds are at fault in 
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By the term impotence is meant the inability to perform the sexual 
act. In the male, this may be due to a number of causes, either tem
porary or permanent. It not infrequently results from excesses and 
early indiscretions

1 
but oftener from some exhausting disease which has 

greatly depressed the system. Temporary impotence is not uncommon 
in the newly married, especially with men who are victims of the horde 
of unscrupulous quacks that infest the land. They ha\·e had impressed 
upon them the probabilities of impotence, and enter into marital rela
tions with fear and trembling. The mind plays no insignificant part in 
the sexual act, and if the first attempt is not successful 1 as it frequently 
is not, an impotence more or less permanent is developed which is purely 
mental. Dr. Hammondt has placed on record several cases of this 

nature. 
To all appearances the sexual act may be completed in a most natural 

way, yet no semen is ejected; or, the semen ejected may not contain 
healthy spermatozoa, hence the sterility. A. Lataud, of Paris, found 
in the cases of sterility passing under his observation, the absence of 
spermatozoa in the semen in twelve per cent. In order to determine 
the presence or absence of spermatozoa, au examination should be made 
soon after it is ejected by placing a drop of the fluid under the lens of a 
good microscope. The spermatozoa consist of a large number of ciliated 
cells held in suspension by the thick, watery portion of the semen. 
These cells, if normal 1 should be seen to move about in every direction 
under the field of the microscope. 

Impotence in the female may be due to absence of sexual desire, to 
physical conditions preventing the entrance of the male organ into the 
vagina, or to inability to experience the sexual orgasm. Frigidity on 
the part of the woman may be the cause of impotence in the male. 
That is to say, a man may not, because of lack of proper response or 
encouragement, have his virile powers sufficiently stimulated to com
plete the act. Instances of this kind are, however, rare, though the 
sexual appetite is very much below the normal in many women. The 
causes for this have been classified by Hammond as follows:t-

Absence, or arrest of development 1 of the clitoris; 
Extreme smallness of the clitoris; 

fifly per cent. of all cases. Treu's (La Semaine Jlfedicale, Aug., 1889) estimate is 
thirty-six per cent. Fuerbringer (Deutsche Jlfedicinisc!1e 1/loc/1enscltrift, 1888) like
wiae believes. that barrenness is due to some defect in the virile powers of the male 
oftener that 1s supposed. 

t "Sexual Impotence in the Male and Female," 1887. 
iOp. Cit., p. 278. 
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Original absence of sexual desire. 
I think there is no question that in the majority of women the sexual 

orgasm is largely centered in the clitoris This is not, however, true 

in all cases, for in many the seat of sexual pleasure lies either in the 

vagina, the ,·uh·a, the uterus, or equally in all of these organs. 

Some women do not seem to realize they have a clitoris. In instances 

of the kind proper instruction regarding the function of this organ dur. 

ing the sexual act will put matters right and the orgasm will be experi· 

enced. I have more than once found the clitoris, in women devoid of 

sexual desire, bound down by adhesions; after liberating the glans, 

sexual intercourse was perfectly normal. 

It is easy enough to comprehend that these various anatomical defects 

may give rise to impotence. There yet remains a goodly number of 

women in whom no such defects and, indeed, no abnormal condition of 

any kind can be found. Sexual intercourse is not painful; the patient 

may possess most affectionate qualities; the act itself is not repugnant, 

yet she experiences not the slightest degree of pleasure, even though 

she makes every effort to do so. There is, in the language of Ham· 

mond, "an original absence of sexual desire." It is probable that this 

inherent absence is of rare occurrence. Usually there exists some rea· 

son for it-a reason which keeps a latent desire from asserting itself. 

Too often it is incompatibility between husband and wife. At any rate, 

l have known women absolutely de,·oid of sexual desire while living 

with their first husband to possess it to a marked degree after a second 

marriage. This incompatibility is. when it exists, always a source of 

unhappiness, and bas not, I feel confident, because of a false modesty 

regarding sexual matters, received from the medical profession the at· 

tention it desen·es. 
The sexual appetite may be absent for some time after marriage, but 

gradually develops as time goes on-perhaps after the birth or one or 

more children. I have had related to me many instances of this kind. 

\\'hile it is probable that a frigid woman is not so apt to conceive as 

one possessing a normal or exaggerated sexual appetite, yet many 

women thus affected are Yery prolific. Of course, if the frigidity is such 

as to fail to excite the drile powers of the male, then, indeed, it may 

absolutely pre\·ent, indirectly, insemination. Fortunately, such in· 

stances are very rare-much more so than are instances of large 

families coming to women who have never experienced the sexual 

orgasm. Skene (J11edical GJme<olog;1 , p. 82, t895) says: "Strong sexual 

instinct is no assurance of fertility, as barren women may be possessed 

of it. Indeed, from the history of a great number of noted coquettes-
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French chiefly, and here is a nation unsparingly, unblushingly self
scrutinizing, ~elf-critica l-I am sure the reverse is true, namely, that 
barrenness is oftenest associated with a strong female sexual appetence.' 1 

Is intromission necessary for fruitful insemination? I think that 
this question can be positiveiy answered in the negative. The self-pro
pelling power possessed by the spermatozoa enables them, eyen when 
deposited upon the external organs, to find their way upward through 
the vagina and into the uterus. Testimony bearing upon this point is 
sometimes necessary in cases of alleged rape. 

2. Causes Preventing or Interfering with Coitus. -These 
several causes require no great amplification. Some of them interfere 
with or prevent coition because of mechanical obstacles interposed to the 
entrance of the penis into the vagina; others make sexual intercourse 
impossible because of the pain resulting from an attempt to perform 
the act ( v. Dyspareunia ) . 

These se\·eral pathological conditions have elsewhere receh·ed due 
attention. 

It should not be forgotten that failure to consummate the act may be 
due to simple awkwardness on the part of the male, or to want of 
proper gentleness. The vagina is sometimes unnaturally small, or the 
male organ unusually large. This disparity in either event interferes 
with coition or makes it impossible. 

3. Causes Preventing the Passage of Semen from the Vagina 
into the Uterus.-Occlusions of the cervical canal occasionally result 
from sloughing or from inflammation following intra-uterine applica
tions. Chourarsky ( Anna/es de Gynlcologie et d' Obsletrique

1 
Dec., 1895) 

examined the spermatozoa taken from the vagina and the uterus imme
diately after intercourse in forty-eight cases. The spermatozoa only 
entered the womb, and ahrnys through a mucous plug. This plug, 
according to Chourarsky, acts as a filter and materially affects the \'i
tality of the spermatozoa . A local examination will be necessan- in 
order to determine this condition. Fibroid tumors and polypi imping
ing upon the cer\'ical canal act as an obstacle to the passage of the sper
matozoa. Even a \·ery small polypus may cause sterility. 

terine displacements are likewise a frequent cause of sterility . In 
the case of flexures the uterine axis is so changed that the organ is 
bent upon itself in the form of a retort. Deformities of the cerYix from 
any cause may prevent the entrance of the semen into the uterus. The 
so-called conical ccrvi.i.: may make it difficult for conception to occur. 
Lacerations of the cervix, notwithstanding the increased size of the 
cervical canal, are frequently associated with sterility. I have known 
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many instauces where women ha\·e not concei,·ed for year~. but ha,·e 
become pregnant soon after the cen·ix was repaired. The probable 
reason for this is that a lacerated cen·ix perpetuates endometritis, the 
resulting dic;charge obstructing the cen·ical canal. 

4. Causes Preventing the Passage of the O vule into the Uterus. 
-The Fallopian tubes are often obstructed by preexisting disease. In
det:d, it is surprising that pelvic inflammation in its severer forms ever 
runs its course without permanently occlnding the tubes. They are 
frequently involved in inOammation, but, uoless bound down by adhe
sio11s, usually regain their normal function. IC however, the adhesions 
are extensive, or if pus forms in the tubes, it is next to impossible for 
the ovule to pass through them to the uterus. There is nothing in the 
phy~iology of menstruation more remarkable than the manner in which 
the ovule finds its way into the Fallopian tubes, e\·e11 in normal condi
tions. [t is probable, as suggested by Tait, that in the majority of 
instances, the ovule, instead of finding its way into the Fallopian tubes, 
drops into the free peritoneal cayity. If this be true, even though the 
tubes are normal, it is certainly much more apt to be so if there 
exist disease of any kind. In the yast majority of cases women with 
peri-uterine inflammation are sterile because of distortion and dis· 
ease either of the tubes or the ovaries. In rare instances the tubes 
may be congenitally absent. 

5. Causes Inter fering w ith O vu lation.-The diseases im·olving 
the tubes frequently invoke the ovaries as well Ovulation will, 
however, sometimes co11tinue in spite of most extensive disease. I 
have dug ovaries from inflammatory exudates containing GraUfian 
follicles ready to burst, or GraUfian follicles which had just ruptured. 
I have abo remO\·ed o\'aries showing evidences of recent on1latiou, 
whose structure was almost completely degenerated. It is well known 
that conception may take place in women suffering from chronic in
flammation of one O\'ary, though sterility is the usual result when both 
oyaries are implicated. Xevertheless, we must not too quickly sacrifice 
O\·aries chro11ically inflamed. The reason why it is so difficult to cure 
O\·arian inflammation is that perfect physiological rest, so long as the 
patient menstruates, is impossible. The nearest approach to it will be 
a cessation of o\·ulation, the result of pregnancy; pregnancy will 
occasionally occur in the most unpromising cases. 

There are certain abnormal states of the blood which interfere: with 
the maturation of the ova. Anemia, chlorosis, syphilis, tuberculosis, 
or any condition seriously interfering with the blood-making processes, 
may so depress the system as to affect the function of onilation. Gon-
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orrhea is often responsible for sterili ty. I have in another place 
( Chapter XX\'I. ) dwelt in detail upon this subject. The frequent in
volvement of the ovaries and tubes in patients suffering from gonorrhea 
is no longer questioned. The specific form of vaginitis is much more 
apt to extend to the tubes and ovaries than is the non·specific. 

6. Causes Interfering with Gestation.-The list of causes in
cludes those conditions which are inimical to the life of the ovule after it 
reaches the uterus. Indeed, many of the causes there enumerated are 
fatal to the life of the spermatozoa before they reach the ovule. 
Endometriti s, because of the abnormal secretion , i11terferes with the 
growth of the ovule; so do subinvolution and areolar hyperplasia, 
though there is usually associated with these affections more or less en
dometritis. Tumors of the uterus either prevent that organ from 
growing, or impinge upon the intra-uterine ca\·ity in such a way as to 
cause premature expulsion of the ovum. Victims of membranous dys
menorrhea are nearly always sterik This peculiar affection makes 
it almost impossible for the uterine mucous membrane to undergo those 
changes which are necessary for the reception of the impregnated 
ovule. \Vomen suffering from menorrhagia and mctrorrhagia are often 
sterile, not so much because of the excessive discharge, as because of 
the lesion or lesions whicli are responsible for the hemorrhage. 

7. Causes Destroying the V itality of the Semen.-Excessi\·e 
acidity of the vaginal secretion will destroy the life of spermatozoa. 
Cases in wh ich this unnatural condition exists are not uncommon 
Sometimes the acidity is so great as to make the discharge most ex
coriating. It may even excite intense irritation of the male organ after 
intercourse. I have more than once been able to detect this unnatural 
condition in making a digital examination, the finger sma rting when 
coming in contact with the discharge. Abnormal secretion of the uterus 
has already been referred to. It may be due to numerous causes. \Vhile 
usuaJly not acid in its reaction, yet if its properties are markedly 
changed it will destroy the vitality of the semen. 

The part played by obesity in the production of sterility deserves 
some attention. Philbert* has recorded five instances of sterility in 
women unnaturally obese, all of whom became pregnant after the re
duction of flesh. It is probable, as suggested by Fournet, t that the 
disease of the blood corpuscles which results in obesity affects also the 
uterus and ovaries, thus interfering both with the funct ion of ovulation 

&en,,•rat1' dc'-'"''"'"cl tte 'Tllerapenlique, April, 1889. 
<889. 
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and the nutrition of the uterus. Obese women usually suffer from re
laxation of the muscular fibers throughout the body, and the tissues of 
the uterus may likewise become implicated. At any rate, when con
ception does occur in cases of the kind, labor is usually most tedious. 
Obese women are also victims of miscarriages oftener than those of 
normal flesh. This is due, according to Fournel, to asphyxia of the 
fetus because of deficient oxidation of the blood corpuscles, the result
ing accumulation of carbon ic acid exciting uterine contraction and thus 
expelling the fetus. 

Duncan* states that " the average time after marriage for the birth 
of the first child is about one year 1 though not infrequently three years 
elapse before the birth of the first child, and we are hardly justified in 
assuming that permanent sterility exists until after this time.'' He 
also considers the average interval between the birth of successive 
children to be from eighteen lo twenty months. And he affirms that the 
physiological number of children for each fertile woman closely ap
proaches ten. Too much stress must not, however, be placed upon 
these deductions. Causes of various kinds, especially social, may and 
frequently do disturb these averages. 

Syphilis, tuberculosis, scrofulosis, etc., of the male are not infre
quently responsible for sterility. I have already referred to the neces
sity of examining the semen where there is a possibility of the male 
instead of the female being at fault. 

Treatment. -Some of the causes of sterility which I ha,·e presented 
are remediable, though many are not. Most of the stenoses can be 
O\·ercome by proper operative treatment. I have cured many of them 
by negative gah-anization, impregnation following this treatment. The 
remm·al of imperforate hymen is neither difficult nor dangerous. The 
possibility of curing malformations of the external genital organs will 
depend entirely upon their nature. Hypertrophy of the clitoris and labia 
is to be reduced by the scalpel. Yaginismus-ofte11 a most obstinate con
dition to contend with-can usually be o\·ercome in time by combined in
ternal and local treatment. ~othing more fortunate can befall a patient 
suffering from vaginismus than pregnancy, for the affection frequently 
disappears after the birth of the first child. Prolapse of the o,·ary is 
also a most obstinate affection; too often the resulting distn:ss can only 
be o,·ercome by abdomi11al section and remo,·al of the displaced organ, 
or by attaching the fundus uteri to the anterior abdominal wall. There 
is 110 way of lengthening a short rnginai it is possible, however 1 for 

Op. cit. 



conception to occur e\·cn here. The patient should be instructed to lie 
with her hips ele\·ated for some time after intercourse, so that the 
semen may be retained. Fissures and neuromatn are barriers easily 
overcome, though they usually require surgical interference. The 
prognosis in uterine and peri·uterine inflammation will depend largely 
upon the extent of itl\"oh-ement of the Fallopian tubes and O\·aries. 
Irreparable damage may be done to both, or it may be possible to restore 
them to tht::ir normal condition. Hypertrophic elongation of the cervix 
must be reduced by the scalpel. 

111 occlusions of the cen·ical canal from whatever cause divulsion is 
to be practiced.* In a goodly number of cases of uterine flex_ures, 
when the patient is otherwise healthy, conception will follow this 
operation. In the e\'ent of fibroid tumors or polypi the prognosis will, 
of course, depend upon the possibility of removing these adventitious 
growths. 

\\"here causes exist preventing the passage of the ovule into the 
uterus, the prognosis is more unfavorable. It is exceedingly difficult 
to o\·ercome Fallopian stenosis when the obstruction is due to inflam
matory adhesions. Even here, however, measures having for their 
object the absorption of adhesions and the removal of inflammatory 
exudates may o\·ercome the obstruction. The pain resulting from ex· 
tensh·e adhesions which involve the ovaries is, unfortunately, so great 
in most instances as to require salpingo·oOphorectomy. Absence of 
the tubes is by no means an easy matter to determine. Once deter· 
mi ned, it is hardly necessary to state that further effort is useless. 

Iu the event of serious systemic disturbance much good may be ac· 
complished by proper hygienic, dietetic, and general treatment. It is 
not an uncommon thing for women whose nutrition is seriously inter· 
fered with from any cause to couceh·e after being restored to a state of 
health. As regards tuberculosis, if this is responsible for the stcrility 1 

it is indeed most fortunate that the patient is sterile. It would, in my 
mind, be a most cruel thing to encourage a victim of tuberculosis to 
bear children, or to resort to any operation which would make concep· 
tion more probable. 

Oute1hrid1{e has devised au instmment, consisting of a continuous steel wire 
made so as to form two blades, which he introduces into the cervix six days in ad· 
,·ance of the menstrual flow, allowing it to remain in position for from five to 
eight days after t.he period. He reports severnl successful cases following the in· 
troduction of this instrument. If it is used at all, l should recommend the same 
precautiou to be observed as in the use of the intra.uterine stem, keeping the 
patient in bed until after its removal. 
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\\'hen the blood taint is due to syphilis, anti-syphilitic treatment will 
sometimes make a ~terile woman fruitful; or, if the husband is the 
infected party, the same treatment directed to him will often restore his 
virile powers. Here again, owing to the difficulty of completely eradi
cating the disease, it were better if the wife remained sterile. Some
times a lacerated perineum will prevent the retention of semen within 
the vagina for a sufficient length of time to enable it to pass into the 
cervical canal. The indications here are clearly to restore the perineum 
by a proper operation. 

So far as internal medication is concerned, it is useful just in propor
tion as it is useful in the several affections which ha\·e been considered 
as causative factors. As has been shown, sterility is a symptom of 
innumerable causes and diseases, and it seems to me the height of folly 
to prescribe for it as an afiection per se. I therefore deem it unneces
sary to gh·e a list of indicated remedies. 

In conclusion, I desire to take issue with certain recent writers 1 nota
bly Ree\•es Jackson and Professor John Thorburn, in the statement that 
no operation should be performed solely for the purpose of overcoming 
sterility. These gentlemen infer that the desire for offspring on 
the part of husband or wife does not in itself warrant interference, or, 
at least, operative interference, in any way endangering the life of the 
patient. They maintain that, if surgical measures are necessary for the 
removal of causes which in themselves demand such measures, the physi
cian is justified in operating; other\\'ise he is not. This would exclude 
from operative treatment that class of patients in whom nothing abnor
mal can be found by the ordinary methods of examination. Dysmen
orrhea may even be absent, and yet di,·ulsion of the uterine canal will 
sometimes be followed by conception. This, under proper antiseptic 
precautions, is but slightly dangerous. I maintain that when a woman 
desires to assume the responsibilities of maternity every resource which 
does not too greatly endanger life or shock the sensibilities .should be 
exhausted. At this day and age there are too ma11y women shirking 
this responsibility, and the future happiness of both the husband and 
wife may, in no small degree, depend upon the advent of a babe into 
the household. 

The results of artificial impregnation ha\'e not been sufficiently satis
factory to warrant a description of its technique. It is to me a most 
re\·olting procedure; and it is a serious question whether or not, in the 
alleged successful instances where it has been practiced, impregnation 
was not due to dilatation incident to the introduction of the syringe 
into the cervical canal rather than to the transmission of semen through 
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the syringe. At any rate, the percentage of successes following this 
procedure is so low that doubt is raised as to whether, in the instances 
in which pregnancy has resulted, conception would not haYe occurred 
without it. 

DYSPAREUNIA. 

This term, reintroduced by the older Barnes, is applied to that con
dition in which sexual intercourse is, in the female, attended with pain. 
It is a symptom of many of the affections enumerated as causes of ster
ility and of the various local diseases of the external and internal gen
ital organs which are elsewhere dealt with. 

Pain during sexual intercourse is not uncommon in women. \Vhen 
it exists to any marked degree its importauce cannot be overesti
mated, for the consequences are sometimes most disastrous. If the at
tempt be persisted in, the resulting distress will undermine the patient's 
health and may give rise to serious mental or nervous disease; if, on 
the other hand, no further effort be made to consummate the act, mari
tal infelicity may ensue. The subject is always a delicate one, and 
many times suffering is endured for years before the physician is con
sulted. I have more than once found dyspareunia at the bottom of 
some seemingly obscure nervous affection, the cause not being dis
closed to me until after the patient had been under treatment for some 
time. \Vomen of nervous organization are often completely upset by 
even a slight degree of pain during the sexual act. When it is at all 
marked, the sexual orgasm is not experienced, and, under all circum
stances, ungratified sexual excitement is injurious. 

When a gross lesion exists, there will be little difficulty in finding 
the cause of the dyspareunia. Often, however, the seat of the mischief 
is obscure. and to locate it requires no little tact. 

The trouble may be purely mental. Too often the girl is permitted 
to assume marital responsibilities while perfectly ignorant of them. 
She is not only surprised but shocked on discovering the rOle she is to 
play. If the husband is likewise ignorant, or if his ideas of the sexual 
relations h~l\"e been obtained from impure sources, the first attempts at 
intercourse, because of awkwardness or lack of gentleness, are exceed
ingly painful to the woman. Subsequent efforts are made with fear and 
dread, and in due time a peculiar nervous state is tngendered in which 
even the thought of iutercourse will result in spasm of the muscles of 
the pekic floor. ( v. \'aginismus ) . The time is fast approaching when 
all educated mothers will realize that their full duty will not have been 
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done until their grown-up daughters ha\·e recei\'ed from them some 
knowledge bearing upon sexual hygiene and the sexual relatious. 

Stenosis of the vagina, imperforate hymen, the yarious inflammatory 
diseases of the yuh-a, vagina, and the peh-ic organs, uterine and o\·arian 
displacements-any or all of these several affections may not only give 
rise to pain during sexual intercourse, but may make the act impossible. 
Occasionally the frenum is sufficiently developed to catch the male 
orgau 1 thus making intercourse painful to both parties ( Hadra ). 

Fissures and abrasions at the vulvar outlet, so insignificant at times 
as to make them difficult to detect, may be responsible for the pain. 
These lesio11s often follow a successful attempt at intercourse. By ex
posing the parts to a good light slight rents or abrasions of the mucous 
membrane may be seen. If not extensive, they can ordinarily be healed 
by the patient living for a time absque man"fo and applying to the parts 
lint soaked in calendula and smeared with iodoform; or by sprinkling 
the diseased surface with iodoform and then painting it over with 
oleaginous collodion. The collodion acts as a protective and is most 
useful. In the case of fissure, if this treatment fails, an incision should 
be made through it, as in dealing with fissure of the rectum. 

A prolapsed ovary is nearly always tender, and when the penis comes 
in contact with it the distress is usually very great. An examination, 
per rectum or \'nginam, will determine the cause of the dyspareunia. 
But a prolapsed ovary may gi\'e rise to pain and spasm at the ostium 
vaginre in a purely reflex way; it is important to bear this fact in mind 
in looking for the cause of vaginismus when no visible lesion is 
found to explain the hyperesthesia of the \·aginal outlet. 

Neuromata and carunculre, located at the hymeneal base or the 
urethral orifice, are often exquisitely sensitive ( 1:'. Chapter XXXIII). 
In size they vary from a pin-head to a hazel-nut. The smaller ones 
may be difficult to detect. In order to cure these growths thorough 
eradication b necessary. 

The cause is occasionally located some distance from the vagina and 
genital tract. Rectal lesions, fissures 1 hemorrhoids, etc., may gi\·e rise 
to dyspareunia. Coccygodynia is another cause which will remain 
undetermined if the examination is confined to the genital organs. 

\Vhen n \\"Oman pre!oients herself suffering from this distressing symp
tom, e\"ery effort should be made to determine and remo\·e the lesion 
responsible for the difficulty. Intercourse should be forbidden while 
the patient is undergoing treatment, and it is usually wise to separate 
her temporarily from her husband. A little judicious advice given to 
the husband will ofteu result in much good. 

23 



CHAPTER XXII . 

DISEASES OF THE EXTERNAL ORGANS OF 
GENERATION. 

General Considerations.-The importance of certain diseasesaffect

iug the external organs of generation is greater than is imagined. I 
refer especially to that class of affections which, though exceedingly 
distressing and painful, give rise to but little deformity . Of course 

those diseases which result in deformity, like cancer, tumors, elephan
tiasis, etc., compel attention. The lesser affections, on the other hand, 
frequently g ive rise to the most excruciat ing suffering, and because the 

patient cannot detect the actual evidences of disease, or perhaps because 
of the consciousness that an ocular inspection on the part of the physi

cian will be necessary, she suffers indefinitely before seeki ng medical 
aid. It is impossible to exaggerate the evil consequences of a long-con
tinued pruritus vulvre, a freq uent symptom of the various affections to 
be dealt with in this chapter, especially in girls or women with highly 

wrought nervous systems. Sexual excitement results in many instances, 

and onanism in the female has, I believe, its usual origin in some patho
logical lesion of the vulva setting up irritation and itching. Then, too

1 

there is a peculiar tendency to chronicity with many of these diseases. 

In spite of the most carefully selected internal remedy and the most 
energetic external applications, they often run a protracted course. 
This obstinacy is due to the long-continued duration of the symptoms 

before the physician is consulted, for, owing to the reasons already 
given, the average woman shrinks from the necessary examination, 
which is infinitely more embarrassing to her than is simple digital or 
specular exploration. 

Unless there is a marked degree of deformity 1 or unless the patient 
is able accurately to locate the diseased area 1 the dorsal position is 
necessary for a satisfactory examination. By separating the labia with 

the fingers of the left band, and by the aid of good side or reflected light, 
the disease, whatever its nature, can usually be detected. A more 

careful exploration is, however, sometimes required in order to discover 

minutely hyperesthetic points, and for this purpose a delicate sih·er 
probe, supplemented by a good magnifying glass, should be used. 

3+6 
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DEFOR:\IITIES OF THE \'UL\'A. 

Under this head are included ltJ'f>Crlroj;h_11 and atropli;1 o; lite labia 
majora and of the nymphm, and ll)pertropltJ' and atropl1y of lite clitoris. 
Deformities resulting from injuries lo Lite perineum are treated of in the 
chapter devoted to that subject. 

Hypertrophy of the Labia Majora and of the Nymphre may 
result from hyperplasia following inflammation, from masturbation, 
elephantiasis, or syph ilis. \Vhen limited to the labia majora it may be 
great enough to cause them to reach the anus, hanging in folds. The 
increase in size is rarely so great as this, though the slighter and more 
moderate degrees or hypertrophy are of frequent occurrence. H.yper
trophJ' of Lite npnpluZ' is oftener observed, and not infrequently they 
hang below the labia majora. It is more prevalent among certain races, 
and is described by the older authors as the " Hottentot apron," be
cause of its supposed greater frequency in that people. There is often 
a lack of symmetry of the two sides. (v. Fig. 95.) 

\Vinckel records two cases, in one of which the nymphre measured 
4.6 inches and in the other 3 7 inches in length.* The same author 
maintains that niueteen per cent of pregnant women have one of the 
uymphre more de\·eloped than the other. t 

Atrophy of the Labia M ajora and of the Nymphre may be 
either physiological or pathological. Senile atrophy of these organs 
takes place after the climacteric and, as old age approaches, concomi
tantly with similar changes of the internal organs. Im perfect develop
ment or congenital absence may characterize the external as well as 
the internal organs. 

According to Hyrtl the clitoris is physiologically larger in the tropics 
than in colder countries. It is probable that the same causes giving 
rise to hypertrophy of the labia and nymph~ will gh·e rise, if continued, 
to hypertrophy of the clitoris, though \\1inckel maintains that it does 
not occur as a result of masturb1tiou. The size of the organ \·aries 
greatly within normal limits in different sub-jects-from a mere tubercle 
in the anterior commissure to an erectile, mi11iature penis. The 
degree of hypertrophy is also very yariable when it occurs. Fre-

"Diseases of \\'omen," p. 31. 
t" !Iyp~rlrophied nymphre may cause great inconvenience; it is, therefore, in

terestiug- to uote that Ir. Carrnrd has very recently been able to show that the cause 
is an increase of their nerve-fibers in the form of Meissner's tactile bodies, also in 
tht' fonn of club-shaped terminations and peculiar tactile bodit:s having an aggre
g-ation of adenoid tissue.''-ff'inckd. 
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quently the enlargement is congenital, though assuming new pro
portions at and follow ing puberty. Tait has recorded a case in which 
the clitoris was as large as an infantile penis.* Parent-D uchatelet 

FIG 9-l 
found in examining six thousand prosti
tutes, three cases of hypertrophy in which 
the clitoris was the size of the ordinary 
male organ. (Fig. 94.) 

A trophy of the Clitoris, other than 
senile, results oftener from adhesi ons of 
the organ than from any other cause. I 
am fully satisfi ed that this is a condition 
calli ng for the most careful attention. By 
referring to Fig. 1, the location of the 
clitoris and the manner in which the 
nymplue form a prepuce will be seen. 
This prepuce may become adherent, at
taching itself to, and binding down the 
entire clitoris, exactl y as the foreskin in 
the male becomes adherent to the glans 
penis in phimosis. That the results are 
equally pernicious I am fully convinced. 
The peripheral nervous apparatus of the 

Hvrrrn'rROPllY OF CtITORLS. fem ale sexual organs reaches its highest 
A lobulated tumor was formed, development in the clitor~ s, a~cl'. couse

apparently by en largement of the quently, the sex ual ereth1sm IS maugu
prepuce of the clitoris. (Jlfuseum rated, in at least the majority of instan
N. C. .5. / 1/tolograplted by tire ces, by normal or abnormal excitation 
Author. ) of this region. I say in the majority 
of instances, because the chief center of sex ual erethism occasionally 
resides in other portions of the geni tal tract-the uterus, vagina, and, 
probably, tbe ornries. \\'here adhesions exist the clitoris becomes 
a lmost obli terated by the m·erlapping prepuce, which forms the apex 
of the vestibule. Sometimes the head of the glans will slightly pro
ject, and underneath the superficial adhesions a small quantity of hard
ened secretion is seen. This condition is in the larger per ceut. of cases 
congenital, and when the nervous system in young girls is unnaturally 
perturbed, with evident irritation of the external genital ia

1 
it is my 

practice to examine carefully for an adherent clitoris. 
That this condition may become in later life a source ei ther of irrita-

'* "Diseases of \\'omen and Abdomina l Surgery." 
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tion or want of feeling, there can be no doubt. The accumulated 
secretions excite an itching \\'hich not infrequently ends in onanismi or 
in due time the unnatural condition of the parts results in permanent 
atrophy \\'ith diminished or entire loss of sensation, which, in many 
instances, makes complete sexual orgasm impossible. In either event 
the remote effects upon the mind, and the nervous system in general, 
are most pernicious. It is always well, therefore, in performing any 
operation upon the female genital organs, to examine the clitoris, 
and, if necessary, liberate the adhesions before the patient is removed 
from the table. 

FIG. 95. 

H\'PERTROPHY OF EXTF.R'."'AL 0RG.\NS 01~ GENERATION. 

The two lateral portions are probably the labia, each of which is six inches in 
length anrl two or three inches in width. ( .lfrrn•um R. C. S. Plto/ograp!ted b)' /he 
Aul/tor. 

The lrcalme11l of the \·arious conditions resulting in deformity of the 
vulva is both medicinal and surgical. Palliati\·e applications, when 
chafing or itching is prominent, are most soothing and useful. Frequent 
bathing, followed by washes of calendula 1 lead-water, carbolic or 
boracic acid solutions, will often bring to the patient temporary relief. 
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Any one of the se,·eral applications and remedies recommended for 
pruritus z•zdvce may be used when the itching is troublesome. 

Hypertrophy of the labia majora and nymphre rarely call for surgical 
interference, though, if large enough to interfere with coition or locomo
tion, the knife may be indicated. The same statement holds good as re
gards hypertrophy of the clitoris. Clitoridectomy, recommended by 
Baker Brown in 1866, is no longer a justifiable operation for the relief 
simply of nymphomania or masturbation.* \Vhen the organ becomes 
sufficiently hypertrophied to cause serious deformity it shou ld then be 
removed, for purely mechanical reasons. Experie11ce has demon
strated that it is hardly possible to break up vicious habits by clitori
dectomy, eYen though the most radical measures are practiced for the 
purpose of destroying every vestige of the organ. When the operation 
is done for excessi\·e hypertrophy it is best done by the galvauo
cautery loop, or the Paquelin. Hemorrhage is in most instances con
trolled by these methods, but if the parts seem unduly \·ascular deep 

· transfixion pins and the elastic ligature may be used, after which the 
knife instead of the cautery can be safely applied. If the cautery is not 
used deep sutures should be inserted and tied before the pins and liga
ture are removed. 

The detachment of an adherent clitoris is easily accomplished, 
though, owing to the exquisite sensi ti veness of the parts, an anesthetic 
is usually necessary. I have several times, in adults, done the operation 
after applying a 20 per cent. solution of cocaine, but even then a good 
deal of sufferi ng is caused. The new local anesthetic, ethyl chlorid, is 
even more satisfactory than cocaine. \Vith children a general anesthetic 
should always be used. With the patient in the dorsal posture, the labia 
are separated by an assistant or with the unengaged hand. The clitoris 
is then carefully dissected by the application of a blunt instrument (the 
point of an ordinary director), care being taken not to lacerate the organ. 
After it is thoroughly liberated, the part:, should be washed in a weak 
solution of bichlorid, smeared with sterilized vaseline, and protected 
with iodoform gauze . Subsequent dressings twice a day shou ld be made, 

*''This is a dark page in the history of our prog-ress, and the operation (clitori
dectomy) has not yet been abandoned. A short time ago l examined a young 
girl whose clitoris had beeu partially remo\·cd, and the cicatrix afterward 
cauterized, because the irritation had returned. What was the result? The irrita
tion is more Se\'ere than ever, and manife,.ts itself e\·en when the patient looks at 
naked figures in galle ries, etc. \Vest has protested against the operation for 
masturbation, and at this time the majority of gym::cologists are firmly convinced 
that it is quite useless in epilepsy. hysteria, or masturlHtion. "-fVi11del. 
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the parts being separated \\'ith gauze in such a way as to prevent their 
readherence. 

ER"C"PTIONS. 

The most frequent forms of eruptions occurring about the vulYa are 
eczema, lie/ten, acuf, and fu.rundes. 

The pathology of Eczema does not differ materially from eczema 
attacking other parts of the body. Loss of hair, with thickening of 
the skin and mucous membrane, results in due time. The disease 
usually begins on the outer surface of the labia majora, involving sooner 
or later the vulvar mucous membrane and the skin of the thighs and 
abdomen. Pruritus is the chief sympto111 1 and is often most distress
ing. The connection of eczema vulvre with diabetes rnellitus is of 
such frequent occurrence as to call for a careful examination of the 
urine, especially in elderly women, in all instances where the eruption 
does not yield to ordinary treatment. The irritating character of the 
urine is not the sole factor iu exciting the eruption, for eczema in other 
parts of the body is a \\'ell known complication of diabetes. 

The constitutional and local treatment of this form of eruption does 
not differ from that of eczema in other parts of the body. It is, of 
course, essentially constitutional if diabetes is at the bottom of the 
difficulty. Chronic eczema is always an obstinate disease, and exacer
bations are of frequent occurrence. Cleanliness is a sine quli non, and 
yet the parts must be washed with the utmost gentleness, the soap used 
being of the blandest kind. Medicinal applications will do but little 
good until the superficial crust is softened and removed. As a pre
paratory measure, therefore, and for the purpose of softening the 
tissues, a flaxseed poultice is most useful and soothing. 

The number of applications recommended for eczema is legion, and 
I will give but few, referring the reader to special works for a more ex
tended list. Applications of lime-water will often control the intense 
itching. Of the ointments the various preparations of zinc stand at 
the head. Thornburn* recommends the following:-

I).. Zinci oleat., 
Ad vaselin. alb .. 

..... ;)j; 
. 3ij. 

Dilute hyrlrocyanic acid ..... (mv-x ad jj ) . 
Chlo.al. (.)ss·:Jj to 3j of glycerin~). 
The glycernle of acetate of lead. . . (g•s. x-xx to jj ). 
The unguentum acid chrysophanic (jss to Jj ). 

The itching may be so intense as to call for the more powerful ap-

*"A Practical Treatise on the Diseases of Women," p. 39. 
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plications ( nitrate of silver, ,:;j ad .~j ; strong carbolic acid; caustic 
potash, .-:;ss ad 5j; or even the solid nitrate of silver ) . In eczema with 
marked nervousness the following formula will be found useful:-

~. Ammon. sulpho.ichthyol . 
Aq. ros~. 
Glycerim:e. 
S.-Apply locally. 

... jii. 

5.5. fjss-Jl/. 

As in all forms of skin disease, the internal remedy should be selected 
with much care. If a cure can be accomplished without the aid of ex
ternal measures, other than those used for the purpose of cleanliness, 
so much the better. I am compelled to confess, however, that in my 
own practice eczema vulvc:e has given me much trouble 1 and in the 
chronic form I have been unable to dispense with outward medica
ments. 

Lichen is usually confined to the pubes. The papules vary greatly 
as regards numbers, and present characteristic thickened and slightly 
induratecl bases. The treatment consbts of the indicated internal 
remedy aucl the application of some powder (starch and boric acid) 1 

for the purpose of keeping the cutaneous surface perfectly dry. 
Furuncles sometimes occur in troublesome succession on or about 

the vuka. They may possess at their onset all the characteristics of 
simple acne, becoming inflammatory in d ue time. \Vhen large enough 
to cause suffering they should be poulticed, and opened as soon as sup
puration is evident. 

Prurigo, Elephantiasis, Erythema, Syphilides , and Erysipelas 
are forms of eruptive disease attacking the vulva with greater or less 
frequency. Their cliuical manifestations do not, however. differ es
seutially from those present when the several affections are located in 
other parts of the body. 

VULYITIS. 

Four types of vulvitis may attack the vulva-simple, purulent, fol
licular, and gangrenous. 

Simple Vulvitis is the form most frequently met with
1 

and occurs 
oftener in blondes than brunettes; for some reason the secretions of 
the former decompose more readily than the secretions of brunettes. 
The inflammation may result from irritating discharges, from pediculi, 
or from pruritus. The prominent subjecth·e symptom is itching

1 
and 

the act of scratching greatly intensifies the disease. Ocular inspection 
will reveal a red and more or less eroded surface, somet imes im1olving 
the anus and nates. 
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The treatment must be directed to the remo\·al of the original causes. 
If due to irritating discharges from the uterus or vagina these should 
be looked after. A tampon saturated in a boroglycerid solution will 
catch the discharges and prevent their coming in contact with the 
inflamed surfaces; this will not only gi\·e temporary relief, but 
will serve as a means of diagnosis. If it is not expedient to treat 
the primary cause-vaginitis, cervicitis, endometritis, etc.-the parts 
may be protected by smearing over them carbolized vasel ine or sprink· 
ling them with fuller's earth, or boric acid and starch (.:5j-3j). The 
urine should be examined for sugar. Pediculi are to be destroyed with 
ungt. hydrargyri, or by a bichlorid solution (grs. iij-3j). The solution 
of bichlorid is much cleaner than the ointment and is usually efficacious. 
After the cause is removed the symptoms of inflammation usually sub· 
side. Applications of hydrastis or calendula may be ad,·antageously 
made, supplemented, if necessary, by such internal remedies as sulphur, 
cantharis, graph ites, and sepia. 

The causes of Purulent Vulvitis are: gonorrhea, immoderate coitus, 
onanism, traumatism, and uncleanliness. Simple vulvitis may become 
purulent if the cause continues operati,·e long enough. The s;•mp!oms 
are characteristic of localized inflammation attacking muco·cutaneous 
surfaces-slight constitutional disturbance, with first dryness and red· 
ness of the parts, which soon become bathed with a purulent discharge . 
The discharge frequently excites excoriation and itching. The neigh· 
boring organs are often implicated-urethritis, vaginitis and cystitis 
becoming complications. It is said that the urethra is oftener involved 
in specific vulvitis than in non·specific. However this may be, the 
surest way of differentiating between the two forms of inflammation 
is by the aid of the microscope. It is probable that specific pus is the 
more infectious, but urethritis in the male may follow contact with the 
non·specific virus. ~Iorgenstern reports (Medical Record, Feb., 1895) 
a case of acute gonorrheal ,·uldtis in an infant at birth. The mother 
had been treated for a long time for a similar discharge. Large numbers 
of gonococci were found in the discharge. 

Trcalmcnl.-The recumbent posture, cleanliness, frequent ablutions 
and warm fomentations are all important. I know of nothing more 
soothing than a stream of warm water thrown against the parts by the 
aid of an irrigator. Calendula ( r-10) is a most useful application. A 
dossil of lint saturated in a calendula solution should separate the op· 
posing surfaces of the labia after the parts have been thoroughly cltaned. 
Other sedati\·e lotions and applications are: Glycer. boracis 3ij, liq. 
morphia: acct. 3L aq. rosa= 3v ( Edis) ; Camphor ~ss., spir. vin. rect. 
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q. s., bismuthi carbonat. ;5ss., pulv. amyli .5ij ( Edis); Liq. plum bi. 
subacet. 3j, tinct. opii .5j. aq. Oj. After the subsidence of the acute 
symptoms arsenicum and mercurius cor. are the remedies oftener in
dicated. 

In Follicular Vulvitis the mucous and sebaceous glands are in
volved, either separately or conjointly, to such an extent as to warrant 
the designation given. The causes are the same as in the purulent form, 
except that it occurs often as a complication of early pregnancy. The 
subjective symptoms, too, are much the same as those of purulent vul
vitis, though the pruritus is usually of greater intensity. 

T'hepilysical signs depend upon the glands chiefly involved. If the 
sebaceous, the surface of the labia, extending as far as their junction 
anteriorly, will be studded with small rounded papillre; if the mucous, 
small, red, elevated spots are seen upon the mucous membrane of the 

FIG. <)6. 

FOLLICULAR \'uI,VITIS. ( Thomas. ) 

vulva, which are very vascular and exceedingly tender. The secretion 
is of au offensive odor and may be great enough to conceal the promi
nent follicles. ( Fig. 96. ) 

Follicular vulvitis runs an exceedingly obstinate course, and the 
prognosis should be guarded. If it occurs as a complication of preg
nancy it may continue throughout the entire period. Abortions have 
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resulted from the intensity of the pruritus. Vagiuismus sometimes 
occurs in the non-pregnant, because of its protracted course. The virus 
is e\'en more drulent than that of purulent vulvitis. 

The treatment does not differ essentially from that given in tmcom
plicate<l purulent inflammation, except that it may have to be more 
energetic. When the follicles are distended with pus they should be 
freely opened and their bases destroyed and washed with a weak 
bichlorid solution. This is to be followed by a moist carbolized dress
ing ( two per cent. ) as recommended by Thomas. When the course 
run is more chronic the inflamed points may be treated with a nitrate 
of silver stick, or impure carbolic acid. 

Gangrenous Vulvitis is of rare occurrence in adults, except as an 
epidemic affection in connection with some types of puerperal fever. 
It has been met with as a complication of the zymotic diseases in 
cachectic children. In either case it is an indication of great deprecia
tion of the vital forces and is often fatal. 

The gangrenous invasion begins as a grayish, reddish or blackish 
Yesicle, or patch, which ends in ulceration, induration and mortifica
tion. ( Velpeau. ) 

The treatment consists of general sustaining measures, and local ones 
calculated to destroy the diseased area. The first implies the judicious 
use of stimulants and the most nourishing and concentrated food; the 
second, the destruction of the gangrenous area by the actual cautery or 
nitric acid. Disinfecting poultices, both before and after the applica
tion of the cautery or caustic, are to be used. The internal remedy 
should be directed toward the constitutional affection. 

Tlterapeutics of Vulvitis. 

Aconite.-Vul\'a dry, hot and sensitivej painful urging to urinate; 
urine scanty and scalding hot; more or less vascular excitement with 
restlessness. 

Belladonna. -Sensitiveness of z•ulva; burning pressure with weight 
and throbbing pain in the uterine region; sensation of bearing down. 

Graphites. -Thin white leucorrhea, which is \·ery profuse; menses 
too late, or scanty and painful; ITCHING 01-- PUDENDA BEFORE :'!IEN

STRUATION; swelling of the labia; papules on pudenda, which give rise 
to much itching. 

Sepia. -Soreness of Labia, perineum, and between t!tiglzs, wit!t redness; 
sticking in pudeuda; vulva feels enlarged; leucorrhea after micturition, 
with itching in vagina; discharge of blood after coition. 
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Can tharis.-Swe//ing and irritation of t•u!va, witll 7.. 1iole11! ilclting; 
pruritus, with strong sexual desire; pahiful urination. 

Calcaria carb.-Inflammation and redness and soreness of the vulva 
with purulent discharge; much discharge between the labia and thighs 
with biting pains; cold damp feet. 

Mercurius.-Sensation of rawness; itching of the labia, worse at 
night; perspiration affords no relief; salivation; soreness of the gums, 
teeth, etc. 

T huja.-Soreness of both labia; all the itching, burning and pains 
are excited and aggravated ei ther during or after a walk, or from 
touching the parts. 

R hus tox.-Inflammation of the external genitals, with itching, 
burning and great restlessness; relief from change of posture. 

Consult:- A rsen icu m , mere. cor., sul phu r, apis, hamamelis, h y 
drastis, lycopodi um, platina, r h us t ox . , bromin and silicea. 

P1-n.EGJ\IONOUS INFLAMJ\IAT10N OF 1'HB LABIA 1\IA]ORA. 

The labia majora are composed largely of adipose and areolar tissue, 
which is liable to become inflamed. The Yarious forms of vukitis may 
invoh'e the deeper structures and end in phlegmonous inflammation. 
It is oftener, however, due to direct injury. 

The symptoms follow, as in inflammation of similar structures else
where, in pathological succession. There is first congestion, succeeded 
by hardness and tension from effusion of liquor sa11guinis. The effusion 
may be absorbed, or suppuration may ensue. The pus is usually very 
offensive. 

Diagnosis.-The disease commences with symptoms of heat in the 
affected area. followed by pruritus and exaggerated glandular secre· 
tion, which is often both offensive and irritating. Pain of a throbbing 
or aching character soon supervenes1 wbich is aggravated by walking or 
the upright posture. Suppuration is preceded by an indistinct chill. 
After the tumor forms care must be taken not to confound it with 
pudendal hematocele, labial hernia, displaced ovary, or distention of 
the Bartholinian glands. 

Treatment.-A11 effort should be made to abort suppuration at the 
onset by perfect rest, cold applications, and the administration of the 
indicated remedy ( bell., hepar s., mercurius, apis) . If suppuration is 
inevitable it should be hastened by hot applications, and as soon as pus 
has formed the parts should be freely inci~ed. The peculiar character 
of the tissue i\l\·olved usually makes surgical interference necessary, 
for the abscess will become very large before spontaneous discharge 
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occurs, and may e\·en reach the abdominal ring through the dartoid 

lN'FLA:'>IMATIOX .\ND ABSCESS OF THE ,~C'L\"O-VAGINAL Gt.A:-JDS. 

Any of the forms of inflammation of the external genitalia already 
studied may extend to these glands or their ducts. Gonorr/1eal Vulvilis 
is, however, the most frequent cause. 

The duct is usually obliterated by the inflammatory process, when 
the gla nd becomes distended. If suppuration ensues it gh·es rise to 
more or less febrile disturbance. There is a beating, throbbing pain 
in the parts, which become very sensitive to contact or touch of any 
kind. Should suppuration not ensue there is formed a painless tumor 
or cyst \·arying in size from a pigeon's to a hen's egg, which may 
remain dormant for an indefinite period. I have removed these sacs 
after they had existed for fifteen years. A non-purulent cyst is, how
e\·er, liable to suppurate at any time. 

The swelling is located at the posterior portion of the labium majus 
at its outer border, impinging upon the opposite side and partially oc
cluding the vaginal orifice . When both sides are im·olved, which is 
the exception, the introduction of the finger into the vagina may be 
difficult. When suppuration follows the inflammation the pus may 
partly escape through the duct, the abscess refilling and discharging 
indefini tely. 

I am uot aware that any of the authorities mention that cysts of the 
Bartholinian glands may excite reflex phenomena. In a case coming 
under my observation the patient had long been a Yictim of severe 
attacks of migraine, for the relief of which she was compelled to resort 
to morphine and had almost contracted the opium habit. Both glands 
were enormously distended, and their complete remo\·al required quite 
an extensive and bloody dissection. The incisions were closed by a 
continuous suture, except at their lower border, and the oozing was 
controlled by packing with iodoform gauze. It required some time for 
the cavities to close by granulation, but from the day of the operation 
to the present time (six months) there has been no return of the sick
headaches. As an isolated instance of the kind it is interesting, though 
final conclusions should not be drawn from a single case. \\'e know so 
little of the actual modus operandi of reflexes that we are at least war
ranted in recording isolated cases when marked results follow the re-
1110\·al of a pos..,ible cause. 

Trcalment.-The same principles gO\·erning the treatment of phleg· 
monous inflammation apply to this condition during the period of 
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active inflammation. After an abscess has formed a simple incision is 
hardly sufficient, for measures must be taken to destroy thoroughly the 

secreting surface of the gland. This can be done by packing the 
ca\'ity with lint soaked in the tincture of iodin, but a more radical and 

satisfactory method is complete dissection of the sac. In non-purulent 

cysts this is my invariable practice, and I have several times performed 

the operation by the aid of cocaine anesthesia. From five to fifteen 
minims of a four per cent. solution should be injected under the skin in 

the line of the incision, which should be parallel to the long axis of the 

labium. By inserting the point of the hypodermic needle midway be
tween the two extremities of the contemplated incision it can be pushed 
upward and downward in the superficial areolar tissue, while the fluid is 

being gradually ejected in such a way as to make but one puncture neces
sary. After waiting five minutes, an incision is made which exposes 
nearly the entire length of the sac, and which makes its removal possible 

without rupture. More cocaine can be applied as the operation pro
gresses if it becomes necessary. Arteries requiring it should be tied 
with fine catgut. The remaining cavity should be closed from the 

bottom by superimposed layers of catgut, the last approximating the 
skin. The dressings should be changed at least once a day. 

In distention from closure of the duct any attempt to restore the 

patulousness of the latter is utterly useless, as is also any attempt to 
cure the cyst by simple incision. The secreting surface of the gland 
must be destroyed, or it will rapidly refill, and while this may be done 
by destructive agents applied to its interior, the complete dissection is, 

in my experience, a mucb more satisfactory and surgical-like procedure. 

Tflerapeulics of Plzlcgmonous lnjlammalion of tile Labia J1fajora aud 
Abscess of tlu Vult!O- Vaginal Glands. 

Belladonna.-Burning pressure, with weig!tt and t!trobbing pain in 
the inflamed parts; beariug-doun sensation. 

Apis mel.-Deep, penetrating pain in clitoris, extending into vagina, 
with swelling, dryness, and hardness of labia minora, which is relieved 
by the application of cold water; pain in vuh:a, associated wil!t slinging, 

burning pain in o·varian region; ER\'SIPELATOCS INFLA~IMATIOX, WITH 

l\IUCII EDE~IA. 

Hepar sulph.-Abscesses of the labia, which are very sensiti,·e, 
with splinter-like pains and extremely ofTensh·e leucorrhea of carrion· 

like odor; useful either for preventing or promoti11g suppuration. 
Mercurius sol.-Lcucorrhca a/uia)'S 7l'orse at nig!tt; inflammation of 
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labia, with smarting, corroding, and itching; 'l•uh.>ilis , especia/1)1 ef g on
orrlual or s;ipl1iliiic origin, u:il!t rawness and excoriation of !lie parts. 

Silicea.-Profuse1 acrid, corrosive leucorrhea; burning in pudenda, 
with eruption on inner side of thigh; pudenda! abscess , ze!ticli does not 
rcadi{y heal, with tllin disclta1-ge. 

Consu/L:-Sulphur, rlms tox., pul satilla, kreosotum, lachesis, 
borax, iodium. 

PUDENDAL liEJ\IORRI-IAGE. 

Traumatic causes, such as kicks, falls, incisions, etc., may rupture 
both the skin and the bulb of the vestibule, thus permitting alarming 
and even fatal hemorrhage to take place externally. The accident is 
not a frequent one, and the treatment will depend upon the extent of 
the injury and the amount of hemorrhage. If the quantity of blood 
escaping is not great, cold applications, with pressure, may be all that 
is necessary. If this fails, astringents, such as the saturated solution of 
alum, powdered tannin, or the persulphate of iron, should be applied. 
If it is not affected by these agents, the vagina should be plugged and 
the parts firmly compressed by the aid of a T bandage; or the wound 
enlarged and the bleeding surface packed with styptic cotton. No 
fatal hemorrhage should occur from a wound of the kind if proper 
surgical measures are attainable. 

PuDENDAT_, HEMA'rocELE. 

By this term is meant a hematic tumor formed by the rupture of the 
bulb of the vestibule, with an effusion of blood into the surrounding 
tissues. It is met with much oftener in obstetric than in gynecological 
practice, yet in the non-puerperal the same causes which sometimes 
gh·e rise to pudendal hemorrhage by lacerating the skin may rupture 
the bulb alone. The largest pudendal hematocele I have ever seen was 
the result of falling astride a wagon wheel, the patient being \·ery large 
and fleshy. 

S_ymptoms.-The tumor varies in size from that of a walnut to a fetal 
head. It is sudden in origin, though its full size may be attained gradu
ally. \Vhen it occurs as a complication of labor it is more apt to take 
place during or immediately after the expulsion of the child. At first 
the patient complains of nothing more than a sense of discomfort , but 
as the tumor increases in size, pain and throbbing become prominent. 
Micturition may be difficult or impossible because of the pressure. 
Touch will reveal a tumor which , if very large, may obstruct the \'aginal 
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orifice. In the larger effusions the parts sooner or later become deeply 

discolored. 
The course and termination are variable, depending upon the size of 

the tumor and, in no small degree, upon the treatment resorted to. If 
the effusion is small , it usually becomes entirely absorbed, or may re
main almost indefinitely in the tissues as a11 encysted mass. Suppura

tion is particularly liable to follow parturition, in which e\·ent there is 

always great danger, because of the exaggerated size of the veins and 

lymphatics at this time 1 of septic infection. Secondary hemorrhage 
may ensue from rupture of the sac. 

In the lrealmeul of pudenda! hematocele an attempt should be made: 

( 1) to limit the effusion by rest, cold applications, and the use of hama
melis, both externally and internally; ( 2 ) to promote suppuration, if 

inevitable, by hot fomentations, poultices, etc., and the administration 

of hepar sulphur internally. The abscess should be opened as soon as 
the evidences of pus present themselves, and the cayity washed with a 

1-5000 bichlorid solution. 
Occasionally a large tumor manifests no tendency either to disappear 

or to suppurate, and operative interference becomes imperative to relieve 

the patient of its presence. This consists of a longitudinal incision 

sufficiently long to enable the operator to turn out the clot. Hemor
rhage is to be controlled by pressure, if possible; if this fails, by pack
iug the cavity, after thoroughly washiug it out with a 1-5000 bichlorid 
solution, with strips of gauze saturated in liq. ferri perchlor. For 
reasons already given, the dressings should be changed at least once 

every twenty-four hours in non-puerperal, and even oftener than this 
in puerperal cases. 

PunENDAL HERNIA. 

In order to understand how any of the abdominal dscera can find 

their way into the pudenda it is necessary to revert to the anatomy of 

these parts (Fig 3) . The pudenda! sacs, formed by the deep layer of 
superficial fascia and the outer layer of triangular ligament 1 receive 
at their neck the terminal fibers of the round ligaments of the uterus. 
The round ligaments are the analogues of the spermatic cord in the 

male and the labia majora correspond to the scrotum. Since the 
ligaments pass through the inguinal canals into the abdomen, it is en· 

tirely possible for a loop of intestine, a portion of the omentum, or even 

an m·ary 1 to descend into the pudendal sac 1 thus constituting a hernia. 
The causes are, as in the male, congenital weakness of the parts, 

blows, falls, violent muscular efforts, coughing, sneezing, etc. 
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The symptoms do not differ essentially from those of hernia in the 
male. There is greater danger, howe\·er, in women of mistaking 
pudendal hernia for other conditions calling for the use of the knife
hence the importance of careful exploration in all tumors about the 
vuh·a before any cutting operation is resorted to. Ill alt cases ef obsti· 
nale vomilillg ill the female, witlt symptoms of intestinal obstruction, the 
pudmdal, femoral, and inguinal regions should be carejttll)' explored. 

When the contents of the sac consist of intestine1 and no strangula· 
tion exists, the patient will complain of pain upon bending the body, 
which will direct her attention to the parts. An examination will re· 
veal the characteristic symptoms of intestinal hernia-impulse upon 
coughing, resonance on percussion and absence of inflammatory signs 
or those of edema. As a final test taxis should be applied. If the sac 
contains omen tum alone there is greater difficulty in making a diagnosis, 
especially if it is adherent. Fortunately, a mistake here would not be 
so serious, were a knife introduced, as in case of intestinal hernia; it 
is one, nevertheless, that ought not to occur. The 011a1J1 occasionally 
finds its way into the pudendal sac, either congenitally or otherwise. 
The tumor is very sensitive, especially at the menstrual period, and 
there is a peculiar sickening pain upon pressure. 

The trealmeut of pudendal hernia does not differ from the treat· 
ment of scrotal hernia in the male. The hips should be elevated 
by having placed under them a cushion, or by raising the foot 
of the bed. Taxis should be exerted in an upward direction in such a 
way as to carry the conte11ts toward the abdominal ring. After reduc
tion a properly fitted truss should be worn, so that the pad will press 
upon the inguinal canal close to the point of exit. 

If the hernia cannot be reduced by taxis, and strangulation has OC· 

curred, operati\·e measures should be inStituted at once. The technique 
of the operation is described in all text·books on surgery, and requires 
no description at this time. 

HYDROCELE. 

Hydrocele is an exceedingly rare affection in the female. The canal 
of Nuck is ordinarily obliterated in the adult female, which accounts 
for the rarity of both hernia and hydrocele in women. 

Excessive secretion of this serous membrane, which is a prolongation 
of the peritoneum, constitutes hydrocele. The accumulation may be 
either sacculated or free, depending upon the perviousness of the ab· 
dominal opening. If the latter is open the fluid can be forced into the 
abdominal cavity, as in hydrocele of the ruale. 

2+ 
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The SJ'mftoms of hydrocele are sometimes very obscure, and careful 
differentiation is important. The diagnosis must be reached by exclu

sion. The tumor develops gradually with entire absence of pain or 

constitutional disturbance. Inflammatory symptoms are likewise 
absent, and the ordinary signs of hernia-resonance, cough impulse, 

etc.-are wanting. There may be transluceucri but this is au exceed
ingly rare symptom. The cyst should be pressed down and its upper 
border defined, when the continuation upward will be found too small 

for a hernia ( Lloyd G. Smith) . In all cases of uncertainty a fine ex
ploring needle may be used with comparath·ely little danger. 

Treatmeut.-This is conducted upon the same principles obsen-ed 
in the treatment of hydrocele in the male. Simply drawing the 

fluid off through au aspirator may be all that is necessary. If this 
fails , the sac can be injected with a few drops of carbolic acid. If 
failure again results, the radical operation may be resorted to. This 
consists of exposing the cyst by a linear incision, ligation of the neck 

and enucleation. The wound is closed by superimposed layers of cat
gut. A.pis should be given internally.* 

EnE:-.rA OF THE LABIA MAJOR..\ AND NYMPH.tE. 

This condition is always symptomatic, either of general anasarca or of 
pressure upon the large \·essels within the pekis, usually the result of 

pregnancy. The swelling pits upon pressure, is usually symmetrical, 
and is tense and shining. There is but little pain unless excoriation 
follmvs, and the only iuconvenieuce results from interference \vith sit
ting or micturitiou. 

The treatment must be directed to the constitutional or mechanical 

cause responsible for the mischief. The heart and liver should be ex
amined, and if the edema occurs as a complication of pregnancy1 the 
urine should be carefully analyzed. If due to simple pressure, the 
horizontal posture should be assumed as much as possible. Apis in-

*Lammert (:lliinclzener Jlfedici1tiscl1e fVoc/1c11scl1rift, ;891) believes that gestation 
and the puerpenun are the most prominent predisposing causes of hydrocele in 
women. The round ligaments during this time partake of the physiological hy
pertrophy of the uterus, and inflammatory irritation of the caual of N'uck is easily 
excited by trauma or otherwise. He advises that small hydroceles be left u~
molested. This author believes, as does Gottschalk (Cent. f Gyn., ;887), that the 
effusion of serum is frequeutly the result of irritation caused by an escape of 
blood into the canal through rupture of a small vessel. Gottschalk cites a case of 
three years' duration which was mistaken for hernia and a truss worn during the 
entire time. Smital (Cent. f. Cyn., I89r) removed six ounces of fluid from a 
hydrocele coming under his observation. 
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ternally will do much good, and is the remedy oftener indicated. 
Should the distention be grl!'at enough to interfere with parturition, 
superficial punctures with a needle or scalpel may be made for the pur
pose or liberating the fluid. 

NEOPI.,AS)IS OF TIU.; Vt'L\'A. 

Almost any form of neoplasm may occur in this region. The most 
common are those resulting from venereal iufection-condyfomala fata 
and acuminata-yet fibromata, myxomata, lipomata , enchondromata, 
neuromata, lupus, and the various forms of malignant growths are oc
casionally met with. 

The coud)'lomata /ala are usually found on or about the perineum, in 
the region of the anus or on the inside of the labia majora. They 
result invariably from true syphilitic infection. The cond)'lomala acu
minala, on the other hand, are oftener due to gonorrheal infection, or 
to non-specific leucorrheal discharge. 

Care must be taken to differentiate phagedenic chancroids of the 
vulva from epithelioma. Clrnncroids occur at all ages, grow rapidly, 
cicatrize, and often implicate the lower fourth of the \·agina and the 
cervix. While the ulcer may be single at first it rapidly becomes 
multiple. 

The treatment must be governed by the cause. If due to syphilis1 

an anti-syphilitic regime should be observed. In simple papillomata, 
thuja occidentalis, externally and internally, will usually accomplish a 
cure without resorting to surgical measures. They are, howe\·er, 
effectually destroyed by clipping them off with scissors and touching 
their bases with strong nitric acid, or pure phenol ( Raulin ). When the 
acids are used the neighboring parts should be protected with vaseline. 
The thermocautery is more applicable to the treatment of tumors pos
sessing a large pedicle. 

Fibromala, myxomala, and Lipoma/a are of rare occurrence. Polaillon 
reports (Annual of Lile Universal Jfedical Sciences, 1892 ) an enor· 
mous fibro-myoma, the pedicle of which was formed by the hyper
trophied round ligament, which was as large as the index finger. The 
rarity of these several formations makes a more extended description 
unnecessary. Their greatest clinical importance lies in the fact that 
they may be confounded with some one of the several conditions caus
ing an increase in the size of the vulva. By carefully observing their 
clinical history this can usually be avoided. 



CAVERNOUS TurimRs oi: THE \'ur.vA. 

Eicholz* reports a case of cavernous tumor of the n1lva over four 
inches long and two broad which invoh·ed the entire left labium majus. 

Another case is reported by Alle1r~ in a child four months old. Allen's 

case was cured by electrolysis. Fordyce suggests the use of the thermo
cautery for the destruction of med appearing in this locality. 

Of the mall:trnant growths epithelioma is the most common. A most 
interesting case of epithelioma of the external genitalia is shown iu 
Fig. 97, which came under my observation at my clinic during the col

lege session of 1890-gr.1 There were no signs of the disease three 
months pre\·iously to the patient's entering the hospital. at which time 

FIG. 97. 

EPITHEl.10:\IA OF THI~ EXTERN.\!. GENITAT.IA. ( Wood. ) 

she was being treated for hemorrhoids. Her physician was so unfortu
nate as to spill the fluid with which he was injecting the tumors (prob
ably carbolic acid ) 1 and it burned her severely. The accident was fol

lowed by inflammation and ulceration, which took on a malignant type. 
I removed the diseased area as completely as possible with a Paquelin, 
and with the loss of no blood. The groin was thoroughly emptied and 

the parts healed kindly, but in three months' time she returned with a 
hopeless invasion of the disease. 

*Der Fraue11arl::l 1 Berli11 1 December, 1892 
t Journal of Cutaneous and Ge11ito-Urinary Diseases, August, 1894. 
t North American journal of Homeopathy, October, 189r. 
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Fig. 98 shows another epithelioma of the vulva, together with the 
inguinal glands, which I remo\•ed from a woman of se\•enty-three, who 
weighed at least two hundred pounds. The disease returned within 
one year. 

Fie. 98. 

EP1TH£L10:0.1A 01~ THE .EXTERNAL GE:N1TA141A, ( Wood.) 

Dr. J. \V. Taylor in the Birmingham .1/edical Review, cites a case of 
epithelioma of the vulva, which he thinks had its origin in an intract
able chronic inflammation. I now have under observation an un
married woman of twenty-eight, who suffered with uncontrollable pru
ritus for years. The irritation resulting from friction of the parts gave 
rise to great thickening and distortion of the labia majora, the nympbre 
and the clitoris. The hypertrophy was reduced by a thorough application 
of the Paquelin, which ga,·e almost complete relief for a year. At 
the end of that time an angry and painful ulcer appeared on the 
left labium, which rapidly extended. This was remO\·ed by a wide 
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dissection and prO\·ed to be epitheliomatous. The patient has remained 
well ( three years) since the growth was remO\'ed. :ases are recorded 
by both Hirst ( Am. Journal of Obstetrics, June, 1895, ) and Ruprecht, 
which go to prove that epithelioma of the vulva at its beginning is 
not an entirely hopeless disease. 

TUBERCULOSIS OF THE VULVA. 

Tuberculosis of the vulva is rarely met with. \Vhen it does occur it 
is characterized by the formation of ulcers which have a depressed 
grayish-yellow bottom covered with a cheesy detritus. Opaque yellow 
nodules may be located around the ulcers; tuberc1e bacilli are found in 
the discharge and in the tissues forming the nodules. Rarely is tuber
culosis of the vulva met with as a primary affection; it is usually 
secondary to tuberculosis of other parts of the genit:il tract or of the 
luugs. 

Treaimeni.-This consists in the eradication of the disease, either with 
the knife or the cautery. In the latter stages, and if the tuberculosis 
is general, applications of iodin or iodoform may be made. The gen
eral treatment should be carefully looked after 1 a nutritious diet being 
of first importance; plenty of fresh air and sunshine should also be 
taken. If the patient is tOo weak to justify radical operative interfer
ence, the ulcers may be curetted aud packed with aristol or iodoform. 
The internal remedy should be carefully selected. 

KRAUROSIS YULV.•F.. 

This term is given to a peculiar atrophy of the mucous membrane of 
the inner side of the labia miuora, which is more common at or after the 
menopause, but is occasionally met with in younger persons. Its onset 
is characterized by the appearance of small red spots ·which are exceed· 
ingly tender, tend to bleed and are either transitory or spreading. 
They are depressed below the level of the surrounding mucous mem
brane, and 11ot infrequently they spread serpiginously, or they may 
disappear at one place to appear at another. As time goes on the 
mucous membrane contracts, which gi\•es rise to more or le5.5 coarcta
tiou of the vestibule. This results in stenosis and dyspareunia, the 
contraction at times being so great that the finger cannot be introduced 
into the vagina . All traces of the labia minora may be destroyed, 
and it is this condition which lecl Tait to apply to the disease the term 
11 progressive atrophy of the nymphc:e. 11 Sometimes there is a slight 
discharge. On inspection the mucous membrane has a dry, smooth 
appearance. The condition is well shown in Plate \"III. 



PLATE VIU. 
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The etiology is as yet uncertain. For a time it was supposed to be 
due to syphilis, but this theory has been disproved by Lewin and others. 
01shausen belie,·es that in a limited number of cases the atrophic 

TAULE SUOWING THE DIFFERENTIAL DIAGNOSIS OF PUDENDAL ABSCESS, 

HE:'•JATOCEI.E, HERNIA, HVDROCELE, CYSTS OF THE IlARTTIOUNIAN 

GLANDS, EDEMA OF THE LABIA ::v!AJORA AND N\'l\IPHiE, AND NJ•:OPl,t\Sl\IS OF 

T H E \'ULVA 

_1 -==-
jAcule. Inflammation, traumatism, Pain, chi!liness, fever, redness, 

gonorrhea, etc. swelling, etc. 

Parturition and trauma- Sudden appearance of tumor, 
atfir11tpai11\ess:discolo1atio11; 
resolution or secoudary symp--

_____ tomsofsuppuratiou. 

Sudden or :\laybeeougenital;lifting, Impulsconeoughiug;resonancc; 
insidious. straining, kicks, blows. absence of inflammatory signs; 

etc. effectsoftaxis:ifsaceontains 
ovary-great seusitiveness a11d 
symptoms all aggravated at 
menstrual period 

11,d,oceie I cradu•' ·y~::~.~i·~;:~;~~~·~;•,o• Ar~F~~L::~;~:~~~:.:,~:~::,:;; 

Cy::~tll~~111 ~:11~ G~I A11:~ 11sourceof 'uhar 1rnta A~~~1:~c~ 11~fsi~:1~~~1~~:~~l:e',7:; 
glands I - 0Fher11 ialsigns; - locatiouof 

tumor(backward); exploring 
11 eedlc(tl1eftuidismuchmore 
viscid thanthatofhydrocele). 

Edema of la- Gradtml. Sys/em1c.-D1seases of heart, Ge1ural.-Sy111ptoms of constitu-

~;:: ·::·;~.~1 ~~:.:/::·:~!~~:;:~ ... :~:;_ ~~~~~;g~;i~g,::~1~~~~; 
The only neoplasm liable to be 

confounded with the conditions 
includedinthistahleisasmall, 
11011-111aligJ1aut growth (fibro
ma). ·r1tediagnosisca1111sually 
be made by exclusion as well as 

f :.~~~:~:~::;~::I:;gJ~:~:~~~ 
may he used with comparative 

impunity. 
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changes may be inaugurated by the extirpation of the uterine append
ages. 

A microscopical examination shows that the red spots are made up of 
dilated capillaries with thin walls and nerve fibers. The epithelium is 
of very irregular thickness and contains in places small rents or fissures. 
Sfinger believes that the absence of itching may be accounted for by the 
rapid and serious involvement of the nerves, which become atrophied 
by pressure. 

Trealmenl.-The palliative treatment consists in the application of 
medicaments for the relief of pain, such as phenol, a solution of neutral 
acetate of lead in glycerol, and the stick silver nitrate. It is said that 
cocaine aggravates the pain. The curative treatment is purely surgical. 
An ellipse of mucosa from either side of the introitus should be remO\·ed 
and the margins united by interrupted sutures ( Reed ) . 

The affected part may also be destroyed with the thermo- or gah-ano
cautery. 



CHAPTER XXIII. 

DISEASES OF THE EXTERNAL ORGANS OF GENERA

TION (Concluded). 

PRURITUS VULV~E; HYPERESTHESIA OF THE VULVA. 

Pruritus Vulvre.-Itching of the vulva is a symptom, more or less 
prominent , of the various affections described in the preceding chap
ter. It rarely, if ever, occurs as an independent affection, yet its im
portance is such as to call for special attention. 

Causcs.-Sanger (Cenlralbl. f GJ•11iik., 1894). wbo prefers the term 
1111/vilis prurigiuosa to pruritus vuh-re, as better indicating the nature 
of the disease, classifies the causes as follows : 

( 

(1) H emalogenetic. (lcterus, chronic ne
phritis, diabetes mellitus, etc.) 

( 2) Ci:~~~(~~\~~11~:~ ~~~:s~~r.t~:nd:~~~~ 
I. Endogenetic Causes, . . . . . • . pudend~e.) 

II . Exogenetic 

I 
(3 ) H emalogc11dicSki11Ajfed10n. ( Urti

herpes, erythema, eczema, 

L 

l 
(a) Hyperidmsis, sebonhea, etc. 
(b) Contact with irritating urine. 

( r ) Se~reto~y and (c) Contact with pathological secretions 
Chemtc, · from uterus, vagina, vulva, rectum, 

etc. 

Causes,· · (2 ) Parasitic, . ~ ~:; ~.:~~~:~i:r;:~~:~~es. 
(
3

) Mechanic, ~ Mastu:~;~i~~~-excess ive washing, scratch-

(4) Thennal, . ~ \\'armth of bed, etc. 

To the foregoing, should be added the following predisposing causes:

Pregnancy; 
Sedentary habits; 
Depreciated general health; 
Neurotic diathesis. 

These various causes require no extended consideration. Irritating 
369 
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discharges excite pruritus oftener than does anything else. Those 
coming from the vagina and endometrium are the most irritating, 
especially when they are due to chronic inflammatory trouble. Those 
cases of endometritis occurring and continuing after the menopause give 
rise to a discharge which is especially troublesome and obstinate. It 
must be borne in mind that a very slight discharge may be responsible 
for the pruritus, and this may proceed from the urethra, Skene1s glands1 

or even from the vulva-vaginal glands ( Mann ) . The scantiness of the 
discharge may make it exceedingly difficult to discover its true source. 

Attention has already been called to the importance of diabetes as a 
causative factor in vulvitis. The irritating character of diabetic urine 
is well known; consequently in pruritus vulvre the urine should always 
be examined for sugar. 

Of the various forms of vulvitis the follicular-possibly because it 
occurs oftener in connection with pregnancy-is attended with the 
severest type of pruritus. All of the eruptive diseases give rise to more 
or less itching, as they do when occurring in any part of the body. 
The itching, as in all skin affections, is aggravated by heat and, espe
cially, by the warmth of the bed. 

The parasites sometimes responsible for this symptom may be of the 
animal ( pedicu!us pubis, acarus scabiei, OXJ'Uris vermicularis), or of the 
vegetable variety (lepot!trix vagina/is, oi.dium albicans, gonococcus, 
smegma bacilli, etc. ) . It is maintained that the former varieties, when 
they inhabit the intestinal canal, may act in a reflex way as well as by 
direct contact. Tlie vegetable parasites are rarely met with in this 
locality. 

Growth of short, bristly hair on the mucous face of the labia oftener 
results from some local disease, especially eczema, which modifies the 
nutrition of the parts. 

Pruritus vulvre occasiona,ly occurs as a purely neurotic affection. 
That is to say, itching may be present in its most intense form without 
any discoverable causes or lesions. This form of pruritus oftener 
occurs in conjunction with pregnancy 1 and may extend down the thighs 
and over the entire surface of the abdomen. The extensive area in
volved cannot be due to direct inoculation through scratching, for in 
most instances there is an entire absence of secretion. It is essentially 
neurotic when manifesting itself in this form, and is much more apt to 
occur in women of neurotic temperament . 

Pa.tholog)'.-To whatever cause the pruritus may be due, there is ex
aggerated irritability of the nen·es supplying the parts involved. This 
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change consists, according to \\7ebster,* 11 of a slowly progres.sing 
fibrosis of microscopical proportions, especially of the nerve and nen-e 

endings of the clitoris and labia minora." This writer maintains that 
many of the nerve-fibers are compressed or destroyed by the dense, 
fibrous character of these changes. In harmony with these views, he 
practices the thorough removal of the affected part in order to cure the 
disease. 

Symploms.-The intensity of the symptoms will depend upon the 
nature of the cause and the temperament of the patient. The itching 
is aggravated by exercise and especially by the warmth of the bed. In 
the severer forms the patient cannot refrain from scratching, which only 
intensifies the distress, irritating and lacerating the parts. Leucorrhea 
is so commonly associated with pruritus that it is many times difficult 
to determine whether it is the primary cause, or the result of the vulvitis 
excited by scratching the parts. 

Treatment.-It is unneces.sary to remind the reader that if any of 
the causes enumerated exist they must receive attention. 1 f removable, 
very goodi if not, measures must be taken to protect the parts from 
contact with them. It is often imperati\·e, too, temporarily to palliate 
the existing suffering, and for this purpose some form of local applica
tion is indispensable. 

The parts should be protected from irritating discharges by a medi
cated tampon placed in the vagina; or by applying to them some of the 
powders or unctuous substances recommended in the various forms of 
vulvitis. An effort should, of course1 be made to cure the discharge by 
attacking the seat of the catarrh . Animal and vegetable parasites 
should be destroyed-the former, when occurring upon the pubes, by 
ungt. hydrargyri, or by a bichlorid wash (grs. iij-3j). Ascarides must 
be attacked through the rectum. The \'egetable parasites are best 
destroyed by a solution of borax (3j-3j). If short, bristly hairs are 
found upon the mucous surface of the labia these should be removed 
with fine pincers. The general management of cases due to depreciated 
general health and sedentary habits naturally suggests itself to the 
practitioner. 

The curative treatment is both local and general. Local measures are 
absolutely imperath'e for the relief of the itching as well as for their 
curative effect. More than once patients with P,ruritus vulvre have 
come to me from the hands of other physicians because local expedients 
had been denied them. It is true that in usiug local measures we cannot 
do so with any degree of precision. There are no specific indications 

*Edinburgh ?iledical Journal, 1891. 
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for a given application in a g iven case, and in the larger proportion of 
instances the use of local applications is purely empirical. As a result, 
almost countless numbers of formulre are gh·en by various writers, and 
almost countless numbers are at times necessary before oue can be found 
that will mitigate the terrible suffering sometimes present. When the 
pruritus occurs in its worst form there are few women who, if relief is 
not afforded, possess sufficient resolution to refrain from going from one 
physician to another. I therefore follow in the footsteps of 111,y pre
decessors and give to the reader several formulre to draw from. I have 
simply selected those which appeal to my judgment, or with which I 
have had personal experience. The properly selected internal remedy 
is all-important and should be sought for with care and discrimination. 

Previously to the use of any local application the parts should be 
thoroughly washed with pure castile soap or juniper tar soap. The 
diet should be non-stimulating and the clothing not too warm. Any 
one of the following applications may then be made as frequently as 
the se\'erity of the symptoms calls for:-

l,l . Sodii boratis, . ............. 3ij. 
Morphh:e muriatis, .... grs. xx. 
Acidi hydrocyanici, di!., ......•....... f3j. 
Aquam rosre, ad. . .. f.,viij. 

S.-Apply with soft sponge. (Goodell.) 

1,1'. Tlydrarg. bichloridi, . 
Tr. opii., . 
Aqure, 

S.-For external use only. (Thomas and 1\Iunde.) 

. ... : f~j.ii. 
. fjviij. 

I) . Acidi hydrocyan di!., . f jij. 
Plutnbi diacetatis,. . ......... f3j. 
Olei cacao, . . ... . ...... f,3ij. 

S.-Apply after washing with cold water. (Thomas and l\lunde.) 

l,l . Chlorofonni, 
Olei amygdalre expressi, . 

S.-Apply to the itching parts. 

. .... r::;j. 
. ..... fjj. 

' I,\'. Acidi acetici, ........ . .. .. .. . ... f3j. 

M. 

Glycerina'!, . f3iij. 1'1. 
S.-Apply locally. (Goodell.) 

I).. Acid.tannici, ..... . 3ij. 
Extra. belladon., . , . .. gr. x. 
Butyr.cacao, .. jv. !\I. 

Div. in suppositories No. xx. 
S.-Insert one into the vagina night and morning. (l\lay.) 
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~. Chlorali, 
Camphor::e, . . . aa ... ;jiv. 

Rub these into an oil and then add 
lJnguenti simplicis, . . ... ~j. 
Pulv. acidi borici,. . . . . . . . . • . 31,., 

S.-Apply with a brush. {Goodell.) 

J;l' l\Iorph. sulphatis, . gr. vi. 
Sodii borat.,. . .. Siv. 
Aq. camphone, . . .... fjvi. l\l. 

S.-Apply twice a day after washing parts with warm water and castile soap. 
(Baer. ) 

l;t. Cocaini hydrochlor., . gr. x. 
Lanolini, . . . 3i. 

S.-.\pply a small quantity to the parts when the pain is great. 

1,1. Acid. carbol., . . .. gtt.,·-x. 
Adipis benzoin, 
Ungt. petrol.,. . . aa ... ,)i. M. 

S.-Apply as an ointment. 

I}. :\lenthol, . 
T.anolini, . 

S.-Apply locally. 

I}., l\Ienthol, . 
Spt. vini rectif.,. 

S.-Use locally. 

I).. Aluminiinitratis, 
Aqu::e destillat::e, 

S.-Apply with soft sponge. (Gill.) 

JJ.. Potassii cyanidi, . 
T.,iquoris calcis, 
Adipis, . 

S.-Apply locally. ( Goodell. ) 

gr. xv- xxx. 
. .... ~i. 

. grs.xxiv. 
. .. f3i. l\I. 

.. gr. vj . 
. . f3j. 

. .... gr.j - iij . 
. f;)iv . 

..... 3iv. 

M. 

For vaginal injections the following are recommended by Professor 
Thorburn.* The figures attached to each indicate the quantity to be 
used per ounce:-

Acid carbolic, gr. x and upwards. 
Liq plumbi acetat., r3 ss. 
Acid boracic, ad. sat. 
Acid hydrocyanici, dil., m x . 
Sulpho-carbolate of zinc, gr. x. 
Sulphurous acid, 3 j. 

* 1< A Practical Treatise on the Diseases of 'Vomen." London, t885. 
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Dr. Skene* recommends the following:-
A powder composed of one grain of morphine to two grains of chalk, 

to be applied night and morning; 
Equal parts of the tincture of opium, iodin, and aconite; 
Iodoform in ether applied by means of an atomizer; 
Carbolic acid and iodiu, equal parts. 
More Maddent claims to ha\'e derived marked results from a strong 

lotion of methylene blue. 
Ludlam t says: 11 If there is a vesicular eruption with a raw surface, 

or the burning in the urethra and the clysuria are very rnarked, water 
or glycerin or both may be medicated with the tincture of cantlzaris 
and applied to the vulva by means of compresses. 

'
1 The urlica urens is appropriate to the erythematous form , with a 

scarlet surface of the mucous membrane, and where there is complaint 
of burning and stinging as from nettles. 

"In case of aphthous ulceration * * * common borax and 
lt)'draslis are in excellent repute as palliatives * * *·" 

Alexander Duke II recommends penciling the parts with menthol 
cones. 

Von Campe* records the following case:-
" The patient, aged fifty-three, suffered for two and a half years from 

intense irritation of the \·uka, perineum and groin. Various and 
numberless remedies had been tried in vain-the sensitive portion of 
the skin and mucous membrane having been excised. A cessation of 
all symptoms occurred in two days follow ing the use of the constant 
current, the anode being applied to the vulva and the cathode to the 
various other parts affected. 11 

I used the constant current with marked success in one case of 
pruritus vulvre. The patient was of the neurotic type and the itching, 
of long duration, was very severe. The labia were more or less thick
ened as the result of scratching, and there was some uterine dis
charge caused by retroflexion. This entirely ceased after the organ 
was straightened by the Alexander operation, and I could then 
discO\·er no cause to account for the irritation. In a fit of desperation

1 

and before I had seen any recorded instance of the use of electricity for 
this condition, I resorted to galvanism. The dispersing negative 

* ''Diseases of \Vomen,'' p. 96, 
t Prov. l\led. Journal 1 1894. 
jOp. cit .. 
II Annual of the Universal Medical Sciences, 1892. 
if bid. 
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electrode was applied to the abdomen and the positi\"e, by means of a 
metal electrode, to the parts affected. A current of five milliamperes 
was as strong as the patient could tolerate. These applications "·ere 
made every other day for two weeks, when the symptoms entirely dis
appeared. Four years ha\'e now elapsed and there has been uo return 
of the disease. 

In another patient the pruritus entirely disappeared while using the 
stronger current (50 milliampCres) for the purpose of absorbing pelvic 
adhesi011s. Direct applications were made by means of an intra-vaginal 
electrode. There was much thickening of the nymphre and labia, 
which subsided as the treatment progressed. 

\Vhere there is much distortion of the parts, the result of inflammatory 
infiltration, operative interference may be necessary. Sauger* ad\·ises 
in intractable cases partial or total excision of the vulva, and in elderly 
women removal of the glans clitoridis and prepuce, the wound being 
closed by a plastic operation if necessary. I have used with ad\·antage, 
in one case, the Paquelin cautery. These radical measures should be 
resorted lo only when the more conservative measures have been ex
hausted. 

Therapeutics. 

Sepia. -Severe itclting o/ the vulva with swelling aud eruption of the 
inner labia; painless vesicles in the outer part of the vttlvai violent 
stitches sometimes extending as far as the umbilicus. 

Graphites.- [tching and smartin g of vulva; painful soreness between 
lite vulva a1ld thi'ghs, the parts being co'l!ered witlt pimples, vesicles and 
ulcers; menses too late, too scanty, and too pale ; moist eruptions on 
various parts of the bod;1. 

Rh us tox.-Eczema of the Yulva with much burning aucl itching; 
relief from change of posture. 

Cantharis.-Pruritus associated with frequent desire to urinate, 
with burning pain on passing a few drops, or complete strangury. 

Mercurius. -Greenis!t, ojfensive leucorrltea, ah1.1a;1s worse at night, 
with smarting and burning after scratching ; sensation of rawness; 
salivation, soreness of the gums, teeth, etc. 

Lycopodium.-A great deal of itching of the parts after mensesi 
much restlessness at night. 

Kreosotum. -Violent itching of lite labia, also of /he vagiua; exter
nal genitals are swollen and excoriated from contact with a~rid discharge 

*Cent.f. Cy11iik ., No. 7, 189-1. 
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from abO\·e; leucorrhea of a yellow color, staining linen yellow, ·with 
great weakness. 

Sulphur.-Burning in the vagina; troublesome itching of the geni
tals with papillary eruptions about tbe111; fluslzes ef heat,fa.int spells, etc. 

Conium.-Pruritus extending into vagina; violent itching in the 
vuka and vagina, especially after menses; leucorrhea with weakness 
and paralyzed sensation in small of back before the discharge. 

Collinsonia.-Especially during pregnancy or when associated with 
!temorr!toids, constipation, or other rectal troubles. 

Arsenicum.-Vesicular or dry, scaly eruptions with a gangrenous 
tendency; worse at night; better from warmtlz and warm applications. 

Consult:-Ambra, caladium, carbolic acid, petroleum, nitric acid, 
kali brornatum, silicea and carbo veg. 

Hyperesthesia of the Vulva.-This condition consists in an ab
normal sensibility of the sensory nerves supplying some portion of the 
vulvar mucous membrane (Thomas) . The affected area may be 
limited to the meatus urinarius, to one labium minus, or to the vesti
bule, or it may implicate the entire vulva. It possesses none of the 
characteristics of a true neuralgia, and seems to be due entirely to a 
hyperesthesia of the sensory nerves. 

FrequenCJ1.-The profession is indebted to Thomas* for the first de
scription of this disease. I have never yet seen a case, and Mundf:, 
whose experience has certainly beeu exceptionally great, has never met 
with one. \Vith the exception of Thomas, the authorities generally 
agree that the disease is not of frequent occurrence. I shall therefore, 
in this brief description, draw largely from the original article of 
Thomas. 

Causes.-Iu many instances no cause whatever can be discovered. 
Occasionally it can be traced to irritable urethral caruncles and to 
chronic vulvitis. Hysteria and hypochondriasis act as predisposing 
factors, and Thomas has met with it oftener at or about the menopause. 

Pathology.-The condition is characterized by a " plus state of excita
bility" in the sensory nerves. There is an absence of inflammation, an 
absence of pruritus, and a physical examination ''reveals nothing ex
cept occasional spots of erythematous redness scattered here or there.'' 
The affection, in its uncomplicated form, is one of simple hyperesthesia 
of the diseased nerves, and is not unlike that condition of the rectum 
which Weir Mitchell has described under the head of "hysterical 
ectum. '' 

* "Diseases of \Vomen," p. 145, 188o. 
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Spnptoms.-Dyspareunia is the one symptom which, in the vast 
majority of instances, leads the patient to seek medical advice. This 
is in most cases absolute,_ and any attempt at intercourse gives rise to 
the most excruciating suffering. In the worst forms, the slightest fric
tion or even a current of air striking the parts is sufficient to excite 
pain. The general health is affected out of all proportion to the local 
manifestations, and great mental depression not infrequently occurs. 

Treatment. -Judging from the experience of Thomas and others with 
local measures, I should be disposed, were I to meet with a case, to 
rely almost entirely upon symptomatic treatment. Galvanism might 
be of service, though I am unable to find any recorded evidence bear
ing upon this point. The local sedative effect of the positive pole 
ought to be useful. Thomas has destroyed the sensitive area with 
nitric acid, has dissected off all of the sensitive tissue, and yet affirms: 
"I have met with a number of cases of marked character, and in not 
one was complete relief given by treatment." He recommends: a 
change of air and surroundings; the use of general tonics, as arsenic, 
strychnine, quinine, and iron; the removal of existing local lesions
vulvitis, urethral vegetations, etc. ; frequent ablutions with warm water, 
followed by the use of local sedatives (opium, carbolic acid, chloroform, 
belladonna, iodoform, cocaine), and that the patient live ahsque marito. 

Sensitive spots on or about the hymen or the urethral orifice should 
be destroyed, and rectal lesions cared for. Skene* says that menthol 
and benzoinol are of marked value when the disease is associated with 
dryness and tenderness of the mucous membrane, especially at or about 
the meuopause . 

\Ve do not have to contend with the same urgency of symptoms here 
as in pruritus vulvre-hence temporary relief is not so important. In 
view of this fact, and because of the unsatisfactory results obtained by 
Thomas, who relies almost entirely upon local therapeutic measures, 
our greatest reliance should be placed upon the carefully selected 
remedy. 

T/ierapeutics. 

Platina.-PAINFUL SENSITIVEXESS AND PRESSURE IN THE REGION 

OF ;\IONS \'ENERIS, GENITAL ORGANS AND NnIPHIE; tingling or titilla
tion from genitals up into abdomeni frequent sensation as if menses 
would appear; menses too profuse and too short lasting; flow dark and 
clotted, preceded h)' spasm and mucli hearing down,- pruritus vulvre with 

*Medical Gynecology, 1895, p. 266. 
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anxiety and palpitation of the heart; vulva painfully sensitive during 
coitus. 

Belladonna.-PRESSURE DOWNWARD AS IF ALL OF THE CO~TENTS 

OF THE ABDO;\IEN WOULD ISSUE FRO:\[ THE \'UL\'A; clutching or claw· 
ing pains in the uterine region; parts sensitive; cannot hear least jar; 

great heat and drJ 11uss of ·vagina. 
Cimicifuga.-Bruised feeling in vagina; sensitii1eness of uterus; 

menorrhagia; grie\'ed, troubled and sighing, alternating with cheerful· 
ness; ovarian neuralgia, especially of lejl o·vary ,- pain extends up and 
down left side with great tenderness. 

Gelsemium.-Ovarian irritation with hyperesthesia of vulva; uterus 

feels as if squeezed by the hand; menses suppressed, willt passive C01l· 

gestion lo Lite !tead. 
Ignatia.-Violent labor-like pains in uterus, followed by purulent 

corrosive leucorrhea; cramp-like pains in uterus, worse from touching 
the parts. 

Consult :-Cocculus, coffea, zincum, nux vomica, thuj a, magnesium 

phos., and kali brom. V. also Therapeutics of Pruritus Vulv01 and 
Vulvitis. 



CHAPTER XXIV. 

VAGINISMUS; CO CCYGODYNIA. 

Vaginismus.-The muscles 0£ the pelvic floor, auy or all of them, 
may contract spasmodically. The form of spasm under consideration 
is defined by Sims, who coined the word " vaginismus/' as Han ex
cessive hyperesthesia of the hymen and vulvar outlet, associated with 
such involuntary spasmodic contraction of the sphincter vaginre muscle 
as to pre\·ent coitiou." Catrin and Motenes applied to the same con
dition the term 1mlvismus. 

Pallzo!og)'.-The greatest difference of opinion prevails regarding the 
pathology of vaginismus. Tait* goes so far as to contend that the so
called sphincter vagin~ muscle (composed of the ntlvi cavernosi 
muscles) exists only in imagination, or, if it does exist, it is made up 
of a few bundles of muscular fibers, and is, therefore, utterly incapable 
of acting as a constrictor of the vagina. He admits, however, that 
the symptoms referred to are common enough, but does uot undertake 
to explain what muscles are contracted in the spasm. 

The prevailing confusion is probably due to the fact that t here are 
several classes of causes. The classification made by Mann t seems to 
me the best yet given. He divides the cases into three classes. In 
the first class the cause is to be found in some pathological lesion in or 
about the vulvar outlet; in the second, the seat of irritation causing the 
reflex spasm of the muscle is found to be in distant organs-the uterus, 
ovaries, or rectum; while in the third class no local lesion can be found 
and the cause must be sought for in the nervous system. 

In the first class the anatomical changes usually observed are lesions 
of the hymen, erosions, fissures, redness, swollen follicles and, fre
quently, papillary excrescences at the navicular fossa. Sims believed 
that in the majority of instances the lesion is located at the base of the 
hymen, oftener at the margin nearest the urethral commissure. These 
several lesions may result in various ways. 'l'he trouble not infre
quently dates from marriage, and it is probable that some partial 

*"Diseases of Women and Abdominal Surgery," p. 78, 1889. 
t "American System of Gynecology," vol. 1 1 p. 51 r, 1887. 
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obstacle to intercourse on the part of the woman (small vulvar orifice 
or a rigid hymen ) is responsible for the difficulty. Other obstacles to 
sexual intercourse are: an abnormally high location of the vulva, so 
that the penis presses the meatus against the pubes and injures it, and 
a disproportion between the size of the male and female organs 
(Schrceder) . At any rate, difficult or painful cohabitation, from what
ever cause, may in time induce any of the enumerated lesions, which 
in turn give rise to reflex spasm. 

In the second class of cases the disease does not come on until after 
sexual intercourse has been frequently performed, and oftentimes not 
until after the woman has given birth to one or more children. Any 
lesion of the more remote organs may inaugurate the reflex spasm. 
Such are: diseases of the rectum ( hemorrhoids, fissures, parasites, 
etc. ) ; ovarian inflammation or displacement ; lacerations of the cervix 
and inflammatory diseases of the uterus. Of these several causes I 
consider lesions of the rectum of first importance. There is such in
timate sympathy existing between all of the pelvic organs that in an 
obscure disease like vaginismus the rectum should always be examined. 

Finally, a different explanation must be given in the third class, 
where neither local nor remote evidences of disease are found to account 
for the difficulty. The victims of this form of vaginismus usually 
possess a nervous temperament, and are frequently hysterical. In one 
of the worst cases of this kind coming under my observation the patient 
was nymphomaniacal. Just why the spasm should occur under the 
circumstances it is hard to say. The explanation offered by Sims, and 
accepted by most authorities, is the following: An ineffectual or painful 
attempt at intercourse gives rise to nervous apprehension on the part of 
the woman, so that subsequent approaches of the male result in nervous 
excitement and an involuntary contraction of the levatores ani and con-
strictores cunni muscles. 

I have a case at this writing under observation, the patient, a woman 
of thirty, having had three children. Ou examination the vaginal 
orifice is found to be So open from relaxation of the pelvic floor that the 
cervix can almost be seen without a speculum. Notwithstanding this 
relaxed condition , a violent spasm takes place on each effort at inter
course, which makes the act extremely difficult. There are no evidences 
of abrasion or hyperesthetic spots at or about the vaginal orifice, and I 
think that the cause is essentially neurotic. The vaginismus dates 
from marriage-nine years-though it bas uot been improved by child· 
bearing. 

The larger number of cases are undoubtedly due to the first class of 
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causes, a tender or hyperesthetic condition of the hymen being oftener 
responsible for the difficulty than anything else. 

There is yet another form of spasm of the muscles of the female 
pelvic floor, which is known as deep vagim"smus or penis capti'lms. It is 
due to spasm of the levatores ani muscles, which g ives rise to a tetani
cally contracted circular band, which prevents further progress of the 
male organ , or encircles the corona of the penis after full introduction 
so that its withdrawal is painful and even impossible. Sometimes the 
spasm can be detected on digital examination. This is a rare form of 
the affect ion and I have never met 'with a case. 

Symptoms.-The chief symptom is that of spasm of the muscles of 
the pe lvic floor, excited especially by attempts at sexual intercourse. 
The spasm usually gives rise to pain, often ,·ery intense, and after 
several attempts at intercourse the approaches of the male result in 
such a degree of nervous apprehension as to make further effort im
possible. If digital examinat ion be attempted in the worst cases the 
spasm and pain are at once exhibited, and it bPcOmes utterly impossible 
to insert the finger into the vagina. In several cases seen by me the 
vaginismus was not so decided as this, gi,·ing rise to hindrance, though 
not absolutely preventing sex ual intercourse. The finger could be 
passed iuto the vagina, but an evident spasm was brought on by in
dagation. I have had patients almost throw themselves from the table 
immed iately upon the parts being touched. Barnes has seen cases 
where convulsions and syncope were excited by attempted intercoprse, 
and Thomas reports a case in which washing the genitals, or even a sud
den change of position, was sufficient to bring on the spasm. On the 
other hand, Mann has seen instances where an examination, even with 
the speculum, failed to provoke a spasm. yet the introitus vaginre 
tightly closed on each attempt at intercourse. In another case obsen·ed 
by the last named author coitus was impossible, notwithstanding the 
fact that the patient could herself introduce the largest-sized Sims 
dilator. Iu all of Mann's cases there was undoubtedly a nervous 
basis for the vaginismus. 

The prognosz"s is usually fa\·orable if proper treatment is resorted to; 
without treatment there is a tendency for the disease to continue in
definitely Pregnancy and parturition do not always cure it, and the 
practice recommended by Sims of permitting coitus under ether nar
cosis is to be condemned. The purely nervous cases are the most dif
ficult to cme. 

Trcalment.-There is no q11estion in my mind regarding the efficacy 
of the homeopathic remedy in the treatment of this co11clitio11. It is 
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probable that in the majority of instances some surgical procedure will 
have to be resorted to before the cure is complete, but in the newly 
married it is my practice to try internal medication first. This is em
phatically the thing to do where no local causes are discernible and 
when the nervous element stands out prominently. A little good ad
vice should be administered with the remedy, for it is surprising how 
dense is the prevailing ignorance on the subject of marital relations. 
In the class of cases alluded to the wife should occupy a separate bed 
for at least a week or ten days, during which time frequent sitz baths 
are to be taken. If there is very great sensitiveness of the parts a 
suppository containing one grain of cocaine should be passed into the 
vagina night and morning; or the parts smeared with an ointment of 
atropine (gr. ii-3i ) . Galvanism, with the positive pole within the 
vagina, may be tried. It is a good plan to smear the parts with a ten 
per cent. cocaine ointment before intercourse is again attempted, which 
attempt should be made with the utmost gentleness and care. If ac
complished without pain the nervous terror is largely done away with, 
and subsequent attempts, which should be made at long intervals, 
are usually successful. 

Failing to relieve the disease by this method, a more radical one be
comes imperative. \Vhat this shall be must depend upon circumstances. 
As has been seen, the most frequent lesions are found at or about the 
seat of the hymen or its remains (caruucuh.e myrtiformes) . By touch
ing the sensitive area with the finger or a fine probe the spasm and pain 
are at once produced. When this condition presents itself there is but 
one satisfactory way to proceed, and that is to remove the entire 
mucous membrane covering the diseased surface. This is done by 
bringing the patient profoundly under the influence of an anesthetic, 
exposing the hymeneal area with suitable retractors, and with a 
tenaculum and curved scissors, removing it in one continuous strip. 
Should there be any spurting arteries these are compressed or, if neces
sary , tied with fine catgut. The vagina is next thoroughly stretched 
with two Sims specula, or with a large bi-valve rectal speculum. After 
this is done the separated edges of the mucous membrane should be 
brought together with a continuous catgut suture and the opposing 
walls of the vagina kept separated with iodoform gauze. Sims devised 
for this purpose his well-known dilator ( Fig. 99 ) which is to be kept in 
the vagina, after his cutting operation, for some days. I do not like it, 
for it not only gives rise to much suffering, but dams up the discharges 
and interferes with the healing of the wound Subsequently, after the 
p1rts are perfectly healed, these dilators may be advantageously used 
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by the patient herself in order to maintain a patulous condition of the 
canal. Pratt's rectal plugs will sen-e the same purpose admirably. 
Any other traces of disease at or about the vulva should be looked 
after, the urethral orifice being carefully inspected. If urethral vascu
lar tumors exist they should be snipped off with scissors and their bases 
touched with the actual cautery. The rectum should next receive at
tention. My observation has been that, in most cases of vaginismus, 

FIG. 99. 

SIMS'S \'AGIN AL Dll,ATOR. 

there is constipation with more or less spasm of the sphincter ani mus
cle. It is my practice, therefore, to divulse the rectum at the same 
sitting, and to remove any disease of this organ that may exist. 

Where no local ca uses are found, and the case is essentially neurotic 
in all its aspects, I wish to emphasize two things essential to successful 
treatment: First, the constitutional treatment is of the greatest impor
tance, and should be carefully looked after in all its details; secondly, 
when divulsion is resorted to, let it be done in the most thorough man
ner. Incomplete divulsion is worse than useless, and I am confident 
that failures often result from an unnecessary fear of overstretcbing the 
parts. The irritable muscle must be paralyzed, to accomplish which 
a considerable degree of force is necessary. 

In case of disease or displacement of the organs above the vagina, 
due attention must be paid to them. I once had to do in my clinic 
with a case of vaginismus which was most obstinate, though not abso
lute, and which was due to an exceedingly excoriating discharge from 
the uterus. The acridity was so great as to cause excoriation of the 
male member after intercourse. There was a flexion of the uterus 
with obstruction, which kept the secretions pent up. This case was 
ultimately cured by div ulsing the cervix, thus establishing free drain
age of the uterus. 

Sims's operation for vaginismus isa much more bloody one than that 
gh-en, and seems to me an unnecessary mutilation. It consists of a 
deep cut made with a scalpel through the vaginal tissues on either 
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side, terminating at the raphe of the perineum. A third incision is 
extended directly backward through the perinea! raphe, completing the 
lower part of a Y. The vertical incision is about an inch deep. The 
parts must be kept dilated with the Sims dilator or with gauze until 
perfectly healed. 

Tlierapeutics. 

Belladonna.-T/ie spasms come on suddenly and disappear wit!i equal 
suddenness,- a sense of heat and dryness is felt in the parts. 

Platina.-Spasm and constriction of vagina in nervous women with 
great li.yperesl/usia of Lile parts,- depression of spirits, anxiety, and pal
pitation of the heart; nymphomania. 

Caulophyllum.-Excessively irritable vagina; intense and contin
ued pain and spasm. 

Cocculus. -Aggravated at every menstrual period; much weakness 
and prostration during menses. 

Magnesium phos.-Vaginismus with neuralgic pains in back, 
which are darting, boring, and remitting in character. 

Ferrum phos .-Vaginismus associated with throbbing pain and 
congestion of the parts; symptoms made worse by motion; dysmenor
rhea, with hot, flushed face, and quick pulse. 

Cimicifuga.-Intense intermitting, neuralgic-like pains, attended 
with cramps in lower limbs. 

Berberis.-Intense pain in vagina, with burning and soreness as if 
excoriated. 

Consult:-Causticum, conium, kreosotum, mercurius, nux vomica1 

and nitric acid. 
Coccygodynia.-This name signifies pain in Ille COCCJ'X. It is one of 

the causes, and a very frequent one. of so-called "painful sitting" 
(Duncan). The affection is of quite common occurrence and calls for 
careful consideration. 

Analom;1.-The coccyx is formed by the four last rudimentary verte
brre of the spine. It juts sharply forward, forming an obtuse angle 
with the sacrum. The sacro-coccygeal articulations permit of a limited 
degree of backward movement during defecation and parturition. 
Through disease, or because of changes resulting from advancing years, 
ankylosis occasionally occurs. 

The coccyx serves as a point of attachment for the sphincter ani, le\·a
tores ani, some of the fibers of the glutei, and the ischio-coccygei muscles. 
The greater or lesser sacra-sciatic ligaments are also attached to it (Fig. 
2) . These various structures are called into play during the acts of sit-
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ting, standing and defecation. If the bone is diseased, or its surrounding 
structures hyperesthetic, these several acts reveal the condition under 
consideration. 

Causes.-Coccygodynia occurs either as a symptomatic or an idio
pathic affection. Any of the diseases of the genital organs or of the 
rectum may give rise to it. When symptomatic of disease of these organs 
all evidences of lesions of the bone itself will be wanting. The most 
frequent cause is trau matism-kicks, fa lls, horseback riding, etc.-and 
the injuries resulting from parturition. I n a total of twenty-four cases 
observed by Scanzoni, nine were caused by delh·ery . It is more apt to 
occur in primipane somewhat advanced in years. Two cases com ing 
under my observation were the result of falling down stairs, the buttocks 
striking upon the steps. While by far the larger per cent. of coccy
godynias are met with in women, it is by no means confined to them, 
men and even small children occasionally suffering from the affection. 

Pal!tology.-This, as suggested by the causes enumerated, is variable. 
In perhaps the majority of instances inflammation and necrosis are 
wanting. Luxation is found in a goodly number of cases, but luxation 
does not always give rise to pain. In examining one hundred and 
eighty pelves, Hyrtl found thirty-two cases of luxation and ankylosis. 
This is a surprisingly large per cent., and far exceeds the ratio of fre
quency of coccygodynia. The most dist ressing cases that result from 
luxation occur when the bone is directed backward and becomes fixed. 
Periostitis and necrosis of the bone sometimes develop, when the local 
evidences of disease can be discovered. An abscess may form as a 
result of the inflammation. When the condition is symptomatic of 
lesions of neighboring organs the pain is probably clue to hypcresthesia 
or rheumatism of the tendons; at least, pain in this region is sometimes 
associated with lumbago, and is more apt to occur iu the rheumatic and 
neuralgic diatheses. 

5_1•mptoms -Any mo\·ement causing a sudden contraction of the 
structures attached to the coccyx will, if the bone or its surrounding 
structures are diseased or hyperesthetic, give rise to acute pain. It is 
often most intet1se during the act of defecation, and care must be ex
ercised in distinguishing it from pain due to rectal disease, or a displaced 
o\·ary. It is aggra\·attd by walking and by sitting. Sometimes the 
latter act is impossible, or the patient is compelled to rest one buttock 
on the edge of the chair in such a way as to protect the tender bone 
from pressure. If there is a history of an injury, or if the symptoms 



enumerated follow parturition,* coccygodynia should always be sus
pected. These suspicions may now be confirmed or banished by placing 
the patient upon her side and grasping the bone between the forefinger 
in the rectum or the vagina and the thumb externally. If the symp
toms result from coccygodynia, movement of the bone will excite in
tolerable suffering. If the bone itself, or its periosteum, is inyolved, 
there is also tenderness on external pressure. 

The differential diagnosis will have to be reached by exclusion. Exist
ing diseases of the rectum, vulva, vagina, or uterus which might give 
rise to similar symptoms should be sought for. Lesions of the rectum 
are not infrequently confounded with coccygodynia, and, indeed, lesions 
of that organ often excite true coccygodynia 1 as has been shown. In 
all instances of the latter affection, whether reflex in origin or due to 
actual disease of the bone1 the pain is excited by manipulation in the 
manner described. 

Goodell maintains that the coccygeal joint is quite as liable to become 
hysterical as is the knee joint. t A differentiation here is sometimes 
exceedingly difficult . The hysterical affection is usually characterized 
by those erratic manifestations of pain which stamp the character of 
hysteria wherever found. 

The prognosis necessarily depends upon the cause of the disease, 
though with proper treatment it is usually favorable . 

Trealment.-The cause must be sought for and removed if possible. 
The rheumatic and neuralgic cases are best reached by internal medica
tion. Sometimes galvanism is exceedingly useful, and I have more than 
once succeeded in relieving the pain by passing a twenty milliampere cur
rent through the parts. This may be done by using the negative pole 
either within the vagina or the rectum, and a large dispersing positive 
electrode over the coccyx and the lower surface of the sacrum. Gal
vanism will at least afford temporary relief in most instances where the 
bone is not actually diseased. 

If the pain persists in spite of the more conservative measures, there 
are two operations, one or the other of which usually proves successful. 
The first is the subcutaneous separation of the ligaments as proposed 
by Simpson. A tenotomr knife is inserted under the skin at the tip of 
the coccyx and carried to its base. The muscular and tendinous attach
ments are completely seyered from the bone on either side before the 
knife is withdrawn. If for any reason this procedure is difficult or im-

*" I have more than once heard this joint snap, during labor, with a sound so 
loud as to be heard some distance from the bed. n-Cooddl. 
t" Lessons in Gynecology,'' p 96. 
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possible, the method of Thomas may be practiced. This author makes 
an incision extending the entire length of the coccyx, grasps the tip of 
the bone, and separates the attachments with scissors. A still more 
radical measure is that of Nott, and is indicated if the operations of 
Simpson or Thomas fail to cure the disease, or if the bone is necrosed. 
The coccyx is laid bare, disarticulated, and removed. This is not a 
difficult operation and can be done by any surgeon possessing a 
modicum of skill. The edges of the woµud should be coaptated and a 
drainage-tube left in for several days Because of the close proximity 
to the rectum, it is best to use antiseptic injections until the discharge 
ceases. Total extirpation affords complete relief in almost every instance. 
However, it is rarely called for unless the coccyx is displaced or actually 
necrosed. Just at the present time it is a "fad" in certain quarters to 
remove the coccyx for the most indefinite lesions. I have witnessed 
several cases which were made immeasurably worse by the operation. 

T!zerapeutics. 

Magnesium phos.-Sudden, piercing pain in the coccyx; sudden, 
violent, concussive, tearing, stitching pain in the region as if the 
coccyx were bent backward. 

Cicuta vir.-Tearing, jerking in the coccyx, especially during 
menses; painful feeling of stiffness in the muscles of the lower limbs; 
general prostration; bruised sensatiou throughout the body. 

Lachesis -Continual pain in sacrum and coccyx; pain in small of 
back, as if sprained, hindering motion; agonizing pain when rising 
from a chair. 

Belladonna.-Iutense, cramp-like pain in small of back and coccyx; 
relieved by standing or walking slowly. 

Causticum.-Dull, drawing pain in the region of coccyx; every 
mO\·ement of the body gives a pain in the small of the back. 

Graphites.-Violent itching of the coccygeal region, the parts being 
moist, with scurfy eruption; dull drawing in the coccyx in the evening. 

Mercurius.-Tearing pain in the coccyx; worse at night; pain in 
the sacrum, as if one had been lying on too hard a couch. 

Kreosotum -Drawing pain along the coccyx down to the rectum 
and vagina, where a spasmodic contractive pain is felt. 

Consult:- Cimicifuga, ferrum phos., bryonia, ziucum, thuja, 
muriatic acid, rims tox., kali carb , and ruta grav. 



CH APTER XXV. 

CONGENITAL AND ACQUIRED MALFORMATIONS AND 
DISEASES OF THE VAGINA. 

OCCLUSIONS OF THE GENITAL TRACT. 

The various conditions which give rise to occlusions of the genital 
tract are:--

Atresia vulvre; 
Imperforate hymen; 
Persistent hymen; 
Congenital atresia vaginre; 
Acquired atresia vaginre. 

Sy m ptoms of O bst ruct ion.-Atresia vulvre is usually discovered 
during infancy; the other forms of occlusion are ordinarily not detected 
until they interfere either with the exit of the menstrual blood or with 
t he mar ital relations. 

The occlusion, whatever the cause, may be either par t ial or absolute. 
\Vhen the menstrual blood is retained the subjective symptoms are the 
same as have been described under the head of "Retentiou of the 
Flow.'' The girl reaches an age when she should menstruate and 
undergoes all the physical changes of puberty. At certain regular 
intervals all of the phenomena of menstruation recur-except the flow . 
There is an exaggerated degree of suffering, and the pain is of a bear
ing-down character. Sooner or later the retained discharge gives rise 
to a tumor. A physical exploration is always necessary in order to 
determine the cause of the obstruction. The same symptoms occur 
when the obstruction is higher up in the uterus 

Results of M enstrual Retention from Occlusions of the Genital 

T ract.-The higher the occlusion is located in the genital canal the 
greater is the danger of rupture from distention of the uterus and 
Fallopian tubes. If the obstruction is located at the hymen, or low 
down in the vagina, the distensibility of this canal will enable it to 
expand greatly before the uterus becomes dangerously distended. It is 
claimed by some prominent authorities that hematosalpinx never results 
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from a reflux of blood through the uterine end$ of the tubes, even 
though the uterus is enormously distended. The Fallopian distention, 
it is maintained, is due to a vicarious discharge from the lining mem· 
branes of the tube, which is excited by the obstruction. However this 
may be1 hematosalpinx is oftener found in occlusions of the cen-ix than 
in occlusions of the vagina, and tubal rupture, with resulting peritonitis, 
is liable to occur at any time; or if the uterus be suddenly emptied, 
uterine contractions are occasionally excited which may extend to the 
tubes and cause rupture. Again, as a consequence of the distention, 
wherever the tumor may be located, the uterus and Fallopian tubes are 
carried high up in the pelvis, and the tubes often become adhered. As 
a result they are dragged upon after the uterus descends, and in this 
way rupture may occur. 

ATRESIA OF THE VULVA. 

Atresia of the vulva may be either congenital or acquired. When 
congenital it is usually detected soon after birth by the nurse, who, in 
bathing the child, observes that something is wrong. It rarely involves 
the urethral orifice, so that urination is not interfered with. Should 
the agglutination seal entirely the opposing lips of the vulva, retention 
of the urine wottld 1 of course, result. \Vhen acquired, it is usually 
due to vulvitis with resulting adhesions. 

The firmness of the adhesion varies greatly, though it is seldom diffi. 
cult to overcome. The diagnosis is easily made by separating the labia, 
and the treatment is, ordinarily, most simple. If the agglutination 
extends high up, and has become firm, a dissection more or less ex· 
tensive may be necessary. I have, however, never met with such a 
case, though I have repeatedly had to do with this form of atresia in 
babies and young children. In almost all instances adhesions of the 
clitoris are associated with the condition and should be overcome at the 
same time. Any blunt instrument or probe will serve the desired pur· 
pose. This is passed between the labia in such a way as to separate 
them perfectly. Care should be taken to prevent re-agglutination by 
keeping the raw surfaces sep:uated for a few days with a strip of lint 
smeared with sterilized \·aseline. 

Notwithstanding the ease with which the diagnosis can be made and 
the obstruction overcome, I ha\·e had patients brought to me from a 
distance of two hundred miles because the medical attendant believed 
that he had to do ·with an extensi\·e atresia. 

hIPERFORATE HYMEN. 

Anatomy.-The hymen ( Fig. Ii It) separates the external and in-
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ternal organs of generation . It is supposed to be formed by the closed 
lower ends of Miiller's ducts. In shape it is usually crescentic: the 
opening may be circular, cribriform, or there may be two large open
ings separated by a narrow strip of membrane. lt is occasionally 
absent, even in virgins, and in parous women the canmculm mJ1rli
formes are usually the only remaining eYidence of the organ . 

The presence of the hymen is not absolute proof of virginity; nor 
does its absence prove that sexual intercourse has taken place. It is 
possible for sexua l congress to occur without its rupture, and, as we 
have seen, it may be congenitally absent. Its rupture is frequently the 
result of other causes than sexual congress-injury, examinations, 
onanism, etc. From a medico-legal standpoint this fact is important, 
and the practitioner cannot be too cautious in presenting testimony 
bearing upon the question of virginity. There are many cases on 
record in which pregnancy occurred before the hymen was ruptured. 

Symptoms.-In by far the larger proportion of cases an imperforate 
hymen gives rise to no trouble previous to puberty . Indeed, the patient 
may not seek relief until marriage, for, strangely enough, the system 
will occasionally adapt itself to the unnatural condition; and, after a 
period of suffering, more or less prolonged, a fair degree of health is 
enjoyed. Usually, however, the symptoms resulting from the retained 
menstrual discharges ca11 for immediate relief. During the molimina 
there is more or less fever. nausea, vomiting, headache, etc. The 
pelvic pain is very great, and radiates down the thighs. The rectum 
and bladder are often impinged upon and their functions interfered 
with. As the case progresses, the complexion becomes sallow, the 
headache constant, and there may be manifestations of septicemia and 
pyemia, as indicated by chills, increased temperature, etc. Sometimes 
vicarious bleeding takes place from the nose, lungs, rectum, or from 
any part of the body. 

Physical Examination.-Rarely do all of the foregoing symptoms 
occur in a given case, yet a persistence of any number of them, espe· 
cially if they exacerbate at more or less regular intervals, calls for a 
physical examination. This will reveal a tumor of greater or less size, 
depending upon the duration of the occlusion and the capacity of the 
pelvis. There is a bulging of the hymen, and the finger carried into 
the rectum will detect the presence of a fluid tumor crowded against 
it. By recto-abdominal palpation, fluctuation can at times be detected. 
The distention is greatest immediately after the subsidence of the 
molimina. There is more or less resorption during the intermenstrual 
period, and, as has already been suggested, if menstruation ceases be· 
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cause of the anomalous conditio11 1 the accumulated blood may be 
largely resorbed. The given history, supplemented by a careful physi
cal exploration, will usually enable the practitioner to make a correct 
diagnosis. 

Notwithstanding the fact that the operath·e measures necessary to 
overcome the obstruction are very simple, a guarded prognosis should 
be gi\·en. All specialists are agreed to this. A large quantity of re
tained menstrual blood, from whatever cause, cannot be liberated with 
impunity. The greater the quantity and the longer it has been re
tained the more dangerous is its withdrawal. I have previously men
tioned some of the accidents to be dreaded-reflux of blood through 
the Fallopian tubes into the abdomen, and rupture of the tubes. A still 
more serious one is that of decomposition through the admission of air. 

Treatment . -Operators are not agreed as to the best method of re
lllO\•ing the pent-up discharge when due to the cause under considera
tion. Emmet and a few followers advocate a large incision (after the 
method of Dupuytren ), rapid evacuation, and subsequent douching of 
the cavity until the water returns clear. The larger number of operators, 
however, prefer the more conservative method of gradual evacuation, 
as first practiced by Amussat. It is claimed by the ad,·ocates of the 
latter method that there is much more danger of blood poisoning and 
rupture of the uterus and the tubes when the fluid is rapid ly withdrawn. 
Recent statistics bearing upon the subject tend to uphold this claim. 
Thus Hemenway* has collected eighty·one reported cases of imperforate 
hymen, which were operated upon with the following result: Of the fifty
six cases rapidly e\·acuated the mortality was seven, or twelve and one
half per cent. i whereas of the twenty-five cases operated upon by the 
gradual method but one died, a mortality of but four per cent. An aualy
sisof Emmet's casest shows that the quantity of blood evacuated in each 
was not great-an average of about six ounces. This is a very different 
state of affairs from that represented iu Fig. 100. In this representation 
the uterus is carried upward, its cavity and that of the vagina are Yery 
greatly distended 1 and their absorbing surfaces much increased. Even if 
sepsis cou ld be avoided in cases of this kind by the strict observance of 
every precaution, the danger of laceration and rupture from the dragging 
upon the parts would, in rapid evacuation, be very great. Ross,! in 
order to prevent collapse in large accumulations, makes a small opening 
into the hymeu, through which he passes the douche nozzle and 

*American journal of Obstetrics, Nov., 1891. 
t" Principles and Practice of Gynecology," p. 195, 1884. 
t Jour. of the Am. l\led. Association, 18g1. 
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washes the treacly discharge entirely away. The cavity is kept dis
tended with fluid until it is forced out by iodoform gauze, which is 
carefully packed into it. The gauze, be maintains, is soft, uuirritating, 
and antiseptic, affording both support and drainage. If rapid evacua
tion be practiced in the larger accumulations this procedure appeals to 
my judgment. At any rate, in the light of the statistics now available, 
and with modern antiseptic methods, it is probable that the smaller ac
cumulatiou can be rapidly evacuated with but little danger. The cav
ity should be washed out with a sterilized s1lt solution, and properly 

FIG. 

IMPERFORATE HYMEN WITH DISTENTION OF YACINA AND UTERUS. 

drained. This should be repeated often enough to prevent resorption 
of any of the discharge. 

In the larger accumulations, on the other hand, and particularly if 
the Fallopian tubes are distended, gradual evacuation would seem to 
be the safer procedure. In it care must be taken to prevent the in
vasion of germs. A small quantity of fluid may be daily drawn off by 
means of an aspirator; or a small, elliptic incision may be made in the 
hymen in such a way as to prevent rapid egress of the fluid (Hewitt) . 

Should, however, the evidences of sepsis present themselves there is 
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but one course to pursue, and that is to open the hymen freely and to 
remove, under a bichlorid stream, as much of the dCbris as can be re
moved. If it is belie\·ed that the tubes are distended at the time of 
the e\·acuation from below, the operator should hold himself in readi
ness to open the abdomen, if symptoms of rupture or peritonitis super· 
\"CUC. 

A subsequent operation is usually necessary 1 after auy of the gradual 
methods, for the purpose of destroying the hymen. This may be done 
by entirely removing the membrane with a pair of cmYed scissors, and 
closing the wound thus made with a continuous catgut suture; or by 
making three or four incisions down to its base and inserting a Sims 
vaginal dilator, which is to be retained for se\·eral days. I much prefer 
the former method because it does away with all remnants of the 
hymen, which, if left behind, sometimes become inflamed and give rise 
to vaginbmus. 

PERSISTENT H \'~IEN. 

Iu this condition there are oue or more openings in the hymen which 
insure the egress of the menstrual blood more or less completely. The 
membrane is, howe\·er, unduly tough, and prevents or interferes with 
the intromission of the male organ. 

It is usually not discovered until an attempt at coition has been 
made. Indeed, the first knowledge of the unuatural condition is often 
obtained by the accoucheur, who finds the hymen stretched over the 
advancing head. In these cases conception has occurred notwithstand
ing partial intromission, the semen having found its way through the 
hymeneal aperture or apertures; or the hymen, after frequent attempts 
at intercourse, becomes stretched and elongated to such a degree as to 
permit the complete insertion of the male organ. Conception may 
occur through a yery minute opening. 

If not interfered with, the membrane may be ruptured during the 
parturient act, but if \·err dense it can oppose great resistance, and 
there is danger of serious injury being done to the vaginal outlet. 

A perfectly normal hymen may remain intact because of the inability 
of the male to rupture it. In time, if sexual iutercourse is persisted in, 
the parts become tender and sore, which leads the patient to consult her 
medical attendant. Instances are on record in which the urethra has 
been greatly dilated by the introduction of the male organ, the unyield
ing hymen directing it into the urinary canal. 

Dnring the last year I have had to do with two illteresting cases of 
persistent hymen. The first occurred in a maiden of thirty·fi\·e, who 
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came to me from China, where she had worked for a number of years 
as a missionary, for the purpose of undergoing a hysterectomy for 
fibroid. Previously to leaving Chiua she suffered from an acute illness 
which necessitated the use of a catheter. Her physician then discovered 
the anomalous condition and supposed that the ,·agina was congenitally 
absent. An examination under ether revealed that the vagina was patu
lous. The on ly opening into the hymen '"vas a very small one imme
diately below the urethral meatus, which was barely large enough to 
admit the tip of a sound. The patient menstruated regu larly, and it 
was supposed that the discharge escaped through the urethra. After 
the hymen was removed the vagina was found unduly large and studded 
with granulations. It is possible that the imperfect drainage which ex
cited the vaginitis had something to do with the formation of the fibroid. 
The second case occurred in a woman of thirty, who was referred to rue 
by Dr. G. J. Jones, of Cleveland. The physical condition was almost 
identically the same as that just described, though the patient was a 
nen-ous wreck, ha\·ing long suffered from dysmenorrhea, constipation, 
irregular distribution of blood, etc. She had masturbated from early 
girlhood, having contracted the habit because of pruritus. In both of 
these cases the hymen was removed according to the method given 
above . 

The treatment, under whatever circumstances the anomaly is dis
covered, is very simple. The hymen is to be removed in the manner 
already described under the preceding head. Spontaneous rupture 
should never be permitted in parturition. It is much safer to overcome 
the obstacle by stellate incisions made with a pair of scissors. The raw 
surfaces arc to be kept from reuniting by a pledget of iodoform gauze. 

CONGENITAL AXD ACQUIRED ATRESIA V i\GIN1E. 

Congenital atresia of the vagina presents itself under se\·eral differ
ent forms. The ~liillerian ducts may have so failed in their de\'elop
ment as to produce no trace of the canal; or they may ha\·e created the 
lower part of the canal, the upper being entirely closed; or there may 
be two cul- de·sacs, one abo\·e and the other below a central partition; 
or the canal may be represented simply by a fibro us cord. 

Acquired atresia likewise varies greatly in form and extent. It 
may result from any one of a number of causes, though prolonged 
pressure of the fetal head is oftener responsible for it than anything 
else. However, any disease or accident giving rise to inflammation, 
ulceration, or sloughing may end either in atresia or stenosis. Such 
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are: vagiuitis, syphilitic ulceration, or ulceration resulting from low 
fevers, the application of strong medicaments, and traumatism. 

Symptoms.-Like imperforate hymen, atresia in itself gives rise to 
no inco1wenience, and it is only when the disorder obstructs the men
strual discharge, or interferes with coition, that trouble is caused. \Vhen 
congenital, therefore, it is rarely detected until puberty, and often not 
until marriage If the uterus and ovaries are developed. there will be 
retention of the menstrual discharge, with all of the symptoms incident 
to that co11ditio11. On the other hand, if the development of these 
organs has also been arrested, the function of menstruation is held in 
abeyance, and the amenorrhea is absolute. In the latter event all signs 
of puberty are wanting: tile breasts do not develop, no hair appears 
upon the mans veneris, and the figure assumes few of the characteris
tics of womanhood. 

If the atresia be acquired, and is the result of parturition, the patient, 
having already menstruated, will suffer from menstrual retention when 
ovulation is reestablished. 

Pllysica/ exploration will, in most instances, enable the examiner 
to determine the nature of the trouble. It is not , however, always so 
easy to determine the presence or absence of the uterus and ovaries. 
If all signs of the molimina are wanting, together with the usual 
changes of puberty, the physician is reasonably safe in concluding that 
they are either absent or arrested in their development. The examina
tion should be conducted as follows: Place the patient upon her back 
and practice recto-abdominal palpation ( p. 112), eucleavoring to press 
the organs toward the finger in the rectum Under anesthesia this is 
sometimes very satisfactory. Next pass a sound into the bladder, 
and direct its tip toward the finger in the rectum. If it come in contact 
with the finger, the evidence is pretty conclusive that no uterus inter
venes. By carrying the point of the sound toward the lower part of 
the rectum the examiner can determine the thickness of the structures 
between the bladder and that organ. This is important in determining 
whether or not an operation is practicable. 

Prognosis .-There are many factors to be considered in dealing 
·with the prognosis of vaginal atresia. It may be stated in a general 
way that the prospects of restoring the canal to its former condition, or 
of making a new vagina, by surgical interference, depend upon the 
amount of tissue inten-ening between the bladder and the rectum. In 
the congenital cases, if there is no vestige of the canal, and if the uterus 
is absent, the possibilities of creating a new vagina are not encouraging. 
Ou the other hand, if the vagina is represented by a fibrinous band 
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leading to the uterus, or if the closure is the result of accident, without 
the loss of too much tissue by sloughing, the prognosis is much more 
favorable. 

Too much, however, must not be promised. I know of nothing more 
trying to either the surgeon or the patient than an attempt to create a 
new vagina. There are few women willing to endure the long suffer
ing incident to such a procedure. Yet, with the coOperation of the 
patient, it is surprising what can be done even in the worst cases. 
When the operation is performed chiefly for the purpose of liberating 
pent-up menstrual discharge it may not be wise to attempt to create a 
canal of normal size; if, however, there be sufficient tissue to permit of 
this without endangering the rectum and bladder, it should be made. 

T reatment.-The question of operative interference in a given case 
of atresia must depend upon circumstances. The occlusion in itself, 
like imperforate hymen, neither endangers life nor gives rise to great 
inconvenience. It is only when it interferes with one or both of the 
functions mentioned-menstrnation and coition-tbat we are called 
upon to decide as to the necessity of au operation. 

There is no question as to the wisdom of operative interference if 
the menstrual blood is retained, and there is a fair prospect of reaching 
it. On the other hand, if the patient has never shown any signs of 
menstruation, probably because of an absence of the uterus and ovaries, 
the sole object of the operation is to make sexual congress possible. In 
the latter case the decision must rest with the patient. I question very 
much the right of a woman thus afflicted to assume the responsibilities 
of the married state if aware of her condition previously to entering 
upon it. Unfortunately, these patients are often ignorant of their 
deformity until an attempt is made to consummate the marriage, and it 
is their inability to consummate it that brings them to the specialist. 
In all instances of the kind we are justified, if it be the patient's wish, 
in making an attempt to create a vagina, as we are also where the 
atresia is acquired, providing there be a fair prospect of success. 

The operation, though not complicated, nevertheless requires care, 
perseverance, and skill. The patient should be thoroughly anesthetized 
and placed in the lithotomy posture, with the hips well over the edge of 
the table. The anatomical relationship is ascertained as accurately as 
possible by keeping the index finger of the left hand in the rectum, and 
the sound, held by an assistant, in the bladder. A transverse incision 
through the skin and cellular tissue is made in front of the anus. It is 
always wise to work as close to the rectum as possible, because, with 
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the index finger in this organ to serve as a guide, there is much less 
danger of penetrating it than there is of penetrating the bladder. 

After the skin is incised cutting instruments should be used as 
little as possible. It is much less dangerous to bore one's way into 
the tissues with the finger, aided, if necessary, by the handle of a 
scalpel. If space will permit, the caliber of the canal should be greater 
than the normal, because of the tendency of the tissues to contract dur
ing the healing process. Such a dissection as this is long and tedious, 
and it may be necessary to complete it, because of the exhaustion of the 
patient, at a subsequent operation. 

The question of penetrating the uterus, if the cervix is found closed, 
will also depend upon the condition of the patient. If the shock is 
already great, because of the duration of the operation, it is best not to 
open the uterus until some future time. 

After the canal has been made or reopened it is to be kept patulous 
by the Sims dilator, or by a strip of iodoform gauze packed into it. I 
prefer the latter method, changing the dressing for the first time at the 
end of forty-eight hours and, subsequently, every twenty-four hours. 
Later on the Sims dilator can be advantageously used. In time epithe
lium forms over the raw surface, and it is surprising how very like 
normal vaginal mucous membrane the interior of a vagina thus made 
becomes. 

The parts must be kept patulous for months by artificial measures1 

and it is this procedure which greatly taxes the endurance of the 
patient. She should be instructed how to insert the Sims dilator, which, 
if too painful to be worn continuously, should be left in for an hour 
twice a day. Specular dilatation from time to time may be necessary. 

Puncture through the rectum or above the pubes, for the purpose ot 
reaching the retained discharge, is hardly a justifiable operation except 
in extreme cases. I dislike always to drain any ca\'ity into the rectum 
if such a procedure can possibly be ayoided. Fecal contamination is 
almost inevitable and the principle of drainage is wrong. Nevertheless, 
if the tumor bulges into the rectum, and the tissues corresponding to 
the \·aginal tract are limited, this may be the only resource. 

\Vhen it is not possible to restore or create a vagina, and the uterus 
and o\·aries are present, oOphorectomy, or oOphorotomy and hysterec
tomy, may be called for. 

OrER .\TION FOR THE CREA'fION OF A Nr~w VAGINA. 

CASE !.-Patient ret. 22, brought to me by Dr. Chamberlain, of 
Tiffin, Ohio. Has never menstruated, though the menstrual molimina 
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occur regularly every four weeks. A pre,·ious attempt had been made 

to create an opening, but without success. Examination under ether 

revealed the uterus absent, but two small bodies were felt on either side, 

which resembled imperfectly developed ovaries. A new vagina, five 

inches in depth, was made by incising the tissues laterally between the 

anus and the fourchette in front; then with the finger and scissors the 

dissection was carried upwards for a distance of five inches. This was 

kePt open with gauze until she left the hospital, four weeks later, when 

a vagina four inches in depth and an inch and a half in diameter was 

left. Her physician was instructed to keep the new vagina open. She 

is to be married soon, and it is for this reason that she was anxious to 

have a new vagina made. She says that she is exceedingly passionate. 

Her breasts are well developed, and her external sexual organs are 

perfect. I ex.plained to her that the operat ion would not relieve the 

periodical distress, which is probably the result of ovulation. She has 

promised to return later and have the O\'aries removed, should this pain 

become more severe. 

DOUBLE VAGINA. 

Double vagina is occasionally met with as one of the anomalies 

of development. In most instances it is as.sociated with a double 

uterus, though not always. The septum dividing the two vaginre 

may be complete or partial, and consists of a double layer of mucous 

membrane, separated by more or less muscular tissue. Where the 

septum is incomplete it may be found stretched across the upper, mid

dle, or lower part of the ,·agina. Sometimes it is perforated. 

The two sides of a double vagina are usually of unequal size, one 

being much smaller than the other . This is always the case when the 

double canal leads up to a one-horned uterus, the side corresponding to 

the absent cornu remaining rudimentary. On the other hand, when 

the uterus is double, both sides may be fully developed. Each half is 
generally guarded by a hymen. 

Hunter Robb* reports an interesting case of double vagina. The 

smaller of the two tubes terminated in a fluid sac and was not connected 
with the uterus, which was normal. 

DOUBLE HYMEN. 

This rare condition has been met with in different forms . The two 

hymen may be placed one immediately above the other 1 or the upper 

*New York Medical journal, September, i894. 
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one may be high up, close to the cerdx. The latter condition some
times is \·ery confusing, as was the following case: ).frs. -, ~t. 28, 
was referred to me by Prof. Walter Wesselhreft , of Boston. As a girl she 
was strong and vigorous, never having suffered from dysmenorrhea; after 
marriage, soon after which she became pregnant, there was uot the 
slightest history of dyspareunia. Pregnancy progressed in a perfectly 
normal way, and at the end of gestation Dr. Wesselhceft was called upon 
to care for her in labor. To his surprise lie found at the upper part of 
the vagina a septum, through which lie could not pass the finger. If 
an opening existed, which must have been the case to have permitted 
of conception, it could not be detected by the examining finger. The 
septum was cut through and the labor terminated by forceps. The 
patient made a good recovery, and in due time came to l\lichigan to 
reside, when she placed herself under my care. I made au examina
tion twelve months after delivery. The upper part of the vagina was 
narrowed and the septum referred to was perforated by au open ing 
about one-quarter of an inch in diameter. The edges of it were thick and 
indurated and the cervix impinged upon its upper border. The cervix 
was badly lacerated, everted, and eroded, \\'hich coudition 1 together 
with the obstacles interposed by the septum, led me to think, on mak
ing the first exam ination , that there was a double uterus. A second 
examination, however, convinced me that this was not the case. The 
uterine catarrh was perpetuated by the retained secretions above the 
septum , and the patient suffered more or less in a general way as a 
result of this. The preliminary treatment consisted of frequent douches 
and the application of the compound tincture of iodin twice a week; 
after these applications a strip of iodoform gauze was packed about the 
cervix above the septum. The gauze afforded good drainage and the 
improvement was rapid. My intention was to entirely remove the 
septum and to repair the cerdx in the usual way. \Vhen I came to 
operate I found, to my surprise, that the septum was composed of a 
duplicature of the vagina, folded upon itself in such a way that the 
bladder and the Douglas cul-de-sac were turned into it. My first in
cision opened into the peritoneal cavity through the cul-de-sac, so that, 
after carefully closing it, I desisted from further efforts to remove the 
septum. I enlarged the opening by nicking it, and with much difficulty 
succeeded in repairing the cen·ix. The patient made an uneventful 
recovery and is now quite well. 

\T AGIN AL CYSTS . 

1'hese sometimes form in the vagina and vary in size from a walnut 
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to an orange. They may result from the persistence of Gartner's ducts, 
or from occlusion of some of the muciparous follicles. In the first in
stance they are found on the anterior vaginal wall at its lower part; if 
formed by the distention of muciparous follicles they are located in the 
fornices of the vagina. They contain a limpid fluid which sometimes 
becomes viscid. When located on the anterior vaginal wall care must 
be taken not to confound them with cystocele. The introduction of a 
catheter will enable the physician to differentiate the two conditions. 
The treatment is very simple: They shou ld be cut iuto, evacuated, and 
packed with gauze previously dipped in a solution of iodin; or the cyst 
may be removed by careful dissection, the resulting wound being closed 
by superimposed layers of catgut. 

FIBROID TUMORS OF THE VAGINA . 

Fibro-myomatous tumors of the vagina are occasionally met with. 
They may be either sessile or pedunculated . When sessile they lie in the 
vaginal wall, as do cysts, and occasionally they are edematous and soft. 
It may be impossible to differentiate them from cysts except by aspira
tion. As time goes on they may become pedunculated, or necrosis 
may destroy the capsule and spontaneous extrusion from the vulva take 
place. 

The treatment is purely surgical. When non-pedunculated, they 
should be enucleated and the capsule closed from below with superim
posed layers of catgut. When pedunculated they should be cut away 
and the pedical either ligatured or seared with the Paquelin. 

CARCINOMA OF THE VAGINA. 

Primary carcinoma of the vagina is an exceedingly rare disease. It 
is usually secondary to cancer of the uterus, rectum, blaclder1 vulya or 
urethra. It may result from metastasis from malignant involvement of 
distant parts. I have during the last year met with a case of primary 
vaginal cancer. 

Primary cancer of the vagina occurs in two forms:-
I. Papillary epitbelioma; and, 2, Diffuse carcinomatous infiltration 

of the vaginal walls. 
The causes are probably those which are active in the production of 

carcinoma of the cervix. Irritation from improperly fitted vaginal pes
saries may give rise to the disease . It is rarely met with previous to 
the age of thirty years. 

The progress of the disease is rapid. Ulceration is early; fistulous 
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communication with neighboring organs is common; and in due time 

all of the pelvic organs are implicated to a greater or less extent. 

The chief symptoms are pain, hemorrhage and an offensive, ichorous 

discharge. Occasionally the first symptom which calls the patient's 

attention to the vagina is the stenosis which interferes with intercourse; 

or the disease may not be detected until labor sets in. In time the 

functions of the bladder and rectum are interfered \vith. 

On physical examination there will be found either a cauliflower 

growth (papillary epithelioma), or a firm sessile tumor immovably 

fixed. 
In diffuse carcinomatous infiltration the whole canal bas a brawny 

sensation and its caliber is more or less obstructed and sometimes 

completely occluded. When ulceration is established hemorrhage is 

easily excited. The characteristic offensive discharge is rarely want

ing in the later stages of the disease. 
Papillary epithelioma can only be distinguished with certainty from 

benign growths by the microscope. The malignant growth is more 

brittle and is characterized by a greater tendency to hemorrhage. The 

microscope will also have to be relied upon in differentiating car

cinoma from sarcoma. 
Only by early and radical operative interference is there the slightest 

chance of eradicating the disease. Unfortunately, it will have usually 

progressed beyond the operati,·e stage \:iefore it is detected. Should it be 

secondary to carcinoma of ueighboring organs, an operation, other than 

palliative, will of course be useless. As in all operations for malignancy, 

the knife should extend well into healthy tissue, even though the 

rectum or parts of the bladder ha\'e to be incised. If possible the 

wound should be closed and an effort made to secure primary union. 

\Vben the disease has ad,·anced beyond the curative stage the patient 

may be made more comfortable and life prolonged by removing as much 

of it as possible with the Paquelin or galvano-cautery. Any of the 

measures recommended for inoperable carcinoma of the uterus may be 

tried. 
Tuberculosis of the vagina is also a rare disease, though more 

common than is tuberculosis of the vulva. It is usually associated with 

tubercular im·olvement of the uterus. 
The nodules are oftener located on the posterior wall. In time they 

may undergo caseous degeneration and ulcerate. They may result in 

fistulre which communicate with the rectum, bladder and urethra. 

Tubercle bacilli are found in the discharge. 
The treatment does not differ from that recommended for tuberculosis 
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of the vulva. In operating for tuberculous fistulre a wide area of tissue 
should be removed. 

HERMAPHRODISl\I . * 
This term is applied to that congenital condition of the sexual organs 

in which the ovaries and testicles exist in the same individual. True 
hermaphrodism is extremely rare, yet undoubted cases of it have been 
recorded. That of Katharine Hoffman is a well-known instance. 

Both ovaries and testicles, or but one of each, may exist in the same 
person. This constitutes true hermaphrodism, and, as I have already 
said, is an extremely rare condition. Pseudo- or false hermaphrodism 
is, on the other hand, much more common. Here, owing to malforma
tion, the external genitals resemble more or Jess closely the sexual 
organs of the opposite sex. Thus hypospadiasis in the male may so 
divide the sexual organs as to make them resemble the vulvar cleft in 
the female; or the clitoris in the female may be so enlarged as to re
semble the penis1 while the labia minora, because of their close prox
imity1 are mistaken tor the scrotum. If the individual be a male1 the 
testicle will, in most instances, be found in the structures simulating 
the labia and scrotum. It must, however, be borne in mind that the 
testicles may not have descended; and that the ovaries may find their 
way into the pudeudal sac. These confusing factors may make it im
possible to determine the sex unti l the age of puberty is reached. The 
menstrual function will then assert itself if the patient be a female, and 
the breasts, the face, the form, the voice, etc. 1 will serve as distinguish
ing features. Sometimes the uterus and ovaries can be palpated 
through the rectum. \Vhen called upon to determine the sex of au 
infant too much care1 for obvious reasons, cannot be exercised. 

*"Hermaphroditus was fabled to be the son of 1-lermes (or Mercury) and 
Aphrodite (or Venus), and to have united both sexes in one person.''-josepk 
Tlzomas. 



CHAPTER XXVI. 

VAGINlTlS. 

The mucous membrane of the vagina is perhaps oftener attacked by 
inflammation than any other mucous membrane of the body. When 
thus affected it is known as vaginitis, colpitis, bienorr!tagia, or blenor
rhea. These several terms are used synonymously by different writers 
to indicate the various forms of inflammation attacking this organ. 

Anatomy.-The peculiar structure of the vagina is one of the 
reasons why it is so frequently the seat of inflammation. It extends 
from the ostium vaginre to the cerdx uteri and consists of three coats 
-fibrous, muscular, and mucous. The fibrous and muscular coats are 
attached to the ischio-pubic rami, constituting a part of the perinea} 
septum. The mucous membrane is lined with squamous epithelium. 
The posterior wall is about four inches long being twice the length of 
the anterior. This throws the anterior wall into transverse rug~. 

which greatly increase its mucous surface and form nidi for the recep
tion of virus ( Fig. IO) . 

Neumann doubts the existence of true muciparons follicles in the 
vagina.* Von Preuschen maintains that they do exist, but that they 
are limited to the upper portion of the vagina. There is, however, no 
question regarding the existence of numerous papillre which cover the 
folds or rugre. 

Varieties.-Vaginitis may be divided into six forms: 1. Simple; 
2. Specific or gonorrheal; 3. Granular or papillary; 4. Emphysema
tous; 5. Vesicul:ir; and 6. Senile or adhesive. So-called diphtheritic 
vagiuitis is a condition characterized by a diphtberitic deposit upon 
the mucous membrane of this canal which attends some epidemics of 
diphtheria and puerperal fever. 

SIMPLE AND SPECIFIC V AGINITIS. 

While these two forms of vaginitis result from entirely different 
causes-the specific always being due to gonorrheal infection-yet 
clinically it is often impossible to differentiate thel\1. I therefore deem 

* Dculsclle medicinisclle 1Voc/1ensc/1rift, 1890. 
403 
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it more practicable first to study their clinical manifestations conjointly, 
referring in conclusion to the differential points given by \·arious 
authors. 

The causes may be enumerated as follows:-
1. Contact with specific poison; 
2. Contact with various irritating and mechanical agents used for 

disinfecting or examining purposes; 
3. Contact with discharges from the uterus or from abscesses open-

ing into the vagina; 
4. Undue exposure; 
5. Excessive coitus; 
6. Disordered blood states resulting from phthisis, the exanthemata, 

etc. ; 
7. Traumatism due to parturition, the use of pessaries, etc. 
Simple and specific vaginitis may run either an acute or a chronic 

course. The simple is often met with as a secondary affection, resulting 
from extension of inflammation of contiguous structures, or from contact 
with discharges issuing from the uterus or pelvis. Undoubtedly the 
condition of the system has much to do with the acuity of the symp
toms. A simple chronic vaginitis may have existed for an indefinite 
period in one otherwise perfectly well, when, if for any reason the 
patient's vitality is reduced to a certain point, it will assume the form 
of an acute inflammation upon the slightest provocation. The acute 
form, unless arrested by proper treatment, rapidly passes into the 
chronic. 

Pathology.-The characteristic changes attending inflammation of 
any of the mucous surfaces, modified only by the anatomical structure 
of the parts involved, take place in vaginitis. The parts are at first dry, 
hot, and congested. This congestion is, in due time, relie\·ed by an 
exudation, which is at first serous but, in a few days, becomes purulent. 
The duration of the first stage is Yariable-from a few hours to several 
days. The extent of tissue inyoked depends both upon the cause and 
the vitality of the patient. Thus the invoh-ement is usually greater and 
more serious in specific than in non-specific inflammationi and the 
sub-mucous structures are more apt to be implicated when the affection 
occurs as a complication of the exauthemata, or puerperal fever. A 
true phlegmonous process may be inaugurated by the itwokement of 
the deeper structures. Not infrequently the epithelium is shed in 
patches, leaving the underlying surfaces exposed; or occasionally the 
entire epithelial layer of the vagina is cast off en masse, owing to the 
intensity of the disease. Griffiths (Brit. filed. Jour., June, 1894) be-
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lie\·es that the nervous system is at fault in "membranous vaginitis. 11 

This opinion is based upon the fact that it occurs oftener in the neurotic 
aud that there is frequently associated with the discharge of membrane 
a pustular rash. The inflammation may extend over the entire mucous 
area of the vagina, as well as that of the vulva and urethra, or be lim
ited to the nginal fornices. 

Symptoms.-Tbe intensity of the symptoms depends in large meas
ure upon their acuity . The onset of an acute attack is usually charac
terized by a slight chill or chilliness. This is soon followed by a sensa
tion of beat or burning in the region of the vagina or vulva, which is 
often Yery intense. There is heaviness and frequently an aching sensa
tion in the pelvic region, which extends down the thighs or radiates 
upward. Sooner or later a more or less profuse discharge occurs, which 
is often exceedingly excoriating and gives rise to intense pruritus. 
Dysuria, from involvement of the urethra, is a frequent complication 1 

and when the cause is gonorrheal infection it may be most distressing 
and obstinate. 

The local symptoms become less marked as the disease assumes a 
chrouic form, until finally they disappear entirely. The discharge may, 
however, continue in the form of a 1eucorrhea for an indefinite length 
of time after the local suffering ceases. 

PltJ•sical exploration wilt reveal one or all of the changes mentioned 
under the head of pathology. If the examination be made during the 
first stage of the disease the parts will be found hot. dry, and tender. 
Later on they are bathed in a profuse secretion of purulent matter, 
which escapes upon separating the labia. Ry drawing the finger along 
the tract of the urethra pus is often forced from it.* A specular ex
amination will usually reveal abraded patches, or, possibly, the evi
dences of true ulceration. Im·olvement of the cervix is also frequently 
observed. During the acute stage a specular examination, because of 
the pain produced, is hardly justifiable. Later on this instrument is 
useful in differentiating enclometritis and pelvic abscess from vaginitis. 
Pelvic abscess opening into the vagina has more than once been mis
taken for vaginitis. These cases, because of the fact that vaginitis is 

In this connection the obsen·ations of Horand are ,·aluable (L' Union 1l!Cdical, 
Aug., 1889). Of 483 women examined there was a urethral discharge in 143. 
Horand, while believing that it was frequently due to gonorrhea, maintains that 
such discharge often results from a simple folliculitis. This discharge is occasion
a.lly seen in virgins with absolutely no signs of inflammatory involvement of either 
the urelhra or the vagina. 
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frequently excited by the discharge from the absces.s, are often mis

leading. 
Differentiation Between Simple and Specific Vaginitis .-This 

question has already been discussed in Chapter IV., to which the 

reader is referred. It must be admitted that few investigators are as 
sanguine as Aubert, whose opinion is there given, in relying upon the 

gonococcus of Neisser as furnishing conclusive evidence of the specific 
nature of \·aginitis. Thus, Vibert and Bordas* affirm that gonococci 
are practically indistinguishable by any means yet known to us from 

other forms of micro-organisms, and that there is no way by which, 
in medic6-legal cases, the two forms of inflammation can be· dis

tinguished the one from the other. Currier t believes that specific 
vaginitis is always caused by the gonococcus of Neisser1 but admits 
that it is not always present in gonorrheal pus; Ollivier asserts it as his 
belief that in the present state of knowledge we cannot absolutely 
demonstrate the infectious principle of gonorrhea; and finally 1 Thomas 

and MundC, in their latest work,! affirm that differentiation between 
the acute and subacute forms of the two affections can seldom, if ever, 

be made. Henry Heinman, II on the other hand, affirms that the gon
ococcus of Neisser is never present in the normal urethra. It is, how
e,·er, necessary, according to Heinman, to resort to the Gram stain 
( p. 83) in order to differentiate the diplococci found in the normal 
urethra. He believes that in specific vaginitis the gonococcus found is 

identical ·with that found in specific male urethritis, and that " the ex
periments on the human urethra confirm the belief in the specific 
pathogenic power of the gonococcus (Neisser) ." 

All of the authorities quoted are quite agreed that the cause of 
specific vaginitis is always a specific discharge, though nearly if not 

quite all admit that non-specific vaginitis occasionally gives rise to 
urethritis in the male. There certainly exists much confusion regard
ing the subject, and the medico·legal expert should give his testimony 

with a good deal of caution. In cases of rape, for instance, or where the 
chastity of a girl or a woman is at stake, the responsibility of the medi
cal expert is very great. It is no small thing to ruin the reputation of 
either a man or a woman by evidence based upon a pathology as yet 
unsettled. 

There are, however, symptoms other than those obtained by micro-

*Le 11ff!deci11e Jlloderne, Paris, 189<>. 
t Medical News, 1889. 
i Op. cit. 
II l\'ledical Record, June, 1895. 



scopical examination of the pus which will at least lead the physician 
to suspect the form of vaginitis met with. Of first importance is the 
infectious c/1aracler o_f the discharge. There is no question but that 
specific vaginitis is infinitely more liable to excite urethritis in the male 
than is the simple form. In proof of this, it is only necessary to re
mind the reader of the frequency of vaginal catarrh in married women, 
and the comparatively few cases of urethritis in the male resulting 
from the same; whereas, a single cohabitation with a prostitute who has 
specific vaginitis will, in at least a goodly per cent. of cases, give rise to 
virulent urethritis. 

The acuity and intensit)' of the symptoms will lead us to suspect the 
specific nature, though simple vaginitis not infrequently runs a course 
quite as acute and virulent as the specific form. 

Urethral complications occur oftener, as has been shown, in the specific 
form of the disease. Indeed, the inflammation may, in gonorrhea, be 
confined almost entirely to the urethra. 

Other circumstances should be noted. For instance. if the foregoing 
symptoms suddenly develop in a woman who has never before suffered 
from a vaginal discharge, we are at least warranted in suspecting 
gonorrhea. On the other hand, if a girl preserves all of the evidences 
of virginity, as shown by the hymen, etc., and if her reputation is 
such as to make illegitimate intercourse improbable, we ought at least 
to give her the benefit of the doubt, and consider the case one of simple 
vaginitis. 

Course and Termination.-Gonorrhea was supposed to be a self
limited disease. Until 1873, in which year Noeggerath wrote a most 
startling paper on the subject, its remote effects in the female were con
sidered most insignificant. In the paper referred to Noeggerath makes 
the following affirmation: 11 * * * I believe that I do not go 
too far when I assert that of every one hundred wives who marry hus
bands who have previously had gonorrhea, scarcely ten remain healthy; 
the rest suffer from it, or some other of the diseases which it is the 
task of this paper to describe. And of the ten that are spared, we can 
positively affirm that iu some of them, through some accidental cause, 
the hidden mischief will sooner or later develop itself.' ' 

There can be no doubt that gonorrhea is frequently responsible for 
perimetric inflammation and pyosalpinx. I have many times been 
able to trace these lesions to this source, and while engaged in writing 
this chapter, I had occasion to operate for Dr. E . F. Chase, of Dexter, 
Mich., on a patient who presented the following history: Though 
married, she was but seventeen years old, and not well developed for 
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one of her years. Previously to marriage Dr. Chase had treated the 
husband for gonorrhea, and all discharge had ceased. Soon after 
marriage, however, the patient was taken with se\·ere inflammatory 
symptoms, accompanied \vi th agonizing pain in the pelvic region. Her 
symptoms grew from bad to worse, the temperature running ,·ery high 
and presenting all the characteristics of pyemia; the pulse became more 
and more rapid, and her general appearance clearly indicated a fatal 
termination if the progress of the disease were not arrested. . 

An examination under chloroform revealed the usual board·like 
hardness of the pelvic roof. I opened the abdomen two days after 
making the first examination (about six weeks from the onset of the 
first symptoms) and dug the distended tubes and the friable ovaries 
from a mass of inflammatory exudates. l\lany intestinal adhesions 
were separated, the abdomen washed with sterilized water, a drainage 
tube inserted, and the wound closed. The patient came near dying 
from shock while on the table, the operation requiring fifty minutes, but 
rallied, only to succumb fifteen hours later. 

Cases like the above, I am sorry to say, are only too common. There 
was no history of traumatism or of other possible cause of the mischief. 
The symptoms came on insidiously and were preceded by a vaginal 
discharge. 

Noeggerath is probably right in maintaining that gonorrhea may 
remain latent in both the male and (emale for almost an indefinite 
length of time. Lawson Tait, in support of the teachings of Noegge· 
rath, contends that gonorrhea is responsible for infinitely more suffer
ing, and is infinitely more serious in its consequences, than is syphilis. 
More recently, however, there is a tendency to question the sweeping 
assertion of Noeggerath and Tait as to the almost inevitable transmis· 
sion of the disease from the male to the female. Gonorrhea in the 
male is, unfortunately, too common to justify it. Bantock, of London, 
who has certainly had extraordinary opportunities for observation, 
informs me that, in England at least, Noeggerath's statement does not 
hold good. 

While admitting, then, that specific vaginitis frequently does give 
rise to serious and often fatal pelvic complications, it is possible that 
both forms of the inflammation may nw their course without extending 
above the vagina. 

GRANULAR OR PAPILLARY VAGINITIS. 

Definition.-These terms have been applied to a form of inflamma· 
tion attacking the vagina characterized by a hypertrophy of the vaginal 
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papillre. It may be secondary to simple and specific rnginitis. For 
a long time it was supposed to be a hypertrophy of the muciparous 
follicles, but, if the teachings of Xeumann are correct, these follicles, if 
they exist at all in the vagina, are \·ery limited. The papillre, on the 
other hand, are found scattered oYer the trans\•erse folds in large 
numbers, and, in all probability, the grauular appearance which charac
terizes the disease is due to their enlargement. 

Fie. ior. 

GRANUL.\R V . .\GINITrs. (Ruge.) 

There is a certain resemblance. between granular vaginitis and follicu
lar n11vitis. Both are much oftener met with during pregnancy, and 
both commonly continue until utero-gestation is terminated. A follicu
lar vulvitis frequently implicates the rngina, and, conversely, I have 
seeu granular vaginitis ending in the former condition. The physio
logical congestion of pregnancy tends to produce both disc~ses. 

It is by no means peculiar to the pregnant state, howe\·er. One of 
the worst cases that I e\·er met with occurred in a virgin twenty-six 
years of age. The impression obtained on digital examination was not 
unlike that experienced on scraping the finger over the surface of a 
beef's tongue. 

Symptoms.-The symptoms do not differ essentially from those of 
the two forms of vaginitis already studied. In the cases coming under 
my obsen-ation the acute manifestations were not so marked, but the 
irritation and pruritus were infinitely greater. The enlarged papill~ 
can be plainly seen and felt ( Fig. 101 ). They extend from the ostium 
vaginre to the cervix, and sometimes stud the entire surface of the latter. 

Empltjisemalous aud vesicular vaginitis are varieties of the disease 
rarely met with. In emphysematous vaginitis gas forms in the lym-

27 
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phatics and the spaces of the connecth'e tissue at the upper end of the 
vagina. It, too, is oftener met with in pregnant women. 

Vesicular vaginitis is characterized by the formation of round vesi
cles over an inflamed area. These burst and leave behind raw surfaces 
of variable size whose edges are sharply defined. 

Maher (Afedical R ecord, March, 1894) describes a new disease of the 
vagina \vhich he terms 1

' perh'aginitis simplex." Its chief character
istic is a brawny hardness of the perinea! body and vaginal walls 11 so 
that the vagina forms a rigid tube, all agape 1 with the cervix and os 
uteri distinctly visible at the upper end." 

Maher believes the pathology to be inflammation of the perivaginal 
tissues, with induration. Some ten years ago I met with a case whose 
symptoms corresponded to the disease described by Maher, which is the 
only one of the kind I have ever met with. The patient was exceed
ingly nervous, the parts were very tender, and for a time I feared ma
lignant infiltration. The usual local treatment failed to impress the iu
duration. 

Smile vaginitis is dealt with in Chapter XXVII. 

TREATMENT OP \'AGINITIS. 

The treatment of the three chief varieties of vaginitis which have been 
considered is so much the same as to make a separate consideration of 
each unnecessary. During the acute stage quiet must be observed, the 
patient being confined to her bed for two or three days. Aconite, bel
ladonna, and cantharis are the remedies oftener useful in controlling the 
pain and the slight fever present. Frequent douching of the vagina 
with a hot salt solution ( normal ) will not only relieve the local distress 
incident to this stage, but will many times shorten the duration of the 
disease. If the itching is very intense, a saturated solution of boric 
acid may be substituted for the salt solution, and one of the applica
tions recommended for pruritus vulvre ( v. Chapter XXIII.) may be 
utilized. The douches should ·be repeated every five or six hours. If 
persevered in for several days, this treatment, combined with proper 
Test, will accomplish a cure in many cases. As the disease becomes 
more chronic a 1 :3000 bichlorid douche should be substituted. The 
injections, whatever medicament is used in the water, must be thor
oughly made according to the method described in Chapter X. Later 
on, when the discharge assumes a purulent character, a solution of 
caleudula and glycerin can be advantageously used after the parts have 
been washed with a 1 :4000 bichlorid solution. 

When the acute symptoms have subsided the douches need not be 



411 

administered oftener than twice a day. I then apply the nitrate of sih-er 
after the method described by Skene. The parts are exposed by the 
aid of a Sims speculum, douched with a 1 :3000 bicblorid solution, and 
a one-grain solution of the silver sprayed with a good atomizer over the 
whole vaginal surface. The force of the atomizer causes the fluid to 
come in contact with the vaginal fol<ls much more thoroughly than is 
possible by simple applications, and makes the stronger solutions un
necessary. This treatment is repeated once a day until the pain is re
lieved, after which the so-called " dry treatment" of Engelmann is to 
be substituted for it. This consists of various preparations of powder 
sprinkled upon dry tampons, which are inserted in such a way as to 
keep the opposing vaginal walls separated . For this purpose I prefer 
iodoform one part to boric acid five parts. The tampons should not be 
worn longer thau twenty-four hours, when they are removed, the 
vagina washed with a douche of warm water and borax ( a drachm 
to the quart) and new ones substituted. The treatment is persevered 
in until a cure is accomplished This simple method has proved more 
useful iu my hands than any other yet experimented with . 

Skene prefers a powder composed of equal parts of prepared chalk 
and subnitrate of bismuth. 

Granular t 1aginitis is the most obstinate of all forms to treat, but 
when it occurs as a complication of pregnancy it usually terminates 
with the pregnancy. Montgomery recommends the thermo-cautery 
for the purpose of destroying the papilla:. Unless used with the utmost 
caution this strikes me as a dangerous expedient. 

The parts should be kept clean and the opposing vaginal walls sep
arated by tampons of borated cotton medicated with the iodoform and 
boric acid powder. 

In emphysematous vagiuitis no treatment, other thau cleanliness, is 
called for . In the ,-esicular form the cysts should be punctured and 
their bases touched with the compound tincture of iodin. 

Le,·y treats vaginitis by means of electricity, the an node of a galvanic 
current, filled with salt water, being introduced into the vagina. He 
uses a current of from twenty-fi,-e to eighty milliamperes twice a week. 

When any of the varieties of vaginitis become chronic and there is 
much relaxation of tissue, applications of tannin and alum are often 
decidedly beneficial. 

Therapeutics of Vagi11itis. 

A conit e .-Non-specific vaginitis resulting from cold, especially in 
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the beginning of the attack; painful urging to urinate; the vagina is 
bot, dry, and seusith·e . 

Belladonna.-Shooling pains in internal organs al et.'CYJ' step; dry
ness of vagina, with burning and stinging; URGING, AS IF EVERY

THING WOULD BE FORCED FRO:U THE VULVA; aggravated by sitting 
bent and walking; ameliorated by lying down and sitting erect; fever 
wit!t marked cerebral symptoms. 

Mercuri us cor.-lnjlammalion ef ·vulva; vagina swollen, red, hot, 
with discharge of watery mucus, then of mucus tinged with blood; 
forcing downward as in labor; slight hemorrhage from vagina. 

Cantharis.-Swelfiug efvulva and 'l'agina, wit!t irritation,· burniug 
in vagina and vulva, with a thick, white discharge; swelling of neck of 
uterus, with burning in bladder~· DVSURL\.; pruritus of \·agina; menstru
ation too early, with great soreness of breasts. 

Sepia.-Soreness of labia, perineum, and bd•~·cen thighs, 'lt.'l'fll red
ness; yellow leucorrhea, ACRID BEFORE .:\!ENS ES, WITH SORENESS OF 
PUDENDA; pundent leucorr/zea; symptoms of pressure as if everything 
would protrude from the \·ulva, with all-gone sensation. at pit of stomach. 

Hydrastis Can .-Chronic specific vaginitis associated with ulcera
tion of the cervix and prolapse of the uterus; /flick, tenacious leucor
r!tea; vaginitis is associated with great prostration and palpitation, or 
with dera11gement of the liver, givi11g rise to constipation, hemor
rhoids, etc. 

Kreosote.-lTCIIING AND SMARTING IN" THI~ VAGINA, WORSE AT 
NIGHT; GENI'.rALS SWOLLEN AXD HOT; ON URINA'rING, SORF. PAIXS IN 
VAGINA; 1.:oluptuous irritation deep in vagina; white discharge from 
vagina preceded by pain in small of back; yellow lcucorrhea staining 
linen, with weakness iu legs; great acridif)1 of leucorrhea, which causes 
ilc!ting and biting of external genitals. 

Arsenicum.-Shooting pains from the abdomen into the vagina, 
with profuse yellow, corroding leucorrhea; sudden profuse discharge of 
dark blood from vagina; menses too early and too profuse, or pale and 
scanty; PROSTRATION' AND E~CACIATION. 

Calcaria carb.-Scrofulous diathesis~· MENSTRUATION TOO EARLY 
AND TOO PROFUSH; general weakness with exaggerated desires; con
stant aching in the vagina, profuse leucorrhea like milk; burning in 
labia before menstruation; discharge of bloody water from vagina in 
elderly women, witli pain in small of back, as if menses would appear. 

Helonias.-Offensive leucorrheai very little exercise tends to pro
duce a flow of blood; vaginitis with uterine prolapse and a sensation as 
though there were a heavy weight over the chest, on the sternum, or 
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a feeling as though the chest had been gripped in a vice ( Farrington) ; 
persistent itching about the genitals, with or without the formation of 
blisters or sorCSi aphthous \'aginitis and erythe111a of external genitals 
( L. L. Danforth ) . 

T huja.-Extreme sensitiveness of vagina: mucous leucorrhca; cauli
flower excrescences, bleeding freely; condylomata which are moist, 
suppurating, and give rise to an exceedingly offensive discharge. 

Sulphur.-Menses too late, of short duration, or suppressed; bear
ing down iu \' ulva toward genitals; leucorrhea of yellow mucus, cor
roding and preceded by pains in abdomen; tendency to eruptions. 

Cousult:-Rhus tox., conium, kali carb., croton tig., cimicifuga, 
gclsemium, and kali mur. 



CHAPTER XXVII. 

SENILE OR ADHESIVE VAGINIT IS . 

Gener al Considerat io ns and H istory .-Dr. A lfred McC1intock, 
at the June, 1870,* meeting of the Dublin Obstetrical Society, pre
sented a paper entitled "Senile Contraction of the Vagina," in which 
he describes certain pathological changes corresponding to those result
ing from the type of inflammation designated by the title of this chapter. 

F1G. I02 . 

SECTION OF VAGINA; c, c, Cicatricial Bands.t (Wood.) 

Dr. McClintock first refers to the frequency of contractions, contor
tions and occlusions of the vagina resulting from cicatrices and ad
hesions. These sequel~ of inflammation and sloughing of the vagina 
are familiar to all practical gynecologists and obstetricians, as are also 
those minor forms of contraction resulting from projecting transverse 
folds, which present to the finger a sharp, crescentic edge like that 
shown in Fig. 102. 

*Dublin Quarterly Review, vol. L., p. 17. 
t The patient from whom this illustration was taken presented herself at my 

clinic with complete laceration of the perineum, the rent in the recto-Yaginal 
septum extending to the first cicatricial band. Before the laceration could be 
repaired l found it necessary to overcome the coutractious by cutting them and 
dilating the vagina. l\Iy object in presenting this cut is to show, by contrast, the 
difTerence between this not unusual form of contraction and cicatrization and the 
rarer types seen in Figs. 103 and m5, which McClintock and two or three other 
writers have described under different names 
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In the paper referred to, the writer next reminds the reader of the 
well-known fact that the upper part of the vagina is, normally , both 
capacious and distensible. In both married women and in virgins the 
finger can be passed freely into all of the fornices, between the cervix 
and the vaginal wa11s. In the peculiar form of vaginitis under con
sideration the conditions are quite altered. ''There is,'' says McClin
tock, "a progressive diminution of the caliber of the vagina-not 
throughout its entire extent-but commencing at its summit and slowly 
advancing downward. When the contraction has reached the level of 
the os tincre, the introduction of the finger into the vaginal cul-de-sac 
around the cervix becomes quite impossible, this part (cervix ) being 
so closely embraced by the broad, ribbon-like structure. With the per
sistent increase of the constriction the os and cervix become quite en
capsulated, and beyond the reach of touch or sight. The foramen 
through the stricture, in two of my cases, was so small as barely to 
admit a probe, and might very readily have been mistaken for the os 
uteri itself. How much lower down this process of contraction may 
extend I cannot at present say, the cases which have longest been 
under my observation being married women, and I should imagine that 
sexual intercourse ·would tend to hinder or retard the progress of the 
contraction downward. " 

Simpson,* in a chapter cleYoted to "Closure and Contraction of the 
Vagina as a Result of Inflammation, and Independently of Pregnancy," 
introduces his subject by describing, first, those forms or vaginal in
flammation occurring oftener in children, and which result in contrac
tion and closure of the canal at its lowest point. This form of inflam
mation is also frequently met with and is easily recognized. I desire, 
ne,·ertheless, to quote in detail from Simpson: t "You may meet like
wise among adults with cases of a kind of adhesh·e or obliterative 
vaginitis of an analogous type. But the disease in adults differs from 
the disease in infants in one or two important respects. In infants the 
inflammatory clo~ure is usually limited to the very orifice of the vagina, 
and produces complete occlusion of the canal. In adults it generally 
commences at the upper part of the vagina, and spreads gradually 
downward, and seldom causes complete closure. In infants there is 
commonly cohesion merely of the opposed sides of the orifice of the 
vagina, without any tendency to circular contraction in the caliber or 
circumference of the orifice. In adults , on the contrary, a state of in-

*"Diseases of \Vomen," vol. III, p. 269. 
t Ibid., p. 26o. 
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flammatory cohesion and obliteration is almost always attended with a. 

simultaneous tendency to circumferential contraction or the canal at 

the site of the disease, so that when it is limited, as it often hi, to the 
top of the vagina, the os uteri is felt drawn up, as it were, to the apex 

of a narrow, conical, or funnel-shaped cavity. * * * There is 
evidently a tendency in some rare cases to the occurrence of oblitera
tive inflammation of the uterine canal itself; for in the instances I refer 

Frc. 103. to you may open up the canal repeatedly with 
the uterine sound, and yet the p:ttients will oc
casionally come back to you with perfect 
amenorrhea, and when you pass the sound 
along the canal you will have the sensation 
imparted to you of the instrument separating 
the adherent surfaces, just as you can feel the 
adhesions of the vagina separating under the 
pressure of the finger." 

McClintock 1 s paper was published in 1870. 
Simpson1s work was not issued until 1872, but 
the editor, A. R. Simpson, states, in his pref
ace, that " the greater number of lectures 

·,contained in this ,·olume appeared in the i11edi
cat Times aud Gazette during the years 1859-

1861. 11 Whether or not this particular lecture 
CONTRACTED VAGINA was published at the time I do not know. At 

~~~te~u~~~:e 5~¥w~.fgi:~~r- any rate, McClintock makes no reference to it 
(Wood) in his paper. I have thus quoted somewhat at 
length from these two writers, because they are the only ones in the 
whole range of literature which I have traversed who give anything 
like a comprehensive description of the peculiar and not altogether 

rare condition under consideration. 
Prof. A. ] . C. Skene presented in I 877 a most admirable essay to the 

American Gynecological Society on " Cicatrices of the Cervix Uteri 

and Vagina. 11 * In it the author deals especially with those forms of 
contraction occurring below the fornix vagina! which result usually 
from parturition. Three clinical cases are recorded by Skene

1 
one a 

nullipara who had during childhood what was supposed to be a '' typho
malarial )I fever, followed by pelvic inflammation and abscesses-a point 

worth noting in connection with the cases whose records I shall present. 
In this essay no mention is made of McClintock's and Simpson's arti-

*Transactions, vol. I, p. 9r. 
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cles; nor does Skene iu his later work* have anything to say of ''ad
hesi,·e \·aginitis.' 1 

Bedford, t in a series of clinical cases, describes adhesions of the 
upper portion of the vagina caused by the unskillful use of instruments, 
but an analysis of these cases shows them to be not unique in their 
pathology. 

May .t evidently deriving his information from Fritsch, dismisses the 
whole subject in six lines. 

Tilt* refers to 1
' vaginal contraction'' as a result either of traumatism 

or chemical irritants, but says nothing more. 
Sims II treats of certain unnatural conditions of the vaginal vault, 

either congenital or acquired, giving rise to sterility, but he conveys to 
the reader no definite idea of the peculiar vaginal deformity under con
sideration. 

Fritsch, •f on the other hand, evidently looks upon the lesion as a 
pathological entity, giving a brief but very good description of it. 

Byford's** description of vaginal cicatrices is confined to those varie-

Fie. 1oq 

THE RIGHT AND ANTJ<:;RIOR FORNICES OBLITERATED, THE LEFT FREE. ( IVood.) 

ties where there is a 1
' frenmfrlike projection in the \·aginal walls,'' 

such as is depicted in Figure 102. 

Hart and Barbour tt say: ''The cicatricial contraction of the vagina 
observed after the menopause is due to senile vaginit is. The epithelium 

*Diseases of Women, 1889. 
tCiinical Lectures on Diseases of Women and Children, pp. 347 and 379. 
l Manual of Diseases of Women, p. 79. 
~A Handbook of Uterine Therapeutics, p. 241. 
fl Clinical Notes on Uterine Surgery, p. 342. 
r Diseases of Women, pp. 96 and 98. 
**The Practice of Medicine and Surgery, Applied to the Diseases and Accidents 

lncicleut to WoUlen, 2d Edition. 
tt Practical Manual of Gynecology, p. 495. 
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is shed in patches, and the raw surfaces thus produced adhere together 

(Hildebrandt ) . This process is similar to that which produces occlu
sion of the cervical canal after the menopause. 11 

Southwick,* in his schema of the several varieties of vaginitis, 
briefly refers to the senile or adhesive, asserting that ' 1 there may be no 

subjective symptoms whatever.'' 
Breisky t has a very interesting chapter upon " Acquired Atresias 

and Stenoses, 11 and refers to Simpson1s art icle. He offers no observa
tions of his own bearing upon senile vaginitis. 

Cowperthwaite t gives in substance the brief reference to the condition 
made by Hart and Barbour, quoting indirectly Hildebrandt's article. 

\Vinckcl,!l under the bead of "Senile Changes of the Uterus," says:
" \Vith the approach of the menopause the uterus begins gradually to 
decrease in size; at the same time the fornices of the vagina become 
shorter and narrower and are finally obliterated. The vaginal vault 

becomes narrowed, thus giving the vagina a funne l shape as it ap

proaches the cervix. * * * The lips of the external os and the mucous 
membrane of the internal os lie firmly together, thus preventing the free 
exit of the secretion, which abundantly accumulates first in the cavity 
of the fund us, next in the cadty of the cervix, and finally in the narrow 

vault of the vagina." \Vinckel gives Se\·eral interesting illustrations 
taken from photographs of post-mortem specimens. These, however, 
do not show the characteristic vaginal changes of the affection under 
consideration 

The more recent works on gynecology, published since 1894, do little 
more than allude to the form of vaginitis under consideration. It is 
this paucity of literature bearing upon the subject that has led me to 
quote freely from the two or three writers who ha\·e given it some con
sideration I am confident that the condition gives rise to more post

climacteric suffering than is ordinarily supposed. 
Diagnosis and Prognos is.-There may be some difficulty in differ

entiating the affection from malignancy. Indeed, such an error is re

corded by Byford, and I have had several cases brought to me who 
were supposed to be the victims of cancer. The history of the case, the 
duration of the pelvic symptoms, and the local condition described, 

should be noted in forming a diagnosis. By carefully observing the 
peculiar funnel-shape of the vagina, the obliteration of the fornices and 

* Practical Manual of Gynecology, p. 115. 

t Diseases of the Vagina, p. 264. 
t A Text-Book of Gynecology, p. 98. 
11 Die Pal/10/ogie der lVeiblichen Se.r:ual-Organe, 1881. 
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the absence of i11\'olvement of the surrounding tissues, senile vaginitis 
should not be mistaken for malignancy. There are no features of the 
lesion suggesting an unfavorable prognosis so far as life is concerned; 
it may, nevertheless, prove a most obstinate one to treat. 

Etiology and Pathology.-In 1870 McClintock wrote: "Although 
years have elapsed since I recognized this state of the vagina as a 
distinct lesion, I can give but a very imperfect account of it. I know 
nothing of its etiology, nor have I had an opportunity of making an 
anatomical examination of the parts affected, so that I am equa lly 
ignorant of its pathology.' 1 

Even in the light of our present knowledge, we can speak positively 
concerning neither the etiology nor the pathology. It is worthy of 
note, however, that in two of my own cases, which I append, and in 
one case recorded by Skene, serious pekic symptoms dated from an 
attack of continued fever. There is abundance of corroborati\·e testi
mony showing that any low fever may cause alarming vaginitis with 
cicatricial contractions lower down in the canal. \Vhite and NClatou 
ba\·e traced such contractions to cholera; Scanzoni, Hening1 and 
Richter to acute exanthemata; Martin 1 L. Mayer, and Bohm to typhus. 
The history of a low or continued fever of any kind should not, there
fore, be lost sight of in looking for etiological factors, though a larger 
series of cases than has yet been recorded will be required to determine 
this point, and the cause will, in many instances, remain obscure. If, in 
the cases presented by myself, the disease was the sequel of fe\•er, the 
term "senile" ,·aginitis is clearly a misnomer. On the other hand, it is 
hard to explain why, in advanced age, the vaginal fornicesshould take on 
inflammatory action when all forms ot irritation are wanting. Fritsch* 
observes that cervical catarrh has complicated every case of vaginilis 
adhesl.,m seen by him. It is well known, too, that the layer of pave
ment epithelium becomes gradually thinner as age progresses, thus 
facilitating an extension of the catarrh from the cerdx to the vagina. 

The inflammation may be uni\·ersal or circumscribed. In either 
e\·ent granulating surfaces form in the vaginal fornices which cause 
them to adhere to the cervix. In this way "the vaginal portion may 
partially adhere to the fornix, so that isolated cords can be felt; or 
totally, so that the vaginal portion cannot be felt at all." ( Fritsch. ) 
Hildebrandt observes that very similar adhesions may occasionally re
sult from ulcerative vaginitis, and where they are firm it is probable 
that a more destrnctive process than mere abrasion has existed. Again, 

•op.cit. 
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it would hardly be possible to have the degree of contraction shown iu 
Fig. ro3 without secondary cellular infiltration ( Ziegler) into the con
necti\·e tissue of the mucosa, and often, also, of the sub-mucosa. The 
existing conditions are difficult to explain on auy other hypothesis. 
(Fig. <Oj. ) 

FJG. 105. 

SENILE OR ADHESl\"E VAGrNITIS. (Rug-e.) 

Treatment.-There is but little said in the limited literature con
cerning the management of adhesive vaginitis. The following prin
ciples of treatm ent should be obsef\'ed:-

I . If the morbid process has given rise to no distress or inconvenience, 
let it alone. 

2 . ff there is cervical occlusion with uterine teueswus and general 
pelvic distress, the stenosis should be overcome. 

3. Subdue the existing inflammation and promote absorption of cellu
lar infiltration: ( a ) by the hot douche: ( b) by the medicated cotton
wool tampon: ( c) by gal\'anism, with the negative pole direct. 

4. Separate adhesions with the finger, knife , or scissors, when the 
cicatrices interfere with the functions of the bladder or the bowels, or 
when dyspareunia becomes a prominent symptom. 

5. Control reflex and constitutional symptoms with the indicated 
remedy. 

I have no doubt that many women go for years with senile vagi
nitis without suffering any inconvenience . It is a great mistake, how
e\'er, to act upon the assumption that because a woman has passed 
through "the change of life 11 her pelvic organs no longer require at
tention. The following cases I record for the purpose of showing the 
systemic disturbance which may arise from the disease under consider
ation. In married women the changes incident to it ure especially 
liable to cause dyspareunia. 
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l!lustralit:e Cases. 

C.\SE L-A maiden lady, 52 years of age. Xever has been strong. 
Commenced to menstruate at 13, but was very irregular until 16, for 
which irregularity she frequently took 11 tansy tea.' 1 Until the age 
of 20 she had frequent attacks of epistaxis, and has occasionally bled 
from the nose since that time. During her girlhood hysteria was a 
frequent symptom, particularly before or during the menstrual period; 
the hysterical explosions were not infrequently followed by decided 
choreic manifestations, implicating the head, face, and upper ex
tremities. Her menses were fairly regular until the age of 35, 
at which time she had an attack of what her physician called 
"typho-malarial fever.'' Her menses were always more or less scant, 
and were attended with a good deal of pain. She ceased menstruating 
tw'o years ago. Her attending physician during the attack of fe\'er was 
a" Thomsonian.'' He administered a powerful lobelia enema which 
excited the most aggravated retching and vomiting, the patient de
claring that she \'Omited some of the injection. At any rate, the pros
trntiou following this heroic treatment was both profound and alarm
ing, and she got up from a lingering illness with much pcldc distress. 
From that time on there has been an aching, pressing, bearing-down 
sensation in the pelds, with dysuria, hemorrhoids and prolapse of the 
reclum. Indigestion from girlhood has troubled her much, there being 
times, lasting for days or weeks1 when the stomach will immediately 
eject everything. These attacks of vomiting ha,·e recurred at variable 
inten·als up to the prescul time. The food is vomited undigested soon 
after eating and with but little retching. '!"'here is at all times a great 
feeling of satiety after a few mouthfuls have been swallowed. The 
patient is yery nervous1 suffering much from occipital headache, flushes 
of heat, and insomnia, the latter symptom being aggravated by the 
menace and worry incident to the care of a large estate. Upon making 
a local examination I found the condition represented in Figme 103. As 
the finger passed into the ,·agina there was no perceptible induratiou 
to the touch, such as is found in constrictions following inflammation 
with decided cellular infiltration or sloughiug ( Figure ro2 ) . There was, 
however, a decided narrowing of the caliber of the ,·agina, this narrmv
ing bei11g much more marked at the os tine~ than below, so that the 
canal was funnel·shape<l. The fornices of the vagina were entirely 
obliterated

1 
and the cervix could not be found. Owing to the neces

sarily unsatisfactory bimanual I at first thought that the uterus was 
absent. Upon iutroducing a small virgin speculum ( Nott's) the entire 
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surface of the vagina was seen to be intensely red and congested. A 
fair idea of the degree of contraction present at the cervix can be had 
when it is stated that the blades of the speculum could not be separated 
more than half an inch. There was a small opening corresponding to 
the external os, but the cervical canal proper was entirely obliterated. 
Subsequent treatment reduced the tenderness and inflammation so that 
I succeeded iu opening the canal, hoping thereby to relie\·e the tenesmus 
and bearing-down sensation. The parts ha Ye, under the treatment out· 
lined, improved greatly, and the small infantile cervix has been freed 
from its encapsulation. I should have added that the uterine body is 
unnaturally small and anteftexed. 

CASE IL-Mrs. C., ret. 52, and the mother of 10 children. This 
patient presented herself at the clinic of Prof. D. A. ~IcLacblan, 

on February 8, 1889. Her father died of phthisis, and her mother of 
cancer. She has three sisters and four brothers, all living. She, also, 
has dyspeptic trouble dating back to early childhood, for the relief of 
which she came to Ann Arbor. There is a history of typhoid fe\·er in 
early life, though the stomach trouble existed before the onset of the 
fe\·er. Her indigestion frequently gives rise to \·omiting, and there is, 
and has been for years, a persistent acidity of the stomach with water
brash. There is much flatulence with faintness, and an all-gone sensa
tion at the pit of the stomach. ~Ienstruation ceased three years ago. 
She suffered much from dysmeuorrhea, and has had for years marked 
pelvic distress. I was requested to make a local examination, and 
found what is very accurately depicted in Figure 104. The upper and 
right fornices were not obliterated, though not as deep as normal; the 
lower and left were, on the contrary, entirely effaced by the gluing to
gether of the opposed mucous surfaces. Theos tincre was somewhat 
dilated, and the cervix had suffered a stellate laceration. The vagina 
was much narrower than normal, though not as small as in Case I. 
I could not get a good view of the parts with the speculum, but there 
was much redness and congestion. The patient returned to her home 
in the interior of the State, and it is not likely that another opportunity 
for an examination will present itself. 

CASE UI.-I regret that I cannot furnish full notes of this case. 
The patient, a woman 55 years of age, was sent to me for examination 
by Dr Mary E . Havens, of St.Johns, 1lichigan . She had given birth to 
a number of children, and there was much mental and nervous trouble, 
symptoms of insanity causing her friends much anxiety at times. She 
came to me with an attendant. There was a history of ' 1 inflammation 
of the bowels," which was probably peritonitis. There was also a bad 
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leucorrhea, and the patient complained much of stinging, burning 
pains in the region of the uterus and the ovaries. An examination re· 
vealed the vagina shaped not unlike that shown in Figure 103, with an 
evident bilateral laceration of the cervix. Her physician informed 
me, some twelve months after my examinatioo 1 that the local condition 
had quite disappeared under treatment, and the patient had greatly 
improved both mentally and physically . 



CHAPTER XXVIII. 

ACUTE INFLAMMATORY DISEASES OF THE UTERUS, 

TH E UTE RINE APPENDAGES , AND OF 

THE PELVIC PERITO NEUM AND 

CELLULAR TISS UE. 

My experience as a teacher of gynecology convinces me that there is 
nothing more confusing to the student of medicine than an attempt to 
follow the ordinary text-book classifications of the various inflammatory 
affections of the uterus and its surrounding structures; and my experi
ence as a practitioner of gynecology is that the time-worn classifications 
and di\'isions, while serving a very good purpose on paper, are fre
quently valueless at the bedside. Acute inflammation of tlie uterus, 
were it ever confined absolutely to the endometrium or the parenchyma 
of the organ , would require practically the same treatment in either 
event, a11d, indeed, the treatment of acute endometritis and metritis is 
not esse11tially different from that of acute cellulitis and peritonitis. 
There is in most instances a blending of the pathology of the various 
acute iuflammatory affections of the pelvic organs; and, so far at least 
as the subjective phenomena are concerned, there is likewise a blending 
of the symptoms. It is this fact which is so confusing to the ordinary 
student. In studying in succession (and as distinct and separate 
le!-.ions ) acute and chronic metritis, acute and chronic endometritis 
( cervical and corporeal), salpingitis, ovaritis, cellulitis, and peritonitis, 
he becomes utterly swamped in the uncertainty of differentiation. I 
maintain that this method of teaching is illogical and unscientific. The 
teacher or author has no right to expect from the student of medicine 
more than can be done by himself at the bedside. I therefore deem it 
more practicable to classify the inflammatory affections of the uterus 
and peri·uterine structures according to the acuity or cbrouidty of the 
symptoms which characterize them, believing both clinical manifesta
tions and pathological blendings justify such a classification. It is for 
this reason that I have grouped together the several affections embraced 
in this chapter. 
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ACUTE METRITIS AND ExoO:METRITIS. 

fifetrilis and endomelrilis are the terms used to designate respectively 
inflammation of the pareuchyma of the uterus, and of its lining mem
brane or endometrium. In most of the text-books these disorders are 
treated of as separate and distinct, and yet, when so dealt with, a com
parison of the symptoms of the two affections will show a similarity 
making them indistinguishable the one from the other, even on paper. 

The anatomy of the uterus is peculiar, and the relationship of the 
mucous membrane to the underlying muscular structure differs from 
that of mucous membranes in general. The mucous membrane is, 
first of all, more dense in character, and it is not separated from the 
parenchyma by the layer of areolar tissue which underlies most 
mucous surfaces. Again, the numerous glands which go to make 
up the mucous membrane are irnbedded more or less in the muscu
lar layer. Acqte inflammation of the endometrium will, therefore, 
inevitably implicate the uterus proper; and, conversely, acute metritis 
cannot run its course without involving the endometrium to a greater 
or less extent-hence the absurdity of studying the two conditions as 
distinct affections. 

Causes.-Any of the following causes may give rise to the inAam
mation: Sepsis resulting from parturition or miscarriage; traumatism 
resulting from instrumental interference or from immoderate coitus; 
menstrual suppression; extension of inflammation from the vagina, es
pecially when of gonorrheal origin; exanthemata. 

Sepsis is undoubtedly the most frequent cause1 and the inflammation 
resulting from it may be of the most virulent character. In the larger 
number of instances it is due to improper management, either on the 
part of the physician or the patient, during parturition or miscarriage. 
Retained membranes or clots soon become putrid and set up inflamma
tion with absorption of septic matter; or the source of sepsis may be 
the debris resulting from an effort to remove fibroids. In miscarriages 
inAammation is often induced by getting up too soon. It will require 
another decade to educate the laity to the necessity of proper caution 
after miscarriages. The average woman imagines that early abortions 
require but a short period of rest, and, accordingly, she gets on her feet 
while the uterus is yet heavy and congested. In this state it is only a 
step to actual inAammation; and, if clots or membranes have been left 
behind, sepsis frequently supervenes. 

The next most frequent cause is gonorrhea (v. Chapter XXVI). 
Non-puerperal inflammation of the uterus, except when of specific 

28 



A TEXT-BOOK OF GYNECOLOGY. 

origin, rarely runs so intense a course as does the puerperal form of the 
disease. As a complication of the exanthemata it may, however, be 
very severe. Some women seem peculiarly prone to the difficulty, even 
the introduction of the uterine sound giving rise to metritis. This is 
probably because of pre·existing chronic inflammation; or because the 
instrument creates au a\•enue for the entrance and multiplication of 
germs, the diseased tissues offering but feeble resistance. 

Pathology.-The essential pathological changes are: Great hyper
emia of the endometrium, which becomes swollen and softened as a re
sult of edema; infiltration of the uterine tissues with ecchymoses and, 
occasionally, small deposits of pus between the muscular fibers; and 
invohrement to a greater or less extent of all of the uterine veins and 
lymphatics. A large accumulation of pus in the uterine wall is of ex
ceedingly rare occurrence, though such a case is recorded by Tait.* 

Symptoms.-The disOrder gives rise to symptoms of varying in
tensity, depending largely upon the cause, and the extent of tissue in
volved. In non-puerperal cases, and especially in those due to an ex
tension of the disease from the vagina, the symptoms are not usually 
urgent. A slight chill ushers iu the attack 1 which is followed by a 
moderate increase of temperature. The patient will complain of a 
throbbing pain in the hypogastric region, together with more or less 
weight and bearing down. The bowels and bladder may become impli
cated, giving rise to more or less tenesmus aud dysuria. On the whole, 
the constitutional symptoms are not seyere, and the disease frequently 
passes into a chronic form without arousing serious apprehension on the 
part of either the physician or the patient. 

On the other hand , wheu the cause is septic and the inflammation is 
puerperal in its origin, it is of most serious import, and, indeed, often 
fatal. The initiatory chill is marked and is followed by high tempera
ture, rapid pube, and much local tenderness. The lochia and milk be
come suppressed and the wliole system is profoundly shocked by the 
septic invasion. The patient often complains of great pain in the back1 

which radiates to the groin and thighs. The disease frequently in
volves the peritoneum, when there will be much distension and tender
ness with nausea and YOrniting. The characteristic peritoneal facies 
presents itself, the breath is of a peculiarly S'iYeetish and sickish odor, 
the prostration becomes more and more profound, and death only too 
often results. 

Cases of gonorrheal origin may run an equally virulent course. 

* "Diseases of \Vomen and Abdominal Surgery," p. 122, 1SS9. 
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In the non-puerperal case3 the discharge is first thin or \'iscid, but 
in the course of se\•eral days it becomes muco-purulent or purulent. 
Not infrequently it is exceedingly excoriating and, especially if there 
be a septic tinge, offensive. 

A phj•sical examination will reveal at first dryue..;s and beat of the 
vagina with tenderness of the cervb::. The uterus is large and heavy. 
If it can be gotten between the two hands this increase in size and 
weight is very perceptible. 

Differentiation.-There is but one pathognomonic symptom of un
complicated acute metritis and eudometritis wh ich will serve to dis
tinguish them from pelviccellulitis and peritonitis, namely, swelling and 
tenderness of tlze uterus wil!t mobility ef tl1e 01gan. lt is the height of 
nonsense to affirm, as is done by so many authors, that the con ... titu
tional symptoms of puerperal rnetritis are not so marked as those of 
peh•ic cellulitis and peritonitis. [have manr time.5 obsen-ed in metritis 
symptoms infinitely more profound than thos~ resulting from non
puerperal peritonitis and cellulitis, and when it is remembered that 
metritis is often complicated by para- and periuterine inflammation the 
uncertainty is increased beyond all differentiation by subjecti\•e phe
nomena alone. I admit that cases of metritis, cellulitis, peritonitis, 
etc. , are occasionally met with, running a course sufficiently distinct 
and characteristic to enable the attendant, by the aid of both the clini
cal history and a //t0rougli p!iysical exploration, to determine the organ 
or tissues chiefly involved, and for this reason I shnll soon introduce a 
differentiating table. Unfortunately, thorough physical exploration is 
the last thing to be thought of in dealing with severe pelvic inflamma
tion of an acute character. While granting that refinement of diagnosis 
is something always to be desired, in the sen~ral acute affections now 
under consideration it is useful as a means of determining the prognosis 
rather than as a guide for treatment. 

The prognosis will depend entirely upon the character and extent 
of the inflammation. In the milder attacks of non-puerperal metritis 
it is fa\·orable, though the patient is often left with a chronic endome
tritis which may continue almost indefinitely. On the other hand, 
septic metritis and eudometritis are always of serious import, and, if 
associated with the puerperium, frequently result fatally . The prog
nosis is, of course, modified by existing complications, especially in
voh·ement of the periuterine structures. 

Acu·r1~ PELVIC CELLULITIS AND PERITONITIS. 

Since the days of Morgagni, who first attracted attention to pelvic 
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peritonitis by placing on record a case in which adhesions were found, 
post-mortem, between the right ovary and tube and colon 1 and the days 
of Doherty and Marchal de Calvi, to whom we are indebted for the first 
intelligent description of pelvic cellulitis, there has existed the greatest 
confusion regarding these two disorders. As in acute inflammation of 
the uterus and its lining membrane, we have two structures which, 
though histologically different, are in such close contiguity as to make 
it impossible for the one to become involved in the inflammatory process 
without implicating, to a greater or less extent, the other also, and, 
indeed, all of the pelvic organs-hence the confusion. I grant that in 
studying these diseases from the standpoint of pathology we find 
abundance of evidence showing that acute inflammation may spend its 
greatest force upon either the pelvic cellular tissue or its investing 
serous membrane. Furthermore, I grant that, when this is the case, 
the clinical picture may be such as to enable us to determine which 
structure is chiefly involved. All this is desirable from the standpoint 
of pathology and diagnosis, but I contend that the two diseases are so 
often blended as to make this knowledge of but little value to the 
clinician. The fact remains that, when the clinician goes to the bed
side of a woman suffering with acute inflammation of any of the pelvic 
organs, he is confronted with a condition which demands of him certain 
duties: first, he is required to determine the cause of the mischief and 
remove that cause as speedily as possible; secondly, he is to contend 
with the expressions of the disease to which the cause has given rise. 
The same cause may in one instance result in metritis, while in the 
next it may give rise to cellulitis, peritonitis, or involvement of all of 
the contents of the pelvis. 

\Ve may, then, be unable to determine the exact pathological changes 
that have taken place within the pelvis, but, from the standpoint of 
treatment-and the chief aim of the physician is to cure disease that he 
cannot prevent-this is not important. In making this statement I am 
not dr<twing deductions solely from my own school of medicine, for, in 
comparing the treatment of the several diseases under consideration 
given by the principal writers of the older school, it will be found that 
each practically observes the same principles of treatment in dealing 
with all forms of acute pelvic inflammation. 

Modern abdominal surgery has taught us much regarding pelvic 
inflammation. I have more than once opened the abdomen expecting 
to find this or that product of inflammatiou, only to discover that au 
eutirely different lesion existed. I make this cou(ession unblushingly, 
for such men as Tait, Bantock, and others of equal eminence, admit 
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the utter impossibility of determining, in the nst majority of instances, 
the actual changes resulting from pelvic inflammation before the 
abdomen is opened. 

In dealing with the sequelre of inflammation we can conduct the exami
nation under the most fayorable circumstances. V\'e can, if necessary 1 

paralyze the abdominal walls with an anesthetic and bring the pelvic 
contents within the grasp of the hands. It is, nevertheless, a notorious 
fact that, notwithstanding the resources permitted by the chronicity of 
the condition, certainty of diagnosis is often impossible. How utterly 
foolish it is, then, in the acute affections, in which we have to rely for 
diagnosis largely upon subjective symptoms, to affirm dogmatically that 
this or that tissue or organ is the one chiefly involved! Confusion will 
inevitably result from such teaching. The student may go to the bed
side with a vivid recollection of the parallel differentiating columns given 
to him by his professor, but he will return from it with a full conscious
ness that clinical phenomena blend with an obstinate dicsregard for pre
scribed rules. 

I cannot better illustrate the wide difference of opinion that prevails 
regarding pelvic cellulitis and peritonitis than by quoting, somewhat in 
detail, from two of the most popular text· books on gynecology pub
lished in the English language.* ~Juch the same diversity of opinion 
prevails in the French and the German literature. Lawson Taitt says:-

1' In the employment of the terms ' perimetritis ' and 'parametritis,' 
as introduced by Virchow ( who knew nothing of gynecology), and ad
vocated by Matthews Duncan ( who has never had his fingers inside the 
pelvis from above), we have had introduced a wholesale confusion into 
gynecology which will take many years of industrious work to get 
right. The confusion has been vastly aided by Dr Emmet's teachings 
about 'cellulitis.' If 4 parametritis ' and 'pelvic cellulitis' be relegated 
to their proper place-and they may be taken to mean the same thing 
-it is one of the rare conditions we have to deal with among the 
special ailments of woman. * * * 

"Perimetritis is a much more fatal disease than is parametritis, and 
occurs with greater frequency in association with two particular condi
tions. These are parturition, either at the full time or prematurely, 
and gonorrheal infection. * * * 

*In the chapler devoted to 14 Pelvic Inflammations," in the American Text-Book 
of Gynecology, Baldy has adopted practically the same classification observed by 
me in the first edition of this work. The American Text-Book and the first edition 
of this work came from the press during the same month. 
t" Dis~ases of Women and Abdominal Surgery," p. 131 1 1889. 
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" Before the light came that was shed on these ailments by modern 
abdominal surgery, I believed, as others did and do still, that parame
tritis, or peldc cellulitis, was a common disease; and in my writings up 
to 1878 it is eddent I confused cases of damaged uterine appendages 
with 'pelvic cellulitis. ' The latter disease is rare, and occurs in two 
forms, depending for their characters upon the situation of the disease. 
If it is situated on the inner half of the broad ligament it is to be 
recognized as a mass lying close to the uterus and in front of it, be
tween the uterus and the bladder, and into the bladder it generally 
bursts. If it exists in the outer half of the broad ligament it is to be 
recognized as an ill-defined mass, lying at the brim or the pelvis and 
fading off on that ridge. In this position it bursts over the brim of 
the pelvis and constitutes the familiar pelvic abscess, whose sinuses go 
on for years Suppurating hematoceles of the broad ligament ha \·e 
similar endings. Rarely does the abscess open into the rectum, be
cause it is generally situated far above the rectum and in front of it.'' 

I next quote from Thomas and :..rundC:-* 
" It has become fashionable of late for many of our most enthusiastic 

and progressive laparotomists to deny utterly the existence of such a 
pathological condition as cellulitis, except in a few rare instances after 
parturition, and to assume that all cases of inflammatory exudations 
in the pelvis, with or without suppuration, are unquestionably intra
peritoneal; that is to say, that all cases of pelvic peritonitis proceed 
primarily from the Fallopian tubes, and invol\'e secondarily the ovary 
and the adjacent peritoneum. Pelvic abscess, as such, exist in the minds 
of these gentlemen only as a synonym for abscess of the Fallopian lube 
(pyosalpinx), ovary, or pelvic peritoneum, any one of which may, by 
adhesion and perforation, force its way into the pelvic cellular tissue, 
and thus simulate an abscess resulting from pelvic cellulitis. * * 
In our opinion inflammation of the pelvic cellular tissue, with its re
sultant consequences of dislocation of the uterus. pelvic abscess, and 
cicatricial induration, occurs independently by itself, as well as inflam
mation of the Fallopian tube, ovary, or adjacent peritoneum, with re
sultant purulent accumulation in these organs. * * Pelvic peri
tonitis and pelvic cellulitis are, in fact, independent and entirely 
unassociated diseases, just as pleurisy of one part of the lung may 
occur at the same time with an inflammation of the substance of the 
lung at another point." 

The authors last quoted refer to the statistics of Bernuth 1 who has 

*Op. cit., p. 467. 
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recorded the results of "five autopsies by himself, and between twenty 
and thirty by others, which presented all the signs of pelvic peritonitis 
and none of cellulitis, although during life the symptoms and signs 
generally attributed to the latter disease were present. '' They , how
ever, question the accuracy of a number of the cases quoted, but the 
doubt expressed only adds force to the argumeut which I am putting 
forth. In the first place we are presented, by so good an authority as 
Bernuth, with the record of a large number of autopsies in which, dur
ing life, all of the signs of pelvic cellulitis presented themselves and 
none of peritonitis; yet, according to Bernuth, the post-mortem re
vealed exactly the opposite condition in e\'ery instance, though Thomas 

FIG. I06. 

CROSS·SECTlON OF Pm.ns. (L usdtka. ) 

and Munde rej ect ' 1 a number of cases reported , because not sufficiently 
conclusive. ' ' If such uncertainty prevails in dealing with post-mortem 
cases, how ridiculous it is to study, in the living, pelvic peritonitis and 
cellulitis as entirely distinct affections. 

I have been led, therefore, both by personal experience and by a 
careful survey of the literature, to adopt the plan of presenting con
jointly to the student pelvic cellulitis ( parametritis) and pelvic peri
tonitis ( perimetritis), •emphasizing this or that symptom which may 
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serve to indicate the tissues chiefly involved, and to treat of acute 
ovaritis and salpingitis as complications of general pelvic inflammation. 
Pelvic abscess, which may be a sequel of any form of acute inflamma· 
tion, and diseases of the appendages, which, as a rule, are nothing 
more than complications and sequelre of general pelvic inflammation, 
are discussed in separate chapters (Chapters XXXI. and XLVIII.). 
This is done solely because such division facilitates the study of these 
affections and not because they are disassociated, either etiologically, 
clinically or pathologically, with general pelvic inflammation. 

Anatomy.--If the reader will refer to Fig. 12 he will find the 
peritoneum, as it is related to the pelvic organs, clearly outlined; and 
on page 55 will be found a description of the pelvic cellular tissue. 
Let the relationship of the two structures be borne in mind. The 
cellular tissue surrounds, in greater or less abuudance, all the pelvic 
organs. It is found between the uterus and the bladder, the vagina 
and the rectum, the folds of the broad ligament, and in the iliac fossre. 
It passes by continuity along the posterior surface of the psoas muscles 
and separates, in front, the peritoneum and transversalis fascia. It is 
most abundant between the folds of the broad ligaments; aud least so 
between the peritoneum and the uterus in front and behind-its ex
istence in these localities having been denied by some. In the language 
of Savage* it ''fills up all that part of the pelvic cavity between the 
pelvic roof and the floor of the pelvis which is not occupied by the 
viscera, and is the sole bond of union between them." Its function is 
to steady the pelvic organs and to break the force of the jar which, 
without it, would be felt at every step. Through it the blood-vessels 
and lymphatics of the pelvis pass. The peritoneum is everywhere, 
except along the posterior surface of the psoas muscles, in intimate 
contact with it. 

In Fig. w6 the peritoneal and subperitoneal cavities formed by this 
disposition of the cellular tissue and peritoneum are well shown. 

Frequency and Causes.-Pelvic inflammation is of frequent occur-
rence1 aud 1111.Y result from any of the following causes:

Parturition; 
Gonorrhea and extension of inflammation from the uterus; 
Intrauterine and vaginal injection.;;; 
Mechanical injuries; 
Operations on cervix, fund us, rectum, etc.; 
Menstrual suppression; 

*"Female Pelvic Organs." 
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Rupture of ovarian cysts, extrauterine gestation cysts, perforation 
of the intestine, etc.; 

Escape of blood from Fallopian tubes and ovaries; 
Intraperitoneal surgical operations. 
In by far the larger number of cases parturition is the predisposing 

cause. The reasons for this are obvious. Gestation has brought about 
a physiological hypertrophy of all of the tissues of the pelvis-the cellu
lar tissue, peritoneum, blood-vessels1 lymphatics1 etc. The lymphatics 
are in a condition readily to absorb septic matter if avenues for the 
same be furnished, and the frequent lacerations incident to parturition 
furnish such avenues. 

Primipane are more often the victims than women who haye borne a 
number of children, for the reason that lacerations oftener occur in the 
former; and the bruising of the structures is greater. The disease has 
its beginning, in the larger per cent. of cases, on the left side, toward 
which the occiput is directed in the majority of births. 

\Ve thus see that the changes incident to child-bearing place the 
parturient in a state in which the reception of septic matter easily occurs 
and inflammation is readily excited . Improper care on the part of 
either the physic: an or the patient at this time may precipitate an attack 
of cellu litis or peritonitis. Uncleanliness is the curse of the lying-in 
room, and although modern antisepsis bas done much toward diminish
ing the frequency of this form of "puerperal fever,"* uncleauliness is 
st ill a frequent source of infection. Indeed, all of the causes gi\'en in 
obstetric works, ei ther heterogenetic or autogenet ic, of the various 
forms of puerpPral fever, may, under favorable conditions, give rise to 
the forms of inflammation now being discussed. Puerperal septic infec
tion usually first attacks the uterus and then extends to the periuteriue 
structures. 

I have already, in the chapter devoted to vagiuitis, dealt in detai l 
with gonorrhea and its tendency to inrnde the pelvis. In the light of 
present evidence there can be no doubt that gonorrhea, starting in the 
vagina, frequently gives rise to disease of the tubes, and subsequently 
to peritonitis and cellulitis. 

Intrauterine injecfious are so liable to result in mischief that many 
specialists have discarded them entirely. Unless used with the utmost 
care the fluid is li able to pass through the Fallopian tubes into the 

*The Royal College of Physicians of England has abandoned the term'' puer
peral fever," and hes substituted for it the terms, "puerperal cellulitis," "puer
peral peritonitis,'' ''puerperal metritis,'' ''puerperal septicemia,'' ''puerpera 
pyemia," etc. 
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peritoneal ca\·ity. One of the sharpest attacks of inflammation with 
which I haye had to deal came about in this way. 

Vaginal injections immediately after coitus, for the purpose of pre
venting conception, are not infrequently responsible for severe and fatal 
cases of inflammation. Cold water at this time, and for the purpose 
mentioned, is especially harmful aud should never be used. 

Opera/ions upon the cervix, fund us, rectum, etc , have more than 
once been followed by inflammation of the periuterine tissues higher up. 
The manner in which the broad ligaments extend down on either side 
of the cervix will readily explain why operations upon the latter, when 
not done aseptically, so often set up cellulitis in these ligaments. 
Even slight operations upon the rectum have resulted in fatal cellulitis. 

/lfenstrual suppression, from undue exposure or otherwise, is an im
portant etiological factor. It is but a step from the physiological con
gestion of menstruation to inflammation, hence the danger of an acute 
suppression. 

Rupture of any pathological growth, or of the hollow viscera, into 
the peritoneal cavity, first gh·es rise to peritonitis and then to cellulitis1 

except in cases of Fallopian pregnancy 1 which primarily rupture into 
the folds of the corresponding broad ligament. In the latter e\·ent 
cellulitis is first established, though it may not be of serious import. 
Peh-ic peritonitis is not infrequently excited by fluid which escapes 
from the fimbrinated extremity of the Fallopian tube . According to 
some authors pyosalpinx is the chief cause of pelvic inAarumation. In
stead of pus exciting it by escaping through the extremity of the tube, 
it may infect the peritoneum and the ovaries through the lymphatics. 

Blood may also find its way into the peritoneal cavity through the 
Fallopian tube, or by escaping from a ruptured Graafian follicle. The 
amount of irritation excited depends upon the nature and quantity of 
the Auid: if it is fresh and bland, the peritoneum, with its wonderful 
absorbing power, will take care of a large quantity of it without serious 
trouble; if, on the other hand, it proceeds from a contaminated uterine 
cavity, a very small amount may excite alarming peritonitis. 

Pathology.-\Vhen the peh:ic peritoneum is first attacked (pelvic 
peritonitis) the membrane becomes hyperemic, red, and dry. Some
times the engorgement is so great as to produce a rough granular con
dition of the surface, with here and there a red puuctate patch. This 
is the first stage. 

In the second stage the engorgement is relie\•ed by au exudation of 
lymph, plastic in character. It glues the opposing surfaces together 
and gives rise to firm adnesions; or the exuded lymph may be serous, 
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or sero-purulent, in character, gra\-itating into some of the pekic 
pouches, usually into the Douglas cul-de-sac. In time this becomes 
consolidated into a firm, dense mass, matting together the peh'ic organs 
and forming adhesions between them and the intestines. The peh·ic 
cavity may be entirely cut off from the abdominal ca\·ity proper by 
adhesions thus formed. ( Plate IX, Fig. 2. ) This condition is some
times spoken of as encyst€d serous perimetritis. 

Fie. lo7. 

OVARIES AND Tu1rns DtSPl,ACED AND BOUND DOWN BY ADHESIONS. r. o., 

RIGHT OVARY; 1. o., LF.FT0VARV. ( /.Ja/dy.) 

These accumulations may remain indefinitely, distorting the pelvic 
cavities and impinging upon the various surrounding structures; or 
they may suppurate and burst either externally or into the rectum, 
vagina, or bladder. Rupture rarely takes place into the general peri
toneal cavity. 

Frequently the ovaries and tubes are buried in inflammatory exu
dates, and the fundus of the uterus, when the fingers are introduced 
from above, is difficult to locate. (Fig. ro;. ) 

The foregoing are the usual changes. Certain modifications are, 
however, of frequent occurrence. 111 virulent septic cases, for instance, 
the fluid, instead of becoming adhesive, is flocculent and pultaceous, so 
that the adhesions, not being firm, readily break down. In the event 
of recovery, the fluid is absorbed. In all instances the areolar tissue 
is more or less involved. 

I n peh1ic cd!u!itis we may also have three stages-congestion, exuda-
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tion, and suppuration. Suppuration, though it occurs oftener than 
in pelvic peritonitis, by no means results in the majority of cases. If a 
digital examination be made soon after the onset of the attack, the 
swelling will be found soft and elastic. This intumescence is of short 
duration, and very soon the swelling becomes hard from pouring out 
of the serum. In the worst cases the tissues may slough, as occurs in 
anthrax or phlegmonous erysipelas. 

The extent of the exudation is variable, as is shown in Figs. 1, 4, 
and 5, of Plate IX. It may be limited to a small tumor in one of the 
broad ligaments, 'i\'hich pushes the uterus to the opposite side; or it 
may dissect up the lateral attachment of the ligament, extending into 
the cellular tissue of the anterior abdominal wall, even as high as the 
diaphragm. Indeed, the cellular tissue of the entire pelvis may become 
involved, fixing all of the organs immovably. 

If resolution ensues, the inflammatory exudates are largely absorbed, 
though there is left behind, in the majority of instances, a contractile 
fibrous deposit. This is cicatricial tissue, and, if in one of the broad 
ligaments, draws the uterus to the corresponding side, thus producing 
latero-version; or, if in the utero-sacral ligaments, the contraction 
draws the cervix backward and, providing the fundus is not bound 
down, throws the latter forward on the bladder. 

As in peritonitis, the tubes and ovaries are frequently implicated. 
Suppuration, which occurs oftener in parturient cases, does not 

usually ensue before the tenth day. The extent of tissue destroyed 
varies greatly, so that the resulting abscess may be either circumscribed 
or Jarge enough lo fill the entire pelvis. The most frequent exit of the 
pus is above Poupart's ligament; next in order of frequency come the 
rectum, vagiua, bladder, anus, and saphenous openings. As in peri
tonitis, rupture rarely occurs into the free peritoneal cavity. 

In non-puerperal cases suppuration is the exception to the rule. and 
in most instances pelvic peritonitis and cellulitis run their course with
out the formation of pus. In puerperal inflammations, on the other 
hand, it is claimed that suppuration occurs in at least fifty per cent. of 
all cases. Again, let what has been said regarding the blending 
of the pathology of the two forms of inflammation be borne in mind . 
As I have endeavored to show, it is often impossible to determine, even 
after the abdomen is opened, whether we have to do with the sequelre 
of peritonitis or cellulitis. 

Symptoms.-Acute pelvic peritonitis and cellulitis give rise to cer
tain symptoms sufficiently characteristic to call for careful considera
tion. I nevertheless warn the student that, if he rely implicitly upon 



PLATE IX. 

Fig. 1. Pdz1ic G/111/ilis.-\"ertical section of pel,·ic organs, showiug (t') txudation 
into the cellular tissue before and behind the uterus and into the anterior ab
dominal wall. a- b shows plane of trausnrse section in Figs. 3, 4, and 5. 

Fig. 2. Pdvic Peritonilis.-Vertical section, showing (e ) exudation in Douglas' 
pouch, separated from healthy per itoneal cavity by adhesions. 

Fig. 3. Trans;.1erse Section Th1011gh .Vormal Pd1•is.-u. rectum; b, 
bladder; u.-r, utero-rectal ligaments; r. I, round ligaments; broad liga-
ments. Light spaces show sections of peritoneal pouches. 

Fig 4. Pd1.1ic Cdlulilis.-The s:ime as Fig. 3, with small exudation {t') to left of 
broad ligament, 

Fig. 5 Pdvic Cellutitis -The same with large exudation {e) i11 right broad liga
ment extending into the celiular tissue of the anterior abdominal wall, and 
distorting the pelvic peritoneal pouches. 
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any group of symptoms as pathognomonic of the condition, he will do so 
at the risk of being misled. I have more than once, in both clinical 
and private practice, met with cases in which the products of inflamma
tion distorted all of the fornices of the vagina, though no history of in
flammation could be elicited. And I remember seeing a patient in 
Leopold's clinic at Dresden whose entire pelvis was filled with au 
organized exudate, yet the woman, a fairly intelligent German, could 
not remember that she had suffered from anything more than an inde
finable bearing-down sensation. Patients thus affected seek relief be
cause of more or less local distress, when au examination will reveal, 
what the clinical history does not suggest, the existence of the products 
of inflammation . 

There can be no doubt, then, that even a severe attack of pelvic 
peritonitis or cellulitis may run its course without giving rise to symp
toms of sufficient intensity to attract attention to the pekic organs. It 
may be that in many iustances the patient forgets that at some previ
ous time she suffered more or less pain and tenderness in the hypo
gastric region; or, possibly, the indisposition dates back to some 
confinement which, for reasons unsuspected at the time, kept her from 
convalescing as she should. 

In other instances we may be able to ascertain that the patient has 
had an attack of so-called ' 1 inflammation of the bowels,'' possibly at or 
near the menstrual period, which was nothing more or less than some 
form of periuterine inflammation. 

The symptoms which especially lead us to suspect acute pelvic peri· 
tonitis au<l cellulitis may be enumerated as follows:-

Chill; 
Pever; 
Pain; 
Tenderness; 
Vesical and rectal irritation; 
Tympanites; 
Peritoneal facies; 
Kausea and vomiting. 

The intensity of the c/iill is , ·ariable and is usually most marked 
when the cellular tissue is first attacked. The early symptoms of in
flammation attacking structures of similar formation throughout the 
body are generally similar in character. Thus the characteristic chill 
of pneumonia is decided, while that of pleurisy is erratic and slight. 
In the first instance, we have in the lungs a structure not unlike the 
pelvic cellular tissue; while in the second, the pleura, which is a serous 
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membrane, corresponds to the pelvic peritoneum. Tht=refore when the 

peritoneum is the primary seat of inflammation the initiatory ch ill may 

be nothing more than a sensation or coldness, which is soon forgotten. 
The t!termomelric range is quite as variable as is the chill. It may 

range from subnormal to 106° F., or e\·en higher. In the worst cases of 
septic peritonitis it is sometimes subnormal, though as a general rule 

the higher the temperature the more serious is the attack. This is em
phatically so if it remain persistently high, for long-continued eleva

tion of temperature is in itself an element of danger. The temperature 
immediately following the chill usually ranges from J02°-10+° F.; that 
of non-septic peritonitis is somewhat higher than non-septic cell ulitis. 

The pulse is a much more reliable indication as to the seriousness of 
an attack than is the temperature. The former ranges from 110-1401 

and may be full and compressible; or small and wiry-the characteristic 

peritoneal pulse. Great rapidity of the pulse is always an ominous 
symptom.* 

The degree of pain and tenderness depends in large measure upon the 

extent of p~ritoneal im·olvement. It may amount to not hing more 
than a local distress or bearing-down sensation, or it may be so intense 
as to give rise to the most excruciating suffering. I hm·e seen it so 

great as to make it almost impossible to quiet the cries of the pa
tient even with full doses of morphia. It is usually worse when 
the ovaries and tubes are involved. The tenderness is often so great 

over the lower surface of the abdomen as to make contact of any kind 
intolerable. In peritonitis or bilateral cellulitis both thighs are drawn 
toward the abdomen, so as to re lax the parts as much as possible. 
\Vhen the cellulitis is limited to one side the corresponding limb 
only is retracted. 

Vcsica! and rec/ct/ irritation, when present, result either from direct 

ill\·olvement of the bladder and the rectum in the inflammatory process, 
from direct pressure upon them by the exudates, or from displacement 

caused by secondary retraction. There is 110 more frequent cause of 
dysuria tha11 shorte11ing of the utero-sacral ligaments by inflammation. 
The cervix is drawn backward and the neck of the bladder is so 
stretched that micturition becomes both difficult and painful. 

This statement is not absolutely true in peritoneal surgery. ln some of my 
cases of abdominal section, in which the convalescence was uninterrupted, the 
pulse ranged from 120-140, without any increase in temperature, for two or three 
days after the opcratiou. 
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In septic cases an offensi\·e and prostrating diarrhea may be a feature 
of the disease. 

7)'mpauites, the so-called pen'/oneal /acies, and nausea and <.•omiling 
can \·ery appropriately be considered together, because a11 depend 
chiefly upon general peritoneal iuyolvement. The distention is some
times very great-so that coils of intestine can be seen through the 
tense abdominal walls. Although the expression is characteristic, it is 
hard to describe the facies of peritonitis. There is a peculiar anxiety 
depicted in the countenance, which is made more striking by dark 
areal~ about the eyes. So long as the disease is limited to the pelvis, 
nausea and vomiting are not marked symptoms, unless, indeed, an in
flammatory band has obstructed the bowel, or the ovary is seriously 
affected. In general peritonitis, on the other hand, nausea and yomit
ing often become most persistent and formidable. 

Physical Signs .-The extent and nature of the pelvic deformity 
produced can only be determined by careful physical exploration. For 
ob\·ious reasons1 this must be conducted with much care. Indeed, if I 
were satisfied that the uterus did not contain septic products, I should 
question the wisdom of undertaking a thorough examination in acute 
pelvic inflammation of any kind. The pain caused by it is usually \·ery 
great and there is danger of aggravating the disease. A careful digital 
examination at the onset is usually harmless, ho\\'e\·er, and when the 
symptoms become less severe a more thorough examination may be 
made. 

In the sub-acute forms of inflammation, as well as in those cases 
where the formation of pus is suspected, the con<litions are very differ
ent and call for careful exploration. 

In the very early tage the \'agina will be found hot and dry, with 
marked tenderness of its ya ult. This is true in both cellulitis and peri
tonitb. 

Should the cellular tissue be the chief seat of the disease, it is even 
possible to detect, at the Yery onset1 a soft, edematous spot which in
dicates the point attacked. This stage is of short duration, and rarely 
is the examination made early enough to discover it. 

After infiltration has taken place the uterus is usually found displaced 
and fixed. It may be directed back\\'ard, for\\'ard, laterally, or down
ward, depending upon the location and the extent of the effusion. To 
the touch the inflmnmatory tumor gives a hard, unyielding sensation, 
and if the effusion surrounds the cervix, it may impinge upon the 
vaginal fornices to such an extent as almost to conceal the os utert. 
By conjoined manipulation and percussion the extent of the effusion 
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can be determined . It may dissect up the peritoneum as high as the 
umbilicus. 

Examination per rectum will many times afford \·aluable information. 
The posterior surface of the uterus can be reached and the extent of 
the effusion in this locality determined. If the utero-sacral ligaments 
are involved they will be felt as a tense band on each side. Sometimes 
the inflammation has extended to the perirectal areolar tissue, so that 
the finger will detect a distinct collar surrounding this organ. 

Should pus have formed, the tumor will be more or less softened and 
fluctuation can be detected. 

The physical changes of pelvic peritonitis vary somewhat from those 
just gi\·en. The general adhesions are usually more extensive, but 
peritoneal inflammation does not so often give rise to the formation of a 
distinct tumor. During the early stage any manipulation of the uterus 
excites intense pain. The hypogastric tenderness is most marked. If 
the effusion is great it usually gravitates into the posterior cul-de-sac, 
becomes organized, and can there be felt as an ill-defined mass; or, 
especially in septic cases, it may remain fluid, being shut off from the 
general peritoneal cavity by adhesions from above. (Plate IX, Fig. 2 1 e. ) 
The effusion is sometimes great enough to extend above the brim of the 
pelvis and even as high as the umbilicus. 

The uterus is even more markedly immobile than in cellulitis. The 
whole pelvic roof may present a board-like hardness. 

Complications.-! have already mentioned that irritation of the 
bladder and the rectum is a frequent symptom of pelvic peritonitis and 
cellulitis. Under the present head it is only necessary to allude to dis
turbance of these organs for the purpose of again reminding the reader 
that in those cases not characterized by other decided symptoms of 
pelvic inflammation we may find, on examination, an inflammatory 
exudate responsible for such disturbance. Acute melritis as a compli
cating factor has also been dealt with. The remaining conditions to be 
considered at this time are acute oOplwritis and sa!pingitis. In my 
treatment of them here I shall comprise all that I have to say concern
ing them as distinct acute affections. 

Let it be remembered that acute exacerbations of metritis and general 
pekic inflammAtion are often due to septic disease of the appendages 1 

even though the pyosalpinx originally resulted from an inflammation 
which extended from the vagina and uterus. Gonorrheal salpingitis is 
a most frequent cause of pelvic peritonitis. On the other hand, metritis 
dnd general pelvic inflammation rarely if e\·er nm their course without 
implicatiug the appendages. In perhaps the larger number of cases 
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this occurs without our being able to determine the fact by any special 
symptoms. In reality, then, acute o\·aritis and salpingitis occur as an 
essential feature of general pelvic inflammatiou 1 rather than as a com
plication. \Ve may be reasonably certain of involvement of the ovary 1 

if pain and tenderness in the region of the affected organ are marked 1 

particularly if the attacks of pain are attended with nau!'ea and vomit
ing. It may be possible by conjoined manipulation to get the enlarged 
and tender organ between the examining fingers; or rectal exploration 
may reveal the prolapsed and adherent ovary between the uterus and 
the rectum. Acute inflammation of the tube is always associated with 
that of the ovary. 

The scquelrc of inflammation of these organs are very yariable. If 
the ovaries are not too seriously damaged, resolution will ensue upon 
the subsidence of the general inflammation, or they may remain im
bedded in the inflammatory mass. Suppuration frequently occurs, 
calling for their removal. The chronic diseases of the appendages are 
considered in Chapters XLVlII. and XLIX. 

Differentiation.-The various forms of acute inflammatiou of the 
pekis are differentiated1 as nearly as it is possible to do so1 in the table 
of comparison given on page 452. The only conditions1 therefore, 
calling for consideration at this time are the following:-

Pelvic hematocele, and extrauterine gestation; 
Uterine fibroids; 
Retro·displacements of the uterus; 
Carcinomatous infiltration; 
Accumulated fecal matter. 

Any of the foregoing conditions may lead to confusion when the 
resulting tumor resembles that caused by an inflammatory exudate. 

Pdvic hematoalc, from whatever cause, gives rise to symptoms first 
characterized by slzock and collapse. The blood is poured either into the 
peritoneal cavity or into the underlying cellular tissue, thus forming a 
tumor. The latter, unlike that of cellulitis, is at first soft 1 becoming 
hard after the absorption of serum. lf inflammatory symptoms ensue, 
they follow those of shock and collapse. 

Extrauterine gestation is the most frequent cause of pelvic hemato· 
cele. l'nfortunately, its existence is often unsuspected until rupture 
occurs. There are no pathognomonic symptoms of this condition. \Ve 
may suspect it in a patient whose me11strual function has been disturbed 
or is nbsent, if a tumor is slowly formed in the region of one broad 
1igame11t

1 
and is accompanied with spasmodic pains iu the affected 

29 



442 A TEXT-BOOK OF GVNECQI,OGY. 

locality. These symptoms, while put down by m::i.ny authors as clas
sical, are quite as often absent as otherwise. 

Uterine .fibroids are attached to the uterus and, if not adhered, 1110\·e 

with it. There is no history of inflammation to account for their 
presence . The tumor is painless, and 1 instead of diminishing as time 
goes on, it more often slowly increases in size. In the interstitial and 
submucous varieties excessive menstruation is a frequent symptom. In 
the event of adhesions the differentiation is sometimes extremely diffi-
cult. 

The unnatural position of the fundus in re/Jo-displacements of tire 
uterus may give rise to uncertainty as to the nature of the tumor in the 
posterior cul-de-sac. This is especially so if the fundus is bound down 
by adhesions. Conjoined manipulation will, in the first place, reveal 
its absence in front; next, by passing the sound 1 the tumor is pene
trated, which is uot the case when due to any other cause. 

In carcinomatous infiltration there may be slight febrile symptoms. 
The disease almost al wars begins in the cen·ix, which will be found in
durated and, during the later stages, ulcerated. It is insidious in its 
development, and in due time cachexia supen·enes. 

Accumulated fecal matter ought not to be mistaken for an inflammatory 
exudate, yet, strangely enough, it more than once has been. A fecal 
tumor pits upon pressure. An examination per rectum will ordinarily 
suffice to reveal its true character. In all cases of doubt the colon and 
rectum should be thoroughly emptied either by an enema or a cathartic. 

Course, Duration, and Sequelre.-No two cases of pelvic perito
nitis and cellulitis run exactly the same course, and the dnration and 
sequelre are most variable. \Ve have seen that pelvic inflammation 
may exist for an indefinite length of time without gi\'ing rise to serious 
trouble. This, uufortunately 1 is the exception to the general rule

1 
and 

usually marked pelvic changes make their presence known in many 
ways. Pressure symptoms are of frequent occurrence, the location of 
the resulting pain depending upon the structures impinged upon. If 
the great sciatic, the crural 1 or the external cutaneous nerve is inyolved, 
pain is comnmnicated respectively to the posterior surface of the thigh, 
the dorsum of the foot, or the knee. If the psoas muscle of either side 
is affected the corresponding limb is flexed or abducted. It may be 
many weeks and even mouths before the foot can be put to the floor. 
Involvement of the bladder and the rectum may continue indefinitely, 
the dysuria and tenesrnus becoming most distressing. The rectum is 
sometimes so distorted as to mold the feces into ribbon· like bands. Pus 
may continue to discharge for a long time through either the bladder 
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or the rectum. Amenorrhea, dysmenorrhea, or menorrhagia are fre· 
quent sequelre. In some instances the ovaries are so completely dam
aged as to destroy entirely their function, and menstruation ceases; in 
other cases, probably the larger number, excessive menstruation results. 
At least my experience is in keeping with this statement. In removing 
appcudages damaged by inflammation, meuorrhagia has usually been a 
prominent indication for the operation. Dysmenorrhea, due either to 
continued inflammation, to distortion of the uterus, or to involvement 
of the appendages, frequently follows in the train of the disease. I 
have met with se,·eral cases of o\·arian dysmenorrhea associated with 
post-inflammatory pekic complications. It is not uncommon for in
flammatory symptoms to recur at each menstrual period-the result, 
probably, of an escape of a slight amount of pus or other fluid from 
th<.:: Fallopian tubes. Sterility, which is a frequent sequel, may be due 
to any of the causes giving rise to disordered menstruation. 

Should pus form, the resulting abscess may rupture in any of the 
directions indicated under the head of pathology. After rupture the 
abscess may heal and contract, or continue to discharge for an unlimited 
time; or it may im·oke the cellular tissue of the entire pel\'is, com
municating externally by se\·eral sinuses. 

Prognosis.-This, in severe attacks, should always be guarded. 
Parturient cases are the most dangerous. In forming a prognosis the 
cause of the inflammation, the Yitality of the patient, her environs, 
the quautitr of cffusio11, and the presence or absence of septic symptoms 
should be noted. If an abscess forms, this niay exhaust the system 
befon: healing spontaneously. Recovery, so far as life is concerned, is 
the rule, though chronic invalidism only too often results. 

TREAT'.\IEXT. 

The treatment of the various forms of inflammation included in this 
chapter c~n best be considered under the following heads:-

!. Prophylaxis; 
2. Removal of cause if possible after onset; 
3. Pre,·ention of effusion of serum; 
-+· Treatment of symptoms; 
5. Absorption and removal of exuchtes; 
6. Removal of pus and irreparably damaged organs. 

Prophylaxis.-The \'arious causes enumerated are to be avoided. 
No accoucheur ca11 do his full duty to his patient without thoroughly 
mastering the principles of antisepsis and asepsis. This, in its broadest 
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sense, iinplies a full knowledge of those methods having for their object 
the complete emptying of the uterus. More than this, it implies a 
familiarity with the evils of prolonged labor, for we have seen that 
septic inflammation oftener follows in the train of childbirth when the 
tissues are injured by long-continued pressure. And last, but not least, 
it illlplies cleanliness on the part of both patient and physician. 

There will be fewer cases of sepsis following delivery when Crede's 
method of expressing the placenta is more generally practised. It is a 
notorious fact that the average physician has not mastered, simple as it 
is, the technique of this method . By it the uterus is most thoroughly 
emptied of all debris and clots, and the danger of leaving portions of 
the membranes behind is reduced to a minimum. In early abortions 
the physician should not feel at ease so long as any offensive discharge 
proceeds from the uterus. Proper rest should always be observed after 
both parturition at term and abortion . The patient should not resume 
marital relations until involution of all the organs is complete. 

In non4 puerperal cases every precaution should be taken in all opera
tive procedures, no matter how slight, to prevent sepsis. In the event 
of chronic uterine and periuterine inflammation there is always danger 
of acute exacerbations being excited by operating upon the cervix, or 
even by introducing the sound. I do not mean to infer that we should 
refrain from all operations or examinations within the vagina because of 
the existence of sub4 acute or chronic inflammation. I merely wish to 
caution the student that, when these conditions prevail, he should 
proceed with care, especially at or near the menstrual period. 

Removal of Cause .-\Vheu the inflammation proceeds from the re
tention of septic matter within the uterus the indications are, clearly, 
to remo\·e it as speedily as possible and to wash away all shreds and 
debris with an antiseptic, intrauterine jnjection. If particles of mem
brane are retained the discharge is offensive, a condition which calls for 
immediate exploration. The patient should be placed upon her side or 
back before a good light , the cervix exposed and gently fixed. The 
uterine cavity should then be thoroughly cleared of all septic products, 
preferably by means of an irrigating curette. 

Before and after the curetting, if an ordinary dull wire curette is used, 
the cavity should be washed with a bot bichlorid solution ( r-5000) . 
It must not be used stronger than this within the uterus, and great 
gentleness should be observed. Unless the os is sufficiently large to 
permit the water to escape at tbe side of the tube a reflux catheter is 
necessary. 

After thoroughly douching the parts in the manner described, the 
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operator should apply over the entire surface of the endometrium either 
impure carbolic acid or compound tincture of iodin. I prefer the former 
unless hemorrhage is troublesome, in which case the iodin will serve 
both as a hemostatic and au antiseptic. 

I have more than once seen, after this procedure, the temperature 
drop in a few hours from 104° or 105° F. to normal. Should it remain 
so, it will not be necessary to repeat the intrauterine douching. If, on 
the contrary, it rises again, the douching must be repeated as often as 
every four, five or six hours. 

In those instances in which the temperature drops to normal and 
remains so, the condition is one of simple septic intoxication, and the 
srstem very quickly eliminates the products of chemical decomposition 
which it has absorbed. This is not the case, however, when the system 
becomes more profoundly impressed, probably because of the entrance 
and multiplication of germs. Here intrauterine douching may do 
good, or it may prove entirely futile . The curette does not always 
remove all of the germ-infected tissue, and by persistently using the 
douche the germs may be kept from multiplying and entering the 
organism; but to accomplish this it must be used at least every four or 
six hours. If the temperature be not affected by this treatment at the 
end of twenty-four hours, the douching will probably do no good and 
may as well be discontinued. The system, in these cases. is surcharged 
with the septic poison already absorbed, to which the persistent high 
temperature is due, and which must be contended against by other 
measures. 

Gonorrheal vagiuitis and endometritis should receh·e the most careful 
consideration (Chapter XXVI). After the disease has invaded the en
dometrium the uterine cavity should be carefully irrigated with a r :sooo 
bichlorid solutio11 1 after which it is packed with iodoform gauze and the 
vagina filled with the same. This is to be repeated every twenty.four 
hours. If the discharge persist for a week or ten days, the uterus 
should be curetted and packed under au anesthetic. 

Prevention of Effusion of Serum .-A chill followed by fe,·er and 
more or less distress in the pelvic region always calls for complete rest 
on the part of the patient. She should at once be placed in bed and 
kept absolutely quiet. If the case is not of septic origin, the aim should 
be to abort the attack and prevent effusion by measures which will, 
if faithfully carried out, accomplish the desired end in at least a goodly 
percentage of cases. To accomplish this the indicated remedy, which, 
in nine cases out of ten, will be either aconite, belladonna, or veratrum 
viride, is of first importance. Of almost equal importance is the use of 
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the hot vaginal douche, as recommended by Emmet. To be of ser
vice, howe\'er, it must be used in such a way as to bring into action 
the thermic properties of the water ( p. I..J-..J. ) . The ,·aginal douche can 
be advantageously supplemented by hot fomentations O\·er the hypo
gastrium, hot drinks, etc. 

Treatment of Symptoms.-The management of any form of pekic 
inflammation, after it is once inaugurated, requires no little tact and 
judgment. Absolute rest can be afforded only by the coOperation of a 
skilled nurse who will anticipate and attend to the patient's every want. 
The diet should be concentrated and nourishing, with the judicious use 
of stimulants added in septic cases; and the internal remedy should be 
selected with much care. Cases of septic origin usually call for oue of 
the following remedies: Arsenicum, lachesis, bromin, or mercurius. · 

The bowels should recei\·e due attention. I cannot agree with some 
of my confreres that it is a matter of slight importance whether or not 
the bowels move in these cases for seyeral days. Constipation not only 
aggra\'ates the existing pelvic inflammation, but, in septic cases, it closes 
an avenue, and a very important one, for the elimination of the poison. 
The bowels should, therefore, be mo\'ed at least e\'ery other day by 
enemata of warm water, to which may be added, in obstinate cases, 
either ox-gall or glycerin. When the tympanites is great there is noth
ing more useful than a saline cathartic. The relief offered by it is often 
most decided. 

Relapses are of frequent occurrence, and the patient should be kept 
in bed unt il the acute symptoms have subsided. There is always 
danger in getting up so long as the temperature remains abo\'e the 
normal or movement causes local pain and distress. 

Absorption and Removal of Exudates .-This is often a most 
difficult task and may require for its accomplishment a long period of 
time. Until after the subsidence of all acute symptoms we are com
pelled to rely almost solely upon the vaginal douche and the internal 
remedy. The douche, by overcoming congestion and stimulating the 
lymphatics, accomplishes much good and its value cannot be O\·er
estimated. Apis mellifica is often most useful during this stage. 

As the disease becomes more chronic, other measures are of the 
greatest utility. The cotton wool tampon medicated with boroglycerid 
and iodin or ichthyol will promote absorption. These medicaments ex
cite a flow of serum, thus relieving congestion; they also stimulate the 
lymphatics, while the tampon itself exerts sufficient pressure to hasten 
absorption. 

Galvanism is a therapeutic resource of the greatest value in the re-
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mO\·al of old inflammatory exudates and adhesions within the pelvis. It 
is simply astonishing with what rapidity large inflammatory exudates 
will often melt away under repeated applications of a current varying 
from twenty to fifty milliamperes, supplemented, of course, by the 
other measures recommended. (Chapter XL) 

The question of removing encysted serum or pus by operative meas
ures must necessarily depend upon the conditions that exist. It may 
be given as almost an axiom that encysted non-septic serum, even 
though large in quantity and easily accessible, does not require opera
tive interference unless the pressure induced by it gives rise to unusual 
sufferiug. Nature will ordinarily care for such an effusion as this. On 
the other hand, if the eYidences of pus are clearly marked, the circum
stances are very clifferent 1 and e\•acuation is, in the larger number of 
cases, called for. This may be accomplished, when the abscess points 
into the vagina 1 either by the aspirator, the trocar, or the bistoury. The 
abscess cavity should be washed out and, if the bistoury has been used 1 

drained. (Chapter XXXI.) 

ABDO:'>IINAL SECTION AND HYSTERECTOMY FOR PUERPERAL SEPSIS. 

\Vi thin the last two years the question of radical surgical interference 
in the treatment of puerperal sepsis has come to the front. Until two 
years ago the abdominal cavity was not invaded during the puerperium 
except for the purpose of removing the fetus from above. 

The tendency now is to apply to puerperal sepsis the same general 
surgical principles which are applied to all forms of sepsis. In this 
country this practice has been especially advocated by Noble , Baldy, 
Polk, Davis1 and Henrotin. 

The proposition is to remove the appendages, and, if necessary, the 
uterus as well, when the focal point of infection is located in one or 
both of these organf!. The propriety of removing pus tubes, should 
these be responsible for the peritonitis and sepsis, admits of no argu
ment. It is in keeping with that principle of surgery, so \-..:ell estab
lished, that pus in any part of the body should at once be liberated 
when it becomes a source of infection. The same rule applies to the 
uterus when this organ is implicated, and the symptoms of sepsis are 
unaffected by curettemeut and irrigation. Pus accumulations without 
the genital tract are, of course, to be dealt with surgically. When the 
sepsis is general, the so-called lymphatic form of general septicemia, 
the condition is not amenable to abdominal section. It is many times 
extremely difficult, as suggested by Polk, to differentiate between the 
two forms of sepsis. However, it would seem, from the data already 
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accumulated 1 that the ''let alone treatment'' of so-called puerperal fever, 
which has so long and so dis1strously prevailed, is soon to become 

a thing of the past. 
The prop::>sitions which present themselves for tlle consideration of 

the practitioner in a given case of puerperal infection are:-
1. Is the sepsis due to a ruptured pus tube? 
2. Is it due to au infection of the uterus? 
3. Is it due to general lymphatic infection? 
If due to the first cause, and the uterus is not seriously involved, the 

abdomen should be opened, the appendages amputated, the peritoneum 

washed in sterile salt water, and drainage instituted. 
If to the second cause, and the symptoms are not abated by curette

ment and irrigation, the uterus should be removed with the append

ages, either through the vagina or abdomen, as the operator may elect. 
Here the infected uterus is the uidus of the morbid process and hys
terectomy remains the only recourse . 

If to the third cause1 the case will have to be treated symptomatically, 
for the infection is general. However, no harm can result from making 

a small exploratory incision, followed by thorough irrigation with 
sterile hot water at 1rn°-I15° F. Noble* recommends this practice, 
having sent queries to many obstetricians, " and in no case did any re
port death when nothing was removed from the abdomen, while re

covery was usually rapid. 1 ' 

The poiut insisted upon by all operators is that radical work should 
not be left until the patient is practically moribund. 

The operative treatment of pelvic abscess and damaged uterine ap

pendages is dealt with in detail in the chapters devoted to these subjects. 

Therapeutics. 

Aconite.-T/te earl.JI congestive stage with anxious expression of face; 
GREAT RESTLESSNESS, HIGH FEVER, AND RAPID PULSE; burning, 
cutting, darting pain in bowels, worse from the slightest pressure; ab
domen hot to the touch; intense thirst. 

Veratrum viride.-Great cerebral congestion; violent nausea and 

vomiting witli cold sweat; lzeart beats loud and strong wit/i great arterial 
excitement; respirations are very slow; face flushed; pupils dilated; 
especially useful in the acute stage of puerper_al cellulitis. 

Belladonna.-Great congestion ef tile lzead; strongly pulsating carotid 
arteries; colicky pains in the bowels; great anxiety; dyspnea; liglzt and 

*Am. Gyn. and Obst. Journal, April, 1895. 
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noise unbearable; SHOOTING, DARTING, STABBING PAINS, WHICH COME 

AND GO IN QUICK SUCCESSION. * 

B ryonia.-Stage of exudation; THE LEAST MOTION AGGRAVATES 

HER SUFFERINGS; her head aches as if it would split open; stitching, 
pressing, lancinating pain in the bowels, worse from slightest motion; 
tongue w!u"te and dry,- great thirst,- bowels constipated. 

A pis. --Stinging, tltrustiug pain similar to I/tat arising from tlze 
sting of a bee,- absence of thirst; urine scanty; dyspnea; edema of 
feet .j-

Arsenicum.-Sudden sinking q( streugtlt; intense internal restless
ness; thirst; constant vomiting; burning in bowels; cold, clammy 
perspiration. 

T erebinthina.-Excessive distention of lite abdomen, witlt weakness 
and prostration,- peritonitis resulting from pelvic hematocele.t 

Ge lsemium.-Accord ing to Ludlam. this remedy is especially use
ful after belladonna, if tardy menstruation is the cause of the conges
tion; sharp labor· like pains in uterine region extending to back and 
hips; pulse at first full and bounding, then feeble and thready.[[ 

Colocynth.-Violent, cutting, tearing pains, relieved someu.1/tal by 
pressure,- diarrhea and tenesmus of the rectum; frequent tenesmus of 
the bladder with scanty urine; in the acute stage of pelvic peritonitis 
with little effusion; paiu especially severe in the left ovarian region. 

Cantharis.-Frequenl and almost continual desire lo urinate, ineffect
ual or witli cutting, burning pain and passing only a few drops of urine at 
a time, wldclt is often mixed willt blood,- burning in the uterine region. 
The urinary symptoms are of the greatest importance in determining 
the selection of this remedy in acute inflammation. 

*"The abomen, in Bellado1111a, is swollen up like a drum and very sensitive to 
the touch, so much so that the patient wants all clothing removed. ''-Farring/011. 
"Uterine congestion is manifested, particularly by a violent stinging, fulness, 
tension, and urging deep in the abdomen and the sexual organs, with which there 
is often conjoined a dragging, lancinatiug sensation around the loins. "-Hart-

t ·• Apis mellijica is indispensable if pelvic cellulitis complicates the case and if 
we desire to abort the tendency to all forms of pelvic abscess * * * But it 
needs to be gi\·en in a low form and frequently repeated. "-Ludlam. 

t "The violent drawing, burning pains in the region of the kidneys, and scanty 
and bloody and often suppressed urine, with distressing straugury, are excellent 
additional indications for Terebi11l!1ina, should they be present."-Soulflwick. 

II" The pulse rises, in Celse1ni1tm, during the reaction after the chill, as far above 
the normal as it has been below it."-T. F. Allen. 
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Mercurius cor.-Purulent exudations; creeping chills; foul breath; 
vomiting of slime, and slimy stools with straining; edema of feet; weak
ness and emaciation (Lilienthal).* 

China.-Disteution and oppression of the abdomen, especially follow
ing great loss of blood; much ringing in the ears; difficult, but painless, 
urination 

Calcaria carb.-Subacute and chronic cases in leucop!Llcgmatic co11sli
tulions; the feet fed cold and damp,· profuse perspiration of the head 
and upper part of the body; the history of the case shows that the 
menses have been too profuse and return too often. 

Hepar sulph .-Particularly indicated to prevent or hasten suppura
tion; burning, throbbing pain with chilliness. 

Lachesis.-This remedy is especially indicated, according to Guern
sey, in pelvic inflammation occurring at the critical age; exacerbation 
of the soreness after e\'ery sleep whether by day or by night; extreme 
sensili'l'eness lo pressure; cannot even tolerate the clothes upon the uterine 
region.t 

Phosphoric acid.-Great distention of the abdomen with marked 
debility aud great indifference to all about her; low fever. 

Rhus tox.-Puerperal cases worse at night, especially after mid
night; restlessness; changing tlze position affords temporal)' 1-elief,· 
powerlessness of the lower limbs, she can hardly draw them up; low 
fever with d1y tongue. 

Hyoscyam{is.-Spasmodic symptoms with jerking of the extremi
ties, face and eyelids; emotional disturbances; typhoid state with 
delirium; the patient throws off the bedclothes. 

Iodium.-Implication of mamm<:e, which become very sore; there is 
a low cachectic state of the system with feeble pulse. 

Sulphur.-Weak, faint spells with frequent flushes of heat; papillary 
eruptions over the body. 

Sabina. -1\Ietritis following menorrhagia or metrorrhagia of clotted 
and fluid blood, with pain from sacrum or lumbar region to pubes. 

Silicea.-Constant chilliness followed by fe\'er with violent heat in 
the head, worse at night; especially useful after suppuration wiLlt fistu-

*" Innammation of the peritoneum and effusion into this sac is a frequent feature 
in poisoning by Corrosive sublimate. * * * I ha,·e myself the highest esteem 
for this remedy in peritonitis. I hm·e used it here more frequently than bryonia 
and with more gratifying results. "-Hughes. 
t" In peritonitis Lachesis is indicated when the feyer still continues and is worse 

afte r 1 P M., and at night The slightest touch to the surface of the body is intol
erable. "-Farrington. 
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lous openings ·il·lzicli discharge a large amount of thin, uulua!thy pus; 
profuse, sour, or oITensi\·e perspiration at night; headache and nen-ous 
symptoms resulting from loss of strength; great constipation; constant 
and ineffectual desire for stool. 

C imicifuga.-Rhcumalic 'i.t • .'Omen subjcd to p!curodJ'Uia, r/zeumatism, 
etc.; LUMBAGO; pain and distress in the pelvis ·with scanty or irregular 
menstruation; despondency; subacute pelvic peritonitis in rheumatic 
women. 

O pium.-Cases resulting from fright; flushed face; delirium; sopor
ousness; sleepy but cannot sleep; constant \'Omiting and belching; 
complete inactivity of the lower bowel. 

A rnica .-Pekic inflammation from traumatism. 
Consu/t:-Stramo11iu111, secale, sepia, platina, pulsatilla, kali carb., 

and conium mac. 



TABLE COMPARING ACUTE INFLAMMATION OF THE VAGINA, UTERUS AND ANNEXA, AND 
PERIUTERINE TISSUES. 

===== 
~»ms. -I""'""" AND ENDOMETR>m. • . . PER<TONmS. -1· CELLUL<T<S 

Mos.t freque .. n't. ca.use. is gonor- Most freq. uent cause is sepsis \V_ben pnm_ary, mos. t frequent causel \Vherepri1~iary,most frequent cause 
rhea I infection; difficult Lo connected with abortion or ts extension of inflammation from is partuntion and abortiou; oper-
d1fferent1ate specific from parturition. uterus or tubes; imprudence dur- ations upon uterus. 
11on-spec1fic form. ing 1nenstruation; gonorrheal ex

tension. 

Intensity o_f. onset. dependslln lig~t, 1~0.u.-pue.rperal caseslf11itiatory r!titt not marked. 
upon acmty of symptoms; the initiatory symptoms at 
usually shgbt cl11ll or chi!- onset no more marked t1ian 
liness. in vagi111.t1s; m .puerperal 

/niliato1y cltilt marked. 

Febrile sJ1mptoms slight. 

cases decided cl.1111. 

Fe.b~·ite .sy.mptoms u~ually.\Febri/e symptoms depend upon.IF.~ ebrile symptoms de.pend upon 
slight Ill uncomphcated cause and extent of tissue in- cause aud extent of tissue in-
11011-septic cases; marked volved; usually marked, aud the volved; usually marked, and the 
111 sepltc cases. pulse is small and wiry. pulse is full and bounding. 

A~~'~::~~; o:agi~:~fia~~~at~~~IA~:,~;;~~-. of 
inflammalorylFormation o.f tumor, which. is\Formation of tumor, which is 

ofteuer located posteriorly or an- oftener lateral; at first soft and 
teriorly; if lateral, usually high doughy , then hard, becoming aud hot, and then becomes 

bathed in pus or muco-pus. 

Thighs not retracted. !Thighs uot retracted. 

up; hardenrng of pelvic roof. soft again if pus forms 

Retraction of both thighs. Oftener retraction of one thigh. 

Uterns is mpva~le, and in size,IUterus bt.tt slig.ht.ly mo'l!ablc, an~l,U teru.s .more movabl~ than in peri-
iucreased rn size. often fixed; chsplaced m any dt- tomtts; usually displaced later

rection, depending upon location ally. 
ofeffus1ou. 

Pain of a burning characterlPa in ind~finite; augmented lMore pa_inful th?n _in cellulitis, and lPain depends upon pressure. 
and low down. by movrng uterus. sometimes parn ts very great. 

No vomiting. N~a~:~~iiting if uncompli-1 V~~~·;t:f a~!t~~~~~:J.ed; worse ifl Vomiting not so marked. 



CHAPTER XXIX. 

CHRONIC ENDOMETRITIS ( C E RVICAL AND COR 
POREAL ); CHRONIC M ETRITIS ( SUBINVO

LUTION; H YPERTROPH Y; AR E OLAR 
HYPERPLASIA ). 

For reasons similar to those given in the preceding chapter, I deem it 
entirely logical to include in one chapter the several chronic inflamma
tory affections or the uterus. They all possess symptoms in common, 
and the principles of treatment obsen·ed in all are much more alike 
than is the case in acute and chronic inflammation of any of the 
tissues of the uterus. This classification is, therefore, infinitely less 
confusing to the student than the older one in which the various 
acute and chronic diseases of the organ are considered seriatim. 
Then, too, the pathological changes justiry the classification adopted, 
for there is at least an insensible shading of the various forms of chronic 
inflammation into one another, and, oftentimes, the blending is very 
distinct. C!trouic cervical endometritis, aud granular and cystic degener
ation of the cervix, represent , in reality, but different stages of one and 
the same disease. The general symptoms are practically the same in 
all , and they can be differentiated the one from the other only by phy
sical examination. So-cal led fungoid degeneration of t!te eudometrium 
likewise represents but a form of corporeal endometritis and should be 
so dealt with . Again, subim·olution of the uterus, hypertrophy, and 
areolar hyperplasia are but stages of chronic melritis (although areolar 
hyperplasia occasionally occurs in uulliparous uteri ), and are therefore 
included under this head. 

CHRONlC CERVICAL El'."DOMETRITIS AND GRA!\lJLAR AND CYSTIC 

DEGENERATION OF THE CER\'IX. 

Definition .-By the term chronic cerdcal endornetritis is meant au 
inflammation, chronic in character, of the cervical mucous membrane, 
which extends from the os externum to the os interuum. It is the 
most frequent of a ll gynecological diseases, and is also known as endo
cer\'icitis, cervical catarrh, etc. 

453 
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Anatomy.-The surface of the cervical mucous membrane is greatly 
increased by the so -called arbor vitre, which are nothing more than 
folds or ridge.::i of mucous membrane studded with numerous villi and 
covered with cylindrical and pavement epithelium. Large uumbers of 
muciparous glands, known as the follicles of Naboth, are between these 
folds. It is estimated that in a well-developed virgin cervix there are 
at le:ist ten thousand N"ab::>thian follicles, and it is from them that the 
alkaline cervical secretion is derived. 

FIG. 108 

J.,ACIW.ATION WITH EROSION OF 

·r11E CF.R\'IX. (,lfarti11.) 

Fie. 109 

EROSION \\..l'l'll ENL.\RGJ,·:'1E,<T 

or· Fo1.t.1c1,ns. 

Pathology .-The first step in cerdcal endometritis is hyperemia of 
the Nabothian follicles. They become engorged and elevated, with 
dilated mouths, which are filled with a secretion which is at first alka
line and \'i!jcicl, like the white of an egg; later the secretion becomes 
more adhesh·e and tenacious, being loaded with epithelial cells; finally, 
it assumes a muco-purulent character and is sometimes tinged with 
blood. It also becomes exceedingly acrid, disintegrating the epithelial 
layers of mucous membrane, which leaves the underlying surface ex
posed \Fig. I08 L This is known as abrasion or crosio1l, and while in 
the strictest ~ense of the term it is a form of ulceration,* it is too 
superficial in character to fall properly into that classification. If the 

Dungli!ton (!dines an ulcer as "a solution of continuity of the soft parts." .\ccord
to thl' lat!!r res~·arches of Ruge and Yeit, the cpithl'lium is not entirely de

in this conclitio11. 
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disease is arrested at this point the epithelium is restored and the red
ness disappears. If, instea<l 1 it progresses, the mucous membrane 
proper becomes implicated and the papillre undergo proliferative changes 
and project in the form of granules through the abraded tissue. This 
constitutes granular degeneration (Fig. 110). * Since the papillre are 
richly supplied with blood-\·essels, the older works describe this con
dition as 11 bleeding ulcer " or" cock's-comb granulation. " The grauu
latlons sometimes increase in size aud number until they form a large 

FIG. 110. 

FlSSURl-:0 CERVIX \\'ITH GRANCL\R :'\It'COCS )IE'.\IUR.\NE. Sr!tro('dcr.) 

FIG. If!. 

EcTROPit':o.t OF THg CF.R\'IX. 

The cerl"ical mucous membrane is hypertrophied as a result of the inflammation 
and, becnuo;e of the tenesmus excited, is forced from the cen·ical canal; (a) 
represents the uonnal state and (b ), (c) and (d) successive degrees of ectro
pium. (A1H•ard. ) 

Rugt: and \'eit say that these \'illous projectious arc not hypertrophied p::ipilb~. 
but 11~\\ formation<;, 
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The hypertrophy of the mucous membrane which attends the disease 
creates a tenesmus which may give rise, even in virgins, to great ever
sion. Theos extern um becomes patulous and the cervical canal greatly 
distorted. The manner in which this e\•ersion is produced is shown in 
Fig. Ill. 

If the inflammation is localized in the muciparous follicles it causes 
the latter to become greatly distended,-and finally to burst, thus giving 
rise to so-called follicular ulceration. Extensive inYolvement of these 
follicles constitutes 91stic degeneration of the cervix (Fig. t r2). Instead 

FJG. 112. 

LACERATION OF THE CERVIX, WlTH CYSTIC AND PAPlt.l.ARV HYPERPLASIA, SIM

ULAT I NG EPITHEJ,IAf, CANCER. (llfundC.) 

of the extensive changes here shown the enlarged Nabothian glands 
may assume the shape of polypi. 

The foregoing changes indicate the several pathological steps leading 
from simple catarrhal inflammation of the cen-ical endometrium to ex
tensive granular and cystic degeneration and ulceration. True inflam
matory ulceration is very rarely met with. As already indicated, simple 
catarrbal inflammation is of most frequent occurrence; granular degen
eration also occurs with great frequency; while cystic degeneration, 
though by no means rare, is much more so than the affection last 
named. In many cases, however, the only evidence of simple endo
cervicitis will be an unnatural discharge proceeding from the cervix. 

Etiology .-The causes are both predisposing and exciting. Under 
the first head may be included:-
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The various dyscrasire, as scrofulosis, tuberculosis, etc.; 
\Vant of fresh air and exercise; 
Ill-nourishment ; 
Improper dress; 
Subinvolutiou. 

The exciting causes are:
Cervical lacerations; 
Extension of vaginitis, especially specific; 
Excessive coitus; 
Prevention of conception; 
Undue exposure1 especially during menstruation; 
Frequent parturition; 
Excessive lactation; 
Intrauterine stem pessaries. 

Of these several causes, the various dyscrasitE are perhaps the most 
important. Women of lymphatic temperament, especially blondes, are 
particularly liable to cervical inflammation; in these subjects there is a 
peculiar tendency to catarrh of-all the mucous membranes of the body. 
Endocervicitis in this class of patients is usually most obstinate. 

Cervical catarrh is almost always a complication of su.binvolu.tion, and 
it is frequently associated with corporeal endometritis. 

Of the exciting causes, cervi'cal lacerations are to be ranked of first 
importance. The laceratio11 1 with consequent eversion, exposes the 
lower part of the mucous membrane to friction against the vaginal 
walls and to irritation during coitus. The various means resorted to 
for the prevention of conception frequently give rise to cervical catarrh 
as well as to general pelvic congestion. Cold vaginal injections im
mediately after intercourse, when all of the sexual organs are unduly 
flushed with blood, is a most pernicious practice, though but little worse 
than the use of conrloms, or the practice of withdrawal of the male 
organ immediately before ejaculation. In fact, any cause that tends to 
keep up a congestion of the uterus and pelvic organs is liable in time 
to induce cervical catarrh, especially in one predisposed to inflamma
tion of the mucous membranes 

Symptoms.-The symptomatology depends more upon the t.ype of 
constitution met with in a given case than upon the extent of the dis
ease. It is a most common thing for the physician to meet with cases 
of cervical endometritis in which the local eYidences of the disease are 
most marked 1 though the general symptoms may be entirely wanting; 
whereas, in other cases, \\11th but slight disease, the general symptoms 
are most distressing. Some temperaments are much more profoundly 

30 
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affected than others by any lesion, and as regards those of the uterus 
this is pre-eminently so. 

Leucorrlua is the most common symptom, and may be the only one 
attractiug the patient's attention. The discharge is at first thick 1 dscid 
and albuminous1 but as the disease progresses1 and especially if villous 
erosion exist, it becomes muco-purulent and not infrequently tinged 
with blood. 

In time other symptoms of a more general character may develop. 
The patient complains of an ill-defined, dragging sensation in the pelvis, 
which is made worse wheu she is on her feet for any length of time. 
Paz"n in Ifie back, which is almost al ways aggravated at the menstrual 
period, is of very common occurrence. The stomac!t is frequently im
plicated iu a reflex way, so that the nutrition becomes impaired and 
nervous symptoms develop. Melancholia, occipital and vertical head
ache, neuralgia in various parts of the body, and hysterical manifesta
tions may follow in the train of mal-nutrition. 

Disordered menstmation likewise frequently attends endocervicitis. 
Dysmenorrhea occurs oftener than meuQrrhagia, though if the corporeal 
endometrium is also involved the latter coudition may be the most 
prominent. Pain upon se.xual intercourse rarely results unless there 
exist cervical hyperplasia with the catarrhal condition. In granular 
and follicular degeneration there may be hemorrhage following inter
course. Other symptoms, such as constipation, disordered micturition 1 

etc., are not infrequent. 
P hysical S igns.-The extent of the disease can only be determined 

by local examination. Digital exploration alone is, however, many 
times uncertain, for should the os not be patulous the finger may not 
detect anything wrong. 

The speculum will more accurately determine the exact pathological 
changes. The parts are frequently concealed by the unnatural dis· 
charge which is present. By carefully removing this the cervical tissue 
will be exposed. In simple catarrhal inflammation the slight discharge 
hanging from the cervix may be the only evidence of disease; or the 
os may be patulous and the mucous membrane e\·erted and congested; 
or there may be granular or cystic degeneration as shown in Figs. 110 

and 112. 

If the patient has borne children lacerations are usually found and 
the eversion is often great. I have even seen the eversion in virgins 
so great as to cause me strongly to suspect for the time the chastity of 
the patient. This is not of uncommon occurrence, especially if the dis· 
ease is associated with cellulitis, and I strongly emphasize the fact be-
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cause the condition frequently gives rise to unjust suspicion. A correct 
decision is so important that I quote in detail the following case from 
Emmet:-* 

"During the spring of 1880 I was consulted by a young, unmarried 
girl whom I had seen grow up from a child, and whose character was 
abO\'e reproach. I first made a rectal examination with my finger, 
with the object of avoiding a vaginal one, if the needed information 
could be obtained. I detected au extensive cellulitis behind the uterus 
and to the left, but was unable to recognize the exact condition of the 
uterus, as a mass, very tender on pressure, was felt, which seemed too 
large for the cervix and not large enough for the uterus. I was sur
prised to find that this mass was the cervix greatly enlarged in propor
tion to the size of the uterine body 1 aud that it had the characteristic 
feel of a laceration. I introduced the speculum, and, to my sorrow, I 
saw the mucous membrane of the canal e\·erted apparently to the in
ternal os. If I had been placed on the witness stand I could have con
scientiously taken an oath that a criminal abortion had been recently 
performed. As the poor girl got up from the chair the expression of 
her face was so indicative of all that was pure and innocent that I could 
ask no questions. During the whole course of my professional life I 
never watched the progress of another case with such interest. The 
cellulitis yielded to treatment with unusual rapidity, and to my gratifi
cation the everted surfaces rolled in again as the inflammation lessened; 
the cellul itis at the end of three months had all cleared up and nothing 
but a virgin os remained." 

When in doubt, iu a case like that recorded by the eminent specialist 
just quoted, the only absolute test is time and proper treatment. In vir
gins the p1rts will ultimately regain their normal appearance; whereas, 
if lacerations exist, the rents are only made more prominent by curing 
the inflammation and hyperplasia. 

Differentiation.-Chrouic cervical endometritis can be posith·ely 
differentiated from vaginitis only by a specular examination. It is a 
frequent complication of chronic vaginitis. The symptoms which dis
tinguish it from cltronic corporeal endomelritis are given in the section 
de\·oted to the last·named disease. There is some danger of confound
ing granular and cystic degeneration 1 particularly if hyperplasia and 
lacerations exist 1 with epithelioma. 

The induration in epit/1elioma is much more marked; there is a pectt
liar hardness about the os; hemorrhage is more easily excited; and the 

*"Principles and Practice of Gynecology," 1884, p. 46o. 
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mucous membrane is attached to the subjacent structures. Every now 
and then cases will be met with where the uncertainty is very great and 
a section may have to be removed for microscopic examination. Proper 
treatment rapidly reduces simple hyperplasia with degeneration, which 
is not the case if the disease be malignant. 

In the event of ulceration we should determine whether or not the 
destruction of tissue is due to syp!iilis. Syphilitic ulceration of the cer
vix is not a common affection. It will be recognized by its yellow, 
opaque color; by its precipitous borders and depressed surface; and by 
the associated constitutional symptoms. 

Prognosis.-When left unmolested the disease may continue indefi
nitely, becoming worse and worse as time goes on. While treatment 
will have to be persevered in for weeks, or even months in cases of 
long duration, a cure can usually be accomplished in the end. 

CHRONIC CORPOREAL ENDOMETRITIS AND UTERINE FuNGOSITIES. 

The endometrium of the body of the uterus, like that of the cervix, 
may be the seat of chronic inflammation. \V'hen so affected it has been 
described under the names of chronic corporeal endometritis, internal 
metritis, uterine leucorrhea, uterine catarrh, etc. 

As regards its frequency, corporeal endometritis does not occur nearly 
so often as does cervical endometritis. So good an authority as the 
late Prof. Byford, of Chicago, makes this assertion:* "Inflammation 
limited to the cavity of the body of the uterus is uot commou, but I 
am quite sure that I have met with at least two instances." This to 
me is a most surprising statement to come from one of Prof. Byford's 
experience, for I am sure that I have many times met with chronic in
flammation limited to the corporeal endometrium, or at least not in
volving the mucous membrane of the cervix. In by far the larger 
number of cases, however, it occurs in connection with cervical endo
metritis. 

Anatomy.-The mucous membrane of the fuudus, like that of the 
cervix, is studded with numberless follicles which are lined with deli
cate ciliated epithelium, and open into the uterine cavity much as the 
glands of Lieberkiihn open into the intestines. These follicles are long 
and curling, their closed extremities projecting toward and into the 
uterine pareuchyma, between which and the fundal endometrium there 
is no areolar tissue. Numerous capillaries form a network about their 
mouths, projecting like villi into them and ramifying between them. 

* 11 Medical and Surgical Treatment of Women," page 182. 
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They exist in the form of simple and compound glands: the first are 
unbranched tubes; the second possess several branches. 

Pathology.-As in acute endometritis, the underlying muscular 
structure is always more or less involved, though the two affections 
(chronic metritis and endometritis) are sufficiently distinct to warrant 
separate consideration . 

The follicles described are the chief seat of the disease, which ac
counts for the exaggerated discharge . The secretion is not only in
creased, but altered in quality. It is alkaline and thin during the early 
stage, but in time becomes rust- like and muco-purulent. 

The changes in the mucous membrane are most variable. In cases 
of short duration it is merely swollen and congested . Later on granu
lations may form not unlike those in cervical endometritis. In the 
more severe cases partial exfoliation of the mucous membrane occurs, 
and villous proliferations spriug up from the subjaceut tissue, owing to 
exaggerated local nutrition. This last condition constitutes the so
called ·vitlous fungosities or fungoid degeneration of the endometrium. 
As time progresses large numbers of the follicles are obliterated and the 
mucous membrane atrophies; or the opeuiugs of the follicles only are 
obliterated, resulting in distention from the retained secretions. It is 
claimed by some pathologists that, in cases of long standing, a thin 
layer of connective tissue, covered by pavement instead of cylindrical or 
ciliated epithelium, replaces the mucous membrane . 

Causat ion .-Many of the causes giving rise to cervical endometritis 
may, under favorable conditions, excite fundal endometritis as wel l. It 
is only necessary to enumerate, in the disease now under consideration, 
the following:-

Extension of vaginitis and cervicitis, especially gonorrheal; 
Parturition and abortion; 
Retention of menstrual discharge; 
Membranous dysmenorrhea; 
Injury resulting from the sound, intrauterine pessaries, etc.; 
Exposure during menstruation. 
Extension of 'i.iaginitis and cervicitis to the corporeal endometriutn is 

of common occurrence, a fact emphasized in dealing with acute endome
tritis. It is the specific form of vaginitis which oftener implicates to 
the endometrium. 

Parturition and abortion are not infrequently followed by endo
metritis because of mechanical injury, or because of some of the pro
ducts of conception being left behind . In criminal abortion the unskil-
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ful use of the sound is very apt to lacerate the endometrium in such a 
way as to set up inflammation. 

The careless and indiscriminate use of the uterine sound in the uon
pregnant is sometimes responsible for an acute endometritis which may 
become chronic. If the sound be intelligently used and is clean, there 
is, however, but little danger of inflammation attending its introduc
tion. This, of course, implies proper observance of the counter indica
tions. 

Probably the most important and frequent cause of corporeal endo
metritis is the retention of menstrual disc!targe because of some obstruc
tion to its exit. \Vhatever the nature of the obstruction, the retained 
blood becomes deteriorated and clotted. This irritates the mucous 
membrane, giving rise to uterine contractions and endometritis. 

The pathology of membranous dysmenorrhea is so uncertain as to 
make it difficult to determine in a given case whether this affection is 
the result or the cause of the endometritis. At any rate, more or less 
endometrit\s is always associated with this form of painful menstruation. 

I have in another place dwelt upon the danger of permitting patients 
to wear the intrauterine stem, while up and about. \Vhen these pes
saries were more fashionable than now endometritis was more common. 

Afenslrual suppression from exposure always gi\'eS rise to more or less 
congestion of the endometrium, which may, as time goes on, develop 
into a chronic catarrh. As is well known, acute endometritis from 
whatever cause frequently ends in chronic iuflammation. 

Symptoms.-These, as in endocervicitis, are remarkable for their 
variableness. In many cases corporeal endometritis of the most decided 
nature may exist indefinitely without giving rise to any trouble other 
than a leucorrheal discharge. In most instances, ho\.vever, the general 
symptoms are sufficiently marked to attract attention to the uterus, 
though it cannot be said that they are pathognomonic. 

The most constant symptom is leucorrhea. The discharge is not 
nearly so tenacious as that from the cervix, though when the cervical 
endometrium is also involved there is a commingling of the discharge 
from both. sources. It may be eitlier serous, muco-serous, or muco-

• purulent in character; or of a brownish, rust-colored tint. The last 
named quality is very characteristic, though a similar discharge may 
occur in any disease of the uterus in which there is a slight loss of 
blood. 

In the worst cases the discharge consists of almost pure pus. Again 
in some forms of senile endometritis it is decidedly watery and, when 
retained, gives rise to that condition known as li; 1drometra. In cases 
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of long standing it is often most excoriating, setting up intense pru
ritus nilvre. 

The symptom which in point of frequency comes next is disordered 
menstruation. The disease is nearly always attended by either menor
rhagia, dysmenorrhea, or amenorrhea. 

The mcnorrhagia is due to hypertrophy of the mucous membrane, 
and in fungoid degeneration the loss of blood is usually very great. As 
soon as the connective tissue becomes affected pain is associated with 
the menorrhagia. Pain also characterizes exfoliation of the endome
trium. In atrophy of the mucous membrane the menstrual discharge 
is lessened in quantity and may cease entirely. 

Sterility is a frequent, though by no means inevitable, symptom. I 
have certainly met with cases presenting all the evidences of chronic 
corporeal endometritis in which conception occurred. If the mucous 
membrane is much diseased, however, the woman can hardly conceive, 
for the unnatural discharge is inimical to the life of both the sperma
tozoa and the ovum. 

Pain in some form is rarely absent. It is not in any sense pathogno
monic, for it is such as may result from any of the chronic inflamma
tory affections of the uterus. Patients often speak of it as being of a 
dragging character, and not infrequently it extends down the inner sur
face of the thighs. It is always made worse by any physical exercise 
requiring the patient to be on her feet for any length of time. Deep 
pressure over the hypogastric region will sometimes reveal tenderness 
of the uterus. There is often a throbbing, burning sensation in the 
supra·pubic region. The uterus is more or less tender on bimanual 
examination, but not nearly so much so as when the disease involves 
chiefly the muscular structure of the organ. The bowels are usually 
inactive, and the superadded constipation tends to aggravate the uterine 
congestion. The urinary function is likewise frequently implicated, 
the urinary secretion itself presenting all of the varying characteristics 
of so-called " hysterical urine." 

As the disease progresses the nutrition sometimes becomes markedly 
affected. The appetite is impaired, there is often nausea with \'Omiting, 
aud 1 if flatulency accompanies these symptoms. as it frequently does, 
pregnancy may be suspected. There is, too, as in pregnancy, a peculiar 
tendency to pigmentation of the skin, especially on the forehead and 
abdomen and around the nipples, which adds to the uncertainty of 
diagnosis. The pigmentary deposits on the face, together with the 
emaciation and the dark areolre around the eyes, give to the patient a 
peculiar expression to which tlie term fades uteriua has been applied. 
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Any or all of the ner·vous plimomeua mentioned under the Hystero

neuroses not infrequently occur. Hysteria, melancholia, neuralgia in 

any and every part of the body, and even hystero-epilepsy, may develop. 

Headache is probably the most frequent reflex pain, and it is located, in 

at least the larger number of cases, at the vertex. Pain in the right hypo

chondriac region is not an uncommon symptom of chronic endometritis. 

Physical Signs.-The tenderness of the uterus on conjoined manipu

lation, the pain arising from passing the uterine probe, the slightly in

creased length of the uterine cavity 1 and the characteristic discharge 

which has been described, are practically a11 of the physical signs 

affording any positive information in making a diagnosis. A leucorrhea 

issuing from the cervix, with absence of discernible cervical disease, is 

pretty conclusive evidence that it proceeds from the fundus. The only 

exception to this statement would occur in cases of pyosalpinx drained 

through the uterus, a condition which would sooner or later excite en

dometritis. There is, too, especially in fungoid endometritis, a peculiar 

tendency to hemorrhage after the introduction of the probe. 
Differentiation.-The physical signs enumerated \vill ordinarily 

enable the physician to distinguish chronic corporeal endometritis1 when 

uncomplicated, from cervical endometritis . \\!hen the two affections 

exist conjointly it may be difficult to determine that the fundal endo

metrium is involved. A symptom of some value is the patulousness of 

the internal os, which nearly always exists when the fundus is im

plicated. 
Care should be taken to determine pregnancy when this condition is 

suspected. 
P rognosis.-Under the most favorable circumstances, and with all 

the resources of gynecic art, chronic corporeal endometritis is an ex

ceedingly obstinate affection. Scanzoni affirms* that he has never 

been able to cure a case of several years' duration, and all writers agree 

that the prognosis, in diseases of long standing, is most sinister. So 

much depends upon the coOperation of the patient that, without such 

coOperation, little can be accomplished. If this can be secured I think 

that the ordiuary cases can be not only greatly relieved, but eventually 

cured. I speak with much more confidence since adding to my arma

mentarium proper apparatus for the intelligent use of intrauterine 

galvanism. The most obstinate cases are those of long duration with 

much enfeeblement of the constitution and with bad retro-displacement 

of the uterus. Proper drainage of the organ, which is all-important, is 

*"Diseases of Females," Am. Ed., p. 202. 
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difficult when flexion exists, and profoundly debilitated patients are 
sometimes unable to tolerate measures having for their object the cor
rection of the displacement. 

CHRONIC METRITJS ( SUBIN\'OLUTION; HYPERTROPHY; AND 

AREOLAR HYPERPLASIA OF THE UTERl'S ) . 

G eneral Conside rat ions and Pat hology .-Not infrequently the 
uterus is found upon local examination to be hard, dense, sensitive, 
and increased in size. This condition is oftener met with in women 
who have borne children 1 or who have had one or more miscarriages. 
For years the peculiar and marked changes giving rise to this unnatural 
state were supposed to be the result of a chronic parenchyrnatous in
flammation, and the various text-books dealt with it under the name of 
CHRONIC METRITIS. Some years ago Prof. T. Gaillard Thomas, draw
ing his deductions from the patl10logical findings of Klob, Scanzoni, 
and others, became convinced that chronic inflammation had but little 
to do in bringing about this peculiar state of the organ. He sums up 
bis conclusions as follows:-* 

11 1. The condition ordinarily styled chronic metritis consists in en
largement due to hypergenesis of tissue, especially of the connective 
tissue, which induces nervous irritability and is accompanied by con
gestion. 

"2. Decidedly the most frequent source of this state is interference 
with involution of the puerperal uterus. A very large proportion of 
the cases of so-called parenchymatous metritis are really later stages of 
subinvolution. 

11 3. Areolar hyperplasia is often induced in a uterus wh~ich has once 
undergone the development of pregnancy by displacement, endometritis1 

and other conditions, including persistent hyperemia . 
i. 4. The same influences may possibly induce it in a nulliparous 

uterus, most frequently they do so in the neck, but such a result is 
exceedingly infrequent. 

"5. However produced, the condition is on~ of vice of nutrition, 
engendering hyperplasia of the connective tissue as its most striking 
feature, and, although attended by many signs and symptoms of inflam
mation, it in no way partakes of the character of that process." 

Thomas therefore teaches that the term chronic metritis is a misnomer 
and should be discarded 1 and that the actual condition brought about 
by the causes enumerated, the most frequent being arrested puerperal 

* Thomas and l\Iunde, ''Diseases of \\'omen,'' page 316, 1891. 



involution, is hyperplasia rather than !typertrop!ty of the uterus.* He 
has accordingly proposed the term areolar !tJ1perplasia as one more 

clearly defining the actual pathological changes which the tissues of 
the uterus undergo. To him the profession is much indebted for his 

able and scholarly writings upon the subject. 
If it be true, as Thomas affirms, that by far "the most frequent 

cause of this state is interference with involution of the puerperal 
uterus," then subinvolution is but the first stage of areolar hyperplasia 
(so-called chronic metritis), and should be so considered; and while 

hyperplasia is undoubtedly the final step in the pathological process 
which leads up to it, I think that there is clearly an intermediate stage, 
which is more correctly defined, according to the definition of ' rirchow, 

by the term !iyperlroplty. In proof of this I quote the observations of 
Finn made at the Institute of Pathological Anatomy in St. Petersburg. t 

11 1. The normal disposition of the single muscular fiber, as well as 

of the muscular bundle, remains unchanged. 
cc 2. The muscular fibers do not change in quality, neither is there 

fatty degeneration as a pathognomonic sign of the disease. 
"3. The muscular fibers are always extended in both their length 

and breadth above their normal standard, but more so in the former 
direction. 

"+ The number of fibers is always largely increased. 
11 5. The amount of connective tissue in the latter stage of the disease 

is always relatively diminished, but absolutely enlarged, so that the 
increase of bulk of the uterus is mainly caused by the hyperplasia of 

the muscul1i fibers, the augmentation of the connective tissue influenc
ing it but little." 

Klob, on the other hand 1 says: "The whole uterine connective tissue 
sometimes proliferates, either without accompanying increase of the 

muscular substance, or, if this does occur, the connective tissue pre
dominates to such an extent that the muscular substance is compara
tively of not much account." t 

It is probable, as suggested by Thomas, that Finn made his examina
tions during the early stages of subinvolution, whereas the uteri ex
amined by Klob were those in which the changes had existed for a long 

time. In this way only is it possible to reconcile the statements made 

*By hypertrophy is meant excessh·e growth of the elements of tissue already ex
isting; by ft;1pc1 plasia, the development of new tissue -Vircl1ow. 

t American journ al of Obstetrics, Vol. 1, p. 264. 
t Thomas and Munde, op. cit., p. 310. 
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by pathologists equally distinguished. It seems very strange indeed 
that later researches bearing upon the subject have not been made. 
Surely, the dead room furnishes material in abundance, and it is a 
question which ought not to be difficult to clear up. 

Are we justified, then, from the data given, in entirely eliminating 
inflammation as a causative factor in the proc;luction of the affection 
under consideration, which has for its beginning hypertrophy of tissue 
and for its ending hyperplasia? I think not. I have elsewhere shown* 
that three forms of hyperemia are met with, viz.: active hypertrophic; 
passive venous or congestive; and inflammatory. The first gives rise 
to hypertrophy, because of exaggerated local nutrition; in the second 
and third there is thrown out a fibrino-plastic effusion, which contracts, 
cuts off the capillary circulation of the parts involved, and becomes 
organized into a low form of connective tissue. As a result the connec
tive tissue is not only increased from this source, but the resulting irri
tation gh·es rise to hypergene!'is of that already existing, and in time 
the muscular structure is largely supplanted by it. Now, if these views 
are based upon sound premises, it is not only possible, but exceedingly 
probable, that acute metritis, after producing the changes described, 
will merge into a low form of chronic inflammation which may con
tinue indefinitely; and, while granting that uteri which have undergone 
the development of pregnancy are infinitely more liable to take on the 
changes ending in so-called areolar hyperplasia, I do not believe that 
nulliparous uteri, the seat of chronic enclometritis, are exempt from 
it. That in the vast majority of instances the starting point is 
subinvolution no one will denyj but let it be remembered that one of 
the most frequent causes of subinvolution is inflammation, either of the 
endometrium, the parenchyrna, or both; and if we admit the existence 
of chronic corporeal endometritis-and most authorities are agreed that 
this is not an uncommon affection-we must also admit the frequent in
volvement, to a greater or less extent, of the uterine parenchyma, due 
to the peculiar anatomy of the parts. If this be true, it seems to me 
that such inflammation may not only be the primary cause of the hyper
plasia, but it mar persist as a feature of it. 

To recapitulate, then, the pathological changes, as I understand 
them, occur as follows:-

1 Vhcn following parturition or abortion:-
t. The existing hypertrophy of both the muscular structures and 

connective tissue persists for a certain length of time, owing to arrested 
involution. 

* V. page 127. 
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2. Hypergenesis of the connective tissue, owing to irritation or 
exaggerated local nutrition, ensues; or, if the snbinvoluted uterus is 
inflamed, a fibrino-plastic effusion is thrown out , which becomes 
organized. 

3. Then follows condensation of the connective tissue thus formed, 
which contracts and cuts off the capillary circulation, the whole organ 
becoming hard, dense, and sensitive. 

When occurring in the uou-puerperaf:-
r. If from any cause (displacement, excessive coition, obstructed 

pelvic circulation, etc. ) persistent hyperemia is engendered, there results 
hypertrophy of the uterus because of exaggerated local nutrition. 
Hypergenesis of the connective tissue is probably in excess of that of 
the muscular structure. 

2. If, on the other hand, the hyperemia be due to inflammation, there 
is poured into the parenchyma of the organ a fibrino-plastic effusion. 
This in time, as in the puerperal uterus, becomes a low type of con
nective tissue, which, added to that resulting from the exaggerated 
nutrition incident to the inflammatory hyperemia, causes a preponder
ance of this tissue over the muscular. Secondary contraction with 
condensation does not differ from that following parturition. 

Causation .-As will be gleaned from a review of the pathology, 
any condition, state, or cause tending to keep up a persistent hyperemia 
of the uterus, either because of direct irritation or by interfering with 
the return of blood from that organ, is liable in time to induce areolar 
hyperplasia. Such are:-

Arrested puerperal involution; 
Excessive sex ual indulgence; 
Cardiac, hepatic, pulmonary, and lung disease; 
Uterine displacements; 
Neoplasms and abdominal tumors; 
Habitual constipation; 
Chlorosis, anemia, or malnutrition from any cause; 
Ungratified sexual desire; 
Prevention of conception. 

In order fully to appreciate the importance of arrested puerperal in
volution it is necessary to revert to the physiology of the most remark
able and, to me, most interesting proce~s of normal involution. 

A normal nulliparous uterus measures in length, from the external 
os to the peritoneal investment of the fundus, three inches. In the 
short space of nine months this diameter is increased to nearly fifteen 
inches, the transverse to ten inches, and the antero-posterior to nine 
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and one-half inches. Or perhaps the increase ·will be more easily ap
preciated by stating that the area is increased from sixteen square 

inches to three hundred and thirty-nine square inches ( Levret), and 
that the weight is increased from a little more than an ounce to twenty
eight ounces. (Fig. 113) By the processes of im·olution a uterus of 

this size should return iu from six to eight weeks nearly to its uormal 

size. 
FIG. 113. 

A SECTION OF l 'T ERUS AT TERi\I \\'ITH 1'Jm.rnRANES INTACT. (Al. R. c. s. 
Pl1otograplwt by Ille Aullwr. ) 
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Retrograde metamorphosis is inaugurated by the pains of labor, 
which, by cutting off the capillary circulation a11d thus interfering with 
nutrition, lead to fatty degeneration of the muscular fibers. The prod
ucts of this degeneration are absorbed and the size of the uterus is 
rapidly diminished. In from twenty-one to twenty·eight days nuclei 
and caudate cells make their appearance, which develop into new 
muscular fibers. The uterus at the en!] of eight weeks becomes normal, 
or nearly so. 

The conditions interfering with this retrogressive process may be 
enumerated as follows :-

Cervical lacerations; 
Getting up too soon after delivery; 
Pelvic inflammation; 
Retained products of conception; 
Non-lactation. 

The importance of cervical lacerations and injuries cannot be over
estimated . If such lacerations healed kindly, the outcome would be 
different, but they unfortunately often do not. As a result cicatricial 
tissue is formed, which not only interferes with the circulation of the 
uterus, but by squeezing terminal nerve fibers gives rise to reflex symp
toms, with resulting nervous depression and vice of nutrition. In this 
way involution is not only arrested, but hypergenesis of tissue, owing 
to the unnatural and embarrassed circulation, takes place. 

There is yet another way by which cervical lacerations interfere with 
the return of the uterus to its normal state. Lateral tears of any great 
extent approach so closely the folds of the broad ligaments (even ex
tending into them) as to set up inflammation of the invested cellular 
tissue. An inflammation thus excited adds greatly to the uterine con
gestion, as does any form of periuteriue inflammation. It is exceed
ingly difficult to cure a cellulitis of this origin without first repairing 
the cervix. 

Non-lac/a/ion is a frequent cause of subim·olution. There exists an 
almost mysterious connection between the marumre and the uterus. 
The application of the child to the breast gives rise to uterine contrac
tions which promote involution. \Vithout this stimulus the uterus is 
apt to remain large. This is one reason why subinvolution more often 
follows abortion and premature labor. Another, and to my mind quite 
as potent a cause, is getting up too soon after early abortions. 

The remaining enumerated causes giving rise to undue congestion of 
the uterus and the pelvic organs are self-explanatory. 

Varieties.-Hyperplasia uteri may be limited either to the body or 
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the cerdx; or it may involve the entire uterus. In hyperplasia of the 
cervix lacerations usually complicate the disease. This must not be 
confounded with hypertrophic elongation of the cervix, a lesion which 
is elsewhere dealt with. There probably is more or less hyperplasia in 
hypertrophic elongation, but the deformity produced in the disease now 
being considered is very different from that of the latter affection. 
Again, there may be a circumscribed area of hyperplastic tissue iu the 
uterine wall which simulates a small fibroid. 

When the hyperplasia is limited to the cerdx the distortion is some
times of the most marked character. I once saw a cervix thus distorted, 
which was almost as large as the doubled fist, and which nearly filled 
the entire pelvis. The patient was referred to me by Dr. Geo. \V. 
Bailey, of Buchanan, l\Iich. The uterus was immovably fixed by 
periuterine inflammation; there was a bad cervical laceration, and, as 
she was about fifty years of age, I much feared malignancy. Sub
sequent treatment so reduced the disease as to justify trachelorrhaphy, 
and an ultimate cure resulted. )lalignancy is often suggested by the 
conditions present, and much care is necessary in making a diagnosis. 

The cervix is much more frequently affected than is the body, though 
involvement of the latter is by no means rare. 

Symptoms .-These depend somewhat upon the degree of hyper
plasia and the part of the uterus affected, but much more upon the 
complicating lesions. 

During the early stages of subinvolution, while the tissues are yet 
soft and vascular, llJ'Persecretion is a prominent symptom. This mani
fests itself in the form of a profuse leucorrheal discharge and the recur
rence of menstruation, or at least a uterine hemorrhage, even though 
the patient nurse her child. If there be granular degeneration of the 
cervix a slight hemorrhage often follows coition, or is excited by strain
ing at stool. Owing to the increased weight of the organ displacements 
are common, and the functions of the bladder and the rectum are more 
or less interfered with. 

As the disease becomes more chronic, and the stage of !t;1perp!asia is 
reached, the symptoms are less acute, but, nevertheless, marked. The 
leucorrhea and hemorrhage will be governed by the amount of eudo
metritis existing with the hyperplasia-in fungoid endometritis the 
hemorrhage may be the one symptom for which the patient consults 
the physician. As the disease progresses1 howe\•er, menstruation may 
become less and less in quantity until finally it ceases entirely. 

Other symptoms c9mmon to both stages are:-
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Weight and bearing-down sensation within the pelvis, aggravated by 
walking, standing, etc.; 

Dysmenorrheai 
G:istro-intestinal disorders, as nausea, vomiting, capricious appetite, 

ftatulency, constipation, etc.; 
Pain in the back and loins; 
Pain and swelling of mammre, especially just before and during 

menstruation; 
Headache; 
Dyspareunia; 
Reflex pains in any and every part of the body; 
Mental depression and hysterical manifestations; 
Vesical and rectal tenesmus; 
Sterility. 
Dyspare1mia is much more common in hyperplasia of the cervix than 

when the disease is confined to the fundus, though pain on sexual inter
course is sometimes very intense in corporeal hyperplasia. 

It will be observed that there are no subjective symptoms attending 
the disease that are in any way pathognomonic. The same phenomena 
may result from chronic cervical or corporeal endometritis, and, indeed, 
from many other lesions of the pelvis; or one or all may be absent in a 
given case. As already suggested, the symptoms really depend more 
upon the complications-lacerations, displacements1 endometritis, etc.
than upon the changes in the parenchyma of the uterus. This being 
so1 we are compelled to rely largely upon physical signs for diagnostic 
purposes. 

P hysical Signs.-In cervical hyperplasia digital examination will re
veal the cervix tender and enlarged. The external os is ordinarily 
much dilated, especially if there be laceration with eversion . The cer
vix has usually descended so as to rest upon the pelvic floor, and it can 
be distinctly felt through the rectum, upon which it almost always im
pinges. It is characterized by a peculiar hardness after the stage of 
hyperplasia is reached, which strongly suggests malignant infiltration. 

In corporeal !tJ'/Jerplasia the uterus will be found, upon bimanual ex
amination, enlarged, and unnaturally tender. The sound will show 
increased depth of the uterine cavity . If the abdominal walls are not 
too fleshy, it may be possible to determine through them an increased 
thickness of the uterine walls, though, in perhaps the majority of cases 
of uncomplicated hyperplasia, the uterine cavity remains normal as re
gards length. 
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During the early stages of subilwolution the tissues, instead of being 
harder than normal 1 are soft 1 and the uterus is increased in size in all 
of its diameters 

D ifferentiation.-There is some clanger of confounding the disease 
under consideration with:-

Early pregnancy; 
Uterine fibroids; 
Scirrhus of the cervix. 

Early Preguancy.-The pregnant uterus is more globular than is the 
uterus when the en largement is due to hyperplasia; it is much softer, 
and it is often possible to detect, upon conjoined manipulation 1 a pecu
liar tenesmus, and sometimes a rhythmical action; it is not tender, and 
there is usually amenorrhea as well as other signs of pregnancy. 

The confusion may, neverthless, be very great, especially if eudo
metritis exist with corporeal hyperplasia, for, with the enlargement of the 

uterus, there may be also enlargement of the breasts 1 darkening of the 
areolre, nausea, vomiting, etc. Meustruation rarely ceases in 
hyperplasia, but it must not be forgotten that occasionally menstruation 
continues during early pregnancy. 

Uterine Fibroids.-It is many times utterly impossible to differentiate 
small fibroids imb~dded in the ut~ri ne wall from hyperplasia with en· 
largcment. Me11orrhagia is usually more marked iu the former condi
tion, there is less sen~iti\•ene-;s, and the enlargement is more localized 
and less uniform. Positive differentiation can only be made by dilatiug 
the cervix and exploring with the finger. 

Scirrlws oftlte Cervir-.-The following comparison will aid the readPr 
in differentiating between areolar hyperplasia of the cervix and 
scirrhous degeneraLion :-

Areolir Hvj)erp!aria. Scirrlzous Ca,rcer. 
The cervix feels like dense fibrou<1 ti:;sue. It feels more like cartilage. 
The tissues are softenc!d by proper They are not so affected. 

treatment. 
'the body is often implicated. The body is rarely implicated during 

the early stages. 
Tendency to hemorrhage not marked. Teudeury to hemorrhage marked. 

The mucous meml.lrane moves O\·er sub· The mucous membrane is altached to 
jacent tissue suhjacent ti-.sue 

Ab .. euce of cachexia. Presence of cachexia. 
No leuclency lo break down. Tendency to break down 

It is yet a mooted question whether hyperplasia of the cervix 
e\·er takes on malignant degeneration. When cervical lacerations com

plicate the clisea~e mo::.t authorities are agreed that such dgeneration 

not infrequently occurs. 
JI 
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Prognosis.-There are few cases of hyperplasia of the body of the 
uterus that can be absolutely cured, so far as restoring the pirts to 
their normal condition is concerned. Much relief can, however, in 
most instances be afforded, and if the patient is approaching the change 
of life a complete cure may follow the cessation of menstruation. On 
the other hand, uterine hemorrhage may continue indefinitely after 
ovulation ceases, especially if the endometrium is involved. Under the 
most favorable circumstances much time is required to benefit a case of 
long-standing corporeal hyperplasia. 

When the disease is limited to the cervix the prognosis is not so 
sinister, for the parts can be gotten at and treatment more advanta· 

•geously applied. When the changes are due to cervical lacerations the 
most decided improvement usually follows reparation of the tears 
with or without partial amputation. 

TREATMENT. 

General Treatment.-There are certain general measures applica
ble to all of the various affections included in this chapter. These 
should be directed, first of all, toward any diathetic taint that may be 
present, and to the improvement of nutrition by a properly selected 
diet. Exercise in the open air, short of fatigue, should be prescribed. 
Sea-bathing, or, if this is not possible, the daily use of the sitz-bath, 
will accomplish much good in most cases. Massage and the rest cure 
are sometimes indicated, though, as a general rule, moderate outdoor 
exercise is to be encouraged . The bowels should be kept regular and 
the urinary functions looked after. 

Sexual intercourse, if indulged in at all, should occur at long inter
vals and in the most natural way. On the whole, it is better for the 
patient to live absque 11larito during treatment. In my experience it is 
exceedingly difficult to cure or benefit any of the diseases under consid
eration so long as the patient keeps her pelvic organs constantly con
gested by any one of the various expedients whose object is to prevent 
conception. 

Any or all conditions or causes tending to keep up pelvic congestion 
should receive attention. The clothing ought to be suspended from 
the shoulders instead of constricting the waist and crowding the abdom
inal organs into the pelvis. 

Measures having for their object the promotion of uterine contraction 
and the complete emptying of the organ following delivery at term 
or abortions should be applied . I have, in dealing with acute pelvic 
inflammation, especially emphasized this point. 
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Local Treatment.-In chronic cervical endometritis the indications 
to be covered are:-

1. Any cause tending to perp-;tuate the catarrhal process should be 
removed. 

2. The parts should be kept thoroughly clean. 

3. Congestion should be overcome by the intelligent use of the hot 
douche . 

4. Medicaments should be applied to the diseased surface. 

FIG. 114. 

CONOID CER\' rx, P1N1101.E Os 

(Palmer.) 

FIG. 115. 

D I LATED CANA!, FROM OnsTRUC· 
T ION OF OS EXTERNU~I; LINES 
FOR INCISION. (.!Jfunde.) 

or the removable local causes, we have to do with displacements, 
lacerations1 distorted cervices, periuterine inflammation, etc. In deal
ing with ctrvical lacerations we are hardly justifi ':' d in operating until 
the local dis i:ase has het'n overcome or greatly improved; the cervix is 
then rt>paind for the purpose of promoting its return to a normal state. 
Pc"ssaries must b~ used with much circumspection while endocer
vicitis is at all severe. It is better in these cases to correct the displace
ment as nearly as possible by means of the vaginal tampon. 

The form of distorted cervix calling for operative interference is well 
shown in Figs. 114 and 115. It is in such conditions as are there shown 
that quite extensive disease may conti nue indefinitely without causing 
the external os to gape. As a consequence, the discharges are retained, 
the cervical canal becomes dilated, and direct treatment is made difficult. 
To overcome this condition the hard steel dilators ( Fig. 50) should be 
introduced and the os enlarged. I prefer this method to that of gradual 
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dilatation by hard rubber dilators ( Fig. 49 ) . Mun<le prefers to incise 
the cerdx, as is shown by the vertical lines in Fig. 115. In my hands 
simple dilatation has been quite sufficient. 

The ·z.mgiual douche is useful both for the purpose of cleansing the 
parts and overcoming congestion by contracting the blood-vessels. I 
instruct my patients, in dealing with the condition under consideration, 
to use the douche at least once a day, preferably twice, and always a 
short time before presenting themseh·es for treatment. 

In dealing with granular and cystic degeneration it is ofteu necessary 
to remove the diseased th.sue, either with a pair of scissors or with the 
sharp curette, before much good will come from the use of local medi
caments. In cystic degeneration all that may be necessary is to empty 
all of the cysts by puncturing them with the point of a tenotomy knife, 
forcing out their contents, and applying to their bases nitrate of silver, 
or the compound tincture of iodin. The galvano-cautery may be used 
for the purpose of destroying the cysts. In very extensive degenera
tion it may be necessary to amputate a portion of the cervix . 

As regards local 11zedication, I have expressed my views in full in 
Chapter X. I believe that it will rarely be necessary to resort to the 
more powerful application of nitric acid. chromic acid, etc., if each 
case is treated, not in a routine way, but according to the indica
tions which present themselves. Gakanism is of the greatest utility. 
Since using it I am confident that I am curing my patients in 
much shorter time than formerly. I append to this chapter seve1al 
illustrative cases showing its usefulness and the method of its applica
tion in general endometritis and metritis. I will simply state at this 
time that when the disease is limited to the cervix, negative cauteriza
tion, with from ten to seventy-five milliamperes, will ordinarily change 
the condition for the better very quickly. Tbe applications should be 
made from two to three times a week fur at least three or four weeks. 
( v . Chapter XI. ) 

By no means do all cases of cervical endometritis require local treat
ment other than the patient can admi11ister herself by the use of the 
bot douche and some liquid medicament. I rarely s~1bject a young 
unmarried woman to local examination for leucorrhea alone until an 
effort has been made to cure the discharge by general measures and the 
more simple local ones just referred to. 

Cl1ronic Corporeal Endometritis.-This affectiou is so frequently as
sociated with, and, indeed, is so often the cause of, menorrhagia and 
other menstrual troubles that I have, in the chapter devoted to uterine 
hemorrhage, described my method of dealiug with it. The persistent 
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use of the yaginal douche, intrauterine applications of the compound 
tincture of iodin, carbolic acid or ichthyol, followed by the boro
glycerid tampon, is the classical method of local treatment, and, it• 
must be confessed, much good often results from this treatment con
tinued for several weeks or months. Galvanism, too, is a most valu
able agent, a11d I rarely resort to the more radical treatment of din1l
sion a11d curetting until galvanism has been given a fair trial. Not
withstanding intelligent and faithful use of these methods, we will 
every now and then meet with cases little improved by them . This is 
particularly true when fungoid endometritis exists, and it is in such 
cases that curetting does so much good. After the curetting and 
the application of the proper medicament ( I have found the com
pound tincture of iodin or the impure carbolic acid sufficiently power
ful; Dr. Munde prefers a 50 per cent. solution of chlorid of zinc) , the 
uterine cavity should be packed with iodoformized gauze. The vagina 
is then packed with the same material and the patient put to bed, 
where she is to remain for a week or ten days. Subsequent office 
treatments for five or six weeks are usually necessary. 

The foregoing measures are heroic, but since we are dealing with a 
most obstinate affection, heroic measures may become imperative. By 
observing the counter-indications and proper antiseptic precautions 
there is really but little danger attending the use of the curette, while 
the good accomplished more than compensates for the enforced con
finement. This is especially true if the disease is of gonorrheal origin. 

I do not attribute all of the benefit derived from this operation to 
the curetting alone, for the measures applied promote drainage of the 
uterine cavity, the importance of which is especially emphasized by 
Dr. Gil. C. Wylie, of New York. I am convinced that the principle 
of drainage, as applied to the uterine cavity 1 is a broad one, and is ap
plicable to all forms of endometritis. 

Subinvolulion and Areolar H,yperp!asia.-The local measures appli
cable to these conditions do not differ essentially from those recom
mended for the two forms of endometritis. \Vhen we have the manage
ment of lying-in cases, we should promote involution, by thoroughly 
emptying the uterus, and insist upon the patient 's remaining in bed until 
the fund us can no longer be felt above the pubes; ""e should encourage, 
unless positive counter-indications prevail, lactation; and, finally, we 
should addse against the resuming of marital relations until involution 
of all the gen ital organs is complete. 

The local treatment should be directed toward the removal of those 
complications upon which the uterine changes in no small degree de-



pend. Such are cervical lacerations, endometritis, granular and cystic 
degeneration of the cervix, fungoid degeneration of the endometrium 
injuries to the pelvic floor, uterine displacements, etc. It may be 
necessary, if the changes in the cervix are very great, to remove a por
tion of it, as is recommended in hypertrophic elongation of that organ. 

The hot douche, if it does good at all, must be used even more per
sistently than in cervical an<l corporeal endometritis. 

Local alteratives are to be used as in endometritis, and undoubtedly 
do much good. 

The most useful of all agents is, however, electricily. I do not resort 
to electro-puncture, as recommended by Apostoli, but use one or the 
other pole direct within the uterus. If the parts are very vascular and 
the tissues soft, or if pain is marked, the positive pole is used direct; if, 
on the contrary, the tissues are hard and indurated, the negative elec
trode should be passed into the uterine cavity. I have rarely seen any 
good come from a current of less than twenty-five milliamperes, unless 
the chief object was to relieve pain, when one of this strength would 
ordinarily suffice. However, if the patient can tolerate a current of 
seventy-ffre or one hundred milliamperes, so much the better. At least 
two applications a week should be made. It must, too, be persisted in 
for weeks or even for months. ( v. Chapter XL) 

f!luslrative Cases. 

CASE I.-Corporeal and Cervical Endomelrilis.-Miss --, c:et. 22, 

had been under my care off and on for three years, suffering from cor~ 
poreal and cervical endometritis. She suffered from reflex symptoms 
too numerous to mention, the one giving her the most distress being a 
severe pain in the right hip. Menstruation was excessive, and during 
the menstrual period there was a profuse, purulent leucorrhea, which 
was very excoriating, and gave rise to an intense pruritus. The lips of 
the os were eroded, and the uterine caYity measured three inches. 

The patient would greatly improve under the ordinary methods of 
treatment, but soon after discontinuing them she would relapse into her 
former state. I finally resorted to direct, positive galvanization, begin
ning with twenty-five milliamperes and ending with seventy-five. The 
seances varied in time from one to five minutes, and were repeated 
twice a week for four weeks. The internal electrode was Martin's 
flexible platinum instrument, and I was careful to have the metal come 
in contact with the entire endometrium, including that of the cervix. 

Improvement followed the first application, and after the eighth I 
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discharged her. The uterus was still somewhat larger than normal, 
but the discharge had ceased, the erosion was overcome, and the cervix 
had a normal appearance. The patient impro\·ed in every respect, and 
is now, six months later, quite well. 

CASE IL-Areolar Hyperplasia.-Mrs. --, ret 52. The uterus 
in this case was hard, dense and tender, and measured three inches. 
Menstruation had ceased two years before consulting me. The patient 
complained of constant pressure and pain in the uterine region. Because 
of the pain I first used positive galvanization, but after three or four 
applications the negative pole was used direct. The applications were 
made twice a week. At the end of eight weeks she reported herself 
entirely free, not only from the local pain and distress, but from the 
nen·ous and mental symptoms as well 1 which at the beginning were 
marked. 

CASE 111.-Cervical Endometritis.-Miss --, ret r9. consulted 
me for a most distressing dysmenorrhea. I found obstruction at the 
internal os with a bad chronic cervical catarrh. The catarrh was 
treated in the usual way and greatly benefited, but the dysmenorrhea 
persisted. Accordingly, I resorted to forcible divulsion under ether, 
inserted a cervical plug, and kept the patient in bed for a week . This 
operation completely relieved the dysmenorrhea, but the cervical catarrh 
returned worse than before. I then resorted to local negative cauteriza
tion with the most happy results. The catarrh was entirely cured by 
four applications. 

The foregoing cases are but a few of the many passing under my 
observation. The applicatidns, in all instances, were followed by the 
boro-glycerid tampon and sometimes by direct medication with iodin 
or carbolic acid. The hot douche and the indicated remedy were also 
faithfully used in all instances. In addition to these. I will quote in 
full three cases from Massey's'' Electricity in the Diseases of Women.''* 

CASE IV.-Chronic Purulent Endomefritis of Five Years' Duration. 
Complete Relief after Ei"g!tt Negath•e Cauterizalions .-E. L. 1 married, 
aged 37 years, was seen first in private practice early in March, 1888. 
She had suffered from hemorrhage five years before, which had left her 
with a constant, abundant leucorrhea of a greenish-white color and 
offensive odor. Menstruation was regular, abundant, and attended 
with considerable pain. Examination showed an eroded os with thick
ened lips. Uterus two and a half inches plus, anteflexed, and slightly 
hypertrophied . At this visit, thirty milliamperes, negative, were ap-

*Op. cit., second edition. 
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plied to the endometrium for five minutes. The odor from the dis
chJ.rge w:i.s so off~n5ive as to necessitate op~ning the office windows. 

).Luch t 2th. Di!ich:irgeclearer and less abundant. Negative cauter 
ization, eighty milliamperes, four minutes. 

l\Iarch 16th. Electrode iutroduced with greater ease. Negative cau 
terization, one hundred milliamperes, four minutes. 

March r8th . Negative cauterization, one hundred milliamperes, four 
minutes. Discharge clearer and much less offensive. 

March 20th. Negative cauterization, eighty milliamperes, three min
utes. Her menstrual period followed several days later, normal in 
amount and duration, and attended with less pain than at any time for 
years. Several similar applications were made during the next inter
menstrual period, when it 'ivas noticed that the discharge was much 
lessened in amount 1 and entirely free from odor. The second inter
menstrual period was free from discharge of any kind. Eight months 
later the patient was seen, and stated that she had remained entirely 
well since. 

CASE V.-Cllronic J11elritis of Five Years' Duration. Uterus Reduced 
to Normal Size aud Disappearance of S;111lptoms after Five Applications 
lo Cav1ljt.-Mrs. ~1. S., aged 38 1 mother of one child 10 years old. 
Five years ago had a miscarriage, and has been ill ever since. Suffers 
from pain in the right groin, which is sore and tender to touch. Men
struation every three weeks; flow normal, with severe bearing-down 
pains. Has a continuous intermenstrual backache and leucorrhea. 

Exam ination November 25, 1889, showed an enlarged and prolapsed 
uterus, adherent to the right. Manipulation ca.used considerable pain. 
Os eroded and exuded muco-purulent matter; cavity three and a half 
inches. Forty-five milliarnphes, positive, were applied to the cavity 
for two minutes. 
Decemb~r 9th. Soreness and backache better. Positive cauteriza

tion of cavity. Forty-five milliamperes, one minute. 
December 27th. Menstrual flow since last treatment, unaccompanied 

by pain for the first time in five years. Cavity three inches. Positive 
cauterization, forty-five milliamperes, two minutes. 

December 30th. More pain than usual. Positive cauterization, 
forty-five milliamperes, two minutes. 

January 3, 1890. Uterus in normal position and freely movable, 
with but slight pain. Shortening and slight thickening in region of 
broad ligament. Cavity two and a half inches, but some leucorrhea 
continues. 

January r 7th. Menstruation at third week. Again painless. Leucor-
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rhea slight. Positive cauterization, twenty-five milliamperes, two 

minutes. 
January 27th. Leucorrhea more watery. Positive cauterization, 

forty milliamperes, three minutes. 
February 10th. Menstrual flow normal and painless. Ca\·ity hvo 

and a half inches. No leucorrhea since last period. 
CASE VI.-Cllronic ,Jfetrilis of' Two Years' Duration. Complete 

Relief After Tltree App!icalions.-Mrs. M. H., aged 31, was seen at 
Howard Hospi tal in July, r889. She had had eight children and one 

miscarriage, the latter two years before, since which she has been ail
ing. Paiu in back, left side and head 1 with abundant leucorrhea. 
Walking difficult. Examination: Uterus hypertrophied, os slightly 
lacerated, cavity three inches, purulent discharge from uterus. Tender

ness in both ovarian regions. She was given three negative cauteriza
tions of fifty milliamperes each at intervals of one week. After the 
next period she reported complete relief of all symptoms1 ::i.nd the 
cavity was found to be but two and one-half inches. 

T/1erapeulics. 

Hydrastis Canad. -TENAcrous DISCHARGE; erosion and superficial 

ulceration of the cervix and vagina; great sinking and pros/ralion at 
l!te epigastrium 1 with violent and continued palpitation of the heart; 
leucorrhea, complicated with hepatic derangement and constipation.* 

Calcaria carb.-LEUCOPHLEGi\IATIC CONSTITUTION; menses loo pro
fuse and loo oflen/ the feet feel cold and damp; albuminous leucorrhea 

from the cervical canal with great lassitude and debility. ' 1 Every 
current of cool air seems to go through and through the patient."
Guernsey. 

Conium mac.-Leucorrhea of a white, acrid mucus, causing a 

burning or smarting sc;;nsatiou; prolapsus uteri complicated with IN

DURATION1 ulceration, and profuse leucorrhea. "One of the best 
rt:medies in induratiou, especially of a scrofulous nature."-Lilienllwf. 

Mercurius. --Lancinating, boring, or pressing pain; discharge vari

able in character; all s;1mptoms worse at niglll; muclt perspiralion, wllic!t 

affords 110 relief; '.\IOIST TONGUE1 often accompanied with intense thirst; 
gonorrheal or syphilitic complications. 

Kreasotum .-Leucorrhea of a yellow color, staining linen yellow, 

with great weaknes ; exceedingly corroding leucorrhea, causing red-

* 11 The general condition of the patient will often afford the strongest indication 
for the use of H;1draslis, namely, the cachectic state, the weak muscular powers, 
the poor digestion, and the obstinate constipation. "-Hale. 
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ness and itching of the vuh-a; menses too early, too profuse and too 
long.* 

Sepia.-Pain in uterus, which extends from back to abdomen, with 
bearing down; crosses limbs to prevent protrusion of parts; redness, 
swelling and itching eruption of labia,. great sense of emptiness in pit 
of stomach. 

Murex.-A feeling as though something were pressing on a sore 
spot in the pelvis ( Betts); thick, green, or bloody leucorrhea; sexual 
erethism. 

Graphites .-Particularly when the ovaries are affected; scanty 
menses; IRRI'rABLE SKIN; weakness in the back and small of back 
when sitting or walking. 

Borax.-\Vhite albuminous lencorrhea; leucorrhea midway between 
the menstrual periods. "Like all of the other secretions of Borax, the 
leucorrhea has an unnatural warmth or heat to it. 11 -Farrington. 

Pulsatilla.-Thin, acrid leucorrhea, or thick, white mucus, most 
profuse after menses; tensive, cutting pain iu uterus, which is very 
sensitive to touch or to coitus; amenorrhea. t 

Arsenicum.-Leucorrhea in women of pale, waxy complexion/ pros
tration: acrid, free discharge; vomiting immediately after taking food; 
amenorrhea. 

Aurum.-Syph ilitic and scrofulous endometritis; induration and pro
lapsus of the uterus; great nen1ous weakness willz utter despair. 

Lachesis.-S/te canuot bear a?LJ' pressure, not even of tile clot/us, over 
flu uterine region,. metritis during the critical age with FLUSHES OF 

HEAT; sensation as if the pains were ascending toward the chest; ag
gravation after slee.b. 

Sabina.-Pain from sacrum or lumbar region to pubes; metrorrhagia 
of clotted and fluid blood.! 

*"The acridity of the leucorrhea marks clearly the divergence of Kreosole from 
Sepia, as well as from Alurcx. This led to the employment of the drug in cancer
ous and other forms of ulceration of the cervix uteri, and we now choose it when 
there are burning, sensitiveness, and tumefaction of the cervix, with bloody, 
ichorous discharges; sensitiveness to touch or to coitus; and a putridity, which is 
foreign to the other two remedies."-Farringlo11. 

t "In simple mucous leucorrhea Pulsatilla is often curative; and in dysmenor
rhea, when the little blood which flows is black and coagulated, and when diarrhea 
is wont to occur at the periods. "-Hughes 

t "Consentaneous rectal and vesical irritation adds weight to the indications for 
the choice of Sabina in utero-ovarian disorders. "-Hughes. 
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Secale.-Subin\'olution with putrescence of leucorrheal discharge; 
great debility, with tingling in lower extremities.* 

Caulophyllum .-Insomnia, paraplegia, atony, and relaxed condition 
of the uterus; hysterical spasms; menses excessive and irregular. 

Helonias. -Leucorrhea gi\•ing rise to intense pruritus, 1.i.'il!z !teat aud 
swelling ef lite vulva; GREAT DEBILITY; melancholia, with a sensation 
of weight; soreness and dragging in lite utous. 

Cimicifuga.-SEVERE PAI~S IN THE Sl\IALL OF THE BACK, down the 
thighs. and through the hips, with heavy pressing down; the patient is 
1terz•o11s, neuralgic and hJij;erestlielic, but not so hysterical as the ignatia 
patient (D. Dyce Brown); sensitiveness of all of the pelvic organs, 
especially the ovaries; INSOMNIA; MELANCHOLIA. 

Nux vom.-Violent aching in the hypogastrium, aggravated by pres
sure and contact; CO:\STIPATION; aggra11alion toward morning. 

Sulphur.-Vuka excoriates easily; frequent flushes ef !teat; weak 
and fainting spells, with strong craving for food. 

Iodium .-Acute pain in the mannure, developed by the metritis; 
emaciation and low cachectic state of the system, with feeble pulse; 
ATROPHY OF THE l\IAMM.1£. 

Kali bich. -l~eucorrlua that can be drawn out in long strings, J1el/ow, 
ropy, sliffmi11g the /inm. 

Cousu!t:-Kali carb., MAGNESIUM MUR., stramonium, kali sulph., 
rims lox., nitric acid, phosphorus, and silicea. 

*" 'I"he Scca/e cor. may, perhaps, be the only remedy required in the treatment 
of subinvolution . I have treated several such cases successfully with it alone. l\Iy 
preference is fo r the second or third dilution. "-Ludlam. 



CHAPTER XXX. 

INTRA- AND EXTRA-PERITONEAL PELVIC 
HEMATOCELE. 

Definition.-An effusion of blood, which becomes organized, either 
within the pelvic peritoneal cavity or in the subjacent cellular tissue, is 
cnlled a pelvic hematocele. When the blood is poured into the free 
peritoneal cavity, it constitutes an intra-peritoneal /Jematoce!e; when it 
finds its way beneath the peritoneum, usually between the folds of the 
broad ligament, it is known as an extra-periloueal luma/,1celc, or a 
hematoma. In order to constitute a true hematocele in either event it 
must become encysted. Blood poured into the free peritoneal cavity, 
which is not shut off by a limiting membrane , is better defined by the 
term intra-peritoneal liemorrltage. The encysted effusions constitute a 
distinct, morbid condition very different from non-encysted effusions. 

Certain terms are used to indicate the location of the effusion. Thus, 
if back of the uterus, it is called a ret ro-uterine hematocele; if in the 
cellular tissue surrounding this organ, peri-uterine; if in the cellular 
tissue surrounding the rectum or the vagina, peri-rectal, peri-vaginal, 
etc. 

\Vhile the tendency in modern literature is to dismiss pelvic hema
tocele in a few words, under the head of ''ectopic pregnancy 1 '' I still 
believe that treatment of the subject naturally follows the study of the 
inflammatory pelvic diseases. 

I~TRA- PERITONEAL HEl\JATOCELE. 

Etiology.-The causes of this accident are both predisposing and 
exciting. The predisposing causes are:-

Age of sexual vigor ; 
The various blood affections, as plethora, anemia, and hemo

philia; 
Uterine diseases. 

The exciting causes are:-
Ruptured ectopic pregnancy cysts; 
Traumatism ; 
Intra-vaginal and intra-uterine injections; 

484 
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Excessive or intemperate coition; 
Obstruction of the Fallopian tubes. 

A pelvic hematocele rarely occurs before the age of fifteen or after 
the age of fifty. During- the interval between these ages all of the 
functions pertaining to the sexual organs are acth·e. The sexual rela
tions undoubtedly predispose, both directly and indirectly, to the form
ation of hematocele. Directly, because of the increased congestion of 
the pelvic organs resulting from the sexual act, and especially from the 
various means resorted to for the purpose of preventing conception; in
directly, because of the not infrequent occurrence of extra-uterine 
pregnancy. It is maintained by Lawson Tait that a ruptured extra
uteriue pregnancy cyst is, in nearly all instances, the cause of pelvic 
hematocele. \Vhile it is probably a \·ery frequent one, neither the 
weight of authority nor clinical evidence justifies so sweeping an asser
tion. I met with one fatal case of intra-peritoneal hematocele in a 
virgin. 

Jn the several conditions characterized by intravascular pressure there 
is, of course, a greater tendency to rupture of the vessels in all parts of 
the body. Such a condition prevails in plethora, and plethoric women, 
particularly if the hemorrhagic diathesis is a feature of the changed 
blood state1 are more liable to ha\·e hematocele. Conversely, anemia, 
chlorosis, and, indeed, all forms of depravity of the blood, predi:-;pose 
to hemalocele, notwithstanding the diminished intra-arterial pressure. 
The explanation here is, that the resistance of the walls of the blood
vessels is weakened; if from any cause a temporary congestion is in
duced a rupture may occur. 

The various uterine affections predispose to hematocele because of the 
increased pelvic congestion to which they usually gi\·e rise, and because 
also of the cen·ical obstruction which so often results from such affec
tions. The blood, not being able to escape readily from the cervical 
canal, is retained, the uterus becomes distended, and a reflux through 
the Fallopian tubes into the peh-ic cavity takes place. 

Trauma/ism is not an infrequent cause. The accident may result 
from lifting, straining, kicks, blows, falls, etc. It follows not infre
quently after operations upon the uterus or within the pelvis, though, 
as a result of oOphorectomy, hemorrhage is oftener effused beneath the 
peritoneum. 

Obs/ruction of t!te Fallopian tubes, by preventing the entrance of blood 
into the uterus during 111enstruation 1 may di\•ert the hemorrhage through 
the fimbriated extremities into the peritoneal cavity; hematoceles from 
this cause are usually small. 
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Sources of the Blood.-The hemorrhage may have its origin from 
several different sources. Undoubtedly, one of the most frequent is a 
ruptured extra-uterine pregnancy cyst. This will be referred to again 
in dealing with that particular accident. 

It may be derived from the tubes; it is probable that the mucous 
membrane of the tubes pours out more or less blood in normal menstrua
tion. If, from any cause, it cannot reach the uteriue cayity, it takes 
the direction of least resistance and escapes from the fimbriated extremi
ties of the canals. That this is true is shown by the fact that in many 
cases of hematocele the tubes are distended with blood. The amount 
of hemorrhage in these cases is usually not great, and, if the peritoneum 
is in a perfectly normal condition and the blood not abnormally irritat
ing, the fluid is quickly absorbed and no tumor is formed. The same 
may be said of hemorrhage from a ruptured Graafian follicle. No 
great amount of blood ordinarily escapes from this source. Under the 
head of sterility I ha,·e alluded to the improbability of even the 
majority of extruded ovules finding their way into the Fallopian tubes. 
The ovule and the slight hemorrhage attending dehiscence of the 
Graafian follicles escape into the peritoneal cavity. The resulting dis
tress is usually not great, but the frequent attacks of localized peritonitis 
during menstruation are often due to this cause. 

Richet particularly emphasizes the importance of varicosis of the 
utero-ovariau venous plexus as a causative factor in the production of 
hematocele. T his plexus is often unnaturally en larged, which condi
tion constitutes 4

' varicocele of the female . '' Virchow affirms that the 
veins which make up this plexus, when they become varicosed, fre
quently contain phlebolites, which give rise to ulceration of their walls. 
Whatever may be the cause of the weakened condition of these veins 
their rupture gives rise to profuse hemorrhage, for the plexus is a large 
one . 

The older authorities taught that a hemorrhage proceeds, not infre
quently, from a preexisting pachyperitonitis. Most modern writers 
contend that the importance of this condition in the production of 
hematocele has been exaggerated. 

Pathology.-In nearly all instances when blood finds its way into 
the free pelvic peritoneal ca\•ity, it gravitates, unless prevented from so 
doing by previously formed adhesions, into the Douglas cul-de-sac. 
This is because the cul-de-sac is the most dependent part of the perito
neal cav ity. In the event of its obliteration by previous disease, the 
next most dependent part is the utero-vesical pouch . If the quantity 
of blood is not great, it is limited to one or the other of these pouches. 
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When, however, more blood escapes than can be contaiued in either of 
these localities, it may fill the entire pelvis, and, indeed 1 extend as high 
as the umbilicus. A very large hematocele is shown in Fig. 116. Here 
the uterus and all of the pelvic organs are embedded in, and surrounded 
by, the encysted fluid. 

The contact of the blood with the peritoneum causes the latter to in
flame, and a protective lymph is quickly thrown out, which separates 
the fluid from the intestines and organs above. This neo-membrane at 

FIG. 116. 

lNTRA-PERITONEAL!HF.:\IATOCF.l.E. 

The coagulated blood completely surrounds the uterus and covers the superior sur
face of the bladder and the anterior surface of the rectum. The small intes
tines are pushed upward. 

times so closely resembles in appearance the normal peritoneum as to 
make it difficult to distinguish the one from the other after the abdo
men is opened. Intra-peritoneal hematocele, because of this fact, has 
more than once been mistaken for the extra-peritoneal variety. 

If the amount of blood is not great, aud does not surround the uterus, 
the sac is bounded in front by the posterior wall of that organi laterally, 
by the utero-sacral ligaments and walls of the pelvis; and posteriorly) 
by the rectum and posterior pelvic wall. Frequently the ovaries and 
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tubes adhere to the walls of the sac and are blended with it. Adhesions 
of the intestines are of common occurrence. 

The quantity of the effusion is sometimes limited by a pre-existing 
false membrane. 

The blood, when it first escapes, is liquid. Its watery portions are, 
however, quickly absorbed, when it becomes semi-liquid and coagulated, 
and, as time progresses, solid. These are the usual changes. Some
times it remains semi-liquid or sirupy. and shows no tendency to coagu
late. There is usually some septic taint when this is the case. 

The walls of the sac vary in thickness, at some portions being quite 
thick, at others so thin as easily to rupture. 

Fig. r 16 shows how great is the distortion of the rectum and the 
bladder by the pressure of the tumor. The rectum is sometimes so 
impinged upon as to be completely occluded, and the function of defeca
tion is almost always disturbed to a greater or less extent. So, too, 
is the function of micturition; indeed, in some of the worst cases the 
pressure upon the urethra may entirely occlude this canal. 

When the affection has for its cause a ruptured extra-uterine preg
nancy cyst, it may be impossible to find any e\'idences of the fetus after 
the abdomen is opened, rupture having occurred before it had suffi
ciently de\·eloped to make its detection an easy matter. A careful 
search will, in most instances, reveal some of the remains of the chorion. 
l t is this difficul ty in detecting the evidences of early extra-uterine preg
nancies which has ltd Tait to make the somewhat sweepiug assertion 
already referred to. 

Symptoms.-The onset may be either sudden or gradual. A careful 
inquiry will often reveal a history of certain premonitory symptoms 
pertaining to the function of menstruation or to the pelvic organs. 
J\lenstruation has, perhaps, beeu more or less disturbed for some time 
pre\·iously to the onset. Some of the signs of salpingitis may have pre
sented; and, iu the event of extra· uterine pregnancri irregular spasmodic 
pains in the region of one or the other Fallopian tube may have pre
ceded the rupture. Gastric reflexes also occur with more or less con
stancy in extra-uterine pregnancy. \Vhile these premonitory symptoms 
often occur, the reader must not imagine that they invariably do; in
deed, in many instances the patient will have enjoyed perfect health up 
to the \·ery time of the effusion. 

The intensity of the symptoms will depend in large measure upon the 
quantity of blood effused. The one co11dition which is more character
istic of hematocele than any other is SJ 111cope. This is indicated by the 
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pallor, the feeble and s.Jmetimes imperceptible pulse, the subnormal 
temperature, the hiccough, and, in serious cases, nausea and yomiting. 

Pain may occur simultaneously with the syncope or not until reac
tionary symptoms have set in. It is due to the peritonitis excited , and 
to pressure upon the organs and nerves of the pelvis. The patient will 
locate it in the pelvic or sacral regions, in the bladder, or in the rectum. 
Sometimes pressure upon the sacral and the crural nerves will cause 
intense suffering in the lower extremities. The pain does not depend 
so much upon the size of the tumor as upon the degree of peritonitis 
excited: if the blood is especially irritating, or if it is contaminated with 
pus, the result of pre-existing pyosalpinx, a small quantity of flnid will 
gh·e rise to a great deal of suffering. 

The local symptoms are very characteristic. There is almost always 
tenderness over the hypogastric region, and if the blood-tumor is large 
enough to reach above the pelvic brim, dulness as well. A digital 
examination will reveal a tumor in some portion of the pelvis, usually 
back of the uterus; or, in the event of a large effusion impinging upon 
all of the fornices of the vagina, the uterus will be found completely 
embedded in it. The tumor is at first soft and fluctuating, but soon 
acquires a variable consistence, and in time, as we have already seen 
in studying the pathology, becomes hard . There is of course more 
or less tenderness within the pelvis. Bimauual examination shows 
either that the uterus is in the center of the tumor; or, if the tumor is 
limited to the posterior cul-de-sac, that the uterus is pushed forward, 
and the cervix carried almost above the reach of the ex 1mining finger. 
A rectal exploration may be impossible because of the occlusion of this 
organ. l\Iuch valuable information can, however, ordinarily be obtained 
bv a rectal examination . 

. The reactionary symptoms following the syncope usually manifest 
themselves within a few hours after the accident. The degree of fever 
is most variable, though in most cases it is quite marked , the tempera
ture ranging from w2° to w5° F. It is largely due to the inflammatory 
symptoms attending the peritoneal irritation. The pulse corresponds 
to the height of the fever, though for a time it is more compressible 
than it ordinarily is in peritonitis, because of diminished intra-arterial 
pressure from the loss of blood. The temperature shows exacerbations 
and remissions, it being usually higher during the day and early part of 
the night and lower in the morning. The nausea and vomiting like
wise depend largely upon the peritoneal iuvolvement; if the peritonitis 
becomes general, these symptoms are often most distressing. This is 
true also of tympanites. Sometimes the distention of the bowels is ,·ery 

32 
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great, which condition is frequently associated with nausea and vomit
ing. Tenderness over the abdomen is likewise a symptom accompany
ing peritonitis. 

Progress of the Disease . - In the event of large effusions the 
course, under the most favorable circumstances, is usually chronic. It 
is, nevertheless, surprising with what rapidity nature will absorb, when 
not interfered with, a large intra-peritoneal hematocele. There is, in 
most instances, a progressive tendency to recovery either by natural 
absorption or by spontaneous evacuation. Exacerbations are, however, 
of frequent occurrence. They result either from new effusions taking 
place from time to time, or from an extension of the peritonitis. A 
recurrence of the hemorrhage is more apt to take place in cases of extra
uterine pregnancy, and the patient is never out of danger until the tumor 
has so far diminished as to preclude the possibility of renewed hemor
rhage, or of suppuration. The process of absorption varies greatly in 
its activity, requiring all the way from two weeks to many months 
before it is complete. 

The patient is often unable to walk for some time after assuming the 
sitting posture. Uterine displacements are frequent sequelre. Evi
dences of the tumor often remain permanently in the form of hard 
nodules. 

S igns of S uppurati on.-Suppuratiou may not occur until some time 
after the inflammatory symptoms have entirely subsided. Its onset is 
indicated by a decided chill, or a succession of erratic chills, followed 
by perspiration, fever, tympanites, etc. The tu111or 1 which had pre
viously diminished more or less in size, increases, and in time becomes 
soft at some point. Unless artificially evacuated, the pus will find its 
way either into some of the cavities of the pelvis or through the abdom
inal wall externally. It most frequently escapes into the rectum, which 
gives rise to more or less proctitis, the pus being blackish and exceed
ingly fetid. When the abscess discharges into the vagina the point of 
rupture is indicated by more or less fluctuation. Fortunately, rupture 
rarely occurs into the peritoneal cavity and almost never into the 
bladder. After rupture, whatever may be the point of exit, there is a 
decided relief of the general symptoms and local distress, though if the 
discharge continues for an indefinite length of time it greatly prostrates 
the patient and she may die from sheer exhaus_tion; or, as is oftener 
the case, from pyemia. 

Diagnosis.-The early symptoms of hematocele are almost pathog
nomonic. The sudden occurrence of shock, followed by the forma· 
tion of a retro-uterine tumor, which is at first fluid, becoming gradually 
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more or less solid as time progresses, and the succeeding inflammatory 
symptoms-all point to hematocele. The conditions liable to be con
founded with it are:-

Ruptured pyosalpinx and pelvic abscess; 
Tumors resulting from pelvic cellulitis or peritonitis; 
Tumors resulting from extra-uterine pregnancy; 
Retro-uterine displacements; 
Ovarian and fibroid tumors. 

Ruptured PJ 1osalpinx and pelvic abscess give rise to but little syncope. 
No tumor ensues except as a result of succeeding peritonitis. 

Pelvic cellu!itis and peritonitis give rise to symptoms which occur in a 
sequence different from that following hematocele. The inflammatory 
symptoms precede the formation of the tumor. There is no shock and 
no syncope . 

The tumor resulting from extra-uterine pregna1191 is of slow forma
tion. It is usually located laterally. There is no shock, no syncope, 
and no inflammatory symptoms previously to rupture. 

Retro-uleri11e displacements may be complicated by pelvic inflamma
tion. A tumor in the posterior cul-de-sac due to this cause can be 
penetrated by a sound passed through the cervical canal ; the bimanual 
will show that the fundus is not in front. 

Small ovarian and .fibroid tumors located in the posterior cul-de-sac 
ought not to be confounded with hematocele. There is an absence of 
all of the symptoms characteristic of the latter condition 1 except the 
presence of the tumor. Careful inquiry into the history of the case, 
together with a local examination 1 will usually determine the true con
dition. 

Prognosis.-Intra·peritoneal hematocele is usually a most serious 
condition, though, except when due to a ruptured extra-uterine preg
nancy cyst, immediate death rarely occurs. There are certain factors 
which should always be carefully noted in determining the prognosis. 
The hemorrhagic diathesis greatly complicates matters, for there is a 
tendency in these cases to frequent recurrences of hemorrhage. \Vhen 
the system is previously depressed by any of the constitutional diseases, 
the tumor is apt to remain soft and fluctuating; this is always unfavor
able. In the event of suppuration a spontaneous rupture into the rec
tum is unfortunate, for the resulting abscess will frequently continue 
to discharge indefinitely because of incomplete drainage. In perhaps 
the majority of cases plastic residues about the uterus remain perma
nently, to which subsequent ill-health can often be traced. Uterine 
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displacements often result from the adhesions left behind and from the 
changed condition of the pelvic organs. 

EXTRA-PERITONEAL HEMATOCELE. 

Etiology .-The same causes responsible for the intra-peritoneal 

variety of hematocele are quite as often responsible for an effusion of 
blood into the subjacent cellular tissue. As already intimatecl 1 the acci

dent frequently follows salpiugotomies and ovariotomies. It is probable, 
too, that this form of hematocele is oftener due to extra· uterine preg

nancy than is the intra-peritoneal varie ty. As regards the relative 

Frc. 117. 

EXTRA-PERITONEAi, HEi\IATOCELE. 

The blood is efTused into the pelvic cellular tissue, elevating the pelvic peritoneum 
and pushing the uterus forward and to one side. All but the cervical portion 
of the uterus is concealed. ( Auvard a11d Dev;1. ) 

frequency of the two forms, there exists a difference of opinion among 

the authorities, owing to the fact that intra-peritoneal hematocele is 
oftener fatal. The older writers, because of this fact, believed the latter 

to be by all odds the more frequent form. Information obtained by ab
dominal surgery has thrown new light upon t he subject. \Ve now 

know that when the blood is limited by the peritoneum, death rarely if 
ever occurs. 
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Unquestionably, there are many cases of extra-uterine pregnancy 
which rupture into the folds of the broad ligament, giviug rise to 
hematocele, which are followed by fetal death, absorption and recovery . 

Pathological Anatomy .-Some idea of the size of the tumor and 
the resulting changes can be obtained by referring to Figs. 117 and 118. 

Fig. 1 17 represents a vertical section through the center of the pubes 
and the center of the sacrum; an<l Fig. 118, a horizontal section of the 

'Pre. 118. 

EXTRA-PERITONEAL 1-IEMATOCEI.g. 

Transverse pelvic section through rectmn, uterus and bladder, showing lateral dis
placement of uterus. The same pathological condition as represented in 
Fig. 117. 

same case through the bladder, uterus, and rectum. The blood is 
effused into the folds of the right broad ligament, and the two folds are 
distended in such a way as greatly to distort all of the pelvic organs. 
The effusion in this case implicates the cellular tissue along the sides of 
the vagina and rectum, and carries the cul-de·sac of Douglas to the 
bottom of the pelvic floor. If limited to one side the uterus is pushed 
to the opposite; if both sides are implicated, the tumor is usually much 
greater on one side than on the other. The two tumors may unite in 
front and back of the uterus. In Fig. r 17 the fundus of the uterus is 
pushed so far to one side that in the vertical section the entire organ is 
left undisturbed. The cervix is seen projecting through the upper part 
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of the vagina. The pres'>ure upon the rectum and bladder is some
times greater than in the intra-peritoneal variety. These illustrations 
represent very large effusions; the distortion is correspondingly less 
when the effusion of blood is not great. 

Symptoms.-Owing to the fact that the quantity of effusion is lim
ited by the investing peritoneum, the symptoms are not usually so 
marked as in the intra-peritoneal variety . The patient may have been 
in perfect health up to the time of the rupture; if the hematocele is due 
to a ruptured intra-uterine pregnancy cyst, the symptoms of this affec
tion may or may not have preceded the attack. She is first seized 
with a pain, more or less acute in character, which is referred to the 
lower part of the abdomen . Associated with the pain there is usually 
a certain amount of syncope. The degree of pressure upon the bladder 
and rectum will depend upon the size and location of the tumor; it 
may be very great and give rise to the chief distress resulting from the 
accident. 

The reactionary symptoms are ordinarily not so marked as in the 
intra-peritoneal variety. There is less peritonitis, less fever, and less 
abdominal tenderness. If suppuration ensues, the symptoms do not 
differ from those attending the disintegration of an intra-peritoneal 
tumor. 

Upon practising the bimanuai, a tumor will be found in one or both 
broad ligaments, usually in one only. The uterus, instead of being in 
the center or to the front of the tumor, as in the intra-peritoneal variety1 

is pushed to one side. The physical characteristics of the tumor do 
not differ essentially from those of the intra-peritoneal variety, except 
that the mass is at first less fluctuating. The subsequent changes are 
much the same. The tumor is at first soft, becoming more condensed as 
time progresses, and, in the event of suppuration, again becoming soft. 

In every other respect the course and duration do not differ materi
ally from intra· peritoneal hematocele. 

TREATMENT OF PELVIC HEi\IATOCF.LE. 

The physician, when called upon to treat a case of hematocele, should 
prevent further loss of blood, if it is possible so to do. He should also 
direct attention to the shock and syncope when these symptoms threaten 
life. The patient should be placed in bed as quickly as possible, not 
even waiting to remo,·e the clothing. Cold applications or an ice-bag 
over the hypogastric region should be at once applied, while heat is ap
plied to the extremities; and, if the shock is at all marked, friction 
should be resorted to. If the stomach will tolerate it, stimulants should 
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be administered in the ordinary way; if, on the contrary, the stomach 

is irritable, and nausea and vomiting are persistent, hypodermic injec

tions of brandy or sulphuric ether may be used. The symptoms are 
ordinarily too urgent to allow the use of vaginal injections, either hot 

or cold. A quart of the normal salt solution may, however, be ad

vantageously thrown into the rectum if life is threateudi or it may 
be used subcutaneously. The indicated remedy should be adminis
tered internally. In the event of simple oozing of blood, much good 

may result from its use. If, however, the hemorrhage proceeds from 
a large vessel, any form of internal medication will be useless and too 
much time should not be wasted in temporizing. 

The foregoing indications are to be employed in the early treatment 

of all cases aud all varieties of pelvic hematocele. The subsequent 
management, after the diagnosis has been made, will depend upon the 
quantity of hemorrhage effused, the location of the tumor, the pressure 
symptoms, and the advent of suppuration. 

In extra.peritoneal hemorrhage immediate operative procedures are 

rnrely called for . Indeed, the usual outcome of these cases, under ex
pectant treatment, is recovery. In the event of suppuration, it is, of 

course, the duty of the physician to treat the case as one of pelvic ab· 
scess. A primary operation may be necessary if the effusion be so 
great as to give rise to intense suffering because of pressure, or if re
newed hemorrhages occur from time to time. On the other hand, as 

long as the case progresses favorably-the tumor gradually becoming 
smaller, the pressure symptoms growing less and less severe, the peri
tonitis disappearing-the physician's duty is clearly to watch for alarm
ing developments, and to avert them if it is within his power to do so. 

The treatment of inlra-pen·loneal hemaloce/e is conducted upon entirely 

different principles. No matter what may be the cause of the effusion
whether the result of extrauterine pregnancy or of some of the causes 
enumerated-there is but one thing to do if life is threatened 1 as it 
usually is by the quantity of blood poured out, and that is to open the 

abdomen 1 seek the bleeding point, and control the hemorrhage by 
surgical measures. It seems to me that there is but one side to the 
argument in favor of so doing. It is in thorough harmony with that 

broad surgical principle which governs the surgeon in the treatment of 
hemorrhage proceeding from any torn vessel which is accessible. There 

is no restricting tissue limiting the quantity of hemorrhage, as in the 
extra·peritoneal variety. The capacity of the pelvic and abdominal 

cavities is practically unlimited; and it would be quite as consistent to 

wait for a severed radial artery to cease bleeding spontaneously, as to 
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stand by with folded hands while vessels equally large are pouring 
their contents into the free peritoneal cavity. The technique of ab
dominal section for this purpose does not differ from that given for 
ectopic pregnancy . (v. Chapter L. ) 

When an operation is resorted to for the e\·acuation of the contents 
of a hematocele sac, the site of opening will be determined by the 
location of the tumor. In the majority of instances the vagina is the 
channel through which the contents are most easily reached. The 
relative merits of the vaginal operation and the abdom inal have been 
the subject of no little discussion. Rosenwasser (Annals of Gynecology, 
September, 1889) decides emphatically in favor of the latter, and in the 
statistics collected by him the mortality after Japarotomy is 9.9 per 
cent.: whereas after vaginal incision it is 10.5 per cent. He maintains 
that the danger is not only less in laparotomy, but that the convalescence 
is shorter and the chances of a radical cure greater. The other ad
vantages insisted upon by him are: the opportunity afforded to simul
taneously remove other lesions that may exist, the possibility of keep
ing the sac more aseptic, and the ease with which the hemorrhage is 
controlled. Most operators, notwithstanding the statistics presented 
by Rosenwasser, prefer, at least when the tumor points into the vagina, 
the vaginal operation. 

Operation.-The vagina should be washed with an antiseptic douche 
and the patient placed in a favorable posture before a good light. The 
fluid contents of the sac should be first located with a trocar guided by 
the finger. The opening made by the trocar is enlarged with the scalpel 
or a pair of scissors. The nozzle of an irrigator is next gently passed 
into the sac and the contents washed away with a weak carbolic solu
tion. The sac is now carefully packed with strips of iodofonn gauze, 
which will not only control the hemorrhage but will act as an antiseptic 
as well. If the hemorrhage is at all profuse, the gauze can be left 
within the cavity for from three to seven days. After its removal a 
drainage tube should be inserted, through which the cavity is to be 
daily washed with an antiseptic solution. The tube can be held in 
place in the cavity by packing loosely about it strips of iodoform gauze; 
or a T·drainage tube may be used instead of a straight one. The length 
of time required for the complete obliteration of the cavity will depend 
upon its size and the thoroughness of drainage. Usually from one to 
three weeks elapse before the discharge entirely ceases. 

The leclmique of abdominal section for pelvic hematocele does not differ 
essentially from that given for pelvic abscess. Under all circumstances 
an attempt should be made to shut off the hematocele cavity by stitch-
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ing the walls of the sac to the abdominal wound. This is not always 
possible, in which event the sac should be thoroughly washed out, 
packed with iodofonn gauze, and a drainage tube left in the free peri
toneal cavity; or, if the contents of the sac are purulent, it may be wise 
to reclose the sac from above and make a counter opening through the 
vagina, as has been done by Munde in one instance. Munde opened 
the abdomen, thinking he had to do with an intra- instead of au extra
peritoneal effusion. 

Pozzi advises, in those instances where the tumor is remote from the 
posterior cul-de-sac, and where it projects toward the abdominal wall, 
subperitoneal laparotomy. He makes a long incision parallel to the 
crural arch, after which he detaches the peritoneum as far as the tumor 
and penetrates the latter without opening the peritoneal ca\'ity. He 
then passes the finger into the cyst, and by combined vaginal and ab
dominal touch locates a favorable point through which the drainage 
tube can be passed into the vagina. An opening is made at this point 
and a cruciform drainage tube introduced. He thus combines yaginal 
with abdominal drainage. 

Burton speaks very highly of the use of electricity in promoting the 
absorption of hematoceles. He keeps the patient quietly in bed and 
uses a galvanic current with large dispersing electrodes over the back 
and front; or the negative pole direct within the vagina. He begins 
with a current of ten milliamperes, gradually increasing it to one of 
fifty milliamperes. 

Von Strauch advocates evacuation of the hematic tumor if it does not 
grow smaller in a month, even though no evidence of suppuration 
exists. He prefers the vaginal operation lo laparotomy Crede, 
strangely enough, advocates rectal section . Kraske also recommends 
the sacral method. 

Therapeutics. 

H amamelis.-Hematocele wit!t dark, venous blood from uterus; from 
accidental causes with diffuse, agonizing soreness over whole abdomen. 

China.-Pulse irregular, flickering, imperceptible; ringing in the 
ears as of bells; syncope; SKIN COLD AND CLAM~lY; unconsciousness. 

A rnica.-Hemorrhage caused by injury, concussion, etc.; feeling 
of soreness as from a bruise in tile lower abdomen; hemorrhage associated 
with internal bleeding, the blood being bright red. 

Phosphorus.-Hematocele occurring in women subject to frequent 
and profuse menorrhagia, the blood pouring out freely and then ceasing 
for a time; pain in left ovarian region and down the inner side of thigh; 



lumorrliagic diathesis with tendency to blood spitting, bleeding from the 
nose, and lzematuria. 

Millefolium.-Uterine hemorrhage with profuse flow of bright red 
blood, which is thin; chilliness; congestion of the head, face, lungs, 
heart, etc. ; patient is violent and irritable, even though much pros
trated by the loss of blood. 

A pis.-Especially useful .for promoting absorption; STINGING, BURN

ING PAINS lN THE PELVIS; burning and soreness when urinating; cut
ting in left ovarian region extending to the right. 

M ercurius.-To promote absorption; deep, sore pain in pelv is; 
dragging in the loin; cililliness, especia/(11 in the evening after l.J 1ing 
down, wlticlt. is uot relieved by warmt!t; chilliness alternating with heat; 
PROFUSE PF.RSPIRATION AT NIGHT WITHOUT RELIEF. 

A rsen icum.-Anxiety, restlessness, and chilliness; cannot find rest 
anywhere; changes place continually; emaciation wit!i anxious expres
sion o.f .face; burning or tensi\'e pain in the ovary; suppuration with 
symptoms o.f PJ'emia. 

Ferrum.-Great erethism of the circulation; alternate redness and 
paleness of //u face; very weak; all symptoms worse at night, par
ticularly after midnight. 

Consrtll:-Terebinlhina, secale, sulphur, kali iod., lachesis, sabina1 

ipecacuanh a, and nitric acid. 



CHAPTER XXXI. 

PEL VIC ABS,CESS. 

General Considerations.-Suppuration, as is elsewhere indicated, 
occurs not infrequently as a sequel of acute pelvic inflammation, espe
cially if the latter is associated with the puerperal state. The predispos
ing factors tending to prevent resolution iu acute inflammation and to 
favor suppuration are:-

Tubercular and scrofulous diatheses; 
Depravity of the system because of improper food, e11"ironment, etc. 
It occurs much oftener as a sequel of inflammation when the cellular 

structure is the tissue chiefly involved, but an effusion resulting from 
pelvic peritonitis occasionally suppurates. Pelvic hematocele, from what
e\·er cause, may likewise end in suppuration. Abscess of the Fallopian 
tubes ( pyosalpinx ) and abscess of the O\'aries are more appropriately 
dealt with in the chapter devoted to the diseases of the appendages; and 
suppuration resulting from caries of the bones of the pelvis and spine, 
while constituting a form of pelvic abscess, is a surgical rather than a 
gynecological affection, and is not, therefore, included in the following 
description. It should, nevertheless, not be forgotten that pus having 
its origin in the lesions specified may give rise, secondarily. to acute 
inflammation of the peritoneum and cellular tissue, which in turn may 
result in abscess. This is especially true of pyosalpinx. Indeed many 
of the authorities contend that all ·true pelvic abscesses, i . e., abscesses 
which do not have their origin remote from the pelvis, start from pus 
tubes. These gentlemen ignore entirely cellulitis as a lesion per se. 
I have endeavored to show in the study of the latter affection that this 
teaching is not warranted by the facts. However, the chief aim of 
this chapter is to discuss pelvic abscess in its broadest sense from what
ever cause it may arise. 

In the majority of instances the seat of suppuration is primarily 
located between the folds of one or the other broad ligament, but if the 
accumulation of pus is very great it may burrow in any direction and 
to almost any extent. Skene says:* " I have seen three cases in which 
pus from an abscess in the broad ligament burrowed outward to the 

*" Diseasesof Women," 1889, p. 557. 
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iliac fossa 1 and then extended upward to the dhphragm 1 and in one it 
opened through the lung into the large bronchial tube." 

When the abscess is secondary to an effusion of blood or pus in the 
cul-de-sac of Douglas it is bounded in front by the uterus and the 
upper part of the vagina. It is easily located in the posterior fornix 
on digital exploration. 

P athology .-Pus within the pelvis may remain indefinitely with
out escaping. However, it usually makes its exit in order of frequency 
as follows: from above Poupart's ligamenti into t he rectum 1 vagina, or 
bladderi at the anus 1 or through the saphenous openings. Rarely 
does rupture occur into the peritoneal cavity, though it may. 

The encapsulating wall does not differ essentially from that of chronic 
abscesses elsewhere. As time goes ou the trnnsudation products are 
transformed into connective tissue of greater or less thickness, which 
constitutes the abscess wall. The interiOr of the sac thus formed is 
made up of villous or granular eminences, which consist of loops 
of blood-\·essels buried in transudation corpuscles ( Agne\v). The 
leucocytes which give rise to the pus are chiefly derived from these 
vesse 1s, though iu certain localities they are produced in limited num
bers by the connective tissue. 

Pus, after it is once formed, burrows in the direction of least 
resistance, and the tissues which exert the greatest resistance are the 
planes of fascia. The size of the abscess is, therefore, limited only by 
the fascia! attachments, and. as we ha\·e seen in the cases cited by Skene1 

it may dissect the fascia and peritoneum as high as the d iaphragm. 
In peritoneal abscesses the effusion may surround a tube distended with 
pus so that, in the event of suppuration, there is a small accumulation 
of pus within a greater, the former remaining after the latter is evacu
ated. 

After evacuation the cavity may gradually cease to discharge and the 
abscess heal; or it may continue to discharge indefinitely. The ob
literation, when it occurs1 is due to formation of granulation tissue 
and to adhesion of opposing surfaces. Obliteration is impossible 
without complete drninage, and if the opening is small, sinuous, or un
favorably located, drainage may be imperfect. 

Should the abscess empty itself into the intestinal canal or the blad
der it is liable to contamination by fecal matter or urine. This may 
k~ep up the suppurative process indefinitely, and in due time the entire 
pelvis may become honeycombed. 

Symptoms.-The affection, whatever its nature, giving rise to sup
puration, will be attended by symptoms peculiar to itself. In pre-ex-
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isting inflammation we shall be confronted by an inflammatory history; 
or should the primary cause which is to result in suppuration be a 
hematocele, or an extra-uterine pregnancy, there will usually be a his

tory of shock and collapse, followed by inflammation. A clli/11 
in most 

intances, marks the beginning of suppuration. It may be indistinct , 

but the patient will at least complain of chilliness. This is followed by 
fever, sweating and prostration. There is often a throbbing sensation 
at the seat of suppuration. The pressure s;1111ptoms will depend upon 
the site of the tumor-if the rectum or bladder is implicated the func

tions of one or both are disturbed. Pressure upon the vessels and 
nerves extending to the lower limbs may not only give rise to much 
pain , but, by retarding the return of venous blood, to great edema as 
well. As the disease progresses symptoms of pyernia, from absorption 
of pus, often become marked, and not infrequently the patient is reduced 
to the point of extreme exhaustion. 

The foregoing is the usual history of the formation of pus within the 

pelvis. Symptoms of suppuration may, however, be entirely ·wanting. 
In certain cases there will be, perhaps, a history of pelvic inflammation, 
but for some reason the patient does not convalesce as she should. A 
local examination in these cases frequently shows that, instead of be
coming absorbed, the inflammatory tumor remains unchanged, or pos
sibly has increased in size. Indeed, it may be that it has already under
gone disintegration and there is a large quantity of pus prese11t

1 
as is 

evidenced by fluctuation, without serious systemic disturbance. 
Such an accumulation as that last described is known as a cold ab

scess, and occurs oftener in asthenic patients. The pus in these cases 
seems to have sterilized itself and contains no virulent bacteria. \Vhen 
the pus is limited to the tubes or ovaries, entire absence of chill, fever, 

etc. 1 is not uncommon. 
On the other hand, a small accumulation of purulent matter deep in 

the pelvis, with no evidences of fluctuation or softening, may give rise 
to much general distress. Fluctuation is very often inappreciable in 
intra-peritoneal abscesses, though soft spots can usually be detected 

per vaginam. 
Differentiation.-\Ve are called upon to distinguish pelvic abscess 

from the following:-
Nephric and perinephric abscess; 
Distention of the Fallopian tubes; 
Hematocele; 
Extra-uterine pregnancy; 
Ovarian abscess. 
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NephriC and Perinephric Abscess.-Theseaffections rarely give rise to 
an abscess large enough to extend into the pelvis, though they may. A 
vaginal examination will demonstrate that the abscess does not origi
nate in the pelds. The most frequent cause of renal abscesses is an in
jury, the result of a blow or other forms of traumatism, or a calculus. 
It may follow the administration of cantharides or turpentine. Peri
nephric abscess1 while occasionally an idiopathic disease, is in most 
cases a sequence of suppuration of the kidney itself. When the disten
tion is at all marked there is discoloration and tenderness over the cor
responding lumbar region. The lumbar muscles are fixed, tense, and 
brawny. Finally, an examination of the urine will usually reveal the 1' 
presence of pus, or other abnormalities of this secretion. 

Distention of flu Fallopian Tubes.-It is often impossible to detect 
slight distention of the tubes. A tumor from this cause is irregular or 
ovoid in shape, and frequently finds its war into the retro-uterine space. 
It may be painless in hydrosalpiax, but palpation gives rise to pain in 
hemato- and pyosalpinx. 

Hemafoce!e.-The classical symptoms of this accident, from whatever 
cause, are shock and collapse, followed by the sudden formation of a 
tumor. Inflammatory symptoms sooner or later ensue. Suppuration 
may occur in due time, when the hematocele is transformed into a pel
vic abscess. 

Exlra-uleriue Preguanry.-Before rupture there is a unilateral and 
obscurely cystic tumor in the region of one of the Fallopian tubes (in 
most instances the primary seat is the Fallopian tube) . Some of the 
usual signs of pregnancy may be present, though not infrequently the 
condition is unsuspected previously to rupture. 

Ovarian Abscess.-A suppurating ovary is rarely larger than a hen's 
egg ; it is very tender on pressure and lies on one or the other side of 
the recto-uterine pouch, to which it is usually attached by adhesions. 
It may find its way into the cul-de-sac of Douglas. 

Prognosis.-In considering the prognosis there are many points to 
be noted. The course and duration will depend upon the size of the 
abscess, the character of its contents, its location, and the nature of its 
opening, or openings. As regards the life of the patient, much will de
pend upon her vitality and powers of endurance. Then, too, reco\·ery 
may be retarded by those constitutional taints-scrofulosis, tuberculosis

1 

syphilis, etc.-which always tend to perpetuate the suppuratiYe process 
in whatever part of the body it occurs . \Vhile spontaneous cures often 
result, it must be confessed that, owing to the inaccessibility of the 
parts, the condition is one to be dreaded. Modern surgery has, how-
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ever, made it possible to cure quickly many cases that formerly dragged 
on until the patient died from sheer exhaustion. 

Treatment.-As soon as suppuration is suspected the strength of 
the patient should be sustained by nourishing and concentrated food, 
free ventilation, etc. The judicious use of stimulants is often benefi
cial. Heparsulphur, silicea, arsenicum, and mercurius are the classical 
remedies in suppuration. 

As regards the surgical treatment there is tbe greatest diversity of 
opinio11. A review of the vast amouut of literature of the last ten years 
bearing upon the subject is most interesting. As a rule, the older au
thors are conservative, whereas the younger men, with few exceptions, 
teach, with Lawson Tait, that pus within the pelvic cavity is always a 
source of danger and should not be permitted to make its exit sponta
neously. I fully agree with the latter teaching. To me it seems quite 
as illogical to permit pent-up pus within the pelvis to make its own exit 
through a route often as circuitous as it is dangerous, as to permit pus 
within the pleural cavity to take care of itself. I am speaking now of 
those large accumulations of purulent matter where there is no uncer
tainty regarding the diagnosis. In the smaller accumulations deep 
within the pelvis, or confined to the Fallopian tubes, the diagnosis may 
be uncertain, and an exception to the broad surgical principle of early 
evacuation, which applies to abscesses in general, may have to be made. 

I desire to quote, somewhat in detail, from Lawson Tait. He says: 
11 I had been (previous to 1879), therefore, continually on the lookout 
for some means of dealing with pelvic abscesses which would bring 
them as satisfactorily within our means of treatment as are collections 
of matter in most other parts of the body. This has been furnished 
by the wide, free, and successful application of abdominal section for 
the treatment of pelvic and abdominal tumors, and I am now able to 
give a list of thirty.eight cases, wllich include the whole of my experi
ence in the novel proceeding, and in which success has been obtained far 
surpassing anything I have yet seen or heard of. In this comparison, 
I am, of course, excluding those cases where pointing of the abscess 
in the vagina is evident at au early stage of the case, but even in these 
the recovery has always been, in my experience, more protracted than 
in the six now to be narrated. In addition to this list, there are about 
twenty others in which I have operated from above, but without open
ing the peritoneal cavity. These, of course, under the definition of 
abdominal section I have adopted, are not to be included in the present 
list; but in every one recovery and cure has been obtained. Fifty-eight 



consecutive recoveries, prompt and permanent, in such a gra\·e condi
tion, constitute a result of a most satisfactory kind." 

It will be seen by the foregoing that Tait does not practice opening 
the abdomen when the abscess points toward the Yagina; nor does be 
open into the peritoneal cavity when it is possible to reach the abscess 
through the abdominal walls without doing so. As I understand his 
teaching, he reserves abdominal section, when suppuration is evident, 
for the class of cases in which there is no teudency for the abscess to 
open either into the vagina or outwardly through the abdominal wall; or 
in which it has spontaneously opened, but for some reason contiuues to 
discharge indefinitely. That abdominal section has a limited range of 
application in these two classes of cases I think there can be no doubt. 
However, during the last three years the vaginal route has become the 
more popular one in dealing with pus confined to the pelvis, especially 
if the patient is much prostrated. This practice was inaugurated by 
Pean, who first removed per vaginam a uterus for septic bilateral disease 
of the adnexa. It was later on popularized in France and Belgium by 
Richelot, Segond and Jacobs. In this country Pratt, Henrotin, Polk, 
Edebohls, and others have warmly advocated the vaginal route. 

Until two years ago it did not seem to me that the interests of the 
patient were best subserved by sacrificing the uterus when the disease 
was confined to the app;:-ndages, nor do I now think that the latter 
organ should be removed if the pus is confined to the tubes and the 
uterus is not extensively involved. There are, however, many cases of 
extensive pelvic inflammation, the result in the vast majority of in
stances of primary tubal disease, in which the uterus is fixed, the endo
metrium involved, and the pelvic cavity full of exudates, that do not 
reco\•er fully if the appendages alone are removed and the uterus is left 
behind . Usually these cases are greatly benefited by salpingo-oOpho
rectomy, but the diseased and enlarged uterus remains behind as a con
stant menace to health and comfort. I am not one of those who believe 
that the uterus is a perfectly useless organ without its adnexa, provid
ing it is not too much diseased. On the contrary, I believe that it is 
the chief sexual center in many women, and that it constitutes an im
portant part of the pekic roof. All who ha\·e done abdominal work 
know that there are hundreds of women who have had their ovaries 
and tubes alone removed and ha\·e regained their health perfectly. 
But there is all the difference in the world between a slightly enlarged 
and subinvolttted uttrus and one that is bound down by adhesions, 
is twice its usual size, and perhaps helps to form the boundary of a pus 
cavity. It is hardly possible for a womb thus extensively diseased to 
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so far return to its normal state as to give rise to no future suffering 
and inconvenience. I am convinced now, as I look over my case-book, 
that I have made many salpingo-oOphorectomies, working as I did 
according to the best light of the day, where it Wt:'re better had the 
uterus been removed with the appendages I have particularly in mind 
cases of pyosalpinx following in the train of gonorrheal endometritis. 
In many of these cases there is extensive cervical injury with resulting 
deposition of cicatricial tissue, and this in itself calls for a second opera
tion if the uterus is left behind . 

From the standpoint of ultimate results then, the uterus should be 
removed in many cases of pyosalpinx and pelvic abscess. As to tl;e 
relative safety of the two routes-the vaginal and the abdominal-I 
think that there can be but one argument, and that is in favor of the 
former. There is no operation involving the opening of the peritoneal 
c~wity attended with greater mortality than are celiotomies made for 
the removal of pent-up pus, when the entire pelvic cavity is packed 
with exudates and the intestines are matted together. I believe that 
all abdominal surgeons dread such cases. The shock attending the 
operation is tremendous. The hemorrhage is many times profuse and 
can only be controlled by extensive gauze packing, and the mortality, 
especially in acute cases, is correspondingly high. Then, too, it is a 
very grave question as to whether it is best to disturb the adhesions 
when the intestines are matted together, as must be done if the opera
tion is made from above Not infrequently they will re-form almost as 
soon as the abdomen is closed, and very often in such a way as to make 
them more dangerous than before they were broken up. In chronic 
cases, at least, the action of the bowel is often not seriously interfered 
with by such adhesions, and it is taking chances to disturb them. If, 
then, the uterus is to be removed, this ( the breaking up of intestinal 
adhesions) seems to be the only argument, and a questionable one, in 
fa\·or of the abdominal route. In fa\·or of the vaginal it may be said, 
first of all, that the mortality is infinitely less than in the abdominal. 
The statistics will bear out this statement beyond peradventure, though 
I am aware that there are those who will dispute the statement. This is 
true whether the free peritoneal cavity is opened into or not, and in many 
cases it is not necessary to penetrate the peritoneal cavity. It is entirely 
possible to dig the uterus and its appendages from inflammatory exu
dates without exposing the intestines, and the lessening of shock which 
this procedure insures, when it can be done, will surprise one familiar 
only with the older operation. Another advantage, which is of the 
greatest importance, is the perfect drainage which the vaginal route 

33 
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affords. This is secured, too, without the danger of ventml hernia, slight 
as it is, which attends the abdominal operation. In short , the \·aginal 
route is the most direct one to the pelvic cavity, and the most direct 
route in all surgical procedures, unless insuperable obstacles exist, is 
always the best one to select. The argument that it is impossible to 
retreat in the vaginal operation, after it is once begun, carries with it 
but little weight, for the reason that with modern technique the surgeon 
is rarely called upon to retreat; should he be, he can do so even better 
than when a celiotomy has been attempted. Convalescence is infinitely 
shorter in the vaginal operation, and the recovery in the class of cases 
indicated is, I believe, more complete. 

There is, nevertheless, one objection to the vaginal route which must 
be borne in mind, and which I have not seen mentioned in any of the 
literature dealing with the subject which has passed under my observa
tion . I refer to the persistence of fecal fistulre when the abscess opens 
into the bowel. My experience with these cases is yet too limited to 
speak dogmatically, but I am inclined to believe that spontaneous 
closure of such fistulre occurs less often when they communicate with 
the vagina than when the abscess is opened from above. In large ab
scesses communicating with the bowel, when the walls are stitched to 
the abdominal parietes, the cavity can be more readily packed with 
gauze than it can be when the opening is made from below, which pro
motes the closure of the fistula. 

It is by no means necessary to remove the uterus in all cases of 
pelvic abscess. Ou the contrary, when the abscess points into the 
vagina, in large accumulations, there is nothing more simple than to 
open and drain it at its most dependent point. Indeed this may be the 
better way to proceed when the condition of the patient will· not per
mit of more radical work 1 e\·en though a subsequent hysterectomy 
may be called for. This is especially true in acute and subacute pelvic 
inflammations, where the suffering is very great and the prostration 
marked. On the other band, when the accumu.lation of pus is found 
in laparotomies to be limited to one or the other broad ligament, it may 
be best to close the abdomen after the appendages are removed and 
drain the abscess from below. This I did in Case III. and ha\·e no 
reason to regret so doing. 

Just when pus should be evacuated in pelvic suppuration will neces
sarily depend upon circumstances, for, as insisted upon by Thomas, 
every case is a law unto itself. As a general rule a reasonable delay is 
wise. It enables the physician to determine positively that suppura
tion has taken place, and in the event of several suppurating foci the 



smaller ca\•it ies will coalesce into one. Again, by waiting until the 
point of exit is indicated, adhesions will ha,·e formed, so that there is 
not so much danger of opening into the peritoneal cavity. It may be 
impossible to detect small collections of pus deep in the pelvis, and it 
would be extremely hazardous to cut iuto pelvic tissue through the 
vagina for any great depth for the purpose of reaching such collections. 
If, however, the presence of pus is reasonably certain, exploration 
should be made at once. 

Vaginal Section for Pelvic Abscess.-The operation is per
formed in the following manner: The vagina is previously made as 
aseptic as is possible by a 1 :rooo bichlorid douche. The patient is then 
anesthetized, placed before a good light in the lithotomy posture, when 
the vagina is again thoroughly washed with bichlorid. If the point of 
fluctuation is prominent an incision may be made at once, either with 
the scalpel or with scissors. Care must be observed not to injure the 
large vessels, ureters, bladder, or rectum. The normal relationship of 
the parts is usually so altered as to make it wise first to introduce an 
aspirator, or an exploring needle. After the cavity has been located 
by the needle, sharp-pointed scissors are thrust into it, the needle 
serving as a guide; the blades are then separated and the scissors with
drawn, when the pus will gush forth. The opening can be further en
larged without injuring the parts by the method of Hilton, which con
sists of the introduction and withdrawal of some blunt expanding in
strument-an ordinary pair of catch forceps, or a uterine dilator. 
After the evacuation, the cavity is washed with a weak solution of 
bichloricl (1: roooo) ; or, if there is very much fetor, with a solution 
of permanganate of potash. The finger should be carried into the sac 
and all sulci freely broken into. If the granulations are marked they 
should be destroyed, either with the finger nail or a blunt curette . 
The abscess cavity is again washed, and, if the parts are readily acces
sible, the tincture of iodin may be applied to the pyogenic membrane. 
A double cruciform rubber drainage tube is then introduced, through 
which the cavity can be irrigated se\·eral times a day with a \\'eak per
manganate solution. The tube is not removed until all discharge ceases. 

Careful \\'atching is required during the healing process. The parts 
must be kept absolutely sweet and clean, and the opening should not 
be permitted to close until the sac is entirely obliterated. It may be 
kept open for a fe'w days after the tube is removed by passing through 
it a strip of gauze.* 

*Dr G. IL Lyman has placed on record (Trans. Am. Gyn. Soc., vol v1), seven
teen cases of pelvic abscess treated by the aspirator. Tbe results were as follows: 
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Vaginal Hysterectomy for Pelvic Suppuration.-As is well 

known, the majority of the French school still use the clamps or 

forceps for the purpose of securing the broad ligaments, as do many 

of the foremost surgeons of this country. That the clamp is a con

server of time there can be no doubt, and cases will every now and 

then be met with where one or more forceps will have to be left at

tached for the purpose of controlling bleeding from vessels beyond 

the reach of the ligature. While I have used forceps and clamps 

many times, the practice has always seemed to me both barbarous and 

unscientific. These instruments give rise to infinitely more pain than 

does the ligature, and I believe that the danger of rectal and vesical 

perforation is correspondingly greater. I have experimented with al

most every form of clamp which has been devised for the purpose, and 

have used them altogether in twenty-two hysterectomies. 
As regards the ligature: In the first vaginal hysterectomy done by 

me, on March 7, 1887, I followed the method of Schroeder, and tied 

the broad ligaments en masse with heavy silk ligature. The difficulties 

in securing the entire ligament in one ligature are very great, and there 

is great danger also of the ligature slipping after it is once secured. 

When this method was in vogue there were many more cases of sec

ondary hemorrhage reported than at the present time. Later on the 

ligaments were secured in section and the results were much better. 

The objection, however, to the silk ligature is that it does not come 

away for a long time, and often never comes away, remaining as a 

source of irritation in the upper part of the vagina. To obviate this 

objection catgut was substituted, but it is necessary to have the catgut 

especially prepared for the purpose. Ordinary carbolized catgut will 

absorb too quickly, and I had one case of secondary hemorrhage fol

lowing its use. :Messrs. Johnson & Johnson have prepared for me
1 

through Parsons & Son of this city1 a ten days' chromacized catgut 

(Nos. 2 and 3) which answers the purpose admirably. I am now using 

this ligature in all of my plastic work in and about the vagina, and have 

IO cures; 4 not benefited; 2 injured; 1 improved only. The cavity was simply 

emptied and left without being washed or inje<ted. In commenting upon these re

sults Maury ("Am. Sys. ofGyn. ," vol. r, p. 731) justly says: "'l'he results reported 

are probably too fa\'Orable, for the following reasons: one of these cases, as shown 

by the report, was discharged from the hospital while remnants of exudation were 

stilt recognized within the pelvis Some remained only a few days after the opera

tion, one being discharged five days after aspiration, another thirteen, another 

fourteen days. The report cannot, therefore, be considered conclusive in regard to 

the question of cure." Personally, I use the aspirator in these cases for diagnostic 
purposes only. 
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every reason to feel satisfied with it. For the last two years, with one 
exception, I ha\'e not removed a suture from the cervix, \'agina, or 
perineum, using in all instances this preparation of catgut, and have 
not had a single failure. I mention this fact to show that it is en
tirely safe to use it for securing the broad ligaments in vaginal hys
terectomy, There is one point in tying the chromacized gut which 
must be observed or the knot will slip; the single knot in the first hitch 
shou ld always be used or the ligature will kink. 

I first open the anterior and posterior cu ls-de-sac in the usual way, 
using for the purpose of incising the cen-ico-\'aginal mucous membrane 
either a scalpel or Emmet's cervical scissors. If there is plenty of room 
to do so, the peritoneum is next stitched to the vaginal mucous mem
brane both in front and behind . This will control the oozing which 
always results from the separation of the mucous membrane from the 
cervix. Unfortunately, when the uterus is large or the pelvis very 
small, this cannot always be done at this stage of the operation, and it 
is better to postpone this step than to spend too much time for its 
accomplishment. Nor is it always practicable to stitch the mucous and 
serous membranes together at any stage of the operation if the uterus 
is completely imbedded in inflammatory exudates. N~xt by means of 
the needle, shown in Fig. 119, a No. 3 catgut ligature is carried into the 

FIG, 119. 

'J'HJ.~ AUTHOR'S NEEDLE FOR VAGINAJ, HYSTEREC'I'O:\lV. 

base of one of the broad ligaments deep enough to secure the uterine 
artery of the corresponding side. This is securely tied, the en<ls caught 
in catch-forceps and carried abo\·e the pubes out of the way. \Vi th the 
uterus firmly dragged down by means of strong guy sutures previously 
introduced into the cervix, as much of the ligament as is included in 
the ligature is cut with scissors. The opposite ligament is dealt with in 
the S.:1.me way , when the uterus will descend somewhat. The entire liga
ment on either side is tied and cut off in this manner, usually four on 
each side being sufficient. The first two ligatures must be passed pretty 
close to the cervix for the purpose of avoiding the ureters. The upper 
ligatures should all be passed as close to the pelvic wall as pos".iible, and 
many times the appendages can be removed attached to the uterus. In 
the inflammatory diseases, however, this is uot always possible, and 
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the appendages will have to be removed at a subsequent step of tbe 
operation. If pus pockets are opened into as the operation progresses, 
the pus should be washed away with the salt solution and should r.ot be 
permitted to come in contact wiih the intestines. Should the intestines 
get in the way, after the peritoneal cavity is opened, they should be 
kept back by meaus of a medium-sized sponge, to which is attached a 
strong string. After the uterus is removed the appendages, if not 
removed with it, should be separated, ligatured and cut off, if it is pos
sible so to do, providing, of course, they are diseased, as they usually 
are if the operation is done for the liberation of pus. A little practice 
will enable the operator to remove the appendages in nearly all instances, 
though not in all. In extremely bad cases, where the entire contents 
of the pelvis are matted together, their removal may be not only im
possible but it is sometimes unwise to attempt it. After the uterus is 
removed it is better to break down the septa dividing the several puru
lent accumulations, wash the cavities with a normal salt solution, and 
pack the wound with iodofonn gauze. By doing this the peritoneal 
cavity is not opened into, the shock is reduced to a minimum, and the 
results are most satisfactory . It is true that the patient will never 
entirely recover her health, but she will be quite as well as she would 
have been were the operation done from above, and the risk is infinitely 
less. It will at least place her in a condition so that if a subsequent 
operation from above becomes necessary she will be much better able to 
stand it. It may be best, in certain cases, to divide the uterus antero
posteriorily; or, if very large, to remove it by morcellement. 

As a final step, in cases where this could not be done at the begin· 
ning of the operation, the peritoneum is stitched to the vaginal mucous 
membrane with a running catgut suture, the stumps of.the broad liga
ments being drawn down by means of the ligatures attached to them 
and stitched into the wound. After the wound is completely encircled 
in this way, the anterior and posterior vaginal walls are brought to
gether at the median line, when the ligature is tied. This will leaye a 
small opening on each side of the median line through which may be 
passed a strip of iodoform gauze for the purpose of insuring perfect 
drainage. All ligatures are now cut short and the vagina is packed with 
iodoform gauze, external dressings applied, and the patient placed in bed. 

Should it be impossible to bring the peritoneum down in the manner 
described, there will remain a good deal of oozing from the wound 
which will have to be controlled. I think it best in these cases to wash 
the pelvic cavity with hot sterile or salt water, which will in a meas
ure control the bleeding. After the oozing surfaces are dried with 
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sponges the edges of the wound should be caught on each side with 
catch-forceps, and by means of a long dressing forceps a double layer 
of iodoform gauze, to the center of which is attached a strong string, is 
carried into the pelvic cavity, pushing the intestines before it. Into 
this bag are packed long strips of gauze, so that when the string is 
pulled upon it will plug the wound from above exactly as the posterior 
nares may be plugged by means of a Bellocq's canula. This is a little 
point which I am sure will be appreciated by all who try it. The ex
ternal dressings are applied in the usual way. The gauze drain is 
removed in from twenty-four to seventy-two hours, when the vagina is 
kept clean by means of a ten per cent. boric acid douche administered 
night and morning. The after treatment does not differ from that laid 
down for celiotomies. (v. Chapter XLVI!.) 

Closure of the Sac and Treatment of Sinuses.-Before abdomi
nal or vaginal section is resorted to, iu dealing with sinuses which have 
existed for some time, various expedients are recommended. If the 
abscess has opened externally and the sinus is sufficiently large to 
afford free drainage, an attempt may be made to close the sac by keep
ing it thoroughly clean and injecting it twice or three times a week 
with tincture of iodin. Failing in this, the opening should be en
larged, and, if possible, the sac packed with iodoform gauze. The same 
measures may be tried from below if the abscess has opened into the 
vagina, and, in a limited number of cases, a cure can be accomplished . 
When, however, an abscess has opened externally and continues to dis
charge indefinitely in spite of all efforts to heal it from above, a counter 
opening should be made through the vagina. This may be accomplished 
by passing a strong probe through the external sinus and causing its 
tip to impinge against one of the vaginal foruices. This is cnt down 
upon and, if possible, a perforated rubber tube is drawn from above 
through the opening thus made. The parts can now be thoroughly 
washed and injected, and the healing promoted. The tube is .to be 
gradually drawn into the vagina as the sac closes from above. 

In the event of fecal contamination care must be obsen·ed in making 
this counter opening. In Case I., the probe passed into the intes
tine instead of into the abscess, and 1 had I cut down upon the probe 
through the vagina, I would have created an entero-vaginal fistula. 

I select the following cases as illustrati,·e for the reason that they are 
somewhat typical, and for the reason also that they show the various 
methods of operating both from above and below. While my experi
ence leads me to believe that the lower route is the preferable one in 
the vast majority of pus cases, I do not propose to be restricted to this 
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route when another seems the preferable one; nor do I inteud to con
fine myself to one technique. Cases are bound to present themselves 
where a combination of methods is neces ... ary. In operating from above, 
when I find that the pus is confined to one or the other broad ligament, 
I do not hesitate to close the abdomen and finish the operation from 
below; nor should I hesitate to discontinue the operation from below 
and finish it from above were it necessary. However, Case VII. shows 
what can be done from below. I cannot imagine a more difficult opera
tion than was this, yet I succeeded in clearing the pelvis perfectly. I 
could have removed the appendages much more easily from above, but 
the woman would have bad left behind a uterus containing a small 
fibroid. I believe that her chances for complete recovery were infinitely 
better than would ha\·e been the case had I not removed the uterus, 
and certainly the danger attending the operation was infinitely less than 
if it had been done from abo\·e. 

l!lustrative Cases. 

CASE I.-Peh1ic Abscess and Fecal Fistula Following Laparotomy 
Cured b)' Abdominal Seclion.-Patient, ret. 28, married, and referred to 
me by Dr. A. B. Cornell, of Kalamazoo. A large abscess followed an 
abdominal section made for the purpose of removing a suppurating 
clermoid cyst of the right side and a pyosalpinx of the left. The opera
tion was a most difficult one, the numerous adhesions necessitating the 
application of many ligatures within the abdomen. 

The patient rallied from the primary operation, and for the first two 
weeks did remarkably well. Owing to the large quantity of pus which 
had escaped into the peritoneal cavity, the drainage tube was not 
removed until the end of the fourth day. As a result, a sinuous tract 
was left which, instead of healing, continued to discharge pus, and this 
so contaminated the abdominal wound that a parietal abscess formed. 
Notwithstanding these several complications, the patient continued to 
gain in strength, and in four weeks was up and about. The siuus 
continued1 howe\·er, to discharge variable quantities of pus, and evi
dently there was a large pus·cavity on the right side extending nearly 
to the umbilicus. At the end of six weeks chloroform was given, the 
sinus enlarged , and an effort made to carry a drainage tube to its bottom, 
but owing to the pain excited by the tube the patient could not tolerate 
it. At the end of twelve weeks the discharge had diminished but little, 
and further exploration seemed imperative. Accordingly, on April 
21st, preparations for any emergency were made, and the abdomen re
opened. The sinus led to the base of the left broad ligament down to 



5 13 

the colon, and the accumulation of pus had dissected up what was left 
of the posterior layer of the right ligament, which, togethtr with the 
peritoneal investment, formed the abscess wall. At the very bottom of 
the abscess two ligatures were found which had failed to become en
cysted. This was undoubtedly the secret of the persistent discharge, 
and in due time the ligatures would probably have found their way to 
the surface. The next step in the operation was to stitch the abscess 
wall to the lower angle of the abdominal wound. A rubber drainage 
tube was carried to the bottom of the abscess cavity and a glass tube 
into the Douglas pouch, after which the abdominal cavity was washed 
and the abdomen closed in the usual way. 

The patient again quickly rallied, and promised a speedy convales
cence, when on the fifth day she began to have a fecal discharge through 
the sinus leading to the abscess. This discharge increased in quantity 
for ten days, notwithstanding the fact that the bowels were moved 
every other day by the aid of enemata. It then began to decrease, but 
fecal contamination prevented the abscess from healing entirely, and, 
conversely, the pus so contaminated the fecal opening as to prevent its 
spontaneous closure. A probe passed from above would insinuate itself 
into the bowel instead of into the abscess cavity, and I therefore did not 
dare to make a counter vaginal opening. Various expedients were tried 
during the next twelve months to cure the abscess and close the fecal 
fistula, but in vain. I finally made an extensive dissection of the 
cicatrix, carefully removed the adherent intestine from the abdominal 
wall, and closed the opening into it by a series of Lembert sutures. I 
then passed a drainage tube into the abscess and closed the abdominal 
wound. On the fourth day fecal matter again escaped externally. but 
it gradually grew less in quantity, and in about two months ceased 
en~irely. A small pin-head opening persisted for about two months 
longer, but finally healed perfectly. The discharging sinus closed very 
quickly after the fecal matter was kept out of it. The patient is now 
(twelve months later) perfectly well. 

CASE !!.-Abscess of the Left OvarJ' and Broad Ligament Fol
loteing Puerperal Cellulitis and Peritonitis; Laparotomy; Recovery.
Mrs. --, ret. 28, married; patient of Dr. D. M. Nottingham, of 
Lansing. She presented herself at my clinic ou May 23, 1887, and ga\·e 
the followiug history: During her eleven years of marriage she had 
been twice pregnant, the first pregnancy resulting in a miscarriage at 
the seventh month because of a strain. Her second child was born 
thirteen months later, from the birth of which she dated her present 
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trouble. She did not get up well from this confinement. When her 
baby was four weeks old she was taken with a severe attack of pelvic 
inflammation, which continued for two months. She finally recovered, 
and for the following three or four years was fairly, though not eu
tirely1 well. She then had another severe attack of infiammation1 

brought on by undue exposure during the menstrual period, and for 
the succeeding three years suffered constantly from pressure pains in 
and about the pelvis. Following this she was stricken with typhoid 
fever (September, 1886), since which time she had had most excruciat
ing pain in the pelds, especially in the left ornrian region, which was of 
a burning, stinging character. There was also a sharp, cutting pain in 
the corresponding hip and down the limbs. Excessi\·e menstruation, oc
curring at first every six weeks, dated from the birth of her last child; 
but the intervals gradually grew shorter until the intermenstrual period 
was but ten days. The flow was always attended by much pain, which 
began several days before its onset and gradually increased in severity. 

The patient upon coming to the hospital was almost bloodless from 
the excessive menstrual discharge. She had been compelled to re
main in bed almost constantly since her last illness in September. I 
found, upon making a local examination, the pelvic organs matted to
gether, as a result of predous inflammatory attacks. There was much 
tenderness, especially on the left side; the uterus was retroflexed and 
perfectly immobile; the roOf of the pelvis was as unyielding as a board. 
I could detect no evidence of fluctuation, but was positive that pus ex
isted in some part of the pelvis, for the pyemic symptoms were very 
marked. I did not do then, as I should now do under similar circum
stances- operate at once1-but tried for nine months to make an ab
dominal section unnecessary. The uterus was curetted for the purpose 
of controlling the hemorrhage, but the operation did no good

1 
and like 

results attended constitutional and the routine local treatment. Accord
ingly, ou February 23 of the following year I opened the abdomen. The 
exploring finger came in contact with a mass which was hard, rigid, 
aud completely distorted the left broad ligament. The left ovary and 
tube could not be distinguished, but the fundus of the uterus was 
indistinctly outlined in the posterior cul-de-sac. A soft point was felt 
at the upper part of the mass on the left side, into which au aspirating 
needle was thrust, but the contents of the sac were too thick to be 
drawn off through the needle. I therefore opened the sac with a 
scalpel, and a teacupful of exceedingly offensive pus poured forth. I 
then enlarged the opening and found that the abscess included the 
ovary, \.vhich was nothing more than a shell. It was impossible to 
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stitch the abscess walls to the parietal opening, so I broke down and re
mo\'ed its posterior wall, scraped away the secreting membrane, and ap
plied to the entire raw surface, after thoroughly washing the abdominal 
cavity with sterile \vater, tincture of iodin. I then dug the right 
tube and o\'ary from the inflammatory exudates, tied and removed them. 
A glass drainage tube was inserted and the abdomen closed. The tube 
was left in for five days. The patient made a somewhat tedious con
valescence, b ut the improvement was finally of the most decided charac
ter. In four months' t ime she was doing her own work, including her 
washing, and had gained amazingly in flesh. 

CASE UL-Patient, ::et. 341 married and two children, the eldest 
being 15 and the youngest 8. No miscarriages. Menstruation from the 
beginning occurred e\·ery three weeks and was always attended with a 
great deal of pain, which confined her to bed for one or two days at 
each period. The flow continued for six days and always gave rise to 
an intense headache . A few months after the birth of her first child 
she was taken with a very se\'ere pain in the left side, which extended 
to the stomach and back. From that time on any unusual exercise, as 
a long walk or lifting, would bring on this pain. Had never been able 
to do even light work without producing burning, sickening pain in the 
left side and back. In 1890 she began to have a discharge of pus from 
the rectum, which varied in quantity from one-half to one ounce in 
the 24 hours. T his d ischarge continued for four years and was at
tended with so much pain that opiates were necessary in order to con
trol it. She was never free from pain unless under the influence of 
opiates. In June of 1894 I was called by Dr. R . Hathaway, of Welling· 
ton, to make au examination. The foregoing history was elicited . The 
pus which passed the bowels was of the most offensive character. Upon 
examination I found that the appendages were apparently buried in 
inflammatory exudates and that there was a mass of some kind cor
responding to the left broad ligament. It was only necessary to look 
at the patient to see that she was a great sufferer. 

A week from the time I first saw her I had her in the Huron Street 
Hospital and opened the abdomen from above. The appendages were 
dug from the exudates with comparatively little trouble, but I dis
CO\'ered that there was an accumulation of fluid in the folds of the left 
broad ligament. I therefore closed the abdominal wound, placed the 
patient in the lithotomy posture at the foot of the table, and, without 
introducing a speculum 1 thrust a sharp-pointed scissors, guided by the 
finger, into the abscess, through the lateral fornix. The scissors were 
then expanded and withdrawn, thus liberating the pus. The pus cavity 
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was now washed with a bichlorid solution and packed with gauze, 
as was also the rngina. The ca\·ity was irrigated daily and repacked. 
Con\'alescence was uninterrupted, and in less than three weeks' time 
the opium was discontinued. The patient weighed before the opera
tion 120 pounds. Now she weighs 190, and a more grateful woman 
never lived. 

CASE IV.-Patient , ret. 34, referred to me by Dr. G. W. Arbuckle, 
of this city. One child, a young lady. Eighteen years ago she was 
kicked in the abdomen, which gave rise to extensive and serious pelvic 
inflammation. Following the attack of inflammation there was a dis~ 
charge of pus from the rectum, which occurred periodically until the 
last operation was performed I was called to see her in September of 
last year. Though not emaciated as was Case III., the skin showed very 
clearly that the system was contaminated by the absorption of pus. I 
found on examination that there was a mass on the right side of the 
pelvis which extended as high as the umbilicus, and that all of the 
peh·ic contents were matted together. One year previously a well 
known and skillful surgeon opened the abdomen, but found so many 
adhesions that he closed it again without attempting to do anything. 
A ventral hernia resulted from this operation. She was much \Vorse 
following this exploration and appealed to me to do something for her. 
Menstruation had been very profuse duriug her entire illness. I opened 
the abdomen on November 7, 1894, in the presence of the class of the 
Cleveland Medical College. A knuckle of intestine was found adherent 
to the old abdominal scar, which was dissected off with some diffi
culty. The pelvic contents were indistinguishable one from the other. 
No trace of either ovary or tube could be found . The large mass which 
could be felt from above on the right side, and which evidently contained 
fluid of some kind, was as large as a fetal head, and firmly fixed to 
the pelvic roof. I accordingly separated its upper peritoneal covering in 
such a way that I could draw it upward and attach it to the lower angle 
of the wound. Before doing this, however, a quart of most offensive pus 
was drawn off with an aspirator. Next, by means of quilted sutures, 
the pus sack was carefully attached to the abdominal opening, but it 
was not opened at this time. Dressings were applied and the patient 
placed in bed. Three days later, after the adhesions of the abscess 
wall to the abdominal wound were firm, so that no pus could find its 
way into the peritoneal cavity, the patient was again etherized and au 
opening iuto the pus cavity made. The cavity \vas thoroughly washed, 
and packed with iodoform gauze. More or less gas and some fecal 
matter escaped from the opening for several days. The wound was 
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washed and packed daily and in five weeks' time was completely healed. 
On January 22, 1895, she wrote me: "The operation is a succe~. and 
I am better in health than for many years," which is literally true, 
though she is not as well as I wish she were. There has been no more 
pus from the rectum and the symptoms of pyemia have entirely van
ished, but there is yet a good deal of pain, and the menorrhagia con
tinnes. \Vere I to operate on this case again I think that I should 
attempt it from below, for if the uterus had been removed there \vould 
of course be no more menstruation. In cases attended by excessive 
hemorrhage this is a point well worthy of consideration. 

CASR V.-Patient. a::t. 24, married for two weeks when her hus
band deserted her, leaving her with violent pelvic inflammation, the 
result of gonorrhea. Professor P. A. Cole, whose patient she was, 
brought her to the Huron Street Hospital in February of this year and 
placed her under my care. At the time of entering the hospital the 
temperature ranged from 100° to ro-t° F., the pulse from r 10 to 150; 
prostration was very great. Dullness extended above the umbilicus on 
either side and the entire pelds was literally packed with exudates. 
Pain was only partially controlled by the free use of opiates. I felt 
sure that an attempt to reach the appendages from above would prove 
fatal at that time, so an exploration was made with the aspirator 
through the posterior vaginal fornix. At least three pints of serum 
were drawn oIT through the aspirator. A director was passed alongside 
of the aspirating needle which served as a gliide for a long sharp-pointed 
scissors, which was expanded :=md withdrawn. After the cavity had 
been washed out it was packed with iodoform gauze. This preliminary 
operation afforded much relief and the patient rallied in four weeks, so 
that it seemed best to remove the uterus and afford complete drainage. 
This was done in April. The uterus was absolutely dug from the sur
rounding exudates; the pus tubes opened into, but not removed. The 
peritoneal cavity was not opened, nor were the intestiues seen during 
any step of the operation .... It would have been utterly impossible to 
remove the appendages and an attempt to do so would surely have 
ruptured the bowel. Then, too, the prostrated condition of the patient 
forbade taking undue chances. The resulting excavation was packed 
with iodofonn gauze. Convalescence was complete, and the patient1 

two years later, is perfectly well. I am sure that she would ha,·e died 
had either the uterus or the appendages been removed when she first 
came to me. By first relieving the system by drawing off the fluid from 
the Douglas cul-de-sac she rallied sufficiently to justify the more radical 
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procedure. I do not belie\·e that she could haye lived through a celi
otomy at the time the uterus was removed. 

CASE VI.-Patieut, a:t. +6, referred to me by Professor H . H. 
Baxter. Four children, the youngest being 16. For years had more 
or less pain in the pelvic region, with nausea and vomiting. Pro
fuse attacks of hemorrhage from time to time, so that she was anemic 
and very much emaciated. An offensive leucorrhea during the in
tervals between the hemorrhages. Upon examination the uterus was 
found retroverted, greatly enlarged, exquisitely tender, and firmly 
attached to the rectum. For six months before I saw her she had been 
compelled to subsist almost entirely on liquid food because of the con
dition of the stomach. In March of 1895 she was brought to the 
Huron Street Hospital, and I removed the uterus and appendages 
through the vagina. The right tube was distended with pus, and the 
right ovary was bound down between the fundus and the rectum. The 
fuudus was separated from the rectum with some difficulty 1 but finally 
both appendages were removed with the organ. The wound was closed 
in the usual way and the patient placed in bed. Notwithstanding her 
extremely prostrated condition the shock was practically nil, and the 
convalescence uninterrupted. She returned to her home three weeks 
from the day of the operation, and on my first visit to her I found her 
eating with relish fried oysters, cottage cheese, fried potatoes, pickles, 
and coffee. The stomach trouble was purely reflex and has almost 
entirely disappeared. 

CASll VIL-This patient belongs to Dr. W. H. Gifford, who has 
kindly furnished me with the following history: She is 38 years of age, 
married, and has never been pregnant. Has always been irregular, 
sometimes missing three or four successive periods. To make a long 
story short, she was exceedingly anxious to become pregnant, and gave 
her imagination full sway. In due time enlargement of the breasts 
and tympanitic distention of the abdomen came-in short, all of the 
symptoms of pseudocyesis. The baby'S toilet was prepared and the 
nurse engaged, but no baby came. She finally consulted Dr. Gifford, 
who made an examination and informed her that she was not pregnant 
and in all probability never would be. There was a sharp hemorrhage 
from the uterus in December of last year and Man h of this, which was 
so unlike her usual periods that she did not think it was menstrual in 
character. She has suffered intense and gradually increasing pain in 
the pelvis for the last two years. There was more or less fever with 
the exacerbations of pain, though there is no history of severe pelvic in
flammation. I suspect that the inflammation was of gonorrheal origin, 
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though I did not examine the discharge for gonococci. She entered 
Huron Street Hospital ou May 8th, 1895, aud I operated on the follow
ing day. A more difficult operation could not well be imagined. The 
patient is large and fleshy, the vagina unnaturally small and the pelvis 
deep. An effort to drag the uterus down after the anesthetic had been 
given showed that the organ \Y3S perfectly fixed. Pus pockets on either 
side were opened into as the dissection progresseC., and at least a tea
cupful of pus was liberated. I finally delivered the uterus in a 
mutilated condition. In its interior was a fibroid the size of a small 
apple. The appendages of both sides were then separated from their 
surrounding attachments, tied, and cut off. The peritoneal cavity was 
opened into and the intestines exposed. After the parts were removed 
the pelvis \\'as washed with sterile water, and as the oozing was per
sistent the wound was dressed open and packed in the manner described. 
The operation lasted for over an hour, but the shock was not at all bad . 
She is now, three years later, well and strong. 

CASE VIII.-1 am also indebted to Dr. R. Hathaway for this patient. 
The case was one of sarcoma uteri complicated with pyosalpinx and 
peldc abscess. The patient was 42 years of age, and had flowed inordi
nately for the last four years. The discharge during the intermenstrual 
period was watery1 offensive, and contained ''pieces of flesh.'' She had 
had four children, the youngtst being six years of age. Notwithstand
ing the fact that she had been under treatment more or less of the time 
for the four years she had been flowing, the two medical gentlemen 
under whose care she was did not see fit to make an examination. Dr. 
Hathaway saw her for the first time on April 20, and at once discovered 
that the case was a most serious one. Indeed he made the diagnosis for 
me, and two days later called me to see her. The uterus was found 
much enlarged, aud retro\'erted so that the cer\'ix was crowded up under 
the pubes in front. The fund us was exquisitely sensitive. The general 
condition was in eyery way bad-the complexion straw-colored, the 
emaciation marked. and the pulse r20. Inasmuch as an operation 
promised the only hope of relief it was decided to bring her to the city 
and make the attempt. A vaginal hysterectomy was made at the Huron 
Street Hospital on April 27. The broad ligaments were tied and cut in 
sections with but little difficulty. The left tube contained pus and was 
remo\'ed with the corresponding ovary. The wound was closed in the 
usual way and the patient returned to her bed. The shock was not 
great and the patient ( two years later) remains perfectly well. 

The uterus in this case was eight inches in length, and contained a 
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sarcomatous tumor the size of an orange, which was attached to the 
posterior wall of the fundus. 

CASE IX.-Patient referred to me by Dr. \V . H. Stedman, of Cleve
land. She was +s years of age, and had passed pus through the bowels 
for the last twenty-one years. Her illness dated from childbirth, at 
which time she undoubtedly had septic inflammation of the uterus and 
the pelvic organs. Her suffering had been almost indescribable, and 
she had reached a point where she was taking four ounces of the tincture 
of opium a clay in order to relieve the pain. When I first examined her 
an indistinct mass could be felt on the left side , wh ich undoubtedly 
communicated with the rectum. Early in September of 1894 I opened 
the abdomen from above, dug the appendages from inflammatory ex
udates, opened the abscess and drained it through the abdominal wound . 
In the course of three weeks the ca\ ity had entirely filled in from the 
bottom and she was permitted tu leave the hospital, though against my 
advice. There was no discharge of pus through the rectum for some 
four or five weeks after her return home, but at the end of that time she 
overdid in some way, and was soon as bad as ever. She returned to 
my clinic in February, and I removed the uterus per vaginam. Of 
course in doing this the abscess cavity was opened into, as the uterus 
was part of the abscess wall. The opening into the rectum now com
municated with the vagina, and from the first fecal matter escaped 
through the lattt:r organ, and continued to escape for four months, when 
I succeeded in closing the fistula by a plastic operation. Twice before 
I have been so unfortunate as to get into the rectum in making vaginal 
hysterectomies, but in each instance the fistula closed spontaneously. 
Undoubtedly the poisoned condition of the patient's system had 
much to do with perpetuating the discharge. I should hne added that 
forceps, instead of catgut, were u~ed to secure the broad ligaments and 
that the bleeding was \·ery profuse. 

CASE X. - Pelvic Abscess,· Drainage Throug!i Vagina,· Vaginal 
l-fystcreclomJ1; Recovery.-~liss P·--, ret. 42, referred to me by 
Prof. W. A. Tims, of Cltveland. Six years previously she had a fall 
which gave rise to pelvic inflammation, and which nearly cost her her 
life. She had several relapses. the last about three months before I 
saw her, at which time she nearly died from sepsis. 

On August 17, 1895, I opened Douglas' cul·de-sac, and relieved 
her of at least a quart of offensive pus, leaving behind a T drainage 
tube. This relieved her greatly, and for a time the improvemeut 
was marked, but four weeks later a relapse occurred, and it became 
necessary to remove her to the Huron Street Hospital. At this 
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time she was much prostrated, the pulse ranging from 120 to 140, 

aud the temperature from IOI 
0 to 106° F Ether was given with the 

expectation of remo\'ing the uterus 1 but the heart acted so badly that 
it was deemed best to wash out the pus cavity and improve her general 
condition before attempting a radical operation. On August 17, 1895, 
I removed the uterus through the vagina, tying the ligaments off with 
catgut. There was scarcely any hemorrhage. The uterus formed the 
anterior boundary of the abscess, and was firmly fixed. On the right 
side there was a large hydrosalpinx, and on the left a second pus cavity 
which was filled with horribly offensive pus, and which could not have 
been reached without removing the uterus. These were both opened, 
irrigated and packed with gauze. The temperature immediately dropped 
to normal, and the patient is now perfectly well, attending to the ardu
ous duties incident to the management of a large city charity. 

I feel quite sure that this patient would have died had an attempt 
been made to remove the appendages from above. Her condition was 
such that she could not have stood the shock attending an operation 
necessitating the separation of numerous intestinal adhesions. 

34 



CHAPTER XXXII. 

D ISE ASE S O F THE U RET H R A AND B LA DDER. 

General Considerations.-In treating of ,·agiuitis I dwelt upon the 

uncertainty of differentiating between the specific and non-specific forms 

of inflammation attacking the genital and urinary tracts. It was there 

stated that specific vagiuitis oftener involves the urethra than does non

specific1 and this is undoubtedly true. Nevertheless, acute urethritis 

may occur independently of gonorrheal infection. I n both forms of 

inflammation the patient will complain of a burning pain in the urethra. 

more or less severe1 v;hicb is greatly aggravated by urination. It is 1 

however, claimed by Skene that the history of the two affections is 

quite different. "Simple urethritis," he says, "comes on gradually 

and is often preceded by symptoms of u terine or vesical disease 1 while 

the gonorrheal variety comes on rather abruptly and is preceded or 

attended by acute vaginitis or vuh,itis. 11 A microscopic examination 

usually reveals gonococci in the discharge of specific urethritis.* 

In both forms of inflammation painful spasmodic contractions of the 

canal, interfering with or preventing the flow of urine, are of frequent 

occurrence. 
The mucous membrane, upon pll)'sicaL examination, is red, con· 

gested and exceedingly sensitive. By using an endoscope or speculum, 

mucus or pus will be found between its folds. 

ACU'l'E CYSTITIS. 

Frequency .-Acute cystitis in women is a disease more common 

than the studeut is led to infer from the teachings of many of our 

more prominent gynecological authorities. \Vhile it is a lesion not 

confined to women, ·yet the anatomical peculiarities of the female 

bladder are such as to make it more liable to inflammatory attacks than 

is the male bladder. The uterus and adnexa 1 posteriorly and superiorly, 

frequently implicate it in a reflex way or by direct transmission; while 

the vagina is lined with a mucous membrane often the seat of specific 

or non-specific inflammation, which is readily conveyed through the 

* v. pp. 82 and 4o6. 
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urethra to the bladder. Again, the numerous injuries following in the 
train of parturition not infrequently end in vesical inflammation. 

Pathology.-In its pathology there is nothing peculiar or remark
able. The changes will vary somewhat according to the severity and 
violence of the attack, yet they are not unlike those found in inflamma
tion attacking any mucous surface. 

At the outset the existing hyperemia gi\·es a bright red appearance 
to the membrane, which soon becomes swollen and relaxed. At cer
tain points the epithelium wilt be destroyed, particularly at the summit 
of the rugre, between the folds of which, and in the sulci, pus is usually 
found . These, in brief, are the ordinary changes incident to the dis
ease. Occasionally the destructive process is much more decided, 
especially in certain cases following prolonged distention. All of the 
mucous and submucous tissues may become involved, the entire lining 
membrane of the bladder being shed or cast off m masse; usually this 
occurs only in post-puerperal cases, at which time the general conges
tion and succulency of all the pelvic organs favor extensive destruc
tion. During parturition, pressure upon the neck of the bladder or 
upon the uretl:ra causes tumefaction of the parts and consequent ob
struction. As a result, the urine may be retained for an indefinite 
length of time, the dribbling from the o\·er·distended organ deceiving 
both nurse and physician, until excessive intra·vesical pressure de
stroys the capillary circulation of the mucous membrane , causing, in 
due time, its partial or complete death, after which it is exfoliated and 
cast ofT. This, at least, is the explanation given by Liston, and it 
seems a yery probable one. Skene suggests that where the distention 
has been sufficiently great to cause separation, the death of tissue may 
be due to excessive congestion following sudden emptying of the organ. 
The succeeding changes are those of chronic cystitis. 

Etiology.- The causes of acute cystitis are botb numerous and 
varied, some hadng already been suggested. There is not a con
semms of opinion as to whether it ever occurs as an idiopathic affec
tion. While not so profoundly impressed by the causes giving rise 
to general pelvic congestion as are the uteruS and ovaries, yet the 
blood supply of all of the pelvic \·iscera is derived from the same gen 
eral source, and it therefore requires no great stretch of the imagination 
to believe that cold or undue exposure may excite cystitis. However, 
in the vast majority of instances, the trouble cau be traced to unmistak
able exciting causes, though it is reasonable to believe that women of 
scrofulous teudencies are more liable to have catarrh of the bladder, when 
exciting causes exist, than are those free from constitutional bias. At 
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any rate, the slightest irritation or exposure will 1 in some women, set 
up congestion or actual inflammation of the bladder. 

Of the various exciting causes none is more important than parturi
tion, to the improper conduct of which many a woman owes her invalid 
life. Cystitis is here produced either by undue and prolonged pressure 
of the fetal head, by retention of urine, or by septic invasion-all pre
ventable causes in most instances. Of those originating from within 
the body, abnormalities of the urine are to be noted; yet, in a bladder 
perfectly healthy, it is difficult to comprehend any unnatural condition 
of the urine sufficient to excite an inflammation. Unfortunately, many 
bladders are not perfectly healthy, being at times more or less con
gested or abraded, a condition that may be transformed into true in
flammation by urine loaded with lithates or with pus. Abnormal urine 
is oftener the result than the cause of cystitis. Of those causes originat
ing from without the body we may enumerate traumatism, the introduc
tion of foreign bodies by masturbators, uncleanly or unskillful catheter
ization, and unnatural or violent coitus. 

The bladder, like all other organs of the body, is predisposed to in
flammation by auy condition causing chronic congestion . Disorders 
of the heart, liver, and kidneys act in this way. In acute exanthe
matous diseases the vesical mucous membraue may sympathize with 
the tegumentary tissues, and even become seriously involved. Certain 
drugs ( cantharis, terebinthiua, cannabis sativa1 etc.) possess the power, 
in doses sufficiently large, to inflame the bladder. As has been inti
mated under the head of pathology, diseases of contiguous organs may 
extend to the bladder. Urethritis1 especially specific, frequently im
plicates the organ by extension of inflammation. 

Symptoms.-Acute cystitis, while often giving rise to symptoms 
most decided and pronounced, does not affect the organism as does 
chronic cystitis. In the simple types of catarrh the symptoms appear 
suddenly, there being a sensation of distress and weight back of the 
pubes, with increased frequency of micturition, which is more or less 
painful. The degree of tenesmus varies according to the extent to 
which the vesical neck is implicated. The urine is but little changed, 
is slightly acid or neutral in reaction, and may be clouded. The specific 
gravity remains normal, and if there is a sediment it will contain au 
increased quantity of leucocytes, with or without phosphatic crystals. 

Even when acute cystitis is purulent from the onset, the general dis
turbance may not be very great, except, as Richardson observes

1 
in 

those attacks due to bacterial invasion following labor; in such cases 
the onset is announced by a severe rigor1 followed by a temperature 
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ranging from normal in the morning to 103° or IO.J.° F. in the evening. 
The hypogastrium may become very tender and the dysuria and tenes
mus unendurable. In the purulent form the changes of the urine are 
more decided, it being ammoniacal, invariably alkaline, and containing 
pus and bloud in varying proportions. The sediment contains, besides 
blood- and pus-corpuscles, triple phosphate crystals, bladder epithelium 
and bacteria. 

Those forms of acute cystitis which occur as a local expression of 
severe constitutional disease-diphtheria, erysipelas and croup-are 
always of serious import, and demand of the attendant prompt and 
vigilant treatment. 

Differentiation.-There may be some difficulty in differentiating 
acute cystitis from acute uretlzritis, especially if the subjective symptoms 
alone are relied upon. Se\•ere pain in the latter affection does not pre
cede, and lasts but a short time after, micturition. It is also said that 
there is an oozing of pus more or less continuously from the urethra in 
urethritis; whereas in cystitis pus escapes only during micturition, and 
the urine which is last passed is more cloudy than that first discharged. 
The uncertainty of this test is, to my mind at least, very great. 

\Vhen the pus comes from the kidneys there will be more albumin 
than can be accounted for by the total quantity of pus and blood 
present in the urine. Again, in renal disease the tube-casts, and the 
absence of pain during micturition and in the region of the bladder, 
ought to direct attention to the kidneys. 

In prolapsus uteri there may be frequent urination not unlike that 
produced by cystitis, but the normal condition of the urine, and the 
aggravatiou arising from standing or walking, will at least suggest the 
cause of the trouble. 

The dysuria arising from the vesical neuroses is characterized by its 
sudclen appearance as well as by its sudden disappearance. If there is 
any change in the character of the urinary secretion it is but temporary. 
In adltesr'ons ef tile bladder the desire to empty the organ is not urgent 
except when it becomes partially distended. The urine remains un
changed. Fissure of the bladder cau be positively determined only by 
the use of the endoscope, or Kelly's speculum. 

Treatment. - In the treatment of acute cystitis and urethritis 
prophylaxis is of first importance, and the various causes enumerated 
should be carefully avoided or removed. Unclean catheters should be 
bamshed from the lying-in and sick room . I now use almost exclu
sively Kusner's glass catheter, the proper care of which is given in the 
chapter devoted to antisepsis. Unless absolutely necessary, catheter-
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ism after operations should not be resorted to. Even after abdominal 
section the patient is usually able to urinate with much less distress 
than is caused by the introduction of the instrument, and experience 
has fully demonstrated the harmlessness of permitting healthy urine to 
come in contact with plastic wounds if antiseptic injectious are used. 
\Vith the possible exception of vesical fistula, I no longer draw the 
urine after operations, except in those cases where swelling and tume
faction have temporarily occluded the urethra, or where, owing to some 
peculiarity of the patient, she cannot urinate while in the recumbent 
posture. 

On the other hand, catheterism is frequently called for in post
puerperal conditions, and the importance and necessity of examining 
the bladder carefully during the first few days of the puerperium should 
be indelibly impressed upon the mind of the student. A very large 
proportion of the cases of cystitis date from childbirth, and in no in
stance sllould the statement of either nurse or patient be relied upon as 
regards the passage of urine, especially if there be dribbling. In con
sultation with Dr. J. \V. \Vheelock, of Bancroft, Mich . , I once saw a 
parturieut woman, moribund, with symptoms of septicemia and uremia, 
whose bladder reached the umbilicus, giving to the abdomen, so great 
was the distension, the appearance of tympanitic enlargement. Cathe~ 

terism rewarded us with two large pots de c/1ambre full of urine, the 
distention having been overlooked by two well-known physicians who 
had preceded Dr. Wheelock in the case. 

Abnormalities of the urine, when they exist, should be corrected, 
and hemorrhoids, fissures, or any disease of neighboring organs should 
be removed. Necessitas lollendce causce applies to the treatment of cystitis 
quite as much as it does to the treatment of any other inflammation. 

During the attack, rest, more or less absolute, should be insisted 
upon. The recumbent posture should be maintained, and if vesical 
pain and tenesmus are very great, much relief may be afforded by the 
hot sitz-bath or yaginal douche. If the urethra is the part chiefly im
plicated, a stream of warm water falling upon the external meatus for 
ten or fifteen minutes and repeated three or four times a day is often 
most useful. Concentrated and irritating urine can be diluted by per
mitting the patient to drink freely of either water, milk, or some 
mucilaginous fluid, such as flaxseed tea or slippery elm water. Five 
grain doses of salol in wafer-papers thrice daily, with or without the 
same amount of boric acid, is highly recommended for the purpose of 
keeping the urine aseptic. The diet should be unstimulating and 
bland, milk being the best of all articles. These precautions, in con-
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junction with the indicated remedy, will 1 in probably the larger propor
tion of cases of acute aseptic inflammation, accomplish a cure. Aconite, 
belladonna, cantharis1 cannabis sativa1 ch imaphila 1 mercurius cor. , and 
arsenicum comprise a list of remedies frequently indicated. 

After the duration of a \Veek or longer without manifest improvement 
the disease will ha\'e assumed a subacute or chroPic character, and may 
demand more direct local medication 1 the method of applying which, 
together with the therapeutic indications, is given in the succeeding 
section . 

CHRONIC URETHRITIS AND CYSTITIS. 

Chron ic ure th r itis is occasionally met with as a result of some distor
t ion of the urethra-dilatation 1 prolapsus1 or backward displacement
the latter condition arising from contraction of the utero·sacral liga
ments. It is oftener, however1 the seq uel of acute inflammation and 
may be exceedingly obstinate and persistent in its course. One of its 
most frequent causes is want of proper care attending the use of the 
catheter. 

The symptoms have to do largely with the function of micturition, 
there being more or less pain and tenesmus, with a slight discharge of 
pus. The pus will be washed away by the urine first passed, that left 
behind, if drawn off subsequently , being comparatively free from sedi
ment. The disease rarely exists for any length of time without sooner 
or later implicating the bladder. 

Chron ic Cysti t is.-The mucous membrane undergoes the usual 
changes of chronic inflammation attacking mucous membranes else
where, assumi ng a muddy gray color. The epithelium is freely shed 
and may be uecrosed and ulcerated; or the membrane may be cast off 
en masse, as in the acute \•ariety. The ulceration may extend into 1 

and even perforate, the walls of the bladder. Hyperplasia sometimes 
takes place at the seat of ulceration, resu lting in the development of 
polypoid material (Skene ) . As time goes on the subnmcous inter
muscular tissue becomes thickened-partly because of extension of the 
inflammation and partly because of the vesical tenesrnus. \Vhen the 
disease extends to the muscular parietes it is known as interstitial cystitis; 
if the peritoneal coat is implicated, as epi- or peri-C)•stitis. 

Etiology.-The same ca uses giving rise to the acute form of inflam
mation may, when acting less violently, set up the chronic form. In
deed, the latter is a frequent sequel of acute cystitis. Other causes 
are: foreign bodies, calculi, tuberculosis, cancer, paralysis, displace-
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meuts of the uterus, perh-esical inflammation, and irritating internal 
medicines. 

Symptoms.-Tbese are local and constitutional. The local symp
toms are caused by the contact of urine with the inflamed walls. There 
is a desire to urin ,1 te as soon as a slight accumulation of the secretion 
occurs1 micturition being attended with pain, tenesmus and frequently 
spasm. The character of the urine is variable, depending upon the 
extent and chronicity of the disease. Its specific gravity is usually low, 
and it contains pus1 epithelium, mucus1 and, not iufrequently 1 blood
cells. These various abnormal elements give rise upon standing to an 
albuminous, ropy deposit, more or less abundant. It speedily becomes 
alkaline and phosphatic and possesses a fetid, ammoniacal odor. 

The system is always more or less impressed by the persistence of 
the disease, sometimes most profoundly so. As time goes on 1 hyper
trophy of the neck of the bladder ensues, which makes complete evacu
ation impossible. The urine thus retained becomes stale and increases 
the irritation. A certain quantity of pus and urinary elements are 
absorbed, so that the patient soon shows signs of cachexia and chronic 
septicemia. In the worst cases of ulceration there is infiltration of urine 
into and through the bladder walls, which occasionally terminates in 
abscess and serious peh·ic inflammationi or the disease may implicate 
the openings of the ureters, giving rise to partial occlusion, the obstruc
tion terminating in distention of these canals together with the pekes 
of the kidneys. The kidneys may become disorganized and suppurate, 
death occurring from pyemia and uremic poisoning. 

Even in the milder forms of chronic cystitis the patient shows the 
effects of the disease in various ways. She is constantly broken of her 
rest 1 being compelled to get up during the night from fiye to twenty 
times for the purpose of emptying the bladder. This in itself soon tells 
upon her. Nutrition is always more or less affected, the appetite is im
paired, and the countenance is indicath·e of suffering. Nen·ous symp
toms of various kinds sooner or later supervene. 

Treatment. -The general measures recommended in acute urethritis 
and cystitis are to be obsen-ed in the treatment of the chronic forms of 
inflammation. Diluent drinks (gum-arabic water, flaxseed tea, and 
slippery-elm water) are useful for modifying the acridity of the urine; 
or fi\·e-grain doses of salol and boric acid may be gi\·en for this purpose. 
Drinking freely of some of the mineral waters for the purpose of dilut
ing the urine is also beneficial. The waters most used for this purpose 
are the Yichy, Bethesda, \Vaukeshaw, Londonderry Lithia, and Buffalo 
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Lithia. The diet should be nutritious but bland, it being best to 
eschew alcoholic beverages, spices1 asparagus, etc. 

As soon as the evidences of pus become marked, in either urethritis 
or cystitis, the parts should be irrigated at least once or twice a day. 
Skene has devised a reflux catheter for irrigating the urethra, which is 
shown in Fig. 120. \Vith this instrument the urethra can be douched 
with water as hot as the patient can bear it and as often as necessary. 

FIG. 120. 

REFLUX CATHETER FOR URETHRA. 

It should only be passed as far as the neck of the bladder. The water 
used may be medicated with hydrastis, calendula, boric or carbolic 
acid. A two per cent. aqueous solution of ichthyol may be injected 
into the urethra three or four times a day ( \'illetti ) . 

Skene has also devised a most simple instrument for washing out the 

FJG. 121. 

SKENE'S BLADDER lRRIGATOR. 

bladder. It consists of a small glass funnel to which is attached a 
piece of rubber tubing eighteen inches or two feet in length. The dis-



530 A TEXT-BOOK OF GYNECOLOGY. 

ta! end of the tnbing is connected with a soft rubber catheter. I have 
substituted the glass for the rubber instrument. The catheter is intro
duced into the bladder, and the urine is drawn off through it-enough, 
however, being left behind to fill the tubing and prevent the entrance of 
air. The solution to be used is now poured into the funnel, which is 
raised sufficiently high to force the water into the bladder. After the 
bladder contains as much of the fluid as the patient can tolerate without 
pain, the funnel is again lowered and the fluid drained off. This can 
be repeated until the water returns clear. Care should always be taken 
to prevent air from entering the bladder. 

In chronic cystitis I have obtained much benefit from continued irri
gation of the bladder by means of the apparatus shown in Fig. 121. 

At least a gallon of properly medicated fluid can be used iu this way, as 
hot as the patient cau tolerate it. I am satisfied that the thermic action 
of the water is of much value in the treatment of chronic cystitis. The 
bladder should be sufficiently distended to bring the fluid in contact 
with all of its folds. The same object may be obtained by intermittent 
compression of the escape tube, with Skene's reflux catheter (Fig. 
122), though the metal instrument soon becomes heated and burns 

Fie. 122. 

REFLUX CATHETER FOR BT.ADDER. 

the urethra. Wocher's Y (Fig. 123) will enable the physician , with 
small expense, to improvise his own irrigating apparatus. 

Frn. 123. 

\VOCRER'S Y. 

If the urethral tenderness is very great, before introducing the 
catheter, a few drops of an eight per cent. solution of cocaine should 
be applied by means of an ordinary medicine dropper. 
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The choice of fluids to be used in washing the bladder should be 
governed by circumstances. There is nothing better than a two per 
cent. carbolic solution to prepare the way for a medicament. Skene 
prefers a solutiou of borax or common table salt (one tablespoonful to 
a quart ) , and Munde recommends a tepid 5:100 boric acid solution. 
If the fetor is very great boric acid may be used as strong as a fifty per 
cent. solution. \Veak solutions of bichlorid of mercury ( [: wooo ) or 
permanganate of potash ( r: woo ) may be used for the same purpose. 
After the bladder is thoroughly washed iu this way there should be 
added to the last pint of water injected the medicament indicated, and 
the patient be instructed to retain two or three ounces of it for some 
minutes, so that it may come in contact with the entire mucous mem
brane. The remedies preferred by me for specific medication are cal
endula and hydrastis: caleudula if there is a great deal of pus, or evi
dences of ulceration; hydrastis, if the deposit is composed largely of 
tenacious mucus. The strength of each should be about I :20. 

If good is to be obtained from this treatment, it must be employed at 
least once or twice a day and persisted in for some time. If the blad
der is washed but once or twice a week the improvement will be very 
slow, hence the nurse or attendant (and any intelligent nurse can do 
it ) should make the treatments, under the direction of the physician. 
The carefully selected internal remedy is, of course, to be given in con
junction with the local measures recommended. 

Chronic cystitis, under the most favorable conditions, usually runs 
an obstiuate course, and, in spite of the foregoing treatment faithfully 
and persistently carried out, failures will every now and then result. 
The great difficulty to contend with is the constant contact of irri
tating urine with the inflamed bladder walls, thus making physio
logical rest impossible . There is but one way to overcome this diffi 
culty, and that is to make an opening through the vesico-vaginal sep
tum sufficiently large to permit the urine to drain into the vagina as 
soon as it enters the bladder. This operation is known as colpocyslof
omJ'· It is not difficult to perform and there is nothing more simple 
than closing the artificial fistula after the cystitis is cured. I have 
opened the bladder many times for chronic inflammation, and, except 
in one instance, have never failed to close the opening on the first at
tempt. In the instance referred to the light was wretchedly bad, and 
undoubtedly I coaptated unvivified surfaces. 

In a given case of chron ic cystitis I proceed, then, as follows: An 
attempt is first made to cure the disease by the measures which have 
been recommended . If these fail after a thorough trial, or if the local 
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treatment is impracticable because of the very great pain which it in
duces, the patient is given an anesthetic, and an exploration is made. 
Should there be found sufficient urethral disease-fissure, ulcer, angi
oma, etc.-to keep up the cystitis by the dysuria and tenesmus excited, 
and the bladder changes are not gre·1t, the lesion is removed and the 
urethra dilated with some expanding instrument (Pratt's urethral 
speculum is excellent for the purpose) with the hope of relieving the 
tenesmus and curing the cystitis. I have succeeded in curing several 
cases in this way. Drainage may be attempted through the nrethra by 
means of a glass catheter, which is to be removed twice a day and 
thoroughly sterilized. If these procedures fail, or if hypertrophy of 
the bladder walls be already marked, I do not hesitate to perform col
pocystotomy. 

Colpocystotomy .-The patient is placed in the Sims posture and a 
good-sized male sound introduced into the bladder, the point being 
made to impinge upon the trigonum vesicre-midway between the neck 
of the bladder and the cervix. uteri, in the median line. The point of 
the sound is cut down upon by means of a scalpel , when the sound is 
removed and the edges of the wound separated by tenacula hooked 
into either side through the vagina. One blade of an angular scissors 
is now passed into the opening, which is enlarged to the extent of 
an inch. Finally, the mucous membrane of the bladder is stitched 
to that of the vagina by a running interlooped catgut suture. Unless 
this last precaution is taken it is impossible to keep the wound from 
healing; even with it 1 the opening will close unless it is dilated with 
the finger once or twice a day for the first ten days .. 

The bladder can now be got at for proper treatment1 and washed 
through both the urethra and the artificial opening. The relief afforded 
is most remarkable, and the patient usually begins to gain at once. 
I have bad patients gain thirty pounds in four months following 
the operation. They begin to eat almost immediately, are no longer 
compelled to get up several times during the night iu order to empty 
the bladder, and the symptoms of septicemia disappear. There is, to 
be sure, more or less inconvenience and distress caused by the constant 
dribbling of urine into the vagina and its contact with the external 
organs. This can be largely overcome by frequent washings and the 
application of some of the protective ointments or washes recommended 
for pruritus n1lv..e, one of the best of which is Carron oil. I have never 
succeeded in successfully fitting any of the cup pessaries devised for the 
purpose of conveying the urine from the fistula into a urinal attached 
to the limb. 
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The fistula should not be closed until the inflammation aud ulcera
tion are entirely cured. The length of time required to accomplish 
this is from three to eighteen months. It is a most remarkable fact
one that affords some idea of the suffering incident to cystitis-that 
patients who have undergone the operation, notwithstanding that they 
are constantly wet from the dribbling of urine, are usually loath to 
have the opening closed, so great is the relief experienced. The 
technique of the operation for closing it does not differ from that 
required for fistulre produced by other causes. 

Kelly's method of exploring the bladder ( p. i22 ) makes colpocys
totomy unnecessary for diagnostic purposes alone. 

URETERITIS. 

Since Pryor's and Kelly's methods of examining the ureters and 
bladder have come into vogue, the diseases of the ureters have assumed 
new importance. In an exhaustive article on urelerifis, Maun,* of 
Buffalo, enumerates its causes as follows:-

1. Injuries incident to childbirth; 
2. Previous disease of the bladder; 
3. Gonorrht-a; 
4. Suppuration of the pelvis of tbe kidney; 
5. Pelvic inflammation, tumors, etc.; 
6. Tuberculosis; 
7. Abnormal conditions of the urine. 

To this list of causes there should be added, retro-displacements of 
the uterus. I once had to do with a case of hydronephosis which was 
relieved for some months by fitting a retroversion pessary. 

Ureteritis may be either catarrhal, purulent or ulcerative. The tube 
may be increased in thickness to the size of a lead pencil. As time 
progresses the disease may implicate th~ kidney pelve. [t is said that 
the left ureter is much oftener affech:d than the right. Frequent mic
turitiou, with pain over one or both ureters, is the most constant symp
tom. The ureters may under reasonably favorable conditions be pal
pated. Certainty of diagnosis is, however, only possible by inspection. 
Tllis is done according to the method described on page 122. 

In the tr~atment of ureteritis the diet should be bland and non
stimu lating, the urine should be diluted with some of the alkaline 
waters, the skin should be kept active and the bowels open. Internally 
mercurius, cantharis, tt:"rebinthina, ferric phos. , kali mur. 1 gelsemium, 

*Am. ]our. Med. Sci., Aug. 1 1894. 
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kali sulph., and arsenicum are to be thought of. The bladder should 

be frequently washed as in cystitis. Catheterism and direct medication 

of the ureters may also be of service. 

Therapeutics. 

Ca ntharis.-TENESMUS VESICA!; constant desire lo urinate1 passing 

only a Jew drops at a time, often mixed witli blood; stinging and burning 

pains in the region of the bladder before and arter micturition, or cutting 

pains from the kidneys to the bladder; abdomen distended aud painful 

to contact, especially in the region of the bladder. 
A pis mel.-Great irritation at neck of bladder with frequent and 

burning urination; frequent desire with passage of only a few drops; 

BURNING AND STINGING IN THE URETHRA; useful in cystitis and 

urethritis caused by cantharis; bladder symptoms are aggravated by 

drinking water. "It seems as if the sight of water brings about a 

constriction of the sphincter muscle. "-Farrington. 

A conite.-High fever; restlessness; constant urging, yet fearful of 
evacuating urine on account of painfulness of lite act/ micturitiou difficult, 

sometimes only drop by drop. 
D u lcamara .-Painful pressing down in the region of the bladder 

and urethra; especially useful in chronic cases with constant desire deep 

in the abdomen to urinate 1 particularly if brouglit on or perpetuated by 

exposure to local damp or cold; urine is Yery offensive and is loaded with 

mucus. 
Pulsatilla.-Teuesmus and stinging in the neck of the bladder, the 

pain continuing after micturition; gonorrheal uretlzritis witlz tllick, yellow 

or ; 1ellowislz-green discharge; INFLAMED eyes; scanty urine with rest

lessness; suppressed gonorrhea.* 
Equisetum hyem.-Urine high colored and scanty; dysuria with 

severe pai11 1 especially just after voiding urine; pain and tenderness in 

region of bladder with feeling of distention.t 

*"In cystitis and catarrh of the bladder we find Put~atilla indicated when there 

is frequent urging to urinate with pressure on the bladder as if it were too full. 

There is pain in the urethra. 'The urine itself is often turbid from the admixture 

of mucus. Clinically we have not found Pulsalilla a first-class remedy in cystitis, 

but we have found it almost always the re1.11ecly in cystic symptoms accompanying 

pregnancy. It yields to Cantharis, Eqtuselmn, and Dutca111ara in cystitis."

Farri11glon. 
t" Equiselum acts very similarly to Cantharis on U1e kidneys and bladder. 

There is, however, less escape of blood and less tenesmus vesicre than may be 

found under Cantharis. The nrine is less scalding and does not contain so many 

fibrinous flakes. Canlha1is is not called for so often as Equiselum. when there is 

an excess of mucus in the urine . "-Farri11glon. 
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Merc u rius cor.-Fever 'i\'ith chilliness; violent urging; urine flows 
in a thin stream, or only drop by drop 1 containing mucus and pus; 
during midurilion sweat breaks fort!t~· SYPHILITIC URETHRITIS; in 
chi ldren who perspire profusely, whose urine is hot and acrid, with 
sudden irresistible desire to urinate. 

Copaiva.-Urethritis with burning at the neck of the bladder and 
in the urethra; the discharge is of a milky color and of a corrosive 
character. 

Cubeba.-Cutting and constriction after micturition; the discharge 
is of a mucous character.* 

P e troselinum .-Sudden urging to urinate; gonorrhea with sudden 
urging and strangury. 11 In the case of a child it will be suddenly 
seized with a desire to urinate. If it cannot be gratified immediately 
it will jump up and down with pain."-Farringlon. 

F errum ph os.-Cystitis with dysuria, which is brought 011 by 
standing. 

B e rbe r is vulg.-Cystitis associated with cutting lesions; sharp, 
stitching pains, radiating from the region of the bladder in all direc
tions, particularly downward and forward, filling the whole pelvis with 
pain. 

Cann abis sat .-Sudden urging with difficult urination; cutting 
pains during micturitiou between the labia, with violent sexual desire; 
swelling of the vagina; the orifice of the urethra is closed with muco
pus. 

Bell adon na.-The region of the bladder is sensitive to touch; urine 
hot and red; shooting pains; cerebral excitement. 

A rsenicum .-Burning pain 1 especially at commencement of urina
tion; chronic cystitis with inability to void the water; symptoms of 
sepsis; urine turbid and mixed with mucus and pus. 

T erebinth ina.-Sensitiveness of hypogastrium; tenesmus of bladder 
with strangury and pain in urethra; urine reltiined from atroplq of 
fundus 1.:esictz; catarrh of the bladder in old persons of sedentary habits. 

Camph ora .-Especially useful after abuse of cantharis and tere
binthina; complete suppression of urine; slow and thin stream; burn
ing in urethra and bladder. 

Cousu/t:-Elaterium, eupatorium. purp., !te/teborus1 populus, sepia, 
hyoscyamus, lac!tesis1 sulp!tur1 and tarantula. 

- "Both Copaiva and Cubeba are useful in the irritation attending thickening of 
the liniug membrane of the bladder. N~ither remedy has as violent an action as 
has Canl/laris.''-Farri11g/011 . 



CHAPT ER XXXIII. 

DISEASES OF TH E U RETH RA AND B LAD DER 
( Continued). 

MALFOR::.UATIONS OF THE URETHRA. 

Congenital malformation of the urethra is usually associated with 
more or less malformation of the sexual organs and requires no ex

tended description. The canal may, however, be entirely absent when 
the genital organs are normal, or it may be imperfectly developed at its 

lower portion only (hypospadiasis) . A more common congenital defect 

is complete atresia. A case is recorded by Skene in which the delivery 
was impeded by a distended fetal bladder, caused by atresia. The 

treatment of these various abnormalities is purely surgical. 
An interesting anomaly of the female urethra is recorded by Dr. W . 

A. Edwards, of Los Angeles. In attempting to catheterize a woman 
eighty years old he discovered that the external meatus was located in 
the median line of the anterior vaginal wall, one and one-half centi

meters posterior to the cli toris and entirely within the vu Ivar aperture. 
The canal , which was two and one·half centimeters in length, appar
ently traversed the bladder wall before opening into the viscus. 

Pean* has placed on record a case of double urethra and bladder in 

a girl of fifteen. 

STRICTURE OF THE URETHRA. 

As in the male, though less frequently, gonorrhea and non·specific 
inflammation may result in stricture of the urethra, and even in com

plete atresia. Stricture more or less marked is also met with in long

standing vesico-vaginal fistula when the opening is sufficiently large to 
permit all of the urine to pass through it. The contraction may involve 

the entire length of the canal or only a portion of it, being oftener con
fined to the meatus. In difficult or painful micturition the possibility 

of stricture should alwa's be borne in mind and the caliber of the 

canal measured. This is done by means of a sound, carefully inserted . 
The normal female urethra should admit with perfect ease a No. 

* Le bulletin medical, Paris, May, 1895. 

536 



DISEASES OF THE URETHRA AXD BLADDER-CONTINUED. 537 

male sound (English scale). Distortion of the canal without stricture 
sometimes interferes with its introduction. 

The same principles observed in the treatment of stricture in the 
male urethra are applicable to stricture in the female. Gradual dilata
tion is preferable to rapid if it will accomplish the desired end, as it 
usually will. This can be done by tbe repeated introduction of gradu
ated sounds, cocaine being first used if the pain is great. For this pur
pose Hegar's dilators should be used. No. 15 should be the maximum 
size. If these measures fail 1 rapid dilatation under ether may be made, 
using for the purpose an ordinary smooth steel uterine dilator or Pratt's 
urethral speculum. The graduated sounds should be passed at frequent 
intervals after this operation. Electricity, with the negative galvanic 
pole direct, may also be tried. 

PROLAPSE OF THE Mucous AND SUB'.\IUCOUS TISSUES OF THE 

URETHRA. 

In female children the most frequent cause of this condition is some 
irritation of the bladder, urethra or rectum, which gives rise to urethral 
tenesmus. When it is met with in women it is due to parturition. In the 
latter class of cases the mucous membrane and submucous tissues be
come, according to Emmet, split or lacerated in the long axis of the 
canal as the urethra is squeezed between the arch of the pubes and the 
fetal head. The peculiar loose structure of the tissues causes them to 
be rolled out from the urethra in advance of the child's head, the 
mechanism being not unlike that which forces the rectal mucous mem
brane from the aims. 

A slight degree of prolapse is indicated only by the deeper red color 
of the urethral surface presenting itself at the outlet1 for the retraction 
resulting from c1catrization pre\·ents a more serious displacement. 
Troublesome symptoms do not always immediately follow the injury, 
and the patient m3y not be conscious of the accident for some weeks or 
months afterward, when the unnatural sensations are often attributed 
to some displacement or lesion of the uterus. sually, howe\·er, the 
trouble can be traced back to some particular labor, after wbic-h the 
pain and uneasine!:iS at the neck of the bladder were experienced for the 
first time. A subsequent examination will re\'eal prolapse at the outlet 
of the urethra, occupying 1 as the case may be, either the entire circum
ference of the canal, or only the lower or upper portion of its orifice. 

Fig. I 24 represents an exaggerated instance of urethral prolapse, 
which came under my observation during the fall of 1886. The case 
is the one referred to on page 228. The condition shown had existed 
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for eighteen years, gi\'ing rise to a most distressing reflex asthma, 
which was entirely cured by remodng the prolapsed tissue. The tumor 
was as large as a hen's egg. A careful physical examination, followed 
by the introduction of the sound or catheter, is usually sufficient to dis
tinguish the accident from carunculre, polypi, and venous angiomas. 

The condition usually excites .more or less pruritus and pain. Occa
sionally ulceration or gangrene occurs, which may give rise to a sharp 
hemorrhage. 

T reatmen t .-If the prolapse is at all marked, surgical interference 
is usually necessary . It may be aggravated by existing pelvic cellulitis 
or anal fissures, in which event treatment should also be directed to 
these affections. The tissue was removed in the case shown in Fig. 124 

by making a superficial incision around the base of the tumor, transfix
ing it with a double ligature, tying on each side, as in dealing with 
hemorrhoids, and cutting tlie mass away. Seguin first introduces a 
female catheter into the bladder, and then strangulates the tumor with 
a ligature thrown around its base. The catheter is not withdrawn until 

FIG. 124. 

A. TUM:OR. B. CATHETER IXTRODUCED INTO URETHRAL ORIFICE, c. (Wood. ) 

the base of the tumor is entirely ~evered. It may also be removed by 
the galvano-cautery wire, as suggested by Thomas 

Erimet condemns the removal of the mass in the circular var iety of 
urethral prolapse. He says that many times only temporary relief 
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follows the operation, while a serious and permanent stricture often re
sults. He first reduces the hypertrophied tissues by making an artificial 
yesico-\·agina1 fistula, thus diverting the fl.ow of urine from its natural 
outlet. Then, by the aid of a steel or block-tin sound, he carefully re
turns from time to time the proplased tissues, which are made to con
tract by the applicatiou of strong tincture of iodin introduced through 
a conical ear speculum, or some similar instrument. After the urethra 
is restored as near to its normal condition as is possible by this treat
ment, he performs an operation for the cure of the prolapse in this way: 
A button-hole incision is made in the urethra through which the excess 
of tissue is drawn back from the meatus, secured in its edges, and cut 
off, after which the opening is closed. This operation is an ingenious 
one and, when the prolapsed tissues are not too much hypertrophied, 
is undoubtedly more satisfactory than is the one done by myself. The 
hypertrophy, however, in the case given, was such as to make Emmet's 
operation impracticable. 

DILATATION OF THE URETHRA. 

This may result from growths within the canal, from stricture at or 
near the meatus, from the introduction of foreign bodies, or from the 
passage of calculi. In atresia of the vagina, the urethra may be suf
ficiently dilated to receive the male organ during intercourse. Thor
burn cites a case of atresia vaginre in which the urethral dilatation was 
so great that injections were gi\'en through it into the bladder, the 
urethra simulating the vagina. Oftentimes there is chronic inflam· 
matory thickening of the mucous membrane. 

Symptoms .-Disturbed wicturitiou will attract attention to the 
urinary organs. Upon physical examination there will be found either 
a tumor of some kind which has gh·en rise to obstruction of the urethra 
at its lower orifice, or inflammatory hypertrophy of its mucous mem
brane. A sound introduced beyond the point of obstruction will reveal 
the increased caliber of the canal. Urethritis is often a~sociated with 
the condition, the discharge being purulent or muco-purulent in char
acter. 

Treatment.-Tf the dilatation is not great it may be treated by 
astringent/, hot douches, etc. Any obstruction at or near the meatus 
should be remO\·ed. In the e,·ent of cy5tocele or relaxation of the 
pelvic floor, these conditions should be corrected. If the dilatation is 
not overcome by these several methods, Emmet's button-hole operation 
will afford relief from the distressing S) mptoms. The opening is made 
at the most dependent part of the urethra, either witll a sonnd or seal-



540 "A TEXT-BOOK OF GYNECOLOGY. 

pel, or with button-hole scissors especially constructed for the purpose. 
The mucous membrane of the urethra is then stitched to that of the 
vagina by a running catgut suture, as in colpocystotomy. If the 
urethral mucous membrane is very redundant, a portion of it may be 
excised. This opening affords free drainage and greatly facilitates 
irrigation, as well as the application of medicaments. Or, Skene's 
operation for prolapse of the urethra may be resortt:d to. This consists 
of an incision half an inch long on either side of the urethra, extending 
from the vulva upward and outward. \Vi th a contin uous catgut suture 
the tissues are attached to the fascia of the sub-pubic ligament. The 
first row of sutures is buried while the edges of the wound are retracted; 
the second unites the divided mucous membrane. The tissues are thus 
gathered together on each side of the urethra and the prolapse is over-

FISSURE OF THE URETHRA. 

The mucous membrane of the urethra, like that of the rectum, is 
sometimes rent in such a way as to create a fissure. I n the urethra it 
is usually located at its vesical extremity. It may give rise to very 
distressing dysuria, witll tenesruus and spasmodic contractions of the 
bladder. 

The diagnosis may be made by exclusion-there being an absence, 
on physical exploration, of those lesions attended with similar symp
toms. The fissure can usually be located by means of Kelly's cysto
scope (Fig. 43 ) 

The treatment consists of both internal and local medication . Mag
nesium phos., cantharis, mercurius cor., and cannabis sativa will be 
the remedies oftener indicated . I have succeeded in curing several 
cases by protecting the fissure with oleaginous collodion, as recom
mended by Ludlam. The solution is brought in contact with the parts 
by means of an ordinary straight medicine dropper, the tip being in
serted as far as the neck of the bladder. Suppositories composed of 
iodoforrn, bismuth, or belladonna sometimes do much good. If the 
suffering is very great bougies made according to the following formula 
may be inserted into the urethra:-

I). Cocainre hydrochlornt . 
01. theobromre, q. s. 

M. Ft. bacilli 
S.-One night and morning (Garrigues). 

. ... gr. xi. 

· · .... No. xii. 

As a last resort dilatation may be made and it usually accomplishes a 
cure. I have, in another place, cautioned against too great dilatation 
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of the urethra because of the danger of incontinence. The rule laid 
down by Skene, and it is a good one, is this: Ascertain how large a 
sound can be passed with ease and then dilate sufficiently to admit 
another three or four sizes larger. If this rule is carefully observed 
there will be but little danger of creating incontinence. 

Finally, if forcible dilatation fail to produce sufficient physiological 
rest to -::ure the disease, au opening may be made into the bladder 
through the vagina. This will keep the urine from coming in contact 
with the fissure, and by the time the artificial openiug closes sponta
neously, the lesion usually will have healed. 

VASCULAR NEOPLASMS OF THE URETHRA. 

Au increase in the caliber of the venous radical will give rise to over
distention and the formation of tumors, which are known as angiomas, 
varices or phlebectases. They are analogous to rectal hemorrhoids and 
may occupy any portion of the urethra, though the vessels of the 
urethro-vaginal septum are the ones oftener implicated. These 
growths, unlike urethral caruncles, are not painful. 

The treatment is the same as that recommended for urethral car
uncles. 

URETHRAL CARUNCLES. 

Skene describes these formations under the head of Compound Neo
plasms. They are. technically, papillary polypoid angiomas, and vary 
in size from a millet-seed to a hazelnut. They are of a crimson or deep 
red color, soft, friable, more or less pedunculated, and exquisitely pain
ful to touch and upon passing urine. They spring from the urethral 
wall near the meatus. Occasionally they are concealed entirely within 
the urethra, or they may completely encircle the meatus, resembling 
the minor degrees of prolapse of the urethral mucous membrane. 

Histologically , these growths are made up of fine loops of capillaries, 
with a limited amount of connective tissue and a varying supply of 
nerves. 

Symptoms.-Pain upon micturition, sometimes very great, is usually 
the chief symptom for which the patient seeks relief. Dyspareunia and 
yaginismus may be most distressing. 1f large enough to interfere 
mechanically with urination, the act is not only painful, hut difficult as 
well. 

These growths can be differentiated from augiomas by their greater 
sensitiveness, their brighter color, and their tendency to bleed. They 
do not shrink under pressure, as do the vascular neoplasms. 
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Treatment.-This consists in total ablation of the morbid growths, 
either by means of scissors, the actual cautery, or caustics. My method 
of operating is as follows: The patient is placed in the 11thotomy post
ure and the parts exposed; a twenty per cent. solution of cocaine is 
then applied to the growth or growths by means of absorbent cotton. 
The tumor is next seized with a pair of tissue forceps and put upon the 
stretch. It is then removed well into the healthy structures by means 
of the Paquelin, or the galvano-cautery knife. By this method the 
extent of tissue destroyed is entirely under the control of the operator, 
which is not the case if caustics are used. 

Should the tumor or tumors be located higher up in the urethra, a 
speculum will be necessary in order to expose them. Skene recom
mends Allen's ear polypus forceps for grasping the tumor under these 
circumstances. \Vhen still higher up in the canal it may be necessary 
to use the snare, for which purpose Blake's polypus snare will be found 
useful. 

POLYP! OF THE URETHRA. 

Occasionally polypi spring from the urethra. Urethral caruncles 
may take on a polypoidal form; these have already been con ... idered. 
Small pedunculated fibromata may also be located in or about this 
canal. And most rare of all forms are occluded glandules which 
as..;ume a polypoidal shape. The treatment is, in all instances, surgical 
and does not differ from that given for urethral caruncles. 

IRRITABLE URETHRA. 

The mucous membrane of the urethra, like the mucous membrane of 
other parts of the body, sometimes becomes irritable or hyperesthetic .. 
without any local disease to account for such irritability. The condi
tion is not unlike that of the so-called hysterical rectum so graphically 
described by \Veir Mitchell. It gives rise to frequent micturition, 
especially after undue exercise or nen·ous excitement; and pain during 
sexual intercourse. The most careful examination will fail to reyeal 
local evidences of disease. 

The treatment is dilatation according to the method recom
mended for fissures of the urethra. The operation may have to be re
peated several times, but in the end will, iu nearly all instances, 
accomplish a cure. Of course proper measures, having for their object 
the correction of any constitutional bias that may exist, should be ob
served. Galvanism is also beneficial. 
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VESICAL CALCULI. 

Stone in the bladder does not occur in women nearly so often as in 
men. \\'hen it does occur the causes are much the same as in the male, 
the uric ¥id diathesis being responsible for it oftener than anything 

else. Foreign bodies are more apt to find their way into the bladder 
in women than in men, being usually introduced for purposes of mas
turbation. Thus1 through the urethra, hair-pins, matches, and even 

spools, have been introduced for this purpose, around which incrusta
tio11s may form . 

In all cases of chronic cystitis the bladder should be sounded for 
stone. \Vhen a metallic instrument comes iu contact with it the sensa

tion elicited is sufficiently characteristic to make the diagnosis certain. 
Sometimes the calculus is so large that it can be detected on bimanual 
examination . 

The treat ment is essentially surgical, and measures should be taken 
to remove the fore ign body as soon as it is detected. If the stone is 

small, an attempt may be made tu crush it through the urethra by for
ceps or the lithotrite, after which the detritus can be washed away. 
Hmve\'er, a large stone should not be removed in this way. The blad
der is so easily got at through the vagina as to make it unwise to 
jeopardize the urethra by over-stretching. Indeed, in nearly all in
stances of vesical calculus there exists a cystitis which is best cured by 
colpocystotomy. I once removed, per vaginam, a stone weighing 
nearly six hundred grains, the only anesthetic used being cocaine. Not

withstanding the large opening required, no effort was made to close it 
and it healed spontaneously in less than three weeks, the drainage 
afforded curing the cystitis. 

NEOPLASMS OF THE BLADDER.* 

The various neoplasms occurring in other parts of the body may 
have their origin in the bladder. The villous ·variety of cancer is the 

one most frequently found in this locality. It usually runs a rapid 
course, yet sometimes the duration of the disease will extend over a 

period of several years. Cancer gives rise to a good deal of pain and the 
urine is often tinged with blood. A diagnosis can be made only by the 

cystoscope. The pro.rrnosis is unfavorable, though life may be prolonged 
for an almost indefinite period by removing the growth as thoroughly 
as possible with a sharp curette through the vesico-vaginal septum, the 

* The reader is referred to the excellent monograph on "Tumors of the Bladder," 
by Sir Henry Thompson, F. R. c s., London. 
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hemorrhage being controlled by hot irrigation . Care must be observed 
not to injure the ureters in the efforts made to remove the disease. 

The other neoplasms found in the bladder are pathological curiosities. 
Cysts containing hair, teeth, sebaceous matter, etc., sometimes, though 
rarely, exist as indigenous tumors. In the vast majority off~nstances 
these substances, when found within the bladder, are of outside origin. 
Polypi of varying structure-true fibromata, fibroid hypertrophy of 
the mucous membrane, tubercular growths, etc.-are likewise occasion· 
ally found within the bladder. It is exceeding difficult to differentiate 
these various growths from malignant disease, unless a portion can be 
removed and subjected to microscopic examination. Tubercle bacilli 
may be found in the urine in tuberculosis. In all instances an attempt 
should be made, either through the urethra or through an artificial 
vesico-vagiual fistula, to remove the neoplasms when they exist. 

VESICAL PARASITES. 

In this climate these are almost unknown. They usually reach the 
bladder either through the urethra, through fistulre, or by passing 
downward from the kidneys through the ureters. Vesical parasites 
are very much more frequent in tropical or sub-tropical regions. True 
ft;idatids are occasionally met with in the bladder, as in all other parts 
of the body. The symptoms are those of vesical irritation, with occa
sional attacks of hematuria. 1f the parasites pass from the kidneys 
through the ureters the patient will suffer during their transit from all 
the symptoms of nephritic colic. An effort should be made to remove 
them through the urethra. 

H.EMATURIA. 

So-called hematuria is a symptom of several of the conditions which 
have already been studied. It may be due to purpura or hemophilia, 
to simple local congestion, to fungosities of various kinds, to kidney 
lesions, to calculi, to foreign bodies, or to zymotic and malarial diseases. 
It is always important to determine the source of the blood when it 
appears in the urine. If there are clots large enough to be visible to 
the unaided eye, the source of the hemorrhage must be below the 
secreting structures. If the bladder is the source, the clots are often 
large and may lodge in the urethra, causing retention of the urine. If 
tht= coagulation takes place within the ureters, this will be indicated by 
the shape and size of the clots; if from the substance of the kidney, the 
clots, having been formed in the tubules, will be of microscopic size, 
and the urine will usually have a smoky tint ( Vaughan). 
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IRRITABILITY OF THE BLADDER. 

The same factors inducing irritability of the urethra may also gh·e 
rise to irritability of the bladder. It occurs oftener in hysterical and 
very nervous patients. There are, however, other causes which giYe 
rise to frequent micturition by inducing irritability of the bladder. Of 
these anteversion and auteflexion are the most frequent. Irritability of 
the bladder is also a common symptom of early pregnancy, and is due 
both to increased weight of the uterus, the fundus resting upon the 
bladder, and exaggerated pelvic congestion . Indeed, any condition 
increasing the blood supply of the pelvis may cause irritability of 
the bladder. It is often associated with dysmeuorrhea, tumors of the 
uterus and of the ovaries, pelvic inflammation, and periuterine hema
tocele. In all instances of irritability, however, the urethra should be 
carefully explored for excrescences and inflammation. and the urine 
examined for evidences of organic disease of the urinary organs. 

The cause of the irritability will sometimes be found in the urine 
itself, as when it is excessively acid or contaminated with pus or blood. 
Fine o::.:alates are often present in the urine of nen·ous and gouty sub
jects, and give rise to much irritation. They may be detected with a 
fairly good microscope. The treatment should be directed toward the 
removal of the cause. 

RETENTION OF URINE . 

This may result from purely nervous causes, or it may be due to 
organic disease of the bladder. In nervous cases the urine is some
times retained for several days, and there may be almost absolute sup
pression, which condition is known as hysterical ischuria. The reten
tion is often voluntary !n cases of irritable carunculre and other diseases 
of the urethra, the patient dreading the pain attending micturition. 
Retention frequently occurs, too, after operations upou the rectum, it 
being often necessary to use the catheter for several days following 
divulsion of this organ. 

As in tue male, it is a frequent symptom in paraplegia 1 and the 
bladder should always be watched in cases of paralysis of the lower half 
of the bpdy. Temporary paralysis of the bladder may also result from 
over·distention of this organ; after a certain dearee of distention is 
reached, the urine cannot be expelled. This condition frequently pre
vails in puerperal cases, and the distention may be so great as to pro
duce a dribbling of urine without creating the slightest desire to evacu
ate the bladder. 
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It may likewise be due to any of the various lesions or diseases which 
give rise to pressure upon the neck of the bladder or upon the urethra, 
tbe retention being purely mechanical. Impacted fibroid or ovarian 
tumors, pelvic abscess, retro-uterine hematocele, incarcerated retrover
sion or retroflexion of a gravid uterus-any or all of these several con
ditions exert pressure and tend to obstruct the flow of urine. 

I have elsewhere cited a case (p. 71) in which the distention was so 
great as to give rise to suspicions of pregnancy. In all instances in 
·which the patient has not urinated for some time, or in which there is 
a dribbling of urine, the bladder should be carefully examined for 
retention. It will be indicated by dulness in the hypogastric region, 
by bearing down intermittent pains, and by a sensation of distention 
in the lower abdomen. Care should always be taken to differenti
ate retention from suppression of urine. In all cases of doubt the 
catheter will clear up the diagnosis. Arter the retention is tem
porarily relieved by the introduction of the catheter ( in excessive dis
tention the bladder must not be too suddenly emptied), measures 
should be taken to remove its cause, whatever it may be. In cases of 
temporary paralysis the catheter may have to be used for several days. 
Local faradization will here do much good. Belladonna, nux vomica, 
gelsemium, camphora, and opium are to be thought of as internal rem
edies. If due to paraplegia, the vesical paralysis is likely to remain as 
a permanent condition. 

ExsTROPHY or:· THI~ BLADDER. 

By exs!roj;hy of lite bladder is meant a congenital absence of the 
anterior bladder and corresponding abdominal wall. The posterior wall 
is exposed and the urine can be seen dribbling from the ureters. The 
condition is extremely rare. The usual operative treatment consists of 
closing the opening by plastic measures which cover the undeveloped 
area with the skin of the abdomen . Rein describes an ingenious opera
tion for exstrophy of the bladder when the opening cannot be closed in 
the usual way. He proceeds as follows:* "With the patient in Tren
delenberg's posture, a long abdominal incision is made, the uterus 
and left tube and ovary are pushed aside, and a sound is intro
duced into the left ureter. Another sound is inserted into the rec
tum and the tips of the two instruments are approximated. An 
incision is made in the ureter at a point opposite to the tip of the 
sound and also in the rectum. A glass tube is inserted into the ureter 

*Am. Year Book of Med. and Surg., 1896. 
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and to it is attached a piece of rubber tubing, the other end of which 
is carried through the rectal opening. The corresponding openings in 
the ureter and rectum are then united by two layers of silk sutures. The 
same procedure is adopted on the right side, after which the bladder is 
entirely extirpated. The patient is then lowered to the dorsal posture, 
the vesical arteries and their branches are ligated, and the abdominal 
wound is closed.'' 



CHAPTER XXXIV. 

F IS T U LJE OF T HE FEMAL E G ENITAL O R GAN S . 

VESICAL AND URETHRAL FISTUL£. 

The varieties of urinary fistulre are:
Vesico-vaginal: 
Urethro-vaginal; 
Uretero-vaginal; 
Vesico-uterine; 
Uretero-uteriue. 

The location of the several fistulc:e enumerated is clearly indicated by 
the names given. Of these vesico-vaginal fistula is by all odds the 
most common. The urethra-vaginal is rarely met with except when 
the opening is artificially made. The uretero-vaginal and uretero
uterine are still more rare accidents and, when they occur, usually re
sult from some operative procedure within q1e pelvis. 

Pathology.-The extent of tissue lost varies greatly. There may 
be but a small opening, barely admitting a fine probe, connecting the 
vagina and bladder; or the whole base of the bladder may be destroyed, 
together with the urethra. All forms of fistulce tend to become smaller 
from secondary contraction as time goes on. 

At first the margins are thick, irregular, and, frequently, ulcerated; 
later on, cicatricial contraction causes them to become thin and firm. 

As time progresses, contraction and thickening of the bladder walls 
take place; and, if the opening between the bladder and the vagina is 
very large, the vesical mucous membrane may protrude through it. 
In extensive fistulce the destruction of tissue may involve the openings 
of the ureters. The urethra, from want of use, also becomes con
tracted, and, indeed, atresia of this organ may occur. Often, too, 
there is associated with the accident injury to the vagina with result
ing cicatricial contraction. This may so distort the latter organ as to 
make it difficult to ascertain the size and location of the fistu la 

It is exceedingly difficult to locate vesico-u/erinejistu!CE, and in order 
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to do so it is necessary to dilate the cervical canal. These fistulre are 
usually small. 

Urdero-vaginal jistulte are located in one of the fornices of the 
vagina. They, too, are very small, admitting the point of a fine probe 
only. 

Uretero-uferine fistulte so rarely occur as to constitute, when they do, 
pathological curiosities 

Etiology.-The causes of fistulre may be enumerated as follows:
Injuries received during labor; 
Traumatism; 
Ulceration and abscess. 

Of these, the injuries and accidents incident to diildbirfli are of first 
importance. Long-continued pressure of the fetal head is a most pro
lific cause. It may, on the other hand, follow rapid labor, the tissues 
being unduly bruised by compression between the fetal head and the 
bony pelvis.. In either event death of tissue ensues from unnatural 
pressure, and subsequent sloughing gives rise to fistula. 

Fistulre may be produced, it is true, by the unskillful application of 
the obstetric forceps. However, in by far the larger number of case~ 
the accident results, not from intelligent application of the forceps, 
but rather from too long deferring its use . After the head has 
been wedged in the pelvis for a long time the mischief is already done; 
and, while there is danger of immediate laceration attending the use of 
the instrument, the primary cause of such laceration is, in neglected 
cases, long-continued pressure which has made the tissues fragile. 
I especially emphasize this point because too often the attending phy
sician, with whom the responsibility entirely rests, holds the consultant 
responsible for a11 accident which might have been avoided had forceps 
been applied earlier. 

In the various other obstetric operations, especially those involving 
the destruction of the fetus, there is danger, if the instruments are 
carelessly used, of lacerating the vaginal walls. When craniotomy is 
performed care should be taken that the sharp edges of the cranial 
bones do not produce such injury, or that the crotchet and blunt hook 
do not slip during traction and injure the vagina . 

Of the traumatic causes, the most frequent is a fall upon some sharp 
object. This occurs oftener in children and young girls than in adults. 
The careless manipulation of instruments within the vagina in the vari
ous operative procedures through this canal may give rise to fistulre. 
I unwittingly penetrated the bladder in one case of vaginal hyster
ectomy. 
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Symptoms.-The first symptom suggesting the presence of the ac
cident is incontinence of urine. This may be partial or absolute, de
pending upon the size of the fistula. If the opening is very small, 
part of the urine may be passed through the urethra . In almost all 
instances, however, in any of the forms of vesical fistula, the entire 
quantity of urine passes through the unnatural opening This is fre; 
quently the only symptom, though in those cases where there is ~tough
ing of tissue or ulceration, the local pain and distress are sometimes 
very great; or, if inflammation attends the accident, the usual symp
toms of cystitis and urethritis manifest themselves. 

\Vheu the accident follows parturition, there is usually more or less 
paralysis of the bladder for several days preceding the formation of the 
fistula, during which time the frequent use of the catheter is necessary. 
After the separation of the slough the urine escapes through the vagina. 
This may remain as a permanent condition; or, if the opening is not 
large, subsequent cicatrization may result in closure, when the urine 
will again be passed through the natural channel. 

The secondary symptoms of urinary fistulre are due to contact of 
urine with the vagina, external genital organs and neighboring surfaces. 
The labia, the perineum, and the inner surface of the thighs become 
red, inflamed, and even ulcerated. It is exceedingly difficult for the 
patient to keep herself free from the urinous odor arising from this con
dition. Often, too, urinary d t' posits, consisting of urates and phos
phates, form in crusts about the edges of the fistula and within the 
vagina, giving r ise to great irritation. 

The foregoing symptoms will clearly indicate that some unnatural 
condition of the urinary organs exists; but in order accurately to locate 
the fistula a physical examination is necessary . 

Physical Signs.-If an exploratory examination is made soon after 
delivery, great gentleness should be I ractised. In the event of a large 
opening between the vagina and the bladder, the finger will readily 
pass into the latter organ, and the diagnosis is ea~ily made. Greater 
difficulty will be experienced if the opening is very small; in that case 
its exact location is sometimes hard to determine. 

In the event of doubt, proceed as follows: Place the patient in the 
lithotomy posture, before a good light, and expose the anterior vaginal 
wall. Introduce into the bladder through the urethra a catheter, to 
which is attached a rubber tube and funnel such as is used f0r washing 
out the bladder in cystitis. Through this distend the bladder with 
some colored fluid-milk or a\\ eak solution of permanganate of potash. 
If the fluid escapes through the fistula, the location of the latter will be 



FISTUL$ OF THE FEl\L\LE GENITAL ORGANS. 551 

determined. In the event of vesico-uterine fistula the fluid will escape 
through the external os. If the opening cannot be located by this 
method, the colored fluid failing to make its appearance after being 
forced iuto the bladder, either through the vagina or through the cer
vical canal, it is reasonably certain that there is no connection between 
the bladder and the vagina1 or between the bladder and the uterus. 
This test is not absolute, for there may be a valve-like condition of 
the vesical mucous membrane, which will prevent the escape of fluid 
from that viscus. Should such a u opening not be found, the fornices 
of the vagina should be carefully explored for a ureteral fo;tula. Re
peated examinations may be necessary before a small fistula is finally 
located. 

It is sometimes possible, in vesico·uterine fistula, to pass the sound 
from the bL1dder into the cervical canal, at which point it is detected 
by passing a second sound through the external os. 

Prognosis.-Simple fistulre resulting from chi ldbirth are many times 
spontaneously cured. After the opening once becomes permauent, 
however, a spontaneous cure never results. The curability by opera
th·e procedures will depend upon the size of the opening, it-; location, 
its cause, and the compl cations due to changes within the vagina. 
Fistul~ involving the base of the bladder are most easily got at and 
are, conseque11tl y, most amenable to treatment. On the other hand, 
vesico-cervical fistu1~ and ureteral fistul~. particularly the latter, pre
sent special difficulties. In dealing with the ureter, it is very difficult 
to prevent permanent stricture of the canal. 

Treatment.-\Vhenever a urinary fistula is suspected the catheter 
should be introduced at once in order to make sure that the discharge 
does not come from the urethra because of O\'er-distention of the blad
der. If it is eddent that the urine escapes through the rngina, the 
patient should be placed in a favorable posture for examination . and 
the opening carefully looked for. If it is small, the urine should be 
drawn e\·ery three or four hours, or else a self.retaining catheter kept 
constantly within the bladder. For this purpose I know of nothing 
better than the glass insfrument of Kustner held in situ by strips of ad
besi\'e plaster. I much prefer it for this puq ose to the Skene· Good
man catheter recommended by most \vriters. (Fig. 125. ) If the patient 
cannot tolerate the catheter the urine should be drawn every two or 
three hours. 

It is necessary to keep the patient upon her back in order to pre\·ent 
the lochial discharge from passing into the bladder. The vagina should 



552 

be kept absolutely clean by the frequent 
Fie. 125. use of a twenty per cent. boric acid 

douche. In e\·ery respect the most 
scrupulous cleanliness should be prac
tised. By obsen·ing these precautions a 

SKENE's :\loDIFICATION oF cure will result in a goodly per cent. of 
GOODMAN'S SEI.F-RETAIN1:sc cases. This is especially true if the 
CATHETER. fistula attends any of the operations 

within or through the vagina. In the 
case referred to, in which it followed vaginal hysterectomy, the open
ing was large enough to admit the index finger, yet it healed perfectly 
in less than two weeks. 

It is not wise to undertake to close the fistula too soon after parturi
tion-not earlier than three months. The best results cannot be 
obtained until after the patient has passed through the puerperal 
changes. It is always wise, under any circumstances. to get the sys
tem in the best possible shape before undertaking to close the open
ing, bearing in mind, of course, the fact that the existence of the fistula 
may be responsible for the continued ill-health. 

OPERATION FOR \TESICO-VAGlNAL FISTVLAL 

A certain amount of preparatory treatment is usually necessary in 
order to obtain the best results. If there is local inflammation, this 
should be treated by frequent douchings with a boric acid solution and 
suitahle medication. If the irritation about the external genital organs 
is great, Lyster's ointment of boric acid, or some of the applications 
recommended for pruritus vukre, will add greatly to the patient's com
fort by reliedng the excoriation. All incrustations which form on the 
edges of the fistula and within the vagina should be removed with 
forceps at least every two or three days. If there are any evidences of 
cystitis, this should be dealt with by washing the bladder through the 
urethra. If the fistula is of long duration, it may be necessary gradu
ally to dilate the urethra in order to insure its patulency when the flow 
is directed through it. This can be done according to the method de
scribed in dealing with stricture of the urethra ( page 536). Should 
there be stricture of the \·agina, or cicatricial bands which exert trac
tion upon the bladder, these must be overcome before au effort is made 
to close the opening. The cicatricial bands should be divided and the 
canal kept dilated for a suitable length of time . Should it be impos
sible to remove entirely the scar-tissue, much good can be doue by 
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constant distention with vaginal tampons, used for some weeks pre
\•iously to the operation. 

The patient should be placed in Sims' posture before a good light. 
It is best to administer an anesthetic, not because of the excessive pain 
attending the operation, but because of the importance of perfect quiet 
on the part of the patient. Sims' sp~culum is a sine qua non. The 
operator cannot well get along with less than four assistants--one 
to hold the speculum and elevate the nates, a second to care for the ir
rigator and do the sponging. a third to look after the instruments, and 
a fourth to administer the anesthetic. If but three assistants are avail
able, the operator can himself manage the instruments by having the 
tray near at hand. It is best to have a variety of needles of various 
cur\'es and lengths ·with silk leaders secured in the eyes. The instru
ment tray should contain: Long handled, curved scissors; at least two 
tenacula; wire twister; long-handled knife with narrow blade; needles 
and needle holder; counter-pressure hook; Sims' speculum; and silver 
wire Nos. 29 and 30. In addition there should be two sponge hol
ders containing sponges of suitable size. 

The steps of the operation are three:
r. Vivifying the edges of the fistula; 
2. Introduction of sutures; 
3. Coaptating the edges of the fistnla and securing the sutures. 

FIG. 126. 

SIMS' CUR\'ED SCISSORS. 

FIG. 127. 

BozE~IAN"'s STRAlGHT SCALPEL. 

Vivifying the Edges of the Fistula.-The lower edge of the fistula 
should be first vivified. This is done by first picking up the tissues, 
either with a tenaculum or tissue forceps, as the operator may prefer. 
I use almost entirely in plastic work tenacula instead of tissue forceps. 

36 
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Then with a pair of cun-ed scissors ( Fig. 126) , or with a long-handled 
narrow scalpel (Fig. 127) , a strip of tissue is removed one-quarter of an 
inch in width, extending down to the mucous membrane of the bladder 
Personally I prefer the scissors for this purpose. Care should be taken 
not to injure the vesical mucous membrane, because it is ,·ery vascular 
and, if injured, hemorrhage into the bladder is liable to occur. A 
strip of tissue of suitable width can ordinarily be removed in an unbroken 
piece. After the lower edge of the wound is vivified the upper edge is 
dealt with in the same way . The denudation should extend sufficiently 
beyond the angles of the fistula to insure against puckering when the 
edges are coaptated . The parts shou ld now be carefully inspected in 
order to ascertain whether or not any point has been left uuvivified. 
If so, this is to be picked up with a tenaculurn and snipped off. An 
unvivified islet of tissue might spoil the whole operation. 

The direction of the long diam-
F1c. r28. eter of the fistula will determine 

METHOD OF PARING WITH 

KNIFE. (Savage.) 

the line of coaptation. \Vhen it 
can be done, this should correspoud 
to the ax is of the vagina. Should, 
however, the long diameter of the 
fistula run transversely, the line of 
coaptatio11 will have to correspond 
to the transverse diameter of the 
vagina . 

F1G. 129. 

1\lJ!'tHOD OF PARING WITH 

SCISSORS. (Sat.rage.) 

The hemorrhage is usually not great and can ordinarily be con
trolled by hot irrigation. Should there be, troublesome bleeding from 
au injured artery, it cau be controlled by passing around it a fine cat-
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gut suture and tying this upon the vaginal surface. It is not a good 
plan, if it can be avoided, to lea\·e e\·en a fine catgut suture between 
the vivified edges of the fistula. 

The Introduction of Sutures. - ! think that on the whole silYer 
wire will be found the preferable suture, although some operators1 

notably Skene and Simon, have obtained most excellent results with 
the use of silk, while others prefer silkworm gut. For all forms of 
plastic work except fistul~ I prefer chromacized catgut. The wire 

FIG. 130. 

EMMET'S NEEDLES. 

FIG. 131. 

SrMS1 NF.EDI,E FORCEPS, \V[TH NEF.DI,E. 

is easily introduced, the degree of tension can be controlled perfectly, 
aud it is not readily contaminated. A needle of suitable size and 

FIG. 132. 

length is grasped with the needle 
holder at the proper angle. • The 
mucous membrane of the upper edge 

a --~a of the wound is held with a teuac-
-- • ~ ulum and the first suture is imro-

INTRoouCTION mt SUTURES. duced at the angle farthest from the 
a. \'esical margin. b. \'agiual operator. The method of passing 

margin. c. Point of entrance the suture is shown in Fig. 132. The 
of needle. d. Point of exit of needle should extend on ly as far as 
needle. the Yesical mucous membrane, and 

not penetrate it. Counter force is 
made as the needle is passed either with a counter pressure hook 
( Fig 133) or with a strong tenaculum, so that uo undue tension will be 
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FIG. 133. 

Eb.DIET'S COUNTER-PRESSURE HOOK. 

placed upon the tissues. After the wire of the first suture is drawn 
through, the ends are slightly twisted and handed to the assistant who 
holds the speculum. This suture will 
now steady the tissues so that the FIG. •34. 

subsequent ones are more readily in- e 
traduced. They should be placed r ~ 
from two- to three-sixteenths of an ~ 
inch apart, and should extend on the ~ 
vaginal surface at least an eighth ~ 

of an inch from the edge of the ~ 
wound. The number of sutures used ~ 
will, of course, depend upon the SUTURES PASSED. 

size of the opening. At each angle 
of the wound there should be at least one suture extending beyond 
the vivified tissue, so as to overcome all tension at these points. 

Coaptation of the Edges of the 
Fistula.-After the sutures are all 
introduced temporary coaptation is 
made by drawing together the ends 
of the silver wire, in order to ascer
tain whether or uot the edges will be 
perfectly approximated. A soft rub
ber catheter is now slipped over the 
end of an irrigating tube and passed 
into the bladder, through which the 
bladder is thoroughly washed and 
freed from all clots before the wound 
is finally closed. It is best to keep a 
continuous stream of the normal salt 
solution flowing into the bladder until 
just before the last two or three sutures 
are twisted, so that no blood may be 
left behind to give rise to subsequent 
trouble. The ends of the suture 
farthest from the operator are un-

FIG. 135. 

·rw1sTING THE SUTURE. 

twisted, after which one or two turns are given it near the wound in 
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order to coaptate the edges. The suture is now slipped into Sims' shield 

(Fig. 136) and the loose ends grasped in a wire twister (Fig. 138), 
when sufficient torsion is made to approximate the edges of the wound. 
The shield, while not absolutely necessary, will at least prevent ex

cessive traction while the suture is twisted . There is always danger of 
producing too much tension by excessive torsion; the edges of the 
wound should be simply brought together without any puckering of 
tissue. If the tension is too great the suture will cut its way through 

and the operation end in failure. Before the wire twister is removed 
the suture is shouldered by bending it over a teuaculurn placed as near 

Fie. 136. 

SDIS' SLIIEl.D. 

Fie. r37. 

THE AUTHOR'S SPONGE HOLDER. 

FIG. 138. 

~:::::=:~~~~~;·~·~;~,~~~~~~~'?~~~.~~:;~~c;;;;;::::::::;' 
THE AUTHOR '5 \VIRE TWISTER. 

as possible to the wound. It is then cut off so that about half an inch 
of the twisted wire is left lying flat upon the vaginal surface. 

Latterly, instead of securing the wire by twisting, I have been using 
perforated shot almost exclusively for the same purpose. These can 

be passed over the two ends of the wires and compressed more quickly 
than it is possible to secure them by twisting; the tension of the wound 
can be quite as nicely regulated, and there is little danger of the sutures 
becoming buried in the tissues and lost. The lead plates, which were 

formerly considered necessary when the sutures were secured in this 
way, I ne,·er apply; they are entirely superfluous. 

Should the size and shape of the fistula cause excessive suture 
tension after the wound is closed, it will be necessary to overcome this 

by incisions through the vaginal mucous membrane on the sides of the 

opening corresponding to the greatest tension; or the wound may be 

encircled with a purse string, as in Stoltz's operation for cystocele. 
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After the wound is completely closed, the bladder is again washed 
through the urethra, all of the water being drawn off. The washing 
should continue as long as the water is blood tinged. Clots left behind 
might give rise to severe vesical tenesmus or to obstruction of the 
urethra. It is, therefore, important to have the blqdder perfectly clean 
before the patient is removed from the operating table. The vagina is 
finally packed with iodoform gauze, and the usual external dressings, 
held in place with a T bandage, applied. 

After-Treatment.- Most operators advise that a self-retaining 
catheter be kept in the bladder for several days after the operation. 
This always gives rise to more or less irritation of the urethra and 

RE:<.IOVAL OF SUTURES. 

bladder and seems to me an unnecessary precaution. If the catheter is 
carefully introduced every four hours there is really no necessity for 
this precaution, and the results ill my hands have been quite as satis
factory as when the instrument has been left permanently within the 
bladder. After five or six days the patient is permitted to urinate 
spontaneously if she can do so. 

Should there be any cystitis left behind after the operation, this 
should be dealt with according to the method given for cystitis when 
resulting from ordinary causes. It is often beneficial to wash the blad
der once or twice a day for a week or ten days following the operation. 

The gauze is removed from the vagina at the end of for ty-eight hours, 



FISTULIR OF THE FE:'!IALE GENITAL ORGANS. 559 

FIG. 140. 

SIMON'S POSITION F'OR VESICO-\"AGINAL FISTUl.A. (Simon.) 

FIG J4f. 

SUTURES TIED. (Simon.) 
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after which the vagina should be kept perfectly clean by douching it 
once or twice a day with a ten per cent. boric acid solution. The diet 
should be restricted and the bowels kept open. 

The sutures are removed iu from twelve to fourteen days, although 
if the silver wire is used they may be left in for a longer period without 
setting up irritation. They are 
removed by placing the patient 
upon her side before a good light 
and introducing a Sims speculum. 
The ends of the twisted wire or 
the perforated shot are seized with 
forceps and gentle traction exerted. 
( Fig. 139.) The point of a wire 
scissors is then passed beneath the 
suture, with which it is cut, and 
the suture withdrawn . If there 
should be any doubt as to the suc
cess of the operation, a test can 
be made by carefully injecting 
fluid into the bladder. It must, 
however, be borne in mind that at 
the end of twelve or fourteen days 
union is not very strong, and by 
unreasonable distention of the 
bladder the edges of the wound 

FIG. 142. 

may be forced apart. In case of OPERATIONS FOR Vi;;s1co-VAG1NAI. 

failure , either con~plete ~r partial. (a ) F~~1~:~~~· '~bi;vve~-t~~~ \~~;~·;1 %)!\~:ginal 
subseq uent operations will have to wall. ( fValcher. ) 
be made. 

In the foregoing description I have giv·en the technique practised by 
most operators. 1 t varies somewhat from that described by Dr. Sims, 
who first employed the quill suture but subsequently discarded it for 
the interrupted. Bozeman, Baker Brown, Agnew, Simpson, Simon, 
and many others have modified the operation and have special methods 
of their own. 

Simon's method is particularly unique and original. Its chief feat
ures are:-

1. Substitution of the exaggerated lithotomy position for the semi
prone. 

2. Silk is used for suture material in~tead of silver wire. 
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3. The mucous membrane of the bladder, especially if it contains 
much cicatricial tissue, is inYaded. ( Figs. 140 and 1.p ) . 

FIG. 143. 
4-· The after-treatment is neg

ati\'e. No permanent catheter is 
used and the patient is permitted 
to urinate spontaneously as soon 
as she is able to do so. 

One great advantage of the 
lithotomy posture is the possi
bility of using Fritsch's irrigat
ing speculum in this position. 
I found the position exceedingly 
useful in an operation in which 
it was necessary to utilize the 
anterior lip of the cervix in 
order to close a large fistula 
which opened high up in the 
vaginal fornix. 

Modifications of the Tech
nique. -If the operation is un
usually difficult and the opening 
large, it may be best to close it 
at se,·eral sittings. It is also 

OPERA'flONS FOR VES ICO-VAGINAL recommended that, when the 
F1S'fl!LA BV Fr.AP Srr.TTI'ING edges of the wound are exceed-

Schematic figu~~!~:lc~::_c;ifferent stages. ingly vascular, instead of vivify
ing the entire surface at once, 

a small portion only be denuded and immediately closed \vith sutures. 
The j!ap-splilli1~rr method, now so extensively used in operations 

upon the pekic floor and perineum, has also been applied to closing ' 
various forms of fistulre opening into the ,·agina. Those \vho especially 
advocate this method are Tait, Herff, Fritsch, Watcher and Sanger. 
\Vale her uses catgut for the purpose of uniting the vesical lips; he then 
doses the vaginal wound with ordinary antiseptic silk. Figs. r .p and 
143 show the successive steps of this operation more clearly than it is 
possible to describe them by words. 

,.ESICO-YAGINAL FISTULM REQUIRING SPECIAL OPERATIONS. 

In case of a triangular fistula the wound, when it is closed, will be 
Y-slrnped, whereas a quadrilateral opening will ha\·e to be closed by 
four lines of sutures. Should the fistula be situated close to the cervix , 
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its anterior lip may have to be utilized in order to close it. This is 

done by denuding the edges of the fistula in the usual way and then 

removing a corresponding strip of mucous membrane from the anterior 

port ion of the cervix, so that the edges of the fistu la can be attached to 

the vivified surface of the cervix. In a case of this kind sent to me by 

Dr. Burk, of Centerville, Michigan, there was an opening into the 

anterior fornix from the bladder through which two fingers could be 

passed. It required in all twenty shotted sutures to close the opening. 

The results were perfect. In this case the fistula was caused by long

continued pressure of the fetal head. 
Should the anterior lip of the cervix be destroyed it will be necessary 

to close the fistula by utilizing the posterior lip, when the uterus will 

communicate with the bladder and the menstrual blood will be dis

charged per u..ret!zram . 
Vesico·uterine fistulre must be dealt with in one of two ways: First, 

if possible, the fistula is exposed by splitting the cervix upon each 

side, when the opening into the uterus is closed in the ordinary way; 

or, if the fistula cannot be so got at, it will be necessary to obliterate 

the cervical canal and divert the discharges from the uterus into the 

bladder. 
U retero- U terine and U retero- V aginal Fistulce.-These forms of 

fistulce occur so rarely that the reader is referred to special works upon 

the subject for au extended description of the methods devised for deal

ing with them. Four cases were reported during the year of 1891. 

The first hvo were by Schatz.* He observed that the urine escap

ing from the ureter had a specific gravity of from 1003 to 1006, while 

the specific gravity of that passed per uretllram was 1030. The urea 

was entirely absent from the urine coming directly from the kidney and 

the solid matter in the two urines was as 1: 10. Campbell t succeeded 

r in accomplishing a cure in one case by splitting up the uretero-vesical 

septum and closing the vaginal surface of the cut. Dr. \V. H. Baker, 

of Boston, cured a similar case by dissecting up the ureter, making an 

opening into the bladder near its neck, into which the ureter was 

turned aud the vaginal wound closed. Since I89 1 several cases of 

uretero-vaginal and uretero-uterine fistula have been placed on record. 

These fistulre ha\'e been closed in different ways. A great impetus has 

been given to surgery of the ureters through Kelly's method of cysto

scophy. Bandl's method, which he resorted to as early as 1883, is as 

* Medical Press and Circular, London, August 5, 1891. 
t Virginia Medical Monthly, April, 1891. 
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follows: The lower end of the ureter is freed by an eliptic incision. An 
opening is next made into the bladder through which is carried a Xo. 
2 French flexible catheter passed from the urethra. The end of this 
is made to penetrate the ureter, when the denuded tract, extending from 
the opening into the bladder to the ureteral orifice, is closed by wire 
sutures. The catheter is left in situ until the newly-created canal is 
closed. A second catheter is left projecting from the urethra to drain 
the bladder. 

Kelly's Jlfetltod.-The patient is placed in the Sims or the dorsal post
ure and the posterior vaginal wall retracted. The uterus is drawn down 
with forceps. The cervix is str ipped of its cellular tissue on the side 
corresponding to the fistula, when the ureter is d issected free from a 
half to one inch and its uterine attachment severed. An incision half 
an inch long is made in the supra-vaginal portion of the bladder antero
posteriorly . After severing the ureter obliquely it is turned into the 
bladder and fixed by three or more sutures which are so introduced 
as not to compress it. The incision into the vault of the vagina is 
finally closed with sutures, or it may be loosely packed with gauze. 

Dr. J. M. Baldy, in the March, r896, number of the American 
Journal of Obstetrics, reports a case successfully operated upon as fol
lows:-

" The ureter an eighth of an inch from its end was perforated by a 
double suture at two points, both ends of the catgut protrudiug 
from its open end. T he bladder having been incised to the extent of 
an inch at the point which was most easily brought into contact with 
the ureter, the two ends of the catgut suture were successively carried 
into the bladder and, an eighth of an inch from the incision, made to 
penetrate the bladder walls and protrude from its peritoneal side. The 
two ends were now tied, thus drawing the ureter into the bladder and 
there fix ing it . Two such sutures were placed for the sake of ad
ditional security. The mucous membrane of the bladder was now 
united by a continuous catgut suture, then the connective tissue, and 
finally the peritoneum by a separate continous catgut suture. Care 
was taken to pass each suture through the outer coat of the ureter as 
it passed by it, for the sake of the more accurately closing the wound 
about the ureter and for the additional reason of the more certainly 
securing the ureter from being pulled from its position. In order to 
relie\'e all tension on the ureter, which was considerable at this time, 
two stout catgut stitches were made to fix the bladder securely to the 
pelvic wall at the point of the stump of the ovarian artery. The perito-
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neum was brought together o\·er all denuded parts of the pelvis pos
sible, a glass drainage tube was placed and the abdomen closed." 

It may be necessary to remo\·e the corresponding kidney, as has been 
successfully done by Zweifel, of Erlangen. A compensatory hyper
trophy of the opposite kidney usually takes place. 

Urethral Fistulre .-As a rule, no difficulty will be experienced in 
closing artificial urethral fistulre made for the purpose of curing or re
lieving abnormal conditions of the urethra. There is, in these cases, 
no loss of tissue, and the opening is closed by the same methods re
quired for the closure of ordinary vesico-vaginal fistulre. Should there 
be redundancy of tissue, as is sometimes the case in di latation of this 
canal, a sufficient amount may be excised to oyercome the existing dis
tortion. The conditions are, however, quite different when the urethra 
is partially or entirely destroyed by sloughing or ulceration, as occa
sionally occurs. The formation of an entire new urethra constitutes 
the highest type of plastic surgery For work done in this direction 
the profession owes much to Dr. T. A . Emmet, to whose excellent 
monograph on the subject the reader is referred.* 

During the spring of r89r I had to do with a case where the urethra 
and the base of the bladder had been eaten away by syphilitic ulcera
tion. The patient was sent to me by Dr. Bowen, of Manistique, 
l\Iichigan, and had previously been in the hands of Prof. Nicholas 
Sen11, of Chicago. That distinguished surgeon had, by three opera
tions1 succeeded in entirely restoring the base of the bladder. The 
patient could retain her urine for a short time by placing against the 
opening a tampon of cotton. The tissues beneath the pubes had 
been greatly destroyed by ulceration. I succeeded by the following 
method, which was devised by Emmet, in making a new urethra: Two 
parallel surfaces about three-sixteenths of au inch wide, and extending 
from the natural site of the meatus to the opening just beneath the 
arch of the pubes, were vivified. An unscarified strip about half an 
inch in width was left between them, to form the tract of the new 
urethra. In order to approximate the two vivified surfaces it was neces
sary to overcome the tension by making parallel to, and outside of1 each 
denuded line, au incision into the mucous membrane. At the point of 
the opening into the bladder the vivified surfaces were shaped in such 
a way as to adapt themselyes to the denuded edges of the fistula. The 
edges were next approximated by silver wire sutures over a small sized 
glass catheter, which was kept -in situ. for seven days. The st itches 

*" Vesico-Vaginal Fistula," 1868. 
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were then removed, but owing to the excessive tension ( the width of 
the unscarified surface should ha\'e been greater) the edges of the 
wound corresponding to the middle third of the canal had not healed. 
By a subsequent operation this opening was dosed, but the parts again 
separated sufficiently to leave a pin-bead fistula, which, however, does 
not leak urine. \Vhile the patient now has very much better control 
of the bladder, the results are not entirely satisfactory. She can retain 
the urine for two or three hours, though it is still necessary to keep 
within the vagina a tampon in order to press against the canal. The 
vesica1 sphincter 1 being entirely destroyed by the ulcerative process, can 
never be restored. She is, however, coming to me for another opera
tion and I shall undertake to narrow the canal at the vesical neck, hop
ing thereby to improve the retaining power of the bladder. 

Closure of the Vagina ( Colpokleis1s).-This is an operation which, 
happily, with the conquests of modern plastic surgery, is rarely called 
for. Cases will, nevertheless, occasionally be met with in which it is 
utterly impossible, because of excessive loss of tissue, or because of 
existing vaginal distortion, to cure the fistula. Under these circum
stances, in order to place the patient in as comfortable a condition 
as possible, the vagina will have to be closed. This operation is known 
as co!poklcisis. 

The operation, as performed by Simon, consists of vivifying trans
versely the walls of the vagina above the level of the ostiurn vagina::. 
and briugin~ the denuded surfaces together with sil ver wire sutures. 
Vidal de Cassi~, who first introduced it , vivified the inner surfaces of 
the labia majorn and brought them together by sutures. Iu the latter 
method the vulva is closed in an antero-posterior direction, and there is 
necessarily a cleft below the urethral orifice, through which the urine 
escapes; consequently, it is useless. 

Simon's method is as follows: The mucous membrane is picked up 
with tenacula at a point where it is most lax; the point selected should 
be as high as possible. The ring of tissue to be remo,·ed is next out
lined with the point or a scalpel, when it is dissected from below 
upward with curved scissors. It can ordinarily be remO\·ed in one 
continuous strip. The sutures are introduced from above down
ward, i. e., carried underneath the vaginal wound abo\·e and reiutro · 
duced upon the inner border of the vaginal wound below, being brought 
out at its outer edge. Care must be observed that neither the bladder, 
the uterus, nor the rectum is injured by the needle. After all or the 
sutures are introduced they are secured either with perforated shot or 
by twisting. 
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By this operation the bladder and the vagina permanently connect 
with each other, and all of the discharges from the uterus are made to 
pass through the urethra. This unnatural state will necessarily give 
rise to more or less discomfort and the operation is, therefore, never 
performed except as a last resource. Owing to the fact that there will 
be more or less urine retained within the vagina, there is danger of the 
formation of urinary concretions. Usually, though, the patient is 
infinitely more comfortable than she would be were she compelled to 
go through life constantly wet by the urinary discharge. 

Emmet has described* a new operation for incurable vesico-vagi
nal fistulre. Instead of attempting to create a new urethra when 
this organ has sloughed away and there exists a large opening into 
the vagina from the bladder, he first restores as much of the vesico
vaginal septum as is possible to do at one or more sittings. He then 
makes a suprapubic opening into the bladder, stitching the pubic skin 
to the bladder mucosa, not unlike the method adopted in colpocys
totomy. This opening is sufficiently large to drain the bladder com
pletely, and in the case recorded the flow of urine was regulated by a 
truss-like instrument. The remaining opening from the bladder into 
the vagina can now be closed without any attempt to restore the urethra. 
This operation is only applicable to those conditions where the sub
pubic tissues have been entirely destroyed, and, even here, it is ques-
tionable whether colpokleisis is not the preferable proc_ ed_u_re_. __ _ 

*American Journal of Obstetrics, May, 1895. 



CHAPTER XXXV. 

FECAL FISTUL.lE . 

Fecal fistul::e do not occur so often as do the urinary. When they do 
occur they are, because of the incontinence of feces and gas1 more dis
tressing than are fistulre giving rise to incontinence of urine only. 

Varieties .-These are recto-vaginal, recto-labial, entero-\·aginal, 
and eutero-vesical. The frequency of these several varieties is in the 
order given. 

The causes are much the same as those responsible for urinary 
fistul::e, prolonged pressure of the fetal head during labor being the 
most frequent cause. Cancerous and syphilitic ulceration oftener in
volve the posterior than the anterior vaginal wall. 

Other causes are: direct injury, improperly fitted pessaries, stricture 
of the rectum with retention of fecal matter1 and abscess of the recto-
vaginal wall, 

RECTO-VAGINAL FISTUL.rE. 

These are divided into recto-vulvar, inferior recto-vaginal, and superior 
recto-vaginal, according to their situation. They vary in size from an 
opening barely large enough to admit a fine probe to one through which 
one or more fingers can be passed . Those situated in the posterior 
vaginal fornix are especially liable to be large. The edges are usually 
clearly defined, and are hard and unyielding. 

Symptoms and Diagnosis.-The patient will first be made con· 
scious of the existence of the fistula by the escape of fecal matter and 
gas through the vagina . The amount of fecal matter which escapes 
in this way will depend upon the size of the opening through the recto
vaginal wall, and upon the direction of the fistula. If oblique, it may 
give rise to trouble only when there is diarrhea. The existence of 
these symptoms will at once suggest a fecal fistula and will ca11 for an 
examination . 

Physical Signs.-In order to detect the opening the patient should 
be placed upon her back in the lithotomy posture and the posterior 
vaginal wall exposed . This can be done either by means of the 
blade of a small Sims speculum passed from above, or, better still, by 
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the introduction of an expanding bivalve rectal speculum. If the 
opening is at all large its location will be readily seen; if very small , on 
the other hand, it may be necessary to inject into the rectum milk or 
some colored fluid and watch for its appearance through the vagina. 

Sometimes when there is much relaxation of the ostium vaginre air 
will pass into the vagina when the patient lies upon her side, and its 
expulsion will givC. rise to suspicions of a fecal fistula. The only way 
of determining positively whether the air escapes from the bowel into 
the vagina is by physical exploration; there would, of course, be no odor 
attending the expulsion of flatus which finds its way into the vagina 
through its ostium. 

Prognosis.-The prognosis, as in urinary fistulre, will depend both 
upon the size of the opening and its location. Those most easily dealt 
with are located above the sphincter ani muscle; those most difficult to 
contend with are located near the perineum and iavoh·e that muscle. 
If the vagina is distorted by cicatrices1 the difficulty of accomplishing 
a cure is much increased. As a rule the prognosis is more favorable 
than in urinary fistulre. 

Treatment.-It is sometimes possible to cure very small recto· 
vaginal fistuke by cauterization. An attempt should be made to do 
this before subjecting the patient to an operation. Howe\·er, if the 
opening is of some size, the only resource is denudation and coaptation 
with ~mtures. \V'onnd infection, because of fecal contamination, occurs 
much oftener than is the case with urinary fistulre. The operation 
may be performed through the vagina or the rectum, or by flap-splitting 
through the perineum. 

Operation Throug!t tlie Vagina.-The cases especially suitable for this 
procedure are those not complicated by cicatrices. The bowels should 
be thoroughly emptied by purgatives, and an hour or two before the 
operation the lower bowel should be washed with an enema, followed by 
a saturated boric acid solution . The usual methods of cleansing the 
vagina are to be observed. The posterior vaginal wall is now exposed 
by placing the patient in the hthotomy posture and opening the vagina 
with a Fritsch or Sims speculum introduced under the pubes. Lateral re· 
tractors more thoroughly expose the field of operation. The edges of 
the fistula are next denuded according to the method recommended for 
vesico-vaginal fistula. The denudation may or may not extend into the 
rectal mucou5 membrane, depending upon circumstanc~s. Ordinarily

1 
I 

think it is best to go deep enough to inch1de this membrane. Silver 
sutures are passed in such a way as to inclnde all of the tissues of the 
posterior vaginal wall, unless the rectal mucous membrane has not been 
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denuded; in the latter event they extend only down to it. The sutures 
are secured either by twisting or by perforated shot, as the operator 
may prefer . In making the denudation and in introducing the sutures 
the direction of the suture line should be such as to produce the least 
amount of tension upon the tissues when the sutures are secured. In 
very large fistulc:e this will oftener be transverse. Excessive tension 
can be overcome by section of the mucous membrane on either side of 
the sutu re line. 

Operation Througli the Rectum.-The same precautions given for the 
vaginal operation should be observed in preparing the patient. After 
she is placed in the proper position the sphincter muscle is paralyzed 
by forcible divulsion . The rectal cavity is next exposed by a suitable 
speculum, or by the blades of two small Sims specula. The denuda· 
tion should extend for some distance into the rectal mucous membrane, 
and should include that of the vagina as well. The sutures are passed 
from the rectal side, penetrate the vagina about half a centimeter from 
the edge of the wound, and are reinserted the same distance upon its 
opposite side, making their appearance at a corresponding point in the 
rectum . They may, however, be passed from the vaginal side. If the 
latter method is resorted to silver wire may be used; whereas if the 
sutures are secured through the rectum, silk or chromacized catgut, is 
the preferable material, because of the difficulty attending the removal 
of silver wire through this canal. 

Perinea! Operation. -The perinea I method is especially adapted to 
fistulre situated near the perineum within the g rasp of the sphincter 
muscle. \Vhen so situated it is difficult to overcome the spasmodic 
tendency of the sphincter muscle by divulsion alone. It is, therefore 1 

necessary to cut entirely through the perinea} body, or what is left of 
it 1 when the condition is treated as a complete laceration of the perineum 
extending upward into the \·agina. It can be closed either by the 
flap-splitting method, or by the older one of uniting the upper and 
lower edges of the wound with interrupted or with continuous sutures. 
Personally1 I prefer the flap-splitting method. 

Ajter-Trealment.-The patient is placed in bed and kept perfectly 
quiet until the sutures are removed-at the end of eight or ten days. 
The diet should be light and the bowels confined for the first three 
days by administering small doses of opium. On the evening of the 
fourth day they are moved by a cathartic and the lower bowel carefully 
emptied with an enema . They are again confined for forty·eight hours, 
at the end of which time they are moved as before. If the metallic 
sutures are used1 they can be left in for an almost indefinite length of 
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time, though it is usually best to remove them at the end of the tenth 
day. Silk sutures should not be left in longer than ten days. 

RECTO-LABIAL FISTULAl. 

Ia this variety of fistulre the opening, instead of extending into the 
vagina, finds its way through one or the other labium. In order to 
cure it, it is necessary to lay the canal freely open and destroy the 
sinus, either by dissecting it out entirely or by curetting and closing 
the tract from the bottom. If practicable, the sinus should be closed 
by the buried catgut suture; if not, it should be packed with gauze and 
permitted to heal by granulation . 

ENTERO-V AGIN AL FISTUL~. 

The usual cause of these fistulre is extensive destruction of tissue 
attending childbirth, there being left an opening into the peritoneal 
cavity through one of the fornices of the vagina. A loop of intestine 
may find its way into this opening and become strangulated, giving 
rise to fistula. This accident may also attend suppurating extra-uterine 
pregnancy and dennoid cysts. Cancerous ulceration sometimes perfo
rates the peritoneal cavity and may likewise give rise to entero-vaginal 
fistula, though the condition is rarely due to this cause. 

Symptoms and Diagnosis.-If the opening is large, all of the fecal 
matter will pass through the vagina and none through the rectum. It 
is easily detected upon digita l examination and can readily be seen by 
the introduction of a speculum. If the discharge proceed from the 
small intestine, it will be of a liquid character and of a greenish or 
yellowish color. If, on the other hand, the commun ication is with the 
large bowel lower down, it will be more solid and more characteristically 
fecal in every way. 

Treatment.-It will be necessary to close the opening through the 
vagina, as it cannot be reached through the rectum. If small, an 
attempt may be made to close it by cauterization, a method which is 
often successful; if, however, the opening is large, and all of the fecal 
matter passes into the vagina, the only resource is laparotomy and 
resection of the intestine. Before doing this the operator must make 
sure that the rectum aud lower bowel are pervious. 

Should this operation fail, or should the patient decline to submit to 
it after a full understanding of the dangers attending it, colpokleisis 
may be pe:rformed. Before the vagina is closed, however, it is neces
sary to make a communication between it and the rectum below the 
fistula. The opening is best made by compressing the recto-vaginal 



FECAL FISTULA!. Sil 

septum in the jaws of long curved forceps, one blade of which is passed 
into the \·agina and the other into the rectum. The compression is 
continued long enough to produce adhesions and to create a slough. 
After the slough comes away an openiug sufficiently large to permit the 
fecal matter to pass from the vagina into the rectum is created. Col
pokleisis is then performed according to Simon's method, which is 
described in the preceding chapter ( p. 565). 

ENTERO-VEStCAL FISTULAl. 

Suppuration within the pelvis, from whatever cause, may give rise to 
a communication between the intestine and the bladder. This is ex
ceedingly rare, but cases of the kind are occasionally recorded. The 
amount of suffering caused by it will depend upon the size of the open
ing and the portion of the bowel which connects with the bladder. 
\Vhen air finds its way into the bladder the condition is known as pueu.
mafuria. Should the opening be small and the inconvenience not great, 
the surgeon will hardly be justified in subjecting the patient to an 
abdominal section or to suprapubic cystotomy for the purpose of clos
ing it. Should, unfortunately, the opening be large, the urine will be 
contaminated by fecal matter, which will very soon give rise to cystit is 
and renal disease. Here the wretched condition of the patient will war
rant eit her laparotomy or supra pubic cystotomy; or, if these be imprac
ticable, high colotomy. The site of the intestinal opening can be sur
mised by the character of the discharge which finds its way into the 
bladder and is passed per urethram. Should the connection be with 
the large intestine low down, this fact may be determined by injecting 
milk into the bladder and watching for its appearance through the 
rectum. 



CHAPTER XXXVI. 

DISPLACEMENTS OF THE UTERUS. 

General Considerations.-In dealing with uterine displacements it 
must be borne in mind that the uterus is a movable organ . This fact 
has given rise to much discussion as to its normal position. The 
fundus is pushed forward by a distended rectum and backward by a 
distended bladder; the entire organ is made to descend by intra-abdom
inal pressure, and is elevated during coitus. The displacements result
ing from a distended bladder are well shown in Fig. 144. 

It will be seen that, with the bladder empty, the axis of the uterus 
is very nearly at a right angle with the axis of the vaginai the fundus 
rests upon the bladder and is close to the symphysis pubis. The body, 
because of the rectum, is slightly deviated to the right and is bent more 
or less forward ; the cervix is directed backward. 

The uterus is supported by
Uterine ligaments; 
Intrapelvic areolar tissue and pelvic walls; 
Supporting power of the abdominal walls; 
Upper part of vagina and pelvic floor. 

The cervix is held back of the axis of the superior strait by the 
sacro·uterine ligaments; the fundus is held forward by the round liga· 
ments. gravity and intra·abdominal pressure ( Bayer) . 

The uterus is forced down, by straining or lifting, onto the pelvic floor. 
The rectal 1 vaginal and urethral outlets are closed by the muscles and 
fascia of the perineum proper ( H. T. Byford). 

The varieties of displacement which present themselves for considera
tion are:-

1. Anteversion, in which the fund us is directed unnaturally forward 
and the cervix unuaturally backward; the normal uterine curve is less 
pronounced. 

2. Antefl.exion, in which the normal curve is increased; the direction 
of the cervix is hut little changed. 

3. Retroversion, in which the fundus is directed backward and the 
cervix forward. 

4. Retroflexion , in which the uterus is bent upon itself, so that its 
572 
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normal curve is reversed; the direction of the cervix is normal or nearly 

so. 
5. Lateroversion, in which the uterus is drawn to one side. 
6. Displacement of the uterus as a whole-retroposed. This may 

result from pelvic tumors or from inflammatory adhesions. 

7. Prolapse, usually associated with more or less prolapse of the 
vagina. 

Fie. 144. 

VARIATIONS OF TRJ-: POSITtoN OF THE UTERUS CAUSED BY VARIOUS DEGREES 

OF BLADDER DISTENTION. 

S . .-\scent, the result of traction from above (ovarian and fibroid 

tumors). 
9. Inversion. 
Rarely does one form of displacement exist alone. Thus, anteversion 
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and anteflexion are always combined, as are retroversiou and retro

flexion . More or less descensus is usually associated with retro·dis

placement, and a slight lateral displacement is frequently combined 

with the other forms. 

ETIOLo<:v . 

The causes of the several forms of uterine displacements are numer
ous. Any condition or disease giving rise to increased weight of the 
organ tends to produce displacement. Such are the various form~ of 

inflammation (acute and chronic) subinvolution, tumors, pregnancy, 

etc. 
The natural supports of the uterus are diminished by relaxation 

of the uterine ligaments, injuries to the perineum and pelvic floor, 
flabby and over-distended abdominal walls, and an abnormally large 

pelvis. 
The causes acting from above are:-
Increased intra- abdominal pressure, the result of pelvic and abdom-

inal tumors or ascites; 
Constriction of the waist by improper clothing; 
Straining or lifting; 
Undue di.;tention of the bladder and colon . 
Pelvic -inflammation, giving rise to distortion of the pelvic organs in 

general, may cause any of the forms of uterine displacement. \\Then 
resulting from inflammatory exudates, the displacement is at first due 
to the mechanical pressure of the exudate , a nd, later, to its retraction. 

Thus an exudate in the right broad ligament will primarily push the 
uterus to the opposite side; after retraction occurs the fundus will be 

drawn toward the side of the exudate. Anteversion and anteflexiou are 
frequently caused by retraction of the utero-sacral ligaments-the 
sequelc:e of previous inflammation. (Figs. 145 and 147. ) 

SYMPTOMS. 

The symptoms characterizing the special displacements will receive 

due attention later on. A few general considerations are worthy of 
notice at this time. 

I have elsewhere called attention to the fact that uterine displace

ments are ordinarily attended with no distress unless associated with 

ltJ'Peremia or ltypercsthesia. * That is to say, saYe in acute cases which 
are the result of traurnatism, uterine displacements will and frequently 

* v. Chapter viii. 
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do exist for au indefinite period without giving rise to the least discom
fort This is especially true of congenital anteversion and anteflexion 
-so emphatically so that some eminent authorities deny that these dis
placements ever require treatment. 

It is an indisputable fact that many women go through life with the 
various forms of displacement without being conscious of their exist
ence. If married they may be sterile, but for this symptom they 
have never submitted to a local examination. In the larger number 
of cases, however, either hyperemia or hyperesthesia, or both com
bined, are sooner or later developed . Then a train of symptoms, more 
or less intense, succeeds. These symptoms are by no means constant, 
nor are they pathognomonic. The hyperemia, after continuing for a 
certain length of time, usually gives rise to hyperplasia and chronic 

FIG. 145. 

DIAGRAM TO SHOW ANTEFLEXION CAUSED BY CONTRACTION OF THE UTERO

SACRAL LIGAMENTS. (Sc!tult::e.) 

metritis. The inGreased weight resulting from uterine congestion 
aggravates the displacement, in whatever form it may be. In this way 
the uterus is 11 blood-logged," as it were, and associated with the dis
placement there is usually more or less prolapse. As time goes on the 
mucous membrane undergoes hypertrophy , which in turn establishes 
menorrhagia or metrorrhagia. Dysmenorrhea is likewise a frequent 
symptom of uterine d isplacement, especially of auteflexion. It is due 
both to obstruction and to congestion and hyperesthesia incident to 
the displacement. Instead of excessive menstruation there may be 
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amenorrhea, particularly in congenital anteflexions. As already inti
mated, the cervical stenosis, which is an essential feature of flexion, is 
one of the most common causes of sterility. Dyspareunia also results 
in a goodly number of cases. All forms of displacement may give rise 
to distress upon locomotion. Sacral and lumbar pain and reflex pains 
in various parts of the body are of common occurrence. Io perimetritis, 
salpingitis, etc., the uterus is usually fixed by adhesions. 

It will thus be seen that the symptoms of uterine displacement, when 
such symptoms exist, are general rather than specific; and that they 
may be entirely wanting. It will not do, therefore, to undertake the 
erection of a special uterine pathology based upon displacements, as 
has actually been attempted by Hewitt, Hodge, and others; nor will it 
do to ignore the importance of uterine displacements because in a goodly 
number of cases no incom·enience results from them . 

ANTEVERSION AND ANTEFLEXION. 

In anteversion the womb is tilted forward without any bend in its 
axis; in antejle.xion it is not only tilted forward but it is aim bent upon 
its axis. These two conditions are frequently of congenital origin. 
Any of the symptoms which have been enumerated may result from 
either form of displacement. Since, however, they are oftener con
genital it is hardly wise to exaggerate their importance. The physician 
is liable to attribute to them, if he can discover no better cause, symp
toms which are in reality due to nerve exhaustio11 1 irritable spine, con
gestion of the ovary, etc. It is well, to be sure, to look to the displace
ment when an intractable dysmenorrhea or amenorrhea exists. So, too, 
if rectal and vesical tenesmus, especially the latter, do not yield to or
dinary treatment. I have in another place (p. 438) referred to the 
importance of looking for antedisplacemeut, particularly if caused by 
shorteuing of the utero-sacral ligaments, when there exists an ob
stinate dysuria which is clearly not due to inflammation of the bladder 
or urethra. Ovarian congestion and ovaritis may result from embar
rassed uterine circulation . 

Diagnosis.-In anteversion digital examination will reveal the cervix 
in the hollow of the sacrum, and directed more posteriorly than normal. 
The finger will detect in the anterior fornix the fundus uteri, which is 
continuous with the cervix. Upon bimanual examination the entire 
organ can be got between the two hands and clearly outlined. There 
is no sulcus just behind the internal os, as in anteflexion. Should 
doubt still exist, after the possibilities of pregnancy are eliminated, the 
uterine sound may be passed. The introduction of this instrument 
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will require some tact because of the backward displacement of the 
cervix. If necessary the cervix can be drawn down with the volsella 
or tenaculum, which will facilitate its introduction. No force should 
be attempted in passing the sound. The handle will have to be carried 
well back and the instrument giwn various degrees of curvature before 
it will penetrate the uterine cavity. By the aid of the sound it is 
usually possible to distinguish an antedisplaced fundus from a small 
fibroid tumor, or inflammatory deposits in the anterior cul-de-sac 
(Fig. 146). 

In anteflexion the fundus is felt more distinctly in the anterior fornix 
than is the case in anteversion. The cervix 1 instead of being directed 

FIG. 146. 

AN'rEVERSION OF THF. CTERUS. 

backward, is directed downward and even forward. By sweeping the 
finger along its anterior surface there will be felt a sulcus separating the 
body from the cen-ix. Occasionally the cerYix at the point of flexure 
is drawn so far anteriorly as to give rise to a condition resembling 
partial retroversion or retroflexion. The uterus may be low in the 
vagina. The sound will have to be bent much more acutely in order to 
penetrate the uterine cavity than is the case in simple version. It is 
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necessary to give to the instrument a cun'e corresponding to the degree 
of fiexion before it cau be passed. By it the location of the fundus can 
be determined, as well as its mobility and sensitive11ess ( Fig. 147 ). 

By practising the bimannal with the sound in the uterus the ex
aminer can also satisfy himself that the tumor in the anterior fornix is 

FIG. r47. 

ANTEFLEXION OF THE UTERUS 

A half-section of the pelvic viscera of a sterile woman, aged 33. The uterus is 
small, with its body considerably ante flexed on the cervix, which is very short, 
the vaginal portion hardly existing, so that the Douglas cul-de-sac lies below 
the os extern um. The bladder coats are hypertrophied. The cervix is drawn 
backward by contraction of the utero-sacral ligaments. (1lluseum R . C. S. 
Plwtograpl1ed by the .rl utl1or.) 

not a small fibroid. Should there be difficulty in passing the instru
ment, the axis of the uterus can be straightened, as in anteversion, by 
drawing the cervix downward with the volsella; or by pushing the 
fundus upward through the anterior vaginal fornix. 

Before the examination is concluded it is well to carefully explore 
the vaginal roof for the evidences of adhesions, constricting bands, or 
inflammatory effusions. The mobility of the uterus should always be 
ascertained before an attempt is made to reposit it with the souud. 
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Anteversion and anteflexion are so inseparably bleuded that I have 
deemed it wise to consider the two affections conjointly. Iu most cases 
anteversiou precedes anteflexion, and often neither condition is sus
pected until after marriage, when the patient may find herself sterile. 
In dealing with dysmenorrhea in young girls these two forms of dis
placement, as possible causes, should always be borne in mind. 

TREATMENT. 

It is by no means necessary to treat all, or even a majority, of cases 
of antedisplacement. Certainly no treatment is called for unless dis
tressing symptoms exist. The principles of treatment are the same in 
both forms, though it is more difficult to overcome anteflexion than 
anteversion. In either variety the deformity is less easily corrected 
than is the case with retrodisplacernents. In order to elevate the 
fundus with a pessary it is necessary to exert more or less pressure 
through the bladder. This will frequently give rise to distress, and 
many times the patient can better tolerate the disease than the treat
ment. 

In all instances the cause should be removed if possible. This im
plies the adoption of proper clothing-all constrictions about the waist 
being overcome-the relief of pelvic congestion due to constipation or 
irregular sexual habits, the removal of inflammatory exudates by proper 
treatment, and the stretching, if contracted, of the utero-sacral liga
ments by uterine massage and pressure exerted by tampons. I n all 
forms of uterine displacements the viscera above the pelvis should be 
looked after. Not infrequently abnormal positions of the uterus are 
associated with relaxed abdominal walls and displacement of the kidney!" 
and stomach. 

A certain amount of preparatory treatment is usually necessary before 
a pessary is fitted. This consists in the application of those measures 
having for their object the relief of pelvic congestion and inflammation. 
The hot douche, the medicated tampon, and proper rest will afford 
much relief. It is not only useless but dangerous as well for the patient 
to undertake to wear a pessary while suffering from pelvic inflamma
tion, even of a chronic type. Properly applied tampons placed in the 
anterior vaginal fornix will so elevate the fund us and the uterus as to 
afford marked temporary relief. After the parts are prepared by this 
treatment a pessary may he fitted. 

While the patient is undergoing preparatory treatment an effort 
should be made to straighten the uterus. This may be done either by 
the bimanual or by the use of the uterine sound or repositor. If done 
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according to the former method, the fuadus is lifted by pressure ex
erted through the anterior fornix and by drawing the cervix toward the 
symphysis. Should there be no adhesions but little difficulty will be 
experienced in repositing the uterus in this way. On the other baud if 
the utero-sacral ligaments are contracted, or if the fundus is attached in 
front by adhesions, it will be impossible to correct the displacement. 
However, repeated attempts to do so (care always being observed not 
to use undue force) will in time stretch the adhesions sufficiently to 
make reduction possible. This is a form of uterine massage which, if 
intelligently applied, may result in much good. The sound is rarely 
necessary to reposit the uterus unless the abdominal walls are unduly 
thick . 

When the reposition is made by means of the uterine sound, the 
instrument should be introduced as far as the fund us, being first curved 
sufficiently to insure its introduction. The finger of the left hand should 
now serve as a fulcrum at the center of the sound, when the handle is 
carried forward toward the symphysis, the fundus being thus retro
verted. Finally the sonnrl is carefully rotated (p. 115) and a slight 

FIG. 148. 
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THOMAS'-HEWITT'S ANTEVERSION PESSARY. 

a. b. Anterior bow resting on the anterior wall of the vagina; e. e. Upper end press
ing on the anterior surface of the uterus; d. Posterior bow going behind the 
cervix. 

retroflexion induced. Of course no attempt should be made to reduce 
the displacement by means of the sound if the uterus is fixed by 
adhesions. 

Variops forms of uterine repositors have been devised for this especial 
purpose, but 11011e is superior to the uterine sound if skillfully used. 
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Pessaries in Antedisplacements.-Undoubtedly pessaries in all 
forms of displacement have been used much too often. This fact has 
led some writers to make a sweeping condemnation of them, especially 
in antedisplacements. Ingenuity and mechanical skill are essential 
requisites in fitting pessaries. \Vithout these much harm may be done. 
If the physician possesses these qualities he will be able, in all forms of 
displacement, to do much good with pessaries. However, to obtain 
the best results careful discrimination is necessary. No two cases can 
be treated in exactly the same way. A pessary must be selected that 
will lift the body of the womb by pressure exerted through the anterior 

FIG. 149 

GRAU,\' I-IEWJTT'S ANTE-

VERSION PESSARY. 

FrG. 150. 

THOMAS' ANTE\'J.:RSION 

BUCKLE PESSARY. 

fornix without injnring the bladder, at the same time drawing the 
cervix forward by obliterating the utero-vesical pouch. 

For this purpose the most frequently employed pessaries are Geh
rung's, Hewitt 1s1 and Thomas'. Gehrung's is simply a Hodge pessary 

FIG. 15r. 

THOMAS' ANTE\'ERSION PESSARY. 

doubled upon itself. Its two lateral curves rest on the floor of the 
pelvis, while its superior and inferior arches impinge upon the anterior 
,·aginal fornix, between the fundus uteri and symphysis. This is the 
manner in which it is used by Munde, and is 1 I believe, the preferable 
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way of inserting it. Gehrung himself fits it so that it rests " with its 
whole lower arch on the floor of the pelvis, the uterus reclining against 
its superior curve." My observation leads me to believe that even if 
the instrument is introduced as recommended by Gehrung, it will in 
nine cases out of ten assume the position described by Munde. In this 
position it does not interfere with coitus. (Fig. 152. ) 

Graily Hewites anteversion pessary is shown in Fig. 149. One 
point of it rests on the vaginal floor near its entrance, and one high up 
behind the cervix uteri. Its apex presses the anterior vaginal fornix 
upward, thus elevating the fuudus both by direct pressure and by 
shortening the anterior vaginal wall. This pessary is made in three 
sizes, and will sometimes afford relief when other instruments fail in 
their object. 

FIG. 152. 
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Gr:HRUNG'S ANTEVERSION PESSARY IN SITU. 

Thomas' anteversion pessary is very popular ( Fig. 151 ) . It is a 
modification of Hodge's lever instrument. The pessary is introduced 
closed, and as the upper arch approaches the cervix the posterior bar 
is directed into the posterior fornix, while the anterior bar is pushed 
forward by the finger. The displacement is overcome by the uterus 
riding between the posterior and the movable bar. 

Fig. 153 represents Thomas' open cup ante\'ersion pessary. It is 
introduced with the movable bar extended. This bar is then thrown 
forward and the uterus rests in the concave portion of the cup, as 
shown in Fig. 154. 

Stem pessaries I have discarded entirely from my practice, as have 
most specialists. When drainage is called for there is usually more or 
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le5S endometritis and dysmenorrhea associated with the flexion which 
require for their relief divulsion, curettiug aud gauze packing ( p. 
280). 

The benefit derived from the use of Yaginal pessaries in flexious is 
due quite as much to the elevation of the entire uterus. thus relieving 
the embrassed circulation, as to the straightening of the organ. 

Whatever form of vaginal pessary is selected there are certain 
dangers to be borne iu mind. When left in the vagina for a 
long time uncleaned they become incrusted with calcareous matter, 
and may give rise to serious ulceration, and even bury themselves in 
the tissues. Cellulitis and metritis have more than once followed 
from their use. No pain should result from a properly fitted 
pessary. This fact should be impressed upon the patient and she 

FIG. 153. 

THOMAS' OPEN-CUP 

ANTEVERSION PESSAR\'. 

FIG. 154 

THOMAS' 0PEN-Cl1P PESSARY 

IN StTU. 

should be instructed to have it removed at once should pain occur. 
This precaution will largely remove the element of danger. Frequent 
cleansing douches are to be ad,·ised. The proper size of the pessary is 
to be determined by the shape and capacity of the vagina. It is better 
to run the risk of selecting too small an instrument than to insert one 
too large. After its introduction the patient should he directed to walk 
across the room once or twice, after which au examination should be 
made in the upright posture. If the pessary has turned it is too small, 
and a larger one should be substituted. 

RETROVERSION AND RETROFLEXION. 

As has been shown, the fundus of the uterus is pushed backward 
whenever the bladder is distended. The displacement becomes patbo-
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logical only when the fund us remains persistently directed toward the 
hollow of the sacrum. \Vhen the body of the uterus becomes bent 
upon itself so as to form an angle, jlexion is added to the yersion. It 
is, then, entirely possible to have a retroversion without a Hexion; on 
the other band, a retroflexion is always combined with version, the 
latter in nearly all instances preceding the former. 

Etiology.-The predisposing causes are those of uterine displace
ments in general. The exciting causes are: increased intra-abdominal 
pressure and diminished uterine support; increast.:d uterine weight 
from congestion, tumors, etc.; and traction upon the uterus from below. 
The utero-sacral ligaments are nearly always relaxed in retroversion; 
they may be contracted in retroflexion. 

It will be obsen·ed that the various exciting causes are those which 
are associated with and attend parturition. Injuries to the pelvic floor, 
subim·olutiou, and chronic metritis all tend to congest the uterus and 
to increase its weight. If, now, the fundus is crowdi=d into the hollow 
of the sacrum by a tightly applied obstetric bandage, a retrodisplace
ment is almost certain to result. \Vhen the fuudus reaches a certain 
point in its direction backward, intra-abdominal pressure is exerted 
against its anterior surface so that when the patient assumes the upright 
posture it forces the fundus toward the hollow of the sacrum. Unlike 
anteclisplacements, retroversion and retroflexion occur much oftener in 
·women who have borne children. 

P a thology .-The size of the uterus is nearly always increased be

cause of the embarrassed circulation, and not infrequently there is 
chronic inflammation of both its parencbyma and its lining membrane. 
The fundus finds its way into the pouch of Douglas, and in marked 
retroflexion may depress this pouch as far as the pelvic floor; it is also 
in contact with the anterior surface of the rectum. The external os is 
patulous, and in women who have borne children the cen1ix is usually 
more or less lacerated. The anterior surface of the broad ligaments 
looks backward and downward, while the utero·sacral ligaments are 
stretched by the cen•ix being directed anteriorly. Not infrequently 
one or both ovaries are displaced with the uterus and often find their 
way into the posterior cul-de-sac. The ureters may be so compressed 
as to ghre rise to dilatation.* The bladder is not so markedly affected as 

* I had some three years ago under observation a most interesting case in which 
obstruction of the ureter was evidently caused by the pressure of a retroverted 
fundus. For years the patient had suffered from attacks of intense pain iu the 
region of the right kidney. During these attacks a t11111or of some kind formed, 
which resembled in every particular au enlarged floating kidney. It formed 
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it is in antedisplacements. If the displacement is the result of, or has 
been followed by, pelvic inflammation, the fundus is usually fixed by 
adhesions. In fiexions the tissues at the point of flexure lose their tone 
and permit the uterus to bend upon itself. 

Symptoms.-These, as in antedisplacements, may be entirely want
ing, or of the most marked character. The most constant symp
tom is a feeling of weakness and pain in the back, especially after 
being upon the feet for some time. Other manifestations of the 
displacement are caused by congestion and inflammation resulting 
from embarrassed circulation. There is a sensation of bearing down 
and heaviness in the pelvis, with more or less rectal tenesmus. Con
stipation and hemorrhoids may likewise result from rectal pressure. 
Menorrhagia and leucorrhea 1 due to endometritis, are not infrequently 
present. Any of the so-called "hystero-neuroses" may develop. Dys
menorrhea is much less common than in autedisplacements for the 
reason that the cervical canal is usually increased instead of diminished 
in caliber. Pelvic paiu due to pressure upon the nerves is often most 
distressing and not infrequently extends to the lower extremities. 
Dyspareunia, sterility 1 and uterine colic are symptoms of less constant 
occurrence. \Vhen conception does take place abortion frequently 
results. 

In acute displacement from traumatism the distress may be very 
great. 

Diagnosis.-In relroversion the cervix will be found lower than 
normal in the vagina and directed forward. By carryiug the finger 
along the posterior surface of the uterus no sulcus can be felt, as in 
retroflexion. The bimanual will fail to locate the fundus in front. 
The uterine sound will determine the direction of the canal. 

In retroflexion the cervix may be normally located; it is usually, 
however, lower in the peh•is than it should be and looks directly down
ward or slightly forward. In the posterior fornix the fundus of the 
uterus will be felt as a rounded body separated from the cervix by a 
sulcus. The bimanual shows the fundus absent in front. The sound 
will require a sharp posterior curve in order to insure its introduction. 
In both forms of retrodisplacement the fundus can be felt through the 

quickly, becoming fully as large asa fetal bead, and then subsided quite as quickly, 
after which the quantity of urine was markedly increased. These attacks occurred 
as often a<; once or twice a week, and were usually brought ou by undue exercise. 
On himanual the uterns was found retroverted aucl enlarged. I fitted a Hodge 
pessary n.nd for six months she remained perfectly well. At the end of that 
time the attacks rt:curred, necessitating nephrectomy. 

38 
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rectum; it is, however, lower down, and more readily palpated in retro
flexion. In both forms of displacement, too, the entire organ may be 
retroposed, being fixed by adhesions. 

The several affections giving rise to a tumor in the cul-de-sac of 
Douglas, and hence liable to be confounded with retrodisplacement, 

Prolapsed ovary or a small ovarian tumor; 
Small myoma in posterior uterine wall; 
Inflammatory exudates; 
Fecal accumulation 

In none of the foregoing affections will tile sound penetrate Liu tu.mor, 
as it will in the case of a retrodisplaced fundus . Other differentiating 
points will be considered seriatim. 

Prolapsed Ovary or a Small Ovarian Tu.mor.-A prolapsed ovary is 
exquisitely sensitive and pressure upon it gives rise to a peculiar sick
ening pain . It is much smaller than the fundus uteri and, unless 
adhered, more mobile. \Vhen a small ovarian tumor occupies the cul
de-sac of Douglas the fundus will he fouud in front. 

Sm,all JJ.fyoma in Posterior Uterine JVall.-Bimanual should be prac
tised with the sound in the uterine cavity. The presence of the tumor 
can then be detected by digital examination per rectum. The fundus 
is directed forward. 

Inflammatory Exuda!es.-The uterus is more or less fixed. There 
is usually a history of preceding inflammation. 

Fecal Accumu!ation.-Tbis pits upon pressure. In case of doubt the 
rectum should be emptied. 

Prognosis.-In considering the prognosis of retrovcrsion and retro
flexion of the uterus it is necessary to note the presence or absence of 
adhesions, the duration of the displacement, and also the presence or 
absence of such complications as prolapse of the ovaries, chronic metritis 
and salpingitis, injuries resulting from parturition, etc. In uncom
plicated retroversion the uterus can usually be restored to its normal 
position by a properly fitted pessary. Flexious are more difficult to 
contend with, though by partially o\·ercoming the displacement and 
elevating the entire organ marked relief is often afforded. As a last 
resort, some of the operations presently to receive consideration may be 
applied. 

Treatment .-The same preparatory measures recommended for 
antedisplacements are necessary. No attempt should be made to 
reposit the uterus if acute pelvic inflammation is present. \Vhen the 
uudus is fixed by inflammatory adhesions, these may be cautiously 



DISPLACE~IEXTS OF THP. LTERl'S. 

stretched by pelvic massage. This is accomplished by passing one or 
two fingers into the ,·agina or rectum , \Yhen the uterus and its sur
roundings are manipulated through the abdomen. The patient should 
be in the dorsal posture on a couch, while the masseur sits on a low 
chair at her left side. The uterus is ele,·ated as much as possible by 
the finger within the vagina or rectum, while the outside hand makes 
11 gentle circular friction motions above the pubes and O\·er Ponpart's 
ligaments, gradually pressing deeper into the pelvis until the posterior 

FIG. 155. 

RETRO\"RRSIO:\' OF THE UTERCS WITH A \"ERY SI,ICHT DECREE OF FtEXIOX. 

~ 11/uuum R. C. S. Pl10tov·aplzed by 1'1e Au/11or.) 

surface of the organ is reached.'• This treatment may be practised 
two or three times a week, followed by the usual local applications. 
Electricity is often of great service in the absorption of adhesions and 
exndates (<:• . Chapter X[) . If a cerdcal laceration is perpetuating the 
uterine congestion it should be repaired. Injuries to the pelvic floor 
are likewise to be overcome by proper operative procedures (v. Chap
ter LII ). 
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Frequent reposition of the uterus previously to fitting a pessary will 
do much good. It may be accomplished by one or all of the three 

following metbods:-
r. Bimanual Recto-Vaginal Jlfanij;ulalion.-\\'ith the patient in the 

dorsal or Sims posture the fundus is pushed forward with the finger of 
one hand in the rectum, while the cervix is drawn backward with the 
finger of the other hand in the vagina. 

2. Genu-Pectoral Posture.-In this position intra-abdominal pressure is 
reduced to a minimum and gravity alone may carry the fund us forward. 
It is, however, usually necessary. in addition to push the fnndus up
ward either through the vagina or rectum; or to pull the cervix down
ward, so as to permit the fundus to escape from the hollow of the 

f'IG 156. FIG. 157. 

HODGE'S CLOSED LF.\'ER PESSARY. TAOMAS' RE'fROFr,EXION PESSARY. 

sacrum. As a palliative measure the genu-pectoral posture practised 
for five minutes twice a day will often do much good. 

3. The Uterine Sound or Uterine Repositor.-Care must be obsen-ed 
not to exert too much force with these instruments. The sound should 
be used as straight as possible and cautiously turned within the uterus 
(p. 115 ). 

Retention by Means of Pessaries.-Retrodisplacemeuts can be 
much more readily overcome by means of pessaries than can antedis
placements. This is because injurious pressure is not exerted upon 
the neighboring organs when the posterior vaginal wall is stretched. 
The principle of a retroversion pessary, such as the Hodge1 is this: 
The posterior vaginal wall is carried upward by the instrument and its 
upper bar gi\·es a point d 1 appui to the posterior fornix . This draws 
the cervix backward and throws the fundus forward 1 just as do the 
utero-sacral ligaments normally . This will not overcome the flexion

1 

but by elevating the entire organ, as already obsen·ed, the obstructed 
circulation is often so much relieved as to do much good. 

The intra-vaginal retroversion and retroflexion pessaries most fre
quently used are Hodge's (Fig. 156), Thomas' ( Fig. 157 ), and Albert 
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Smith's (Fig. 158). It will be observed that the principle is the same 
in all. The original Hodge pessary was as wide at its lower extremity 
as at its upper. Smith's modification consisted of narrowing the 
lower end so as to conform to the shape of the vagina. This is a 
valuable improvement. In Thomas' 
modification the upper bar is made 
hulbous and the sacral curve is ex
aggerated. It is, therefore, more 
useful in cases where the posterior 
vaginal fornix is much relaxed. 

These pessaries are now made 
almost altogether from vulcanite, 

FIG. 158. 

which is light and unaffected by the ALBERT S:.nTH'S PESSARY. 

vaginal discharges. The applica-
tion of heat renders them flexible, and it is therefore possible to mold 
them into any desired shape. This is done as follows: Place the 
pessary in hot water; leave for five or ten minutes; remO\·e and mold 
into the shape desired and then set by immersing in cold water. It 
may be molded by first smearing the pessary with vaseline and then 
beating it over a spirit lamp. When the latter method is employed 
care must be taken not to burn the vulcanite, which will leave its sur
face rough and irritating. 

All of the foregoing pessaries are made in the form of an elongated 
horseshoe. The curved upper end adapts itself to the posterior fornix, 
while the curved lower end adapts itself to the lower portion of the 
vagina. With its upper sacral cun•e and lower pubic one it therefore 
corresponds to the vaginal slit, and when within the vagina the concavity 
of the upper sacral curve looks forward, while the concavity of the 
lower pubic one looks backward. If properly fitted the vaginal walls 
grasp it closely both anteriorly and posteriorly. ( Fig. 159. ) Since, 
bowe\·er, the posterior vaginal wall is narrower below than it is above, 
Albert Smith's instrument is the more scientific. Thomas' modifica
tion is especially adapted to those cases where the sacral curve is \·ery 
pronounced, the vagina long and the posterior fornix relaxed. 

In fitting a Hodge pessary, or one of its modifications, a digital ex
amination should first be made for the purpose of obtaining the dimen
sions of the vagina. A pessary is then selected which will fulfill as 
nearly as possible the requirements of the case. Should the sacral 
curve be very pronounced the instrument should be molded accord
ingly. Should the vagina be comparatively straight it may be neces
sary to lessen the cun·e. The instrument should be shorter and nar-
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rower than the posterior vaginal wall, so that uo tension will be pro
duced when it is in position. The lower bar is then grasped with the 
index finger and thumh of the right hand, the labia separated with the 
fingers of the left, and the upper sacral curve turned so that the pessary 
at its widest part will correspond to the antero-posterior diameter of the 

FIG. 159. 

HODGE PESSARY IN SITU JN THE VAGINA. 

a. Perineum; bb. Pessary; c. Anterior, and d Posterior vaginal wall; e. Anterior, 
and/ Posterior lip of cen-ix. (Hart.) 

vaginal outlet. It is kept well pushed back toward the perineum, so 
as not to pinch the tissues anteriorly between the pessary and the pubic 
bones. After it has passed the ostium vaginre the index finger is carried 
under the lower bar and aboYe the upper in such a way as to com·ey 
the latter back of the cervix. Unless this precaution be taken the 
upper bar will, in all probability, pass into the anterior fornix instead 
of the posterior. When in place the lower end should be just within 
the vaginal orifice. It is compressed between the posterior face of the 
pubic segment and the oblique anterior face of the sacral segment . In 
this position the intra·abdominal pressure acts nearly equally upon both 
the superior and inferior bars, and the cervix is drawn backward with 
a corresponding elevation of the fun<lus. An examination should be 
made in the erect posture before the patient leaves the consulting room. 
If the pessary is too small it will show a disposition to turn transversely; 
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if it is too wide the patient will complain of more or less tension and 
distress. The lower end should not project below the pubic bones. It 
may be necessary to introduce seyeral instruments before a proper one 
is obtained. Experience will, however 1 enable the physician in most 
cases to select one of proper size and shape after one or two trials. The 
manner of introduction is well shown in Figs. 160, 161 and 162. It 
may be advantageously introduced, in cases where the fundus drops 
backward after reposition while on the back, in the genu-pectoral posture. 

Fie. 16o. 

INTRODUCTION OF HODGE PESSARY, FIRST STACE. 

FIC. 161. 

l~TRODUCTION OF HODGE Pl~SSAR\", SECOND STACE. 

Before leaving the office the patient should be instructed to return at 
once if the instrument causes pain. She should report herself for ex-
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amination in the course of three or· four days to see whether or not it 
keeps its proper position. After it becomes evident that the pessary is 
perfectly fitted she may wear it for an indefinite length of time without 
removing it . It is best, however, to have it examined every three or 

FIG. 162. 

lN'l'RODUCTION OF HODGE PESSARY, 'fHIRD S'l'AGE. 

four months. It is necessary to resort to occasional cleansing injections 
wherever a pessary is within the vagina. So far as any distress is con
cerned, the patient should be entirely unconscious of its presence, nor 
should it interfere with coition. 

Cases are every now and then met with where, because of the great 
weight of the uterus, or because of injury clone to the pelvic floor and 
perineum, the ordinary intra-vaginal pessary will not accomplish the 
desired end. It may then be necessary to utilize an instrument sus-

Frc. 164. 

~ cr1c41'°'NN4co. 

°fHO~IAS' CUTTF.R'S RETRO\'ERSION THOMAS' CUTTER'S ANTEVERSION 
PESSARY. PgssARY. 

pended from the waist. For this purpose Thomas' modification of 
Cutter's anteversion and retroversion pessaries is the one most gen
erally used ( Figs. 163 and 164) . Both of these instruments act by 
direct pressure. All forms of extra-vaginal stem pessaries are objection-
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able, and should be resorted to only when intra·vaginal support is 
impossible. 

When the abdomen is unduly pendulous and large much relief may 
be afforded by a properly fitting abdominal supporter. It sustains the 
abdominal walls, lifts them upward, and changes the direction of the 
intra.abdominal pressure. Those in most common use are Hood 1s and 
the London Abdominal Supporter, though one made to order is pref· 
erable. Should there be a floating kidney associated with the uterine 
displacement nephorrhapby may be necessary. 

In spite of the utmost skill in fitting pessaries cases will every now 
and then be met with where any form of instrument will fail to bring 
the desired relief. This may be due to relaxation of the perineum and 
pelvic floor, to laxity of the vagina, to ovarian displacements, or to 
periuterine inflammation. If it is probable that a cure can be accom
plished by restoring the perineum and pelvic floor to their normal con
dition , this should be done. Indeed, before the more serious operations 
from above, having for their object the correction of the displacement, 
are resorted to, reparation of the pelvic floor and perineum should always 
be made. Failing to afford relief by these measures (and failure will be 
the rule where an ovary is displaced with the uterus) , there are two 
operations, one or the other of which may be utilized. 

The first is known as the Alexander Operation. It was revived by 
Alexander, of Liverpool, although the idea of correcting retrodisplace
ments of the uterus by shortening the round ligaments belongs, it is 
claimed, to Alquie, of Montpellier. This operation is especially appli
cable to backward and downward displacements. After its revival by 
Alexander it enjoyed a certain degree of popularity, then fell into disre
pute, but is again gaining favor with certain specialists. There is, in the 
first place, great uncertainty in finding the round ligaments; and, unfor
tunately, the results in many cases are not permanent, the displace
ment becoming as bad as ever after a certain length of time. I have 
performed the operation in all ten times. Four of these cases \-Vere 
absolute failures, because of my inability to find the ligaments, or be
cause of their deficient size when found. In one case but one ligament 
was found. The fi,·e remaining cases were entirely successful. The 
per cent. of failures led me, as it did the majority of specialists in this 
country, to discard the operation for that of ventral hysterorrhaphy, 
or fixation of the uterus to the anterior abdominal wall. I have in the 
dead·room examined the round ligaments of a large number of sub· 
jects, and ha\'e studied the technique of the operation under the per· 
sonal demonstratiou of a number of its warmest advocates. There is 
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absolutely no way of determining the size of the ligaments before the in
guinal canal is opened. If they are very small the most profound anat
omist may fail to find them. Possibly, the mistake has been made in the 
past of giving to the operation too extended a range of application. In 
my opinion it should be limited to those cases where a careful physical 
examination fails to reveal serious disease of the appendages and where 
the uterus is of normal weight and size, or nearly so The per cent. 
of cases coming under this head where operative interference is called 
for is not large, but doubtless the operation is indicated every now 
and then. As slight as is the danger attending any of the operations 
requiring for their accomplishment a celiotomy, it is less in the Alex
ander operation. It will oftener be called for in primiparre: than in 
multiparre. In no instance should it be attempted when the uterus is 
not freely movable. 

Technique of t h e A lexander Operation.-The pubes and lower 
abdomen and vagina are prepared as for celiotomy (p. 189). The 
spine of the pubes is located, cut down upon and the incision extended 
from one to two inches along the upper edge of Ponpart's ligament. 
By retracting the edges of the wound free exposure of the inguinal 
opening is obtained . The fibers of the intercolumnar fascia are divided, 
when the fatty protrusion which occupies the canal bulges forth. A 
corresponding dissection is made on the opposite side aud the fatty 
protrusions are seized with catch forceps and drawn out. The fibers 
of the round ligaments spread out in this fatty tissue and may or may 
not be visible. Existing fascia! bands should be snipped while the 
traction is continued until the ligament nms. After both ligaments are 
thus exposed and freed the uterus is sharply anteverted with a sound. 
The first ligament is now drawn out until the sound within the uterus 
lllO\'es, when the ligament is firmly anchored to the external ring and 
the canal with buried silk, silkworm gut, or chromacized catgut sutures, 
which are made to transfix both the pillars of the ring and the liga
ment. The superfluous ligament is cut away and the wound closed, 
with or without drainage, as the operator may elect. 

Greig Smith, instead of making two lateral incisions, exposes the 
openings by "a single curved incision carried just below the pubic 
spines and embracing both inguinal openings." 

Kellogg, of Battle Creek 1 makes a short incision midway between 
the external and internal rings, opens the canal by slitting the fibers of 
the external oblique and its fascial coverings, and draws the ligament 
through this opening. The ligament can then be fixed in the canal in 
the usual way and cut off; or the withdrawn portion, before the sutures 
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are passed, can be made to plug the canal by means of a ligature carried 
through the opening in the caual and brought out opposite to the in 
ternal ring. By this procedure the ligament is folded upon itself within 
the canal and acts as a barrier against hernia. 

Newman enters the canal from the internal ring. 
After the operation a retroversion pessary is introduced and should 

be worn for three or four months. The patient should remain in bed 
for at least three weeks. 

Gas t ro- H ysterorrh aphy, or V ent ral F ixation of t h e U terus.
This operation was first suggested by the fixation of the pedicle of 
ovarian cysts outside the abdomen wheu this practice was common . It 
was observed that this procedure corrected the displacements of the 
uterusi hence the idea of fastening the uterus to the abdominal wall for 
the sole purpose of overcoming displacements. 

It is claimed that gastro-hysterorrhaphy was performed for the first 
time in 1869 by Kceberle. To Olshausen, however, is due the credit of 
systematizing it. Jn this country Howard A . Kelly, Polk, Wylie, 
Munde, and others have been foremost in popularizing it. Its value is 
now fully established. 

Operative Tedmique.-The technique of the operation, simple as it 
is, has been made difficult to comprehend by the operative details in
sisted upon by most of the authors. I shall, therefore, endeavor to gh-e 
as simple a description of it as possible. 

The usual antiseptic precautions are to be observed. The abdomen 
is opened in the median line as for oOphorectomy, the patient being 
in the Trendelenberg posture. After separating any adhesions that 
may exist, the fundus is lifted from the hollow of the sacrum and held 
forward by means of a sponge on a fixed handle carried into the Doug
las pouch. The appendages are ablated or not, according to the indica
tions; if diseased, they are, of course, removed. It is safer, I think, in 
ovarian prolapse to remo\·e the displaced ovary. A curved needle armed 
with No. 2 chromacized catgut is then carried through the fascia, rectus 
muscle and peritoneum of the left side, the needle entering the peri
toneal ca\'ity three-quarters of an inch from border of the wound . It is 
next made to penetrate the posterior surface of the uterus on a level with 
the attachments of the Fallopian tubes1 when it is brought out on the 
opposite side of the wound. A second suture is passed a quarter of au 
inch higher through the abdominal wound and a quarter of an inch 
further back on the uterine surface. Usually two sutures are all that are 
required. \Vhen these sutures are tied the posterior surface of the fund us 
is brought finuly against the abdominal wal1 1 after which the abdominal 
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wouud is closed in the usual way (v. Chapter XL VI ) . By passing the 
sutures through the posterior surface of the uterus instead of the an
terior, asshown in Fig. 165, intra-abdominal pressure, when the patient 
assumes the upright posture, necessarily crowds the fundus forward; 
whereas if the sutures penetrate the uterus from the front it is apt to 
force it backward. 

Segale, of Genoa, strips the peritoneum from that portion of the ab· 
dominal wall which comes in contact with the fundus. He passes the 
sutures through the entire thickness of the abdominal wall. 

It is advised by some operators that, after the introduction of the 
sutures, the anterior uterine surface over the area occupied by the 
sutures, and the opposite peritoneal surface of the abdominal wall, 
should be irritated with the point of a scalpel in order to promote ad
hesions. I do not deem this necessary. Great care should be observed 
that no loop of intestine finds its way between the uterus and the abdom
inal wall. After the abdomen is closed a retroversion pessary is intro
duced into the vagina; this should be worn for some weeks for the pur
pose of sustaining the uterus until the utero-abdominal adhesions become 
firm. The patient is kept in bed for some time longer than is ordinarily 

FIG. 165 

GASTRO-IIVSTERORRHAPHV. (L eopold. ) 

necessary after celiotomy, so that the newly-formed adhesions may not 
be prematurely stretched. Drainage is unnecessary except in cases 
where extensive adhesions ha\·e been separated. 

Results and Prog1losis of Gastro-Hysterorrltapli.y.-It cannot be said 
that this operation is as free from danger as is the Alexander. Under 
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modern antiseptic methods, howe,·er, the mortality is very low. Never
theless, the operation should be reserved for those cases of retro
displacement which cannot be overcome in the ordinary way, as, for 
instance, when the fundus is bound down by adhesions or the o\·ary is 
prolapsed. It is true that occasionally the cure is not permanent, but 
I am inclined to belie,·e that this is often due either to faulty opera
tive technique or to want of care in the selection of cases. During the 
last two years much has been said in the journals regarding the opera
tion, both pro and con. I have now made forty-four gastro-hysteror
rhaphies, with the followi ng results: One death; four relapses; six 
patients greatly improved, and thirty-three cured. The fatality resulted 
from hemorrhage from a needle puncture in the uterus. The patient 
was a bleeder and I was not called until she was pulseless. The ab
domen was speedily reopened, when the blood could be seen oozing from 
the suture tract. It was controlled with much difficulty by carrying 
around the bleeding points a second ligature. Transfusion and power
ful stimulants were resorted to, but she did not rally. The needle used 
in this case was a full curved Martin with cutting edges. I ha,·e now 
modified the Martin needle by ha,·ing the cutting edges ground off. It 
is a great advantage to ha,·e the needle flat near the eye to keep it from 
turning in the needle-holder. I have heard of three deaths occurring 
in the hands of other surgeons from the same cause. This is au element 
of danger which is not mentioned in any of the reports which have 
passed under my observation. 

My failures were due in three instances to the fact that I expected 
too much from the operation and performed it when a hysterectomy 
should have been made. I believe that the uterus should be removed 
with the appendages when it is extensively diseased and much increased 
in size. The adhesions will almost inrnriably stretch and permit the 
organ to fall backward and downward when this condition exists. This 
is well shown in Plate X. In this case the abdomen was opened nine 
months before the patient came to rne1 by another surgeou 1 who broke 
up the adhesions, left the appendages uumolestecl 1 and attached the 
uterus in front. In three months she was worse than before the 
operation. On opening the abdomen the second time the fundus was 
found in the hollow of the sacrurn 1 with the right ovary enlarged and 
fast at the bottom of the Douglas cul-de-sac. The adhesion (a ) was 
six inches long, not thicker than a knitting needle, and extended 
from the fundus to a point just above the bladder. It is evident that 
if the uterus was to be saved in this case the appendages should have 
been removed and the small fibrous tumors projecting from its walls 
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enucleated. Had this been doue I am inclined to believe that the 

operation would have been a success. I deemed it wi!;e to remove the 
uterus with the appendages and the patient conrnlesced uninterruptedly 1 

though she remains a physical wreck because of the opium habit. 
The fourth failure resulted from a severe fall four months following 

the operation, which tore the uterus from its attachment in front. 
The six cases which I classify under the head of "greatly improved" 

were immeasurably benefited by the operation, but not entirely relieved. 
In four I think that the succeeding prolapse, which was the ch ief 
trouble, was due to the fact that the abdominal sutures were passed too 

low down in the abdominal wound My experience leads me to believe 
that these sutures should be passed some distance above the reflection 
of the peritoneum upon the bladder, so that the uterus is left well 

elevated. 
In the remaining two cases I attributed the prolapse to the fact that 

the pelvic floor should have been repaired before the operation from 
above was made. Both have been greatly relieved by subsequent opera
tions from below. 

Noble* reports one case of powerless labor and two of obstructed 
labor, caused by ventral fixation. In one case labor was obstructed by a 

tumor at the superior strait, consisting of the imprisoned and hyper
trophied fundus and anterior wall of the uterus. The Porro-Cresariau 
operation was necessary. 

VAGINAL FIXATION OF THE U1'ERUS . 

Duerssen, Mackenroth, A. :\Iartin, Pratt, and others have practised 
vaginal fixation of the uterus for retrodisplacement. \\·ith more or less 

success. The operation is made as follows: A short transverse incision 
is made just above the cervix, and a long one, extending from the neck 
of the bladder to this, is made in the median line of the anterior vaginal 
wall. The bladder is separated from the cervix as far as the reflection 
of the peritoneum, and from the Yagina on either side of the median 

incision. The peritoneum is stripped from the anterior uterine wall as 
high as possible. when the fund us is anteverted by means of a tenaculum 

or provisional traction sutures placed higher and higher towards its 
fundus The fundus is then stitched to the anterior vaginal wall by 

chromacized or silkworm gut sutures, which also close the ,·aginal 
wound. A pessary is introduced and the usual after-treatment appli
cable to all plastic operations observed. 

* Am. Gyne. and Obs. Journal, Nov., 1896 



PLATE X. 

l'Ti~Rl"S AND .-\1-'PEND.\GES RE'.\IO\"ED RY \"AGINO-AHDQ:\llNAI, :'1Ir:T110D. Se\·t:ral 

:-;mall Fibroids iu Fundal walls. (a ) Attenuated adhe-;ion six inches long re
<,ulting from ,·entral fixation nine months previously. ( l/"ood ). 
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Dr. E. P. Nourse} of Indiana. has recently made a suggestion in the 
American journal ef Obstetrics which desen·es more than passing notice. 
In either forward or backward displacements he recommends that the 
cervix be first incised on either side the vaginal juncture; in retro· 
displacements the anterior lip is put upon the stretch while the cen•ical 
sutures are being passed; in forward displacements, the posterior. I 
have in several trachelorrhaphies applied this principle where there 
existed displacement, with good results. My former assistant, Dr. C. 
A. Hall, reports three successful cases operated upon by this method, 
in the January, 1897. number of the journal ef Orijicial Sur._rrerJ'· 

Experience thus far has proved that ventral fixation does not seriously 
interfere with pregnancy, though it does sometimes precipitate an abor
tion. In a few instances irritation of the bladder has persisted for 
several weeks, but it has invariably passed away in time. 

\Vhenever abdominal section is made for other purposes, and the 
uterus is found retrodisplaced, it should be fixed to the anterior ab· 
domiual wall before the abdomen is closed. 

\Vylie, of New York, shortens the round ligaments within the ab
domen for the purpose of O\·ercomiug retrodisplacements. He folds 
these structures upon themselves, and at their middle portion, some dis
tance from the uterus, sutures them, first scraping the peritoneum be
tween the folded surfaces. Bode, of Dresden, transfixes the round 
ligaments near the internal abdominal ring with a needle threaded with 
aseptic silk. H e then passes the needle through the corresponding 
uterine cornu at the insertion of the ligaments. After the two liga
tures are tied the ligaments are shortened to an extent corresponding 
to the distance between the two knots. Polk bri11gs the round liga
ments together in the form of an X above the bladder, securing them 
in this position with sutures. Dudley folds the round ligaments in 
front of the uterus and stitches them to its anterior surface by silk 
sutures, after denuding the approximated peritoneal surfaces. All of 
these operations O\·ercome the displacement by shortening the round 
ligaments, as does the Alexander. The general ,·erdict is that none of 
these methods is as satisfactory and permanent in results as is ,·entral 
fixation, though time may modify this opinion. 

Abdominal hysterorrhaphy without laparotomy, as formerly prac
tised by Kalteubach, Howard A. Kelly, Roux, and others, has justly 
fallen into disrepute. The operation is infinitely more dangerous than is 
laparotomy for the same purpose. By it there is great danger of injur
ing the intestines, as an example furnished by Roux emphatically 
demonstrates. This operator, feeling some misgivings at the moment 
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of passing the needle, opened the abdomen and found that a loop of in
testine would have been penetrated had he persisted. 

lliustrali-ve Cases. 

CASE I.-Relroi,ersion of tlze Uterus wit Ii Procidcntia of /he Second De
gree; Peri11eorrhap!ry a.ud Gastro-Hyslerorrhaph;1; Rccoz1er;1.-Patieut, 
ret. 36. Referred to me by Dr. L. T. Vau Horn, of Rives Junction, 
Michigan. Married for fourteen years. Had had two children. Uterine 
trouble dated back to the birth of first child. She had au operation some 
years previously upon the cervix and perineum 1 but the newly made 
perineum was of the most superficial character and was absolutely use
less, although its antero-posterior diameter measured at least two inches. 
There was constant soreness in the back with a great deal of pain in the 
left ovarian region. She described this pain-as being of a pressing sen
sation, as though there were a ball pressing against the pelvis. The 
menses were quite regular, but exceedingly painful. She also suffered 
greatly from headache. 

PlzJ'Sical Examinatiou.-Theos rested upon the perineum, the uterus 
was retroflexed, and the left ovary was beneath the fundus. 

The patient was placed upon the operating table November 1 r, 1892. 
The perineum was first repaired by the author's method and a large 
retro\'ersion Hodge pessary placed in the vagiua. The abdomen was 
then opened, the appendages removed, and the fundus stitched with 
two wire sutures to the anterior abdominal wal l. No drainage was 
introduced. The abdominal walls were at least four inches thick and 
some difficulty was experienced in passing the sutures. The patient 
convalesced nicely and returned to her home on December 24th. She 
is now (six months after the operation) quite well. 

CASE IL-Obstinate Retroflexion of lite Uterus zuitli Cystic Degenera
tion and Prolapse of the Rig!tt Ovary; Gastro-Hj,sterorrllaplly a11d Sal
pingo-oOphorectomy; RecoveJJ'.-Patient, ret. 24. Referred to me by 
Dr. Walker, of Salem, Michigan. For three years she had been almost 
entirely incapacitated for all work because of a constant distress and 
bearing-down sensation in the pelvic region, which completely unnerved 
her. I found upon digital examination retroflexion of the uterus, with 
prolapse of the right ovary, which was evidently greatly enlarged . 
The patient was placed under palliative treatment for three months, 
but in spite of every effort I could not keep the ovary out of the cul
de-sac, where it was constantly squeezed and irritated. She very will
ingly consented, as a final resort, to abdominal section. 

On February 1, 1892, the abdomen was opened and the right ovary, 
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which was four or five times its normal size, removed. The fundus 
was stitched to the anterior abdominal wall in the usual way. The left 
O\·arr was not enlarged, though it was attached to the floor of the pelvis 
by adhesions. These were broken up and the appendages of the left 
side left intact. This was done at the urgent request of the patient, 
who was about to be married and desired very much to have children. 
The abdomen was closed without drainage. 

The temperature reached IOI ° F. on the morning of the second day, 
and there was evidently a slight localized peritouitis; but under a saline 
cathartic and bryonia this quick ly subsided, and the convalescence was 
rapid and complete. She returned to her business, and is now doing 
with perfect ease the work of a milliner. 

CASE III -Intradahle Dysmenorrlzea following Ovariotomy for the 
Remo·val of a Large 0l'ar£an C;1sl; Retroflexion; OOplwrectomy and 
Gaslro~Hysterorrlwpltj1; Recove1y.-Patient, ret. 38 Referred to me 
by Dr. S. S. Moffatt, of Washington, D. C. Married; sterile. Had 
been a victim of dysmenorrhea from girlhood. Four years previously 
to consulting me she underwent au operation for the remo\·al of a large 
ovarian cyst. She did not convalesce well, and there was left behind a 
distressing hernia of the abdominal wound. The dysmenorrhea became 
more marked after the removal of the cyst. 

Dr. 1\Ioffatt had exhausted all ordinary measures to overcome the 
dysmenorrhea. I therefore reopened the abdomen in January, 1891, 
removed the appendages of the opposite side, and stitched the uterus to 
the anterior abdominal wall. The scar tissue of the old wound was 
entirely removed and, owing to the thickness of the abdomiual walls, 
wire te11sion sutures were introduced. The wound was then closed 
with silk sutures. The patient was exceedingly nervous and her.mental 
condition closely bordered ou insanity. She made a somewhat tedious 
convalescence, but finally recovered. There have been no signs of men
struation since the operation and the uterus remains permanently fixed 
in front. 

CASE IV.-Gonorrheal Salpingilis; Ventral Fixation of Uterus.
Mrs. P., ret. 28. Referred to me by Prof. George H . Quay, of Cleve
land. Very fleshy; suffered from pelvic distress and pain during the 
previous eight years. She came to me first for au abscess of the vulvo
\·aginal glands. Examination under ether. The uterus was fixed and 
the appendages adherent. Laparotomy in March, 1896. Treudelen
berg posture. The appendages were dug from inflammatory exudates, 
aud the uterus fixed i11 front with two silk ligatures. The abdominal 
wound was closed with silk. She was delirious for several days follow-

39 
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ing the operation; otherwise the convalescence was uninterrupted and 
complete. 

CASE V.-Gaslro·Hj 1slerorr!tapli;1 for Retroflexion. ·with. Ad/1esions.-
1\Irs. S., cet. 23. Referred to me by Dr. F. F. Schneerer1 of Norwalk, 
0. Had been married for three years; never pregnant. Dysmenor
rhea very severe since she began to menstruate, but much worse since 
marriage. Uterus was retroflex~d, prolapsed and adherent. 

On June 15th the uterus was dilated, curetted, and packed with gauze. 
The abdomen was then opened, the adhesions broken up, and the uterus 
fixed in front with two chromacized catgut sutures. The abdomen 
was then closed in the usual way with three successive rows of catgut. 

The patient convalesced uninterruptedly, and on the tenth day men
struated with almost no pain 1 and has been comparatively free from 
pain since. She writes me under date of November 25, 1897, that she 
is pregnant and expects to be confined in December. Gestation has 
been perfectly normal in every way. 



CH APTER XXXVII. 

DISPLACEMENTS OF THE UTERUS.-( Continu ed .) 

Lateral displacement of the uterus is trequeutly associated with the 
forms studied in the preceding chapter, and when slight is of no con
sequence. As has been shown, sl ight lateral version, because of the 
position of the rectum, is physiological. Pathologically it results, in 

FIG. 166. 

UTERO- \'AGIN AL PROLAPSE. 

nearly all instances, from inflammatory exudates in one or the other 
broad ligament, or from tumors within the pelvis. The treatment, 
therefore, should be directed to the condition giving rise to the dis
placement. 

PROLAPSE OF THE UTERUS. 

It is customary to speak of three degrees of prolapse or descent of 
the uterus. In the first degree the organ is somewhat lower in the 
pelvis than normal, though its axis corresponds to the plane of the 
inlet. 

In the second degree the cervix reaches the ostimn vaginre and the 
axis of the uterus corresponds to the pelvic mid-plane. 

603 



A TEXT-BOOK OF GYNECOLOGY. 

Io the tliird degree the uterus is wholly or in part outside of the 
vagina, and its axis corresponds to that of the pekic outlet. This is 

known as complete procidentia (Fig. 166 and Plate XI). 

FIG. 167. 

CO~lPLETE PROI.APSE OF THE BLADDER, UTJrnus, AND RECTUM. 

(a) Left labium; (b) edge of left vaginal wall, which bas been cut away to expose 
(r) uterus, and (d) bladder; (e) anus, through which the rectum (b) pro
trndes for over two inches. The ovaries aud broad ligaments are stretched and 
brought down to the level of the external labia, but are healthy in structure. 
The greater part of the bladder has been carried downward beyond the labia, 
together with the inverted anterior wall of the vagina. The patient had bel'!n 
thus diseased for many years. (.l!useum R C. S Photographed by the 
Auf/10r.) 

Etiology .-Anything that tends to weaken or destroy any of the 
natural uterine supports will predispose to prolapsus uteri. Of the 
various causes, parturition is unquestionably the most important. The 
imperfect involution of the organ lea\'es it heavy and congested. The 
uterine ligaments likewise undergo imperfect involution and are, conse
quently, easily stretched. Added to these there is frequent relaxation 
and injury of the pelvic floor and fascia=, which weakens the support from 



PLATE X I. 

COMPLETE PROCIDENTIA OF THE UTER US WITH U LCERAT ION OF THE CERVIX. ( lf'ood. ) 
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below. If, in this condition, muscular exercise is excessive, the organ 
is crowded more and more toward the pelvic outlet, and backward, until 
finally it makes its appearance externally. The mechanism is the same 
in nulliparre when from any cause the connective tissue surrounding 
the uterus and vagina becomes relaxed. The rectum, bladder, and 
vagina may be prolapsed with the uterus, giving r!se to rectocele and 
cystocele (Fig. 16;). 

FIG. t68. 

COMPLETE PROCIDl~NTIA or~ THE UTERUS, VAGINA, AND BLADDER. (Wood.) 
(P) Pubes; (c) cervix; (e ) enterocele. The cul-de-sac of Douglas is filled with 

intestine. From a patient aged 67. 

The usual form of complete procidentia is shown in Fig. c68. 
General feebleness of tissue and senility also tend to produce pro

cidentia. The displacement is much more common in elderly women. 
It is often secondary to vaginal prolapse; this gives rise to straining dur
ing stool and micturition 1 which tends to increase the uterine prolapse. 

So long as the fundus of the uterus remains directed to the front, 
intra-abdominal pressure fends to force it fon\lard. \Vben, however, 
the axis of the uterus corresponds to that of the vagina, intra-abdominal 
pressure acts continuously to force it from the vaginal orifice. The 
uterus must therefore be retrodisplaced before complete procidentia can 
occur. 



606 A TEXT-BOOK OF GYNECOLOGY. 

Pathology .-Structural changes are usually associated with the pro
lapsed organ. The cervical mucous membrane is everted and erosions 
and even extensive ulceration from friction are of frequent occurrence. 
Eudometritis, with metritis and hypertrophy, exists in nearly all instan
ces. The vagina becomes markedly hypertrophied in complete proci
dentia and its cavity may be entirely lost by the eversion. Its rugre are 
destroyed, and from long exposure to friction its epithelial layer be
comes so thickened as to resemble true skin. There is, even in de
sceusus of the first and second degrees, more or less prolapse of the 
anterior and posterior vaginal walls, with resultant rectocele, cystocele1 

and sometimes urethrocele. The uterine appendages are necessarily 
carried downward with the uterus and 1 not infrequently, are inflamed. 

Symptoms.-These will depend upon the degree of the prolapse 
and upon the complicating factors. The most frequent subjective 
symptom is a bearing-down sensation . If the uterus presents extern
ally the patient will herself suspect the cause of the trouble. Difficult 
or painful micturitiou is an early and often a prominent symptom, 
though, strangely enough, in some cases of complete procidentia mic
turitiou is not especially difficult. There is likewise more or less rectal 
irritation. The descent is increased upon assuming the erect posture, 
and if the procidentia is of the first or of the second degree it is relieved 
by lying down. Menstrual disturbances in women who have not passed 
the menopause are not necessarily very great 1 though menorrhagia may 
be troublesome. \Valking is interfered with and the general distress 
is aggravated by muscular exertion, especially lifting. 

Should the displacement occur suddenly, as a result of severe mus
cular exertion or a fall, which is rarely the case, the symptoms of shock 
and pressure may be most marked. 

The physical signs are pronounced. Upon vaginal examination the 
uterus will be found either low down in the vagina or completely pro
truding from it. The degree of prolapse can best be determined by 
completing the examination in the erect posture. The uterus is usually 
increased in length. Prolapsus uteri will have to be differentiated from-

Inversion and polypus; 
Rectocele; 
Cystocele; 
Hypertrophic elongation of the cervix . 

Inversion and Po(ypus.- In in version of the uterus the os cannot be 
found, and the bimanual will show absence of the fuudus above. 



PLATE XII. 

l"TERL'S !-i ll OW:-< l ~ Pl.ATE Xl. Rl:;MOVED BY TllE PRATT l\IJn'llOD. 

TROPHIC B 1.oxG.\TIOK OF CER n x. I Wood ). 
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In polypus the uterus will be found above and, unless adhesions exist, 
can be penetrated with the sound.* 

Recloceie.-Tbis is nearly ahrnys associated with uterine prolapse. 
A degree of rectocele sufficiently marked to simulate complete proci
dentia is of exceedingly rare occurrence. The uterus will be found 
above the rectocele. The tumor can be penetrated per rectum, either 
with the finger or the sound. · 

Cystocele.-A sound introduced into the bladder will penetrate the 
tumor. The uterus is found above. 

Hypertropllic Elongation of !lie Cervix.-The uterine cavity is greatly 
increased in length and the bimanual will show the fuudus iu its normal 
position. 

DIVISION OF THE CI.;RVIX INTO \"AGINAL, INTERMEDIATE, ANO SUPRA· 

VAGINAL POR'l'IONS. (Schroeder.) 

a. a. Vaginal portion; b. b. Intermediate portion; c. c. Supravaginal portion; 
P. Peritoneal ca\'ity; Bl. Bladder. 

Prolapsus may be associated with hypertrophy of the cervix . Tbe 
cervix is anatomically divided into three portions-the vaginal, inter
mediate, and supravaginal (Fig. 169) . If the hypertrophy is confined 
to the vaginal portion it is usually congenital, when the cervix projects 
into or from the vagina without disturbing either the bladder or the 

*I once removed a soft myomatous tumor springing from the cervix which pro· 
jected into the vagina and which was as large as a fetal head (11/edical Counselor, 
Vol. xi. p. 1 r6). Adhesions bad obliterated the cervical canal and at the most con· 
vex portioh of the tumor there was an opening corresponding \'ery closely to the 
external os. After breaking down the adhesions under ether, the sound passed 
into the uterine cavity for nearly five inches, so that the diagnosis was made 
certain. The confusion, however, without the anesthetic, was very great. 
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rectum. When the intermediate portion is invoked it drags down with 

it the anterior vaginal wall and bladder without disturbing the posterior. 

When, however, the hypertrophy begins in the supra vag inal portion 
it implicates both the anterior and posterior vaginal walls as well as the 

bladder. These facts must be borne in mind in operating for elonga
tion of the cervix, care being observed not to open either the bladder 

or the pouch of Douglas. In Figs. 170 and 1 72 the bladder is but 
slightly displaced, though in Fig. 1 ;o the cul-de-sac of Douglas is on 
a level with the anus. This can only be explained on the theory that 

posteriorlv the hypertrophy began ( in Fig. 170) in the supra vaginal por
tion of the cervix, whereas in front it began in the infravaginal portion. 

FIG. 170. 

A vertical section of the female viscera showing hypertrnphic elongation of the cer
vix uteri with e\'ersion of the vagina and descent of Douglas' pouch to the 

level of the anus. The peritoneal surface of the body of the uterus is covered 
with fibrous membrane, the result of peritonitis, and in its anterior wall are 
three small myomatous tumors. (/l fuscum N. C. S. P!tolograp!ted by tlte 
Author.) 
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Prognosis .-This will depend upon the degree of the prolapse, the 
age of the patient, and the existing complications. Usually the condi
tion becomes more and more aggravated as time goes on unless opera
tive interference is resorted to. Prolapse of the first or of the second 
degree may be overcome by properly fitted pessaries. \\rhen, how
ever, procidentia becomes complete a cure is rarely accomplished 
by palliative measures, although the patient may be made more com
fortable by them. In nearly all cases, except when the patient is very 
old and complete procidentia has existed for a long time, a cure is pos
sible by proper surgical interfereuce. 

Treatment.-An effort should first be made to remove the cause 01 

causes of the displacement. The treatment, therefore 1 should be di
rected to chronic metritis or endornetritis, if these affections exist; or 
to the reparation of existing tears of the cervix or injuries of the pelvic 
floor. All clothing should be suspended from the shoulders in order to 
reduce intra-abdominal pressure to the minimum. If the abdomen is 
pendulous the patient should wear an abdominal supporter. The 
bowels and bladder slioulcl likewise receive attention. Excessive 

FIG. 171 

MARCKWALD'S i\IETHOD OF AMPUTATING TllE Cr:R\TX IN HVPERTROPHV, 

(Scltroeder.) 

muscular exertion is, of course 1 injurious. The genu-pectoral posture 
will afford much relief, bringing rest to the uterine supports. When 
the uterus can be got into the yagina, astringents, such as the satu
rated solution of alum, or powdered tannin sprinkled upon glycerin 
tampons, will do much good. 

If hypertrophic elongation of the cervix exists the lips should be 
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amputated according to the method of /llarckwald (Fig. 171) . This 
is done by splitting the cervix laterally and excising a wedge-shaped 
mass from each lip, after which the vaginal and cervical mucous mem
branes of each lip are stitched together with interrupted catgut or silver 
wire sutures. Hegar removes the tissues by a circular amputation, and 
attaches the vaginal to the cervical mucous membrane with a circular 
row of interrupted sutures. The bladder must be previously located 
by means of a sound. Care must also be obsen-ed not to injure the 
rectum or pouch of Douglas. 

Fie. 

HVPF.RTROPHIC Et.ON'CATION' OF THE CER\'IX WITH PROLAPSE. 

A median vertical section of pekic oqp111s of an adult female. The cen·ix uteri 
is much hypertrophied and elongated The vagina is prolapsed, being com
pletely everted. In descending with the vagina the uterus has drawn down its 
peritoneal im,estmeuts. The walls of the bladder are thickened. {ilfuseum 
R. C. S. Plwlograp!ted by lite Attl!tor) 

Some difficulty may be experienced in replacing the uterus in com
plete procidentia. Before attempting to do so the rectum and bladder 
should be emptied. If necessary the patient can be placed in the genu
pectoral posture, when pressure upon the cervix is made and the pro · 
lapsed uterus pushed upward. Too much force should not be exerted, 
especially in elderly women, as there is danger of producing sloughing. 
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In many instances the reduction requires fifteen or twenty minutes for 
its completion. 

After the uterus is reduced an attempt should be made to sustain it 
in its normal position by a pessary. Slight cases of procidentia are 
frequently associated with more or less retrodisplacement and may be 
corrected by a Hodge pessary, or one of its modifications. If the 

FIG. 173. 

INFLATED $Or"T RUBBER 

PESSARY. 

FIG. 174. 

INFLATED BAr.l, PESSARY. 

FIG. 175. 

THOMAS' CUTTER'S CtJp PESSARY FOR PROLAPSE. 

rectocele and cystocele are at all marked, Greeuhalgh's pessary with 
trans\·erse bars is preferable to the ordinary form. \Vhen this instru
ment cannot be retained relief may be afforded by an inflated soft ruhber 
pessary (Figs. 173 and Ii4 ) . These act by distending the vagina; hence 
as time goes on a larger instrument will be required. Any pessary which 
sustains the parts by simply distending the vagina is objectionable. 
Nevertheless, e\'ery now and then cases will be met with where opera
tive interference is impracticable, when much relief may be obtained 
from the use of instruments of this kind. \.Vhen the sustaining power 
of the pelvic floor is entirely destroyed some form of vaginal stem pes
sary is ordinarily preferable to elastic or air pessaries. Of these 
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Thomas' modification of Cutter's cup pessary (Fig. 175) is one of the 
best. Fig. 176 shows Babcock's silver stem uterine supporter in position 1 

which acts on the same principle. The Mackintosh uterine supporters 

FIC. 176. 

BABCOCK'S UTERINE STEM PESSARY. 

have also been much used for this purpose. Any form of vaginal stem 
pessary should be removed at night while the patient is in the recum
bent posture, and she should be instructed how to reintroduce the instru
ment upon arising. 

In all instances where the patient cannot tolerate a pessary, much 
relief will be experienced by sustaining the parts by properly applied 
tampons medicated with some astringent sol ution, or with powdered 
tannin. .. 

Operative Interference.-The various operations for uterine pro
lapse have for their object the restoration of the pelvic floor and peri
neum and the narrowing of the vagina by anterior and posterior colpor
rhaphy. After these operations are done it may be necessary to fix the 
uterus from above to the anterior abdominal wall. These \·arious 
operations are described in Chapter Lii. Episeiorr/1aphy alone is now 
rarely resorted to for procidentia. In most instances where entire 
reliance is placed upon it for the purpose of keeping the uterus 
within the vagina 1 prolapse again takes place. 

Dr. F.. C. Dudley has recently described * a new operation for pro
lapse which he terms lateral el_ytrorrllap!ty. The operation is performed 
by placing the patient in the Sims posture and holding the cervix well 
back by means of a suture which attaches the posterior lip to the lip of 
the intenrnl blade of the speculum, a hole being made in the latter for 
that purpose. A semicircular denudation, one-third of an inch wide, is 

* American Journal of Obstetrics, December, 1894. 



DISPLACF.MENTS OF THE UTERUS-CONTINUED. 613 

then made OD the \·aginal wall OD either side of the cer\'ix, their coD
cadty looking towards the cervix. These are closed upon themselves 
by passing silkworm gut sutures through their long diameter. Next, a 
strip, one-fourth of an inch wide, is denuded along each lateral sulcus, 
which extend from the lower point of the former denudation to either 
side of the orifice of the urethra. These are closed by a series of inter
rupted sutures which are passed obliquely from without inwards. \\Then 
the sutures thus placed are tied the anterior vaginal wall is made to slide 
upward and backward on the posterior. The result of the operation is 
to hold the cervix backward and the fund us forward, while the existing 
relaxation of the vaginal walls is overcome. If the perineum is also 
injured it can be repaired by one of the recognized methods. 

Dudley reports uniformly good results from the operation. It has 
not, however, been very warmly endorsed by the profession, which is 
possibly accounted for by its somewhat complicated technique. 

Le Fort bas also devised an ingenious operation for keeping the 
uterus within the vagina. It consists in remoYing a Yertical strip of 
mucous membrane of varying width from opJX>site \·aginal walls and 
stitching the vivified surfaces together. 

Gaslro-!tyslerorr/Jaj;liy, supplemented if necessary by an operation on 
the perineum, vagina, and cervix, may be done when hysterectomy is 
not advisable. It is especially indicated if the prolapse is complicated 
with abdominal tumors which in themselves justify laparotomy. 

As a fi11al resort, especially in women who have passed the meno
pause, the uterus may be removed. Since the technique of vaginal 
hysterectomy has been improved upon the vaginal walls can be kept 
from prolapsing. Pratt's bloodless method is especially applicable to 
this condition ( v. Chapter XLII) . After the uterus is removed the 
stumps of the broad ligaments should be secured in the yaginal wound 
and the peldc floor restored from below. Auterior and posterior col
porrhaphy can be done at the same sitting, or subsequently, if neces
sary. Three years ago I operated in this way on a woman sixty-6\·e 
years old whose uterus had been down into the world for twenty-one 
years, and who had a tear through the recto-vaginal septum two inches 
in depth. The rent in the septum was restored by flap-splitting at the 
time the uterus was removed. The patient convalesced nicely and has 
perfect control of the sphincter muscle. 

The case shown in Plates XI and XII was dealt with in the same way. 
The patient had suffered from complete procidentia for ten years. The 
uterus was removed on February 25, 1897, by the Pratt method. The 
pelvic floor was completely relaxed, and was repaireJ at the same sit-



ting by the flap-splitting method. The stumps of the broad ligarneuts 
were stitched into the vaginal wound with chromacized catgut sutures. 
The peritoneum in front aud behind was also stitched to the vaginal 
mucous membrane. There was almost no shock attending the opera
tion, and the patient has made a complete and perfect recm·ery. 

Prolapse of lite rectum, while not distinctly a gynecological affection, 
may be associated with uterine prolapse (Fig. 167); or it may occur 
independently. Tile following case is so unique that I desire to record 
it under this head. Miss--, ret. 34. She bad had prolapse of the 
rectum since four years of age, and 1 although an educated woman, 
supposed for years that it was the normal condition of girls and did not 
worry over the matter in the least. As time passed the procidentia 
became more and more marked, so that the bowel would come down for 
four or five inches at each defecation. It could only be returned by 
assuming the knee-chest posture and mechanically replacing it with the 
fingers. At times there was a good deal of hemorrhage, but strangely 
enough up to a few days before the operation she experienced no 
serious inconvenience other than a slight incontinence of feces and 
gas when the bowels were loose, notwithstanding that she was the 
principal of a large school and her duties were arduous Some three 
days previously to the operation, while sitting on a commode, she cut 
herself seriously, and had it not been for the timely arrival of her med~ 
ical attendant, Professor George S. Quay, she would have bled to death. 
Immediately after the above accident she was removed to the Huron 
Street Hospital and examined under ether. Six inches of the bowel 
was easily drawn into the world; it was intensely congested and the 
mucous membrane was enormously hypertrophied. At the upper limit 
of the prolapsed tissue there was a stricture through which the index 
finger could barely be passed. This stricture eYidently occurred during 
childhood from some inflammatory action, ::i.nd as the fecal matter de
scended from above it crowded the canal before it in such a way as to 
create the procidentia. I was sure, too, that the cul-de-sac of Douglas 
had descended ,-vi th the bowel, and that if an amputation were made at 
the upper limit of the prolapse I should penetrate the peritoneal caYity. 
However, I could see no other way to proceed except to make the radi
cal operation, and so, with great care lest the exaggerated Douglas 
pouch should contain a loop of small intestine, removed six inches of 
the gut close to the anal margin. The precaution was taken to secure 
the proximal end of the rectum with forceps before the tissues were en
tirely severed so that it might not slip beyond reach. 

After the amputation I found myself, as I expected would be the 
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case
1 

in the peritoneal cayity. Before securing the cut border of 
the rectum to the skin surface I removed a V·shaped mass from the 
posterior portion of the sphincter and brought the <lidded edges of the 
muscle together with buried sutures of chromacized catgut. Next, 
quilted sutures were passed, about one inch from the cut border1 into the 
rectum and brought out upon the skin surface at nearly the same dis· 
t::mce. Four of these were used. This is a suture I devised to sustain the 
cutaneous sutures in the American operation and which I described in 
full at the Denver meeting of the American Institute of Homcropathy. 
A good sized rubber drainage tube was passed into the peritoneal cavity 
in front of the gut and after the tension sutures were secured the cut 
end of the bowel was nicely approximated to the skin surface by meaus 
of a continuous chromacized catgut suture. The patient was removed 
from the table in good shape and convalesced uninterruptedly. She 
had complete control of the bowel from the first, which she did not 
have before the operation, and to·day, two years later, is perfectly well. 

This case is somewhat unique for the following reasons: First1 the 
degree of prolapse was much greater than is usually the case. Second, 
the long continued duration of the trouble before an operation was 
finally resorted to. Third, the manner in which the peritoneal mem· 
brane was carried down with the bowel, demonstrating most emphati
cally the necessity of exercising care in operating upon any form of 
procideutia of the rectum. And, finally, the manner in which the 
operation was performed. I devised the technique after the patient 
was placed upon the table and am not aware that just such a procedure 
has before been resorted to. I refer to the manner of securing the 
bowel with the tension sutures and to the method of overcoming the 
relaxation of the sphincter. At any rate 1 the results are all that can be 
wished for, and I hardly believe that the technique could have been im· 
pro,·ed upon in this particular case. As a matter of fact, I presumed, 
bdore making an examination under ether, that the condition was one 
of hemorrhoids, and was much surprised when I found that the bowel 
could be prolapsed for six inches. 

lN\'ERSIO~ OF THE UTERUS. 

The term 11 inversion" is applied to im·agination of the uterus on 
itself in such a way tbat the organ is turned inside out. The accident 
may occur suddenly, as after parturition 1 or it may be produced gradu· 
ally, the result of some intra·uterine growth. A \·ery large per cent. 
of the cases reported are directly traceable to labor and the puerperal 
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state. It is a rare accident, occurring but once in two hundred thou
sand cases of labor (~lontgomery ). 

Fie. 177. 

THE Sl£\'ERAL DEGREES OF 

INTRA· UTER INE IN\.ERSION 

Rr:PRESENTED SCHEMATI-

Fig. 177 shows, schematically, the several 
stages of uterine inversion, which may re
main partial or become complete. If com
plete, the im·erted fundus projects into the 
vagina, and often externally. The organ 
may become hard or remain soft and vascu
lar. If the cervical canal constricts the 
parts, congestion is usually marked and the 
constriction may give rise to gangrene and 
sloughing. The Fallopian tubes are drawn 
within the inverted cup and are more or less 
constricted by the upper peritoneal ring. 
Loops of intestiue may also find their way 
into the newly created cavity . Adhesions 
rarely form between the opposing peritoneal 
surfaces. 

If the uterus is not prolapsed the position 
of the bladder remains unaltered; should 
there be prolapse, a cystocele is formed. 

Etiology.-Inversion of the uterus may 
occur in any one of the following ways:-

1. The fund us is drawn down by im-
U, uterus; v, vagina. (Au- proper traction upon the cord during partu-

t.!ard and Devy.) rition. 

2. Prolapse of some part of the fundus is 
caused by degeneration of the walls of the uterus. This is made worse 
by uterine contractions and by pressure from above. The form of de
generation varies. Scanzoni believes it to be in most instances fatty. 
According to A. R. Simpson, sarcomatous degeneration is the most 
frequent form responsible for the accident. 

3. A polypoidal tumor, either malignant or uon-malignant , excites 
uterine contractions. The contractions force the tumor downward, 
dragging a portion of the fundus with it. The inversion may remain 
partial, the fuudus not escaping from the os externum; or it may 
completely dilate the cerdcal canal and pass into the rngina or escape 
externally (Figs. 178 and 179). 

4. Inversion from below upward may take place. Here there is first 
eversion of the cervix, when the lower part of the uterine body first 
passes into the cervical canal. This is the passive inversion of Mat-
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thews Duncan 1 and is produced by uterine iuertia and not by uterine 
contractions. Pressure from abO\·e, such as is made in Crede's method 
of extracting the placenta, may produce this form of im·ersion. 

FIG. 178. 

AN {;Nt:.\IPREG=---\'fl-:O IX\"ERTED L'TERUS, \\"!TR TUF. \'AGIXA, 0\"ARIES AND 
OTHER PARTS 

Bristles are placed in the uterine orifices of the Fallopian tube!>, which by the in
version of the uterus ba\·e come to open obliquely into the upper part of lhe 
vagina. Below is a polypus \\hich ,.,,·as attached to the fundus of the uterus at 
the rough spot now St>en on the side of the Fallopian tube. A ligature was 
applied near this attachment and it sloughed off' just before the patient died. 
(11/usemn R. C. S. P!tolograplzed by lite Aul/tor.) 

It will thus be seen that the factors tending to produce inversion are 
those which alter the consistence and structure of the uterine tissues. 
During parturition the organ is, of course, greatly enlarged and the 
cervix dilated, so that it is a very easy matter to drag the fundus down
ward by improper management of the third stage of labor. General 
debility and wasting diseases also act as predisposing causes. Severe 
muscular exercise and pressure from abo\·e may force the fundus into 
the uterine cavity. 

40 
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Symptoms.-If the inversion occurs suddenly during parturition 
the patient will complain of a feeling as though something had given 

FIG. 179. 

INVERSION OF THI-: 'flllRD DEGREE. 

way, followed by a bearing-down sensation in the pelvis. The hemor
rhage is usually severe. The large mass within the vagina interferes 
with micturition. Shock and even fatal collapse may result from the 
accident. If the condition is not corrected and the patient's life is 
spared, the symptoms of chronic inversion present themseh·es. These 
are variable. Usually hemorrhage, either in the form of menorrhagia 
or metrorrhagia, is the most prominent symptom; associated with the 
hemorrhage are pelvic pain and distress, difficult micturition and def
ecation, backache, painful locomotion, and the constitutional symptoms 
due to unnatural loss of blood. Leucorrhea is also a prominent 
symptom. 

Physical Signs.-\Vhen acute the large vascular fundus will be 
found in the yagina, while the hand externally will fail to locate, in 
its usual place, the hard contracted uterus. In its stead there will be 
found a trnncated body low down in the pelvis. 

In c!trouic cases there will be detected upon digital examination a 
. polypoidal body within the vagina which can be traced to the cervix; 

or if the inversion is associated with prolapse the fuudus will project 
from the vagina. If the inversion is not complete, the fund us not hav-
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ing escaped into the vagina, intra-uterine exploration will locate it 
within the uterus. In the event of complete eversion, the continuity 
of the tumor with the inner surface of the cervix will be noted. The 
uterine canal is much shortened and the sound will not penetrate it for 
more than an inch or an inch and a half. Occasionally adhesions form 
between the cervical canal aud the fundus 1 so that the latter cannot be 
penetrated by the sound. 

The bimanual is next practised. The fundus is not found in its 
normal position and, if the abdominal walls are not too thick, the 
characteristic depression can be detected. If the conditions are un
favorable for successful bimanual the absence of the fundus in its 
normal position may be determined by drawing the tumor within the 
vagina downward and examining per rectum. A sound now passed into 
the bladder will come in contact with the finger in the rectum, showing 
the absence of the uterus between the two. 

By careful examination of the tumor it is usually possible to locate 
tbe opening of the Fallopian tubes. 

The condition will have to be differentiated from prolapsus uteri and 
from hypertrophic elongation of the cervix ( p. 606 ) . 

Termination.-A spontaneous cure of uterine inversion is of rare oc
currence . Jewett reports* four spontaneous reductions in one hundred 
cases. Un less corrected the hemorrhage and discharge, together with 
the friction resulting from the unnatural location of the fundus within 
the vagina or externally, greatly prostrate the patient. There is con
stant danger of strangulation ·with consequent septicemia. 

Treatment.-An effort should be made to reinvert the uterus as 
soon as the accident is discovered. Immediately after delivery this is 
not usually difficult. The placenta should be completely detached and 
the fundus boldly pushed upward with one hand, while pressure is ex
erted from above with the other. The hand should remain in the 
uterine cavity until the uterus contracts firmly down upon it. 

In cases of long standing the treatment is much more difficult, 
although Audige records a case of thirty years ' duration in which a 
cure was accomplished. 

Au effort may be made to restore the fundus to its normal position 
by-

Manual reduction; 
Reduction by gradual compression; 
Taxis with instruments. 

* Am. ~ledico-Surg. Bull., Feb. 15, 1895. 
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Too much persistence should not be practised. Failing with these 
measures, especially in chronic cases, we are then justified in resorting 
either to amputation or \·aginal hysterectomy. 

Jlfanual Reduction.-After anesthesia the fundus is grasped with three 
fingers of one hand, while the other hand steadies the uterus through 
the abdominal wall. An attempt may be made either to reinvert the 
fundus en masse, or to reduce it gradually by inverting first one cornu 
and then the other . Courty makes, if necessary, several longitudinal 
incisions through the circular fibers of the cervix in order to overcome 
the contraction. He then exerts counter pressure upon the truncated 
end of the uterus with two fingers in the rectum, while the attempt is 
being made to reinvert the fundus. Tate, of Cincinnati, exerts also 
counter pressure through the dilated urethra, an unjustifiable procedure 
it seems to me. After the fundus is pushed into the uterine cavity 
Emmet advises closure of the cervix with sutures if the reduction is 
not complete. 

FIG. 1&>. 

\VHITE1S U'l'ERINE REPOSITOR. 

Reduction by Gradual Compression.-The patient is prepared by hot 
vaginal douches and rest in bed, in order to reduce congestion as much 
as possible. This preparation is also important before manual reduc
tion is attempted. Gradual pressure may be exerted by an air pessary 
(Fig. 174), by a cup stem pessary fixed on au abdominal belt, by a col
peurynter, or by tamponuement with iodoform gauze. Pozzi prefers the 
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latter method. He packs with some force long strips of gauze around 
and abO\·e the tumor. These are remm·ed eYery two or three days. 
The patient is kept in a horizontal position during the treatment. 
E\·acuation of the bowels and bladder should be carefully looked after. 
Pozzi maintains that this treatment will accomplish all that can be done 
by other methods of gradual compression, and that it possesses the ad
vantages of being simple and safe. No special instrument is required. 

Taxis wil!t lnstmments.-Special repositors have been devised for the 
purpose of exerting taxis. Fig. 180 represents \Vhite's repositor. It 
consists of a staff with a soft rubber cup attached to one extremity, 
which fits over the fuudus, and a spiral spring attached to the other, 
which is applied against the chest of the operator. This instrument is 
useful, but long-continued pressure by it is liable to produce sloughing. 
Thomas' method of opening the abdomen and dilating the cen·ical 
ring with an instrument similar to a glove-stretcher is no longer recom
mended. J. M. Baldy,* of Philadelphia, says that he has seen the ab
domen opened, the cervix' dilated with dilators, and traction exerted 
from above with a stout cord passed through the fundus into the vagina, 
without avail. He, therefore, considers all of these methods distinctly 
illogical and dangerous, and believes they should be set aside in favor 
of the safer method of vaginal hysterectomy after a reasonable attempt 
has been made to overcome the inversion with the vaginal tampon. 

Of the radical operations, the inverted funclus may be amputated, or 
the entire uterus removed by vaginal hysterectomy. The choice be
tween amputation and hysterectomy will depend upon circumstances. 
As a general rule I think vaginal hysterectomy 1 as uow practised, is 
the preferable operation. If the fund us is in the way, the cervix can 
first be secured in an elastic ligature, by which means hemorrhage is 
controlled, and the tissues below amputated. This step will enable the 
operator to remove the cervix and secure the broad ligaments with but 
little difficulty. 

If simple amputation be resorted to, care must be observed not to per
mit the stump to retract into the abdominal cavity. An elastic ligature 
is thrown about the neck of the tumor, below which two or three wire 
sutures are made to transfix the cen•ix antero-posteriorly . The uterus 
is then remO\·ed half an inch below the sutures and the bleeding points 
of the stump secured with catgut. The edges of the wound are next 
approximated with the wire sutures previously passed. These are left 
long enough to project from the vagina, so as to prevent retraction of 

* 1\Iedical and Surgical Reporter, July 25, 1891. 
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the stump. Superficial sutures may be placed between the deeper ones 
if necessary to insure perfect coaptation of the mucous membrane cov
ering the stump. The elastic ligature is removed after the wire sutures 
are secured . This method is preferable to amputation by the ecraseur. 
As a precautionary measure it might be well to apply the elastic liga
ture while the patient is in the Trendelenberg posture so that the in
testines, should a loop be in the truncated cadty of the fundus, may 
not be caught in the ligature and injured. 



CHAPTER XXXVIII. 

MYOFIBR OMATA OF THE U TERUS. 

Definition.-Myofibromata of the uterus are the result of localized 
hypertrophy, from increased nutritive activity of the uterine muscular 
and connective tissue. They are composed of both connective tissue 
and muscular elements, and are, therefore, both fibrornatous and myo
matous in character. The fibrous and muscular tissue rarely exist in 
equal proportions, the one or the other preponderating. In by far tbe 
larger number of cases the fibrous tissue is in excess, and for this 
reason, until a few years ago, they were classified by all writers under 
the head of fibromata. Senn maintains* that all fibrous tumors con
taining muscular fibers should be classified with the myornata and not 
with the fibromata, "as the muscle fibers constitute, from a hystogeuic 
standpoint, the essential part of the tumor." I think that the term 
myofibroma more clearly defines the nature of these growths. 

P ath ology.-Wheu first formed, they consist largely of muscular 
fibers of the non -striped variety, and are simply outgrowths from pre
ex ist ing muscle tissue. Kleiuwachter (Der Frauenarlz , Berlin, Sept., 
1894) claims that myomata are originally developed from the muscular 
coats of the arteries of the uterus; Virchow traces their origin to hyper
plasia of existing muscular fibers; and Runge to round indifferent 
cells. R ickert states that there is strong reason to believe that uterine 
myomata are of embryonic origin. Ricker believes with Coblenz that 
relics of the Wolffian duct are decidedly to be found in the uterine wall; 
and that all myomata originally arise from " some abnormal growth of 
muscle around the \Volffian duct in the uterine wall, or around the 
epithelial debris from the .Miillerian duct-relics which may even be 
distinct diverticula not entirely effaced after the fusion of that duct 
with its fellow to form the uterus.'' 

Embedded in the stroma of non-striped muscle tissue are glands lined 
with ciliated columnar epithelium similar to the epithelium found in the 
uterine glands. As time goes on these growths usually undergo fibrous 

* Pathology and Surgical Treatment of Tumors, p. 478. 
t Virchow's Archiv., \'ol. cxii., Nov., 1895. 
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transformation, the fibrous tissue de\·eloping at the expense of the 
muscular, although rarely, if ever1 supplanting it entirely. \\'hen the 
muscular tissue preponderates the tumors are usually yery ,·ascttlar and 
contain large sinuses ( telangeiectasis) . After undergoing fibrous 
changes, the vessels are surrounded by a mass of fibrous tissue which 
has a tendency to obliterate them ( Gibbes) . 

Varieties.-In the beginning all fibroid tumors are located in the 
walls of the uterus, and are, therefore, interstitial or intramural (Fig. 

Frc. 181. 

DIAGRA:\I SHOWING THE IlEGIN::>;ING OF \;TERINE l\IVOFlHROMATA AND THEIR 

::\IODE OF' GROWTH. (Au<.•ard.) 

A. Interstitial tumor, which remains iuterstitial ( 1, 2, 3, 4 ). B. Tumor, which was 
at the beginning interstitial, but which has developed in the directiou of the 
peritoneum, becoming gradually transfonued into a pedunculated sub
peritoneal tumor, B'. C. Tumor, which was al the beginning interstitial, but 
which has developed in the direction of the uterine ca,,ity, becoming gradu
ally transformed into a submucous polypus, C1 • 

181). They may grow either toward the peritoneal cavity, becoming 
subserous ( Plate XIII. and XIV.); toward the uterine cavity, becom
ing submucous (Plate XV. ) ; or into the folds of one or both broad 
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ligaments, becoming intraligamentary ( Plate XYI. ) . Hence, clinically, 
four \·aricties are disti11guished~interstitial 1 subserous, submucous and 
intraligamentous. The tumor may, howeyer, remain indefinitely in the 
walls of the uterus, assuming large dimensions. Should it approach 
either the serous CO\·ering of the uterus or its mucous linmg, the sur
rounding parenchyma will be excited by its presence and the resulting 

Fie 182. 

A uterus in the walls of which ar<! eight or nine large myomatous tumors. The 
tumor cut open!is imbedded in the posterior wall of the womb. (llfuseum R. 
C. S. P!tolographcd bJ• Ille Aul/tor.) 

contractions will force it still farther toward the abdominal or the uter
ine cavity, as the case may be. Later, the broad base is often converted 
iuto a slender pedicle, producing the so-called pedunculated subserous 



626 A TEXT-BOOK OF GYNECOLOGY. 

or the pedunculated subrnucous fibroid, as the case may be. The last
named condition constitutes a fibrous polypus. ( v. Chapter XL. ) 

Number, Size, and Locafion.-The number of myofibromata varies 
greatly-from one to fifty. Thomas records a case where the uterus, 
removed from a uegress, contained thirty-five tumors, varying in size 
from that of a marble to a fetal head. They are oftener located in the 
body of the uterus, but may develop in any part of the organ. The 
posterior wall of the fu11clus is the most frequent location; the rarest of 
all is the cervix. In size they range from that of a hazelnut to tumors 
weighing one hundred pounds or more. 

Frc. 183. 

A uterus, enlarged by pregnancy, attached to the right side of which is a perfectly 
solid myofibromatous tumor, ten inches in its \·erlical diameter. It is attached 
to the uterus hy a thin band of connective tissue four inches in length. (llftt
seum R. C. S. Plwtog1aplted by lite Aul/tor.) 

Stntctu.re.-As already intimated, the proportion of the muscular and 
fibrous tissue varies greatly. When the former preponderates, the 
tumor is soft, vascular, and grows rapidly. The muscular fibers blend 
insensibly with those of the uterus. Upon section, the tumor is of a 
pale flesh color. If the fibrous element is in excess, the consistence is 
firm and it cuts like cartilage. 



PLATE X IV. 

UTi;:RUS CONT.\JNINC ::uuLTIPLE 1\1\'0FIBROMATA. llEMATOSA l.PI NX OF 

RICHT SIDE. (Wood.) 





MVOFIBROMATA OF THE UTERUS. 

Myofibromata of the uterus are enclosed in a layer of loose fibrous 
tissue surrounded by a muscular layer; this is the so-called capsule. 
But few blood-vessels penetrate their substance, although the capsule 
and contiguous structures often contain large venous sinuses, which 
supply nutrition to the growth by transudation. Occasionally, as has 
been shown, they possess a cavernous structure of dilated blood-vessels 
(Gusserow). 

Microscopically they consist of non-striped muscular fibers embedded 
in a fibrous stroma ( Fig. 184) . The fibrous tissue may be separated 

FIG. 184. 

l\llCROSCOPIC VIEW OP UTERINE ::vrvoFrnROl\lA. (Pozzi.) 

by lymphatic tissue ( Klebs). Lorey has traced nerve fibers into the 
substance of fibroid tumors, although the substance itself is not sensi
tive. Submucous tumors are sensiti,·c while the capsule is yet intact1 

because of the nerve supply of the mucous membrane (Freund ). 
JJ1ode of GrowllL.-Subperitoneal tumors grow toward the peritoneal 

cavity. They may be either pedunculated or sessile, the size of the 
pedicle varying greatly in different cases. As they extend toward the 
peritoneal cavity they drag the uterus with them, and often greatly dis
tort this organ. The traction induced in this way has been known to 
separate the body of the uterus from the cervix (Virchow) . Should a 
tumor not find its way into the peritoneal cavity, but remain in the pelvis, 
incarceration may occur. Occasionally the pedicle becomes twisted, as 
in ovarian tumors; the result of this is edema and gangrene which may 
end in fatal peritonitis. Should the pedicle become completely sepa
rated, the nutrition may be maintained by the growth attaching itself 
to surrounding structures. 
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futcrsfilial tumors are rarely single, and many times cause an enor
mous increase in the dimensions of the uterine walls. 

Submucous tumors are first attached by a broad base. Sooner or later 
pedunculation is produced by uterine contractions1 though the size of 
the pedicle is variable. These tumors constitute the most frequent 
form of uterine polypi. Their presence acts as a foreign body and gives 

FIG. 185 

A uterus with two large fibrous tumors, which were situated between it and the 
rectum. 'l'bey had probably grown just beneath the peritoneum of the pos
terior wall of the uterus and are situated one above the other. The patient 
was 91 years old and carried the tumor for thirty-se,·en years. (Afnscttm R . 
C. S. P!totograp!ted b;1 l!teA11tl1or.) 

rise to uterine contractions. There is, therefore 1 a natural tendency for 
the uterus to extrude them and force them into the vagina. Should 
the capsule rupture they may be expelled piecemeal or en masse, a pro
cess known as spontaneous enucleation (Hart). 



PLATE XV. 

UTERUS CONTAINING A SUBMUCOUS FIBROID IN W HICH SARCOMA1'0US 

DEGENERATION HAS BEGUN. ( Wood). 





:O.IYOFIBRO:i.L\TA OF TIIE UTERU~ . 

Retrogressive Metamorphoses. -These are:
Suppuration; 
Softening; 
Induration; 
Calcification; 
)!alignant degeneration . 

Suppuralion.-Suppuration may follow or accompany any of the 
other degenerati\·e changes mentioned. It occurs 11rnch oftener in sub
mucous than in the other two varieties. Occasionally it is met with in 
subperitoneal tumors. The most frequent cause of suppuration is inter
ference with the circulation, resulting from uterine contractions. It 
may also be due to operative interference (Hart ) . 

FIG. J86. 

A uterus ,dth the Fallopian tubes, ovaries, etc. A fihrous tumor of the shape and 
size of an O\"ary is attached by a broad band of peritoneum to the angle of the 
fundus of the uterus, near the right Fallopian tube. There are no interstitia l 
tumors. (.lluseum R. C. S. Pltolograp!ted b;1t/1e Aul/tor. ) 

Softening.-This results from fatty or myxomatous degeneration. 
Gusserow has found fatty degeneration in fibroid tumors. :\Iyxomatous 
degeneration giYes rise to spaces between the layers of the tumor, which 
become distended with mucus. This may be the beginning of so-called 
fibro-cystic tumors of the uterus, though recent inYestigation points to 
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the Jymphatic origin of fibro-cystic tumors of the uterus in the majority 
of instances. Edema is oftener due to twisting of the pedicle, though 
it may result, in interstitial growths, from pressure or tbroit1bosis; 
when it occurs there is either a gradual or rapid increase in the size of 
the tumor. 

/ndu.ration.-This change is connected with the menopause, either 
naturally or artificially induced. It is due, according to James Y. 
Simpson, to atrophy and shrinking of the muscular tissue, with sub
sequent contraction of the fibrous. 

Calcification. -Calcification is caused by a deposition of lime salts and 
is a species of calcareous infiltration. The grmvth is permeated with 
phosphate and carbonate of lime. I have in my possession a tumor re
moved post-mortem which has completely undergone this change. The 
entire uterus is stone-like in hardness, and the sawed surface has the 
appearance of a calcareous mass. The process is similar to the trans
formation of pulmonary tubercles which undergo cretaceous degenera
tion; or to the formation of a lithopedion . The resulting changes im
pair the nutrition of the tumor, and the mass-the so-called womb stone 
of the older authors-may be expelled per vaginam. Not infrequently 
suppuration is associated with calcification. 

Sarcomalous Degeneralion.-I think there is no doubt that fibroid 
tumors may undergo malignant degeneration. Such at least is the 
testimony of the majority of modern pathologists and gynecologists. I 
have noted sarcomatous degeneration in five of my own cases (Plates 
I. and XIII.). Virchow has reported several cases (Senn). A speci
men is described by A. R. Simpson where the body of the tumor when 
cut into presented all the characteristics of a true fibroid. Several 
islands of sarcomatous degeneration were located in the midst of the 
fibrous tissue. In nearly all modern text books can be found instances 
of similar cases. I am also convinced that myofibromas may undergo 
true carcinomatous degeneration (Plate XV.). I once had under 
observation for three years a case of myofibroma of ten years' duration. 
It suddenly increased in size, and operative interference became im
perative. An exploratory incision revealed not only carciuomatous 
degeneration of the tumor, but of nearly all of the pelvic viscera. It 
is hardly probable that the growth could have existed so long had it 
been malignant from the onset. 

Martin (Annals ef Gynecolog)' for February, 1889) records six cases 
of fibroma uteri in which sarcomatous changes were met with . In all 
instances the patient had been under treatment by ergotin for a long 
time. This drug succeeded in every case in controlling the abnormal 



PLATE X\'l. 

Intraligamentary myofibroma. c, Cen·ix; f, Fuudus; 1 o, Left ovary; r o, Rigth 
ovary containing dermoid tissue; i f, Tumor growing into folds of left broad 
lignment. ( Wood. ) 
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hemorrhages and in apparently reducing the volume of growths. This 
same author also notes nine cases of myoma associated with carcinoma. 
In some of the cases the carcinomatous disease had invaded the cavity 
of the uterus without extending to the tumor. Martin is of the opin
ion that myomas are never destroyed by carcinoma, though the two 
diseases may exist together. Cushing* has also recorded an instance 
of fibro-sarcoma of the uterus. Coe t and Liebmann ! l.iave both ob
served uterine fibroids which have undergone cancerous degeneration, a 
microscopical examination showing groups of round cells invading the 
general fibrous structure. 

FIBROID SPRINGING FRO'.\I POSTERIOR WALI. 01<' CJ<:R\'IX. 

AfJ1ofibro111ata oJ the Cervix.-\Vheu myofibromata are located in 
the cervix, they may spring from either wall and grow downward into 
the cellular tissue beside the vagina, or upward toward the peritoneal 
cavity (Fig. 187 ). They greatly distort the cervix, and, because of 
their low position, frequently become incarcerated. Some difficulty in 
diagnosis may arise from the danger of confounding them with inver
sion of the uterus (p. 606). Fortunately, they are rarely located in 
this region. 

* l\Iedica l Record, l\Iay, 1889. 
t American Journal of Obstetrics, January, 1889. 
tCentralblatt fiir Gynekologie, November, 1889. 



Etiology of Myofibromata.-It is possible to study only the cir
cumstances under which these growths appear, for as to their exact 
cause nothing certain is known. That there is an exaggerated local 
nutrition is unquestionable. But just why exaggerated local nutrition 
should in one instance produce an excess of fibrous tissue, in another 
an excess of myo:natous tissue, and in still another simple hyperplasia 
of the uterus, or simple hypertrophy, it is hard to determine. Uterine 
myofibromas ha\·e never been obsen·ed as congenital tumors (Senn). 
From the fact that they are the most frequent new formations found in 
the uterus, it is evident that the cause, whatever it may be, is operative 
in many instances. It is est imated by Klob that forty per cent. of the 
women who reach the age of fifty have myofibromata . While this 
estimate is µrobably too high, there is no doubt, as is clearly shown by 
dead-room examinations, that a goodly per cent. of women of all ages 
have uterine fibroids , though in many instances their presence is not 
suspected during life. 

Under the head of predisposing causes it will be necessary to note:
Em·ironment; 
Race; 
Age; 
Celibacy; 
Child-bearing; 
Menstrual disorders; 
Heredity. 

Enviromnenf.-Schroeder found in his polyclinic that among the 
poorer classes the proportion of carcinomas to myomas was as 100 to 
61; in his private practice, which was largely among the wealthier 
classes, it was as 100 to 332. This is in keeping with the theory that 
uterine congestion with resultant exaggerated local nutrition is a potent 
factor in the production of these neoplasms, for the overfeeding, the 
sedentary habits and the unnatural sexual stimulation incident to the 
life of the modern society woman , all tend to keep her pelvic organs 
blood-logged. The disparity is not so marked in the more recent sta
tistics furnished by American authorities. 

Race.-It is said that the African race is particularly liable to myomas. 
Age.-The age of greatest sexual activity, 25 to 40, predisposes to 

myofibromata. The larger number of cases occur between the ages of 
30 and 40. \Vhen met with after the menopause, it is probable that in 
nearly all instances they had existed for some years previously to the 
cessation of the flow. 

Celibacy.-The statistics of different authors are conflicting as regards 
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the influence exerted by celibacy upon the production of myomata. 
Emmet believes that celibacy predisposes to their formation . On the 
other hand, of the 959 cases recorded by Gusserow, 672 were married 
women. 

Child-bearing.-Sterility frequently precedes tbe appearance of uteriue 
fibroids, and it was therefore supposed that the congestion incident to 
uninterrupted menstrnation predisposes to their formation. The more 
probable explanation is, that the tumor or tumors existed long before 
giving rise to symptoms attracting attention to the uterus, and were, 
therefore, the cause rather than the result of sterility. 

Menstrual Disorders.-The various menstrual disorders attended with 
congestion of the uterus and the pelvic organs predispose to the forma
tion of myomas by bringing to the uterus exaggerated local nutrition. 
Here, as with sterility, it is difficult to determine in a given case 
whether the dysmenorrhea, which frequently precedes the detection of 
the tumor, is the cause or the result of the growth. 

H eredily.-The statistics bearing upon this point are most unsatis
factory . It is probable that in the past hereditary influences have been 
very much overestimated. 

From a bacteriological standpoint nothing is as yet known regarding 
the origin of myofibromas. It is possible that some micro-organism 
finds a favorable soil in the tissues of the genital tract which have been 
altered by congestion or inflammation and gives rise to them. 

Fabricius * found in forty-two cases of myoma twenty-five instances 
of tubal disease. In two cases only was the disease unilateral. I have 
met with extensive tubal disease in twelve cases of myoma uteri. ( Plates 
XIII and XIV ) . Here again it is difficult to determine the causal re
lation of the appendicular disease. I ba\'e elsewhere called attention to 
the frequent association of carcinoma uteri with lesions of the appenda
ges ( ••. Chapter XLI). 

Symptoms.-Tliese vary greatly in different cases. They are by no 
means dependent upon the size of the tumor. A large growth may 
exist for an indefinite length of time without creating the least distress, 
while a small one may cause the most excruciating pain. 

The symptoms can be advantageously studied under the following 
heads:-

41 

Hemorrhage; 
Leucorrhea; 
Dysmenorrhea; 

* Ceotralblatt fiir Chirurgie, Leipzig, Sept., 1895. 
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Pain and pressure symptoms; 
Sterility and abortion. 

Hemorrhage.-Hemorrhage occurs either in the form of menorrhagia 
or metrorrhagia. It is much more profuse when the tumor grows 
toward the uterine 111 ucosa. The blood does not proceed from the 
body of the tumor but from the endometrium, which is hypertrophied 
and frequently undergoes fungoid degeneration. More or less inter
stitial metritis attends the growth of the tumor, which also predis
poses to hemorrhage. The patient often becomes greatly exsanguinated 
from the loss of blood, and even sudden death may be produced by it. 
In case of fatal hemorrhage the blood proceeds from a ruptured uterine 
sinus. The quantity of blood lost by no means depends upon the size 
of the tumor. A small polypoidal mass projecting into the uterine 
cavity will sometimes give rise to a most persistent flow of blood; 
whereas a large interstitial or subserous myoma may not excite any 
hemorrhage whatever. 

Leucorrliea.-The leucorrheal discharge, when it exists1 is due to 
the same causes-endometritis and metritis-which produce hemor
rhage. It is of a serous nature 3.ud, unlike that resulting from cancer, 
is odorless1 except in those cases where necrosis of tissue has occurred. 

Dysmenorrlua.-Painful menstruation results both from mechani
cal pressure exerted by the tumor, and from increased congestion 
arising from its presence. It is usually more severe in submucous 
growths, especially if pedunculation has begun . The pain is labor
like in character1 and is due to exaggerated uterine contractions. In 
the interstitial and subserous varieties the suffering is due to disten
tion of the tumor with blood at the period. 

Pain and Pressure Syniptoms. -Pain frequently occurs during the 
intermenstrual period, although it is usually aggravated by the onset of 
the catamenia. In those instance where the tumor is enclosed in a 
firm capsule and grows uniformly in all directions, it is due to the 
tension attending the growth of the tumor. There is a sensation of 
increased weight and bearing down with large tumors. Excessive pain 
is often excited by the pressure of the tumor upon neighboring struc
tures, and not infrequently extends down one or both thighs. Pain 
from this cause may be confined either to the anterior or the posterior 
surface of the limb1 depending upon the nerves involved. The veins 
passing to the lower extremities may likewise be implicated sufficiently 
to produce varicosis. Occasionally the ureters are obstructed, though 
this accident occurs less frequently with myomatous tumors than with 
carcinoma; nevertheless, the pressure may be great enough to give rise 
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to hydronephrosis. In the case referred to on page 630 there was com
plete obstruction of the right ureter. Dysuria from pressure upon the 
bladder or urethra is not an infrequeut symptom. If the tumor 
presses against the rectum 1 there will be coustipation 1 or, occasionally, 
diarrhea. All of the pressure symptoms are aggravated during men
struation. Should incarceration occur, complete intestinal obstruction 
may ensue. 

Sterili(y .-Sterility is present in about thirty-three per cent. of all 
cases of myoma occurring in married women. Should conception take 
place, the presence of the tumor will frequently cause abortion. 

Physical Signs.-Ordinarily the diagnosis is much more easily made 
than is the case with ovarian tumors. Great difficulty may, however, 
sometimes arise, especially if inflammatory symptoms are associated 
with the growths. 

Small interstitial fibroids may be overlooked. If the conditions are 
favorable, the bimanual will reveal an undue thickening in some por
tion of the uterine wall. If in doubt, a sound should be passed, when 
the thickening of the wall can be more readily detected on making the 
bimanual. Should the tumor be located in the posterior wall, the un
usual thickness of tissue intervening between the sound in the uterus 
and the finger in the rectum will be recognized; the localized hardness 
can also be determined by the finger in the rectum . 

If pedzmculated submu.cous fibroids do not project from the os, 
the cervical canal must be dilated or incised. The finger can then be in
troduced into the uterus and the diagnosis readily made. Care must be 
taken not to confound this condition with inversion of the uterus (p. 
606). 

The examiner will be called upon to distinguish small myomas from
( a) Ante- and Retrojlexion.-In ante- and retroflexion the tumor, 

which is felt through the posterior vaginal foruix, will be penetrated 
by the sound . Unless the fundus is adhered, it can be lifted out of 
its unnatural site and the presence or absence of a myoma determined 
by practising the bimanual. 

(h) Chronic Afefrilis.-In chronic metritis there is usually more or less 
tenderness; the os is patulous and the uterus symmetrical. i\Ia11y times 
a differential diagnosis is impossible. 

(c) Early Pregnancy.-If pregnancy is suspected the sound must not 
be introduced. The ordinary symptoms of pregnancy are seldom 
wanting. The cervix is soft, and, indeed, the whole uterus when 
got between the two hands is much softer than it is in the case of 
myomas. The vulvo-vagiual surfaces po~sess a peculiar bluish tint 
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which is characteristic. It is entirely possible for conception to occur 
when the uterus contains one or more small tumors. 

In the diagnosis of large myomas it will be necessary to proceed 
systematically. The various conditions giving rise to distention of the 
abdomen are fully discussed in Chapter XLV. When the tumor passes 
into the general abdominal cavity there will be dulness on percussion 
over an area corresponding to its outlines, unless at a point where a 
loop of intestine intervenes between it and the abdominal wall. The 
growth is traced by palpation into the pelvis. There may be detected 
upon auscultation a bruit or soujfle, which is due to enlarged 
arteries and veins supplying the tumor. Upon vaginal examination a 
mass, more or less intimately connected with the uterus, will be found. 
It is continuous with it in interstitial and submucous growths, whereas 
in subserous fibroids with a long pedicle it is sometimes more difficult 
to determine the attachment to the uterus. Ordinarily, however, the 
tumor will move with the uterus when the latter is dragged down by 
means of the yolsella. The sound will determine the length, direction, 
and distortion of the uterine canal. The length is not greatly, if at all, 
increased in subserous tumors; in the interstitial and submucous varie
ties the canal is usually not only increased, but greatly distorted as 
well. 

Large myomas may be confounded with-
( a ) Ovarian Tttmors.-The history of menorrhagia is less marked 

and the uterus does not merge into the tumor, as is the case with 
myomas. The uterine cavity is seldom, if ever, increased in size, and 
unless the tumor is attached to the fundus by adhesions the uterus 
moves independently of it. An ovarian cyst is more soft and elastic 
than is a myoma. ( Numerous exceptions. ) 

( b) Advanced Pregnancy. -The usual signs of pregnancy should be 
looked for: the uterus is of softer consistence; the fetal movements and 
heart·beats can ordinarily be detected; there is amenorrhea instead of 
menorrhagia. The abdomen has been more than once opened by ex· 
perienced surgeons for the purpose of removing myofibromas when the 
enlargement was due to pregnancy. Senn bas twice met with this ex
perience, which goes to emphasize the necessity of great caution on the 
part of less experienced examiners. 

(c ) 1-fematocele aud lnjlammato1J1 Dej;osits.-In the case of hemato· 
cele there will be a history of shock and collapse followed by inflam
matory symptoms. If the tumor is due to inflammatory deposits, the 
history of inflammation can be elicited. Both inflammation and hemato· 
cele may complicate myomatous tumors. 
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(d ) Cancer of the Uterus.-The pain is usually greater than in 
myomas, the discharge more offensive, and the hemorrhage more irregu
lar ( numerous exceptions) . In cases of suppurating submucous fibroids 
it may be necessary to resort to the microscope before an accurate diag
nosis can be made. 

Progress and Termination.-The clinical history of the ordinary 
hard myofibroma and the rapidly-growing edematous myoma is usually 
very different. The former is bard, slow growing, and usually comes 
to a standstill at the menopause; the latter occurs at any age, the 
symptoms are more urgent, and it is seemingly not affected by the 
menopause or by the removal of the appendages (Tait). 

Should pregnancy occur in a uterus the seat of a myofibroma, the 
growth may increase in size with the development of the uterus. Occa
sionally, par£ passu with the process of evolution, retrograde meta
morphosis, or even complete absorption, may take place. It is sup
posed that this is brought about by a process of fatty degeneration 
similar to that which the uterus undergoes during the parturient period. 
In three cases of small myomas observed by me the tumors disappeared 
after parturition . 

Any of the forms of myoma may delay the menopause indefinitely. 
When menstruation finally ceases, and senile uterine changes are es
tablished, the tumor ordinarily stops growing because of the diminished 
vascularity of the pelvic organs. There are, howe\·er, innumerable 
exceptions to this rule. 

Spontaneous cures sometimes result either by pedunculation and ex
trusion of the tumor, or by disintegration, the fragments being expelled 
per vaginam. Spontaneous expulsion in this way can only occur in 
interstitial and submucous tumors. It is brought about by the capsule 
giving way, usually the result of ulceration; uterine contraction will, 
in these cases, expel the tumor en masse or piecemeal. 

Prognosis. -Uterine myomas, if uncomplicated, rarely cause death. 
The prognosis is much more unfavorable when the muscular element 
preponderates than in the hard variety of tumor. Death, \\.·hen it 
results, may be due to hemorrhage, to uremia from compression of the 
ureters, to septicemia from suppuration and disintegration of the tumor, 
to acute peritonitis, or to malignant disintegration. According to 
\Vinckel, death ensues after a longer or shorter duration of the disease 
in at least ten per cent. of all cases. Fatty degeneration of the heart 
and so-called brown atrophy may result from large tumors. A com
pensatory hypertrophy of the heart is not uncommon in large tumors. 

It becomes necessary, therefore, in determining the prognosis in a 
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given ca<5e to note the ,·ariety of the tumor 1 its location in the pelds, 
the age of the patient (the nearer she has approached the menopause 
the more favorable the prognosis) 1 and the existing symptoms, of which 
hemorrhage and anemia are the most important. Generally speaking, 
it may be said that, as regards life 1 the prognosis is favorable. The 
presence of the tumor, nevertheless, frequently gives rise to years of 
suffering and much anxiety. Complications are liable at any time to 
arise, which may place the patient's life in jeopardy. 



CHAPTER XXXIX. 

M YOFIBROMATA OF THE UTERUS.-(Contin ued. ) 

TREATl\IENT. 

The treatment of myofibromata of the uterus resolves itself into (a) 
palliath·e and (b) curative. 

P a ll iat ive Treat me n t .-Iu the larger number of cases nothing 
more than palliative treatment is called for. This should be directed 
to the hemorrhage1 to uterine d isplacements if they exist, and to the 
pressure symptoms. 

It is not always possible to control the lumorrhage even though all 
ordinary resources are exhausted. For its immediate control the 
recumbent posture, the internal remedy, the \'agiual tampon, and the 
hot douche may be brought into requisition. The patient should, dur
ing the intermenstrual period, abstain from any cause tending to pro
duce peh·ic congestion. Sexual excess is for this reason pernicious, 
though temperate and normal sexual indulgence is not to be proscribed. 
Constipation will likewise give rise to congestion of all the pelvic 
organs. Attention should a lso be paid to the functions of the liver and 
the skin. 

The remedies useful in polypi of the uterus, and in meuorrhagia and 
metrorrhagia from other causes, are the ones most frequently indicated 
in the treatment of hemorrhage resulting from uterine fibroids;* and 
the same principles of treatment adopted for the relief of menorrbagia 
due to eudometritis are here applicable. I have more than once suc
ceeded in controlling hemorrhage for a greater or less length of time 
by the application of the sharp curette. This instrument is especially 
indicated if the presence of the tumor or tumors delays the menopause. 

Should the im1mdiate control of the hemorrhage be necessary the 
vagina will ha,·e to be plugged. In using the vaginal tampon for this 
purpose it should be applied in a most thorough manner. There is no 
better tampon material than iodoform gauze ( p. 155). In most in
stances the excessive loss of blood can be controlled in this way. The 
hot douche, if its hemostatic properties are to be obtained, must be 

* v. p. 281 and Chapter XI.,. 
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used in large quantities, and at a temperature of not less than 115 ° or 
120° F. (p. 144) . 

A still more valuable palliative agent is electricity. I speak of it as 
a palliative agent only, because I believe that myomas are rarely if ever 
entirely cured by its use. Electro-puncture, as practised by Apostoli, 
Englemann, and others, I never use. It seems to me infinitely more 
dangerous than laparotomy, but galvanism applied in the usual way 
will frequently do much good and even check the growth of small 
tumors. The technique of its application is given in Chapter XI. It is 
only necessary at this time to add that benefit will often follow the use of 
the milder currents-twenty to fifty milliamperes-continued for 
a period of from two to six months. If carefully and intelligently local
ized within the uterus, a current of this strength is not dangerous and 
the benefit is often most marked . My experience with this agent leads 
me to believe that it is most useful in small interstitial and submucous 
myomas. I have never accomplished any good with it in the treatment 
of subserous growths or very large myomas of any variety. As a con
servative measure, then, in the type of cases described, electricity, un
less the conditions are urgent 1 should be faithfully tried before radical 
surgical treatment is decided upon . 

S u rgical T reatm ent.-In interstitial and submucous tumors the 
hemorrhage may be controlled by incising the investing coat through 
the uterus, the incision extending into t he superficial layer of muscu
lar fibers. The practice inaugurated by Amussat, and popularized by 
McClintock, Nflaton, and others, of making incisions at t he sides of 
the cervical canal, is also recommended by certain authors. I n both 
of these instances, the hemorrhage is relieved by diminishing the vasc
ular supply of the uterus and tumor. 

Radical surgical treatment will vary according to the character1 the 
location, and the size of the fibroid. It resolves itself into:

Vaginal enucleation and vaginal myomectomy; 
Salpingo-oOphorectomy; 
Ligature of the uterine arteries; 
Vaginal hysterectomy; 
Abdominal hysterectomy; 
Vagina-abdominal hysterectomy; and 
Supravaginal amputation or incomplete hysterectomy. 

Vaginal Enucleation and Vaginal J11)1omectomy.-If the tumor 
project into the uterine cavity, and especially if pedunculation has 
taken place, it is entirely practicable, unless unusually large, to 
remove it through the vagina. However, when it is necessary 
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forcibly to dilate the os, incise the capsule , and shell out the tumor, the 
operation is not only exceedingly difficult but hazardous as well. I 
confess that I undertake au operation of this kind with much more 
hesitaucy than I do an abdominal section for the removal either of the 
entire uterus or its appendages. Nevertheless, when the tumor makes 
its appearance at the external os, or is partially within the vagina, es
pecially if the capsule is already disintegrated, an attempt should be 
made to enucleate and remove it per vaginam. The danger here is 
much less than would be incurred by abdominal section. 

The patient should be prepared as for any capital operation, especial 
care being devoted to disinfection of tbe vagina ( v. Chapter XII ) . It 
is particularly important to have the bowels and bladder emptied. The 
lithotomy posture is the preferable one. After being anesthetized. the 
parts are exposed by the aid of suitable retractors and a careful ex
ploration made. The surgeon should determine as accurately as possi
ble the relation of the tumor to the interior of the uterus. Pressure 
from above by an assistant will crowd the uterus to the outlet of the 

FIG. 188. 

GREENHAI,GB'S TUMOR FORCEPS. 

vagina and will greatly facilitate the operator's manipulations; it is 
even possible to depress the uterus so far that a speculum is unneces· 
sary. The operator then grasps the cervix in a strong volsella 
and makes a deep incision through the capsule with the point of a 
scalpel guarded by the finger. An effort is next made to peel the cap· 
snle from the tumor, which process is facilitated by grasping its edges 
with T pressure forceps. The finger should be used as much as 
possible for this purpose. After the tumor is exposed it is seized with 
strong volsella forceps ( Fig. 188) . By traction upon the volsella thus 
placed the tumor is drawn downward with a slight rotary movement , 
·while the forefinger continues to detach the capsule. 

The various cutting instruments devised for the purpose of aiding in 
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the process of enucleation are exceedingly dangerous, and most of the 
inventors have discarded them. Thomas and Mundf state that they 
now use Thomas' well-known spoon saw much less frequently than 
formerly . The great danger attending the use of all such instruments 
is the liability of perforating the walls of the uterus. If the finger 
cannot reach far enough to complete the dissection, a strong steel male 
sound may be used. Pozzi has devised a strong blunt enucleator1 

which may be used instead of the sound. By sweeping this over and 
around the tumor the deep lines of adhesion can be separated. 

If the tumor is very large it may be necessary to incise it by means 
of a scalpel or scissors before it can be delivered (morcellement). 
Pfau removes many interstitial growths by this method. He detaches 
the cervix, as in the first step of vaginal bysterectomy1 and incises it lat
erally. Then by means of specially constructed forceps he removes the 
growth or growths piecemeal. Care must be observed, as the enucleation 
is about to be completed, not to invert the uterus by excessive traction. 
Should this accident occur, the attachments of the tumor should be cut 
away, the parts washed with an antiseptic solution, and the fun!=lus re
turned to its normal position. It is sometimes exceedingly difficult to 
distinguish an inverted uterus from the tumor proper. 

After the enucleation is completed the capsule is washed with a sterile 
salt solution and the compound tincture of iodin applied to its entire 
inner surface. It is then packed with strips of sterile gauze, the 
ends of which are left projecting from the vagina. These may be left 
behind for forty-eight, or if the temperature does not rise, for seventy
two, hours . At the end of this time the gauze is removed, and if no 
hemorrhage takes place the parts may be washed once or twice a day 
with the normal salt solution. Should there be marked bleeding, it 
will be necessary again to introduce the gauze. 

The enucleation should be completed at one sitting if it is possible 
to do so. The exhaustion of the patient may compel the operator to 
desist before the mass is entirely enucleated. Tbe danger from sepsis 
and hemorrhage is very great in incomplete operations. The uterine 
cavity should 1 therefore, be washed at least twice a day with a 
two per cent. carbolic solution, and full doses of ergot given 1 with 
the hope of expelling the remainder of the tumor by inducing uterine 
contractions. Should septic symptoms supervene, another attempt, 
which is usually successful, should at once be made to complete the 
enucleation. 

\Vhen the tumor is pedunculated the operation is much simplified 
Fibroids of the cervix can nearly always be removed per vaginam. 
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Sa!pingo-oiip!torectomy.-In July, 1872 1 Lawson Tait removed the 
appendages for the purpose of controlling hemorrhage caused by a bleed
ing uterine myoma. The result was that in a few mouths the hemor
rhage ceased and the patient recovered perfectly.* Up to seven years 
ago Tait had removed the appendages in two hundred and se,·enty-two 
cases for the same purpose. He concludes most emphatically from bis 
experience that oOpborectomy, for the purpose of controlling the intract
able hemorrhage resulting from myofibromas, is a perfectly justifiable 
procedure. As to the results, of the fifty cases recorded up to I 882 
only two proved to be failures . Of these, one was of the soft 
variety. Tait has met with six cases of very soft myomatous {uruors, 
none of which were benefited by salpingo-oOphorectomy. On the other 
hand, Senn maintains t that salpiugo-oOphorectomy yields the best re
sults 'c in soft multiple myomata occurring in women from twenty to 
thirty years of age. 11 I myself believe that the operation has a broad 
field of usefulness in bleeding tumors of medium size which otherwise 
do not distress the patient1 especially where the more formidable one of 
hysterectomy is counter-indicated because of the condition of the 
patient. The uterus should be curetted either at the same sitting or 
previously. Regar and Trenholme have also done much to popularize 
this method of treating myofibromas. 

Salpingo-oOphorectomy for myofibromata may be either very simple or 
very difficult. If the tumor js small the appendages are easily secured 
and removed. On the other hand, when the tumor is large, and espe
cially if complicated by adhesions, the difficulties may be not only very 
great but even insuperable. \\Then one ovary is found it is wise to locate 
the second before securing the first, for but little relief would be afforded 
by the removal of one o\·ary only. If it is decided to proceed with the 
operation, the tumor is rotated in such a way as to expose as much as 
possible .the appendages first to be removed. Inasmuch as it is not im
probable that there exists a" menstruation nerve 11 (Johnstone) which 
runs the entire length of the Fallopian tube, it is important to secure 
the tube close to the uterine cornu. This is best accomplished by first 
passing a ligature (catgut or silk) around the tube and ovarian artery, as 
near the uterus as is possible; the ligature is tied and cut off. A second 
ligature is passed around the pelvic extremity of the o\·arian artery, 
which is also tied. The tube and ovary are then encircled by the free 
ends of the outer ligature, secured with one hitch, and cut away while 

* Binuingbam l\'Ieclical Review, !\lay, 1889. 
t New York Medical Journal 1 November, 1893. 
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the assistant exerts traction. By observing this precaution the danger 

of secondary hemorrhage is reduced to a minimum and every vestige 
of the appendages is removed. The stump is then touched either with 

the actual cautery or pure carbolic acid . I believe tl.iat the benefit to 
be derived from salpingo-oOphorectomy, when performed for myo

fibromata, depends quite as much upon the lessened circulation incident 
to tying the ovarian arteries as upon the abrogation of the mens
trual function. The uterine circulation may be still more cut off by 

carrying a second ligature through the folds of the broad ligament of 
either side, nearly down to the uterine artery, and tying. Byron 
Robinson ligates in this way one-half or two-thirds of the uterine 

arteries which course along the sides of the body of the uterus to 
anastomose with the ovarian . The ligature should be passed by means 
of a blunt pointed needle to avoid laceration of the vessels. I use for 

this purpose a full curved Martin needle whose point and cutting edges 
have been ground off. The opposite appendages are secured and re
moved in the same manner. The abdominal wound is then closed 
in the ordinary way. Drainage is rarely necessary. 

Ligation ef the Uterine Arteries.-This is a procedure which was 
first suggested by Rydgier for the purpose of controlling uterine hemor

rhage in bleeding myomas. Martin, of Chicago, in this country, and 
Gottschalk,* of Germany, have been its warmest advocates. The chief 
objects of the operation are summarized by Martin t as follows:-

1. By a comparatively simple procedure to deprive an abnormally 
over-nourished uterus of the bulk of its blood supply by ligating the 
main channel and trunk of the uterine arteries. 

2. To still further deplete the uterus in desperate cases by including, 
when practicable, not only the uterine arteries of both sides, but also 
the ovarian artery of one side. 

3. To cut off the nutrition of the uterus by ligating a large proportion 
of its nerve communication as well as its blood supply. 

My experience in this operation is limited to one case in which it 

was entirely successful. I believe that it is indicated only in those 
instances where the patient is so exsanguinated that she cannot toleratt!1 

or will not submit to, a more radical procedure. It is performed as fol

lows:-
The usual antiseptic regime. 
The exaggerated litbotomy position under anesthesia . 
Exposure of the cervix with retractors. 

*Central bl. f. Gynak., No ,39, 1893. 
t ]our. Am. Med. Assoc., Aug. 11, 1894. 
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Transfixation of cervix with a heavy guy suture. 
Disinfection of cervical canal by applying impure carbolic acid . 
Au incision one inch long on either side of the cen·ix in the lateral 

vaginal fornices. 
Separation, through these incisions, of the bladder in front for a 

height of two inches by means of the index finger; this pushes the 
ureters out of the way. 

A No. 3 chromacized catgut ligature is carried through the base of 
the broad ligament from behind forward, which includes two-thirds of 

its width. This is firmly tied and the opposite side dealt with in the 
same way. 

The two incisions are closed either with interrupted or continuous 
sutures, the cervical guy removed, and the vagina packed with iodofonn 
gauze . The various steps of the operation are shown in Fig. 189. I 
believe that a full curved needle held with a holder is preferable to a 

TECHNIQUI-: Ob' TYING THE; UTERINE AR'fER[ES. (1lfarti11. ) 

needle on a fixed handle. Martin locates the ureters by bougies be
fore the operation is begun. I do not belie,·e that this is necessary. I 

think, too, that the operation should be supplemented by the thorough 
application of the curette to the eudometrium. 

Vaginal HJ 1slerectomy.-During the last three years many uteri have 
been removed through the ,·agina for myofibromata. This route has 

been especially ad\'Ocated by Pean, Carle, Sanger, Terrier, and Leopold. 

Outside of France I do not think that vaginal hysterectomy is much 
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resorted to for the removal of large tumors. It is especially applicable 
to those growths which can be readily delivered through the parturient 
canal without 111orcellement. The technique of the operation does not 
differ from that recommeuded for carcinoma (v. Chapter XLII), except 
that it is not so necessary to hug the pelvic walls. In tumors larger 
tlian a fetal head I prefer the combined vagino-abdominal method. 

Celiolomy for the Removal of JlfyoJibromala.-ln the first edition of this 
work, which was issued a little more than three years ago, I expressed 
myself as follows: 41 Only a small per cent. of fibroid tumors give rise 
to symptoms sufficiently urgent to justify or demand laparotomy for 
their removal. The operation is not warranted at all until other 
resources having for their object the relief of distressing symptoms 
have been exhausted. The conditions are very different from those 
which present themselves in ovarian tumors. As we have seen in 
studying the prognosis of fibroids, death rarely ensues from the mere 
presence of a uterine fibroid. Then, too, the dangers attending hys
terectomy are infinitely greater than those attending ovariotomy. The 
average mortality in hysterectomy is from twenty to twenty-five per 
cent., whereas the mortality in ovariotomy is not over five per cent. 
This disparity is due to the greater difficulty in controlling hemorrhage 
in hysterectomy, the greater tendency to sepsis from sloughing of the 
pedicle, and to excessive shock incident to the removal of a large, solid 
tumor. Finally, as has been shown, the tumor usually ceases to grow 
after the patient passes through the menopause. Therefore, so long 
as her life is not threatened or her health seriously impaired by 

FrG. I9J. 

TAIT'S CORKSCREW FOR HVSTEREC'tOMV. 

hemorrhage or by pressure symptoms, it is not necessary to interfere 
with the growth except in a palliative way. On the other hand, should 
an interstitial or subperitoneal fibroid greatly interfere with the patient's 



MYOFIBROMAT.\ OF THE t:TERUS-CONTINUED. 6.t] 

comfort, or threaten life because of pressure or hemorrhage, laparotorny 
is indicated. After the abdomen is opened the choice between sal
pingo-oOphorectomy and the removal of the growth can be made. If 
the tumor is small and intimately attached to the uterus, sa1pingo
o0phorectomy is undoubtedly-in the light of the statistics furnished 
by Tait, Hegar, and others-the preferable operation . If the tumor is 
large, and especially if it is of the soft, myomatous variety, it is best to 
end the laparotomy by removing it, together with as much of the uterus 
as may be necessary . '' 

I quote thus in detail for the purpose of showing how rapid have 
been the strides made in the evolution of the technique of hysterectomy 
for the removal of myofibromata. The "pedicle problem" bas been 
solved by doing away with the pedicle entirely, and the mortality at
tending hysterectomy is rapidly approaching that which attends ovariot
omy. Men like A. Martin, Carle, Zweifel, Brennecke, Leopold, and 
others have a mortality record of from two to five per cent., an a\·er
age of two and six-tenths per cent. ; and out of two hundred and eigbty
one operations made in the United States by various operators the 
mortality was but seven and eight-tenths per cent., which is less, ac
cording to \Vinckel, than is the mortality from the disease itself. A 
general adoption of the Trendelenberg posture bas done much toward 
making these results possible. In the light, then, of these statistics we 
are justified in advising operative interference ·when a similar course 
three or five years ago wou ld have been considered ill-timed and un
wise. Nevertheless, there should be clearly defined indications before 
a hysterectomy is undertaken. It must be borne in mind that the statis
tics quoted have been made by men of large experience and unusual 
facilities. Hysterectomy, by whatever method performed, should 
always be looked upon as a major operation and should not be under
taken by one who has not especially fitted himself for work of the kind. 
I hm·e yery little patience with those men who are constantly belittling 
the danger attending either abdominal or vaginal hysterectomy. A 
careful analysis of the many cases which find their way into the journals 
will reveal the fact that the attendant death rate is in inverse propor
tion tQ the experience of the operator, and but a comparatively small 
per cent. of the fatalities find their way into print . If, therefore, a 
uterine myoma is quiescent, giving rise to no inconvenience in the way 
of pressure, deformity, or bleeding, let it alone, especially if the "'·oman 
is approaching the menopause. At least nothing more than palliative 
treatment is here necessary. On the other hand, if it is growing, if the 
pressure symptoms, deformity, and bleeding are marked, and especially 
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if the patient is young and unmarried, au operation is justifiable after 
all of the facts have been presented to her and her friends. She should, 
however, be given the opportunity to first try one or all of the minor 
procedures which have been recommended if she so desires, unless 
radical measures are made imperative by symptoms of malignancy or 
by distressing complications. 

Total Abdominal H.ysterectomy .-Tbe usual preparatory treatment 
should be carefully followed out . Especial care should be observed 
in rendering the vagina aseptic. The Trendelenberg posture will be 
found invaluable. The length of the abdomiual incision should cor
respond to the size of the tumor. The tumor and uterus are delivered 
with corkscrews ( Fig. 190) or a large volsella forceps (Fig. 191). 
The intestines are protected either with large flat gauze sponges 
or with long strips of gauze packed about the uterus. If necessary to 
keep the intestines from protruding, the abdominal wound may be par
tially closed with one or more provisional sutures after the tumor is 
eyentrated. The ovarian artery of either side is next secured, out
side of the ovary and tube if possible, in strong ligatures. Strong 
catch forceps are applied close to the uterus, and the broad ligaments 
severed to a point corresponding with the tissues in the grasp of the 
ligature. The uterine extremities of the ovarian arteries may be 
secured with ligatures instead of forceps if the operator prefers. Two 
more ligatures are now passed, 'ivhich include the broad ligaments, down 
to the level of the internal os, and the ligaments again severed. Bleed
ing points from the tumor side are caught in forceps . The uterus is 
now separated from the bladder by making a semi-circular incision one
half inch above the vesico-uterine fold of peritoneum through tlie 
serosa only. This flap of peritoneum is separated from the tumor and 
cervix with the finger or scissors and the anterior vaginal fornix opened 
into. The dissection should hug the cervix closely in order not to 
injure the bladder. If necessary the bladder should be located by 
moderately filling it with sterile water. The dissection is carried 
laterally to the anterior surface of the broad ligaments, care being ob
seryed not to injure the uterine arteries. The posterior pouch is now 
opened into, the operator being guided by the finger of the left hand 
passed through the anterior opening. The remaining portion of the 
broad ligaments, which contains the uterine arteries, is now transfixed 
with a pedicle needle close to the cervix and the ligature tied. This 
ligature should be left long. The opposite artery is secured in the 
same manner, when the uterus and tumor are cut away. Usually there 
will be quite free bleeding from the raw surfaces left from the separa-
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tion of the bladder and the rectum. Any spurting arteries should be 
secured with fine catgut. The peritoneum is now stitched to the vaginal 
mucous membrane in front and behind with running catgut sutures. 
This step of the operation is facilitated by gentle traction upon the 
sutures attached to the uterine arteries, which were left long. These 
sutures are now cut off and several strips of gauze carried into the 
vagina; or the opposing peritoneal cavity may be closed with a running 
catgut suture and the vagina packed from below. The abdominal 
wound is closed and dressed in the usual way. The gauze drain is 
removed from the vagina in from forty-eight to seyenty-two hours. 

In perfectly clean cases drainage is unnecessary and the peritoneal 
cavity may be entirely closed with the running catgut suture. 

Vagino-Abdominal H_ystereclonz.y is not applicable to large growths. 
\Vben , however, it is possible to drag the uterus and tumor down it 
will be found much easier to separate the cervix from the bladder and 
rectum from below than from above. The uterine arteries are then 
secured and the base of the broad ligaments severed, when the patient 
is placed in the Trendelenberg posture and the operation completed from 
abo\'e according to the method described. 

I will next briefly describe the technique of .supraYaginal amputa
tion, or incomplete ftJ1stereclom.J', i. e., where the cervix is left behind. 

The patient is to be prepared as for ovariotomy. The abdominal 
incision is made in the ordinary way, except that in dealing with 
large tumors it is sometimes necessary to make it very long-even 
extending· from the pubes to the ensiform cartilage. The tumor, if 
large, is lifted from the abdominal cavity by one or more cork
screws, or by a large volsella. The surgeon will first obsen·e the 
relations of the appendages to the tumor. Should the growth spring 
from the funclus of the uterus, it probably has not carried the 
appendages with it and the o\·aries and tubes will be found low in 
the pelvis. On the other haud, if its origin is in the lower uterine 
zone, the ovaries and tubes will be located high up at the sides of the 
growth. The bladder should be located by passiug a sound into it. 
An elastic ligature ( a piece of strong rubber tubing will answer every 
purpose) is thrown about the base of the tumor as far down onto the 
cervix as it is possible to place it. After this is drawn tight and secured 
in the blades of a strong catch forceps, the hemorrhage will be entirely 
under control. As a general rule this ligature will include the ovaries 
and tubes; should it not, it will be nece5sary to ligate and sever the 
appendages sep:irately. Instead of the elastic ligature some operators 
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prefer to use for temporary constricting purposes either the clamp or 
the serre-na!lld (Fig. 193) . The tumor is now cut away two or three 
inches abo\·e the elastic ligature, after which the stump is cared for by 
one of two methods presently to be described and the abdomen closed. 
The after-treatment does not differ essentially from that which follows 
all abdominal sections. 

BILLROTH'S TUMOR FORCEPS. 

FIG. 192. 

SPF:NCER WF.Ll.S' LIGHT STRAICHT FORCEPS. 

J11auagement of tile Pedicle.-A great variety of methods have been 
introdt1ced for the management of the pedicle. They resolve them
selves naturally into the extra- and intra-peritoneal methods. 

Of the various extra-peritoneal methods Hegar1s is probably the most 
simple and the one oftener used. The elastic ligature, which was 
placed about the pedicle for the purpose of temporarily controlliug the 
hemorrhage, is left permanently in situ. The stump is then secured in 
the lower angle of the wound, the parietal peritoneum being stitched 
to that covering the pedicle below the ligature. If necessary, the 
ligature may transfix the pedicle iustead of encircling it ( Fig. 194). 
To prevent retraction and slipping of the ligature, it is best to transfix 
the pedicle above the ligature with a couple of strong transfixion pins 
plssed transversely. The ends of the elastic ligature are permanently 
secured with a strong piece of silk. As much of the stump as can be 
is now excised, after which it is cauterized either with a saturated solu
tion of chlorid of zinc or with the Paquelin. The elastic ligature 
usually comes away in ten or twelve days. 





Fig.1. 

a 

Fi![.3. 

ExTRA-PFRITOXEAr. 'fRE.\T:'llE:\T OF TH~ STU)IP. { Wood.) 
Pi:~ 1.-Serre-nccud applied below tra11sfixio11 pins. 
F1:t;. 2.-l"terus and tumor amputated; abdominal peritoneum stitched to perito

neum of stump below wire. 
h:t;. J.-Peritoneum closed with running cat:.{ul suture. 
f·i:i[. f.-c\bdomina\ \\'Olllld closed With same; ll 

perilOIH.'Ulll. -----~---------
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f'IC. 193. 

Ko1m1•:R1.E'S S£RRE-NCEUD AND \V1r.cox's TRANSFJXtON' PIN. 

Fie. 194. 
The serre-na:ud may be used instead 

of the elastic ligature ( Fig. 193) . The 
wire of the serre-1ueud is kept from slip
ping by two steel pins placed above it. 
The st ump is secured in the lower angle 
of the wound, exactly as in the method 
of Regar, the two opposing peritoneal 
surfaces being carefully stitched together. 
The cautery is applied to the surface of 
the stump; or its raw surface way be 
cO\·ered with peritoneum. ( Plate XII ). 

Banlock's 1Jfet/1od. - I will describe 
Bantock's method as he himself has 
carried it out many times in my presence. 
A temporary elastic ligature is thrown 
around the tumor as low down as it is 
possible to apply it. Frequently it in
cludes the upper portion of the vagina. 
The upper half of the tumor is then cut 
away, lea\·ing a stump at least four inches 
long. A longitudinal incision is made 
anteriorly through the peritoneum and 
underlying muscular layer, extending 
downward as far as the internal os. The 
peritoneum, together with its subjacent 

E~TRR~~:;:~T~1~:,'~~:~~~~;:,~~ structures, is next stripped from the 
(a) 1\lethodof closing abdominal stump to a ~oint corr~s~o~1dii~g with 

wound; (b) )!ethod of transfix- the lowest pomt of the tnc1s1on m front. 
ing pedirle by elastic ligature. The wire of the serre-namd is placed 



A TEXT-BOOK OF GYNECOLOGY. 

around the stump thus created, but does not include the perito
neum. Transfixion pins are placed above the wire. when the stump 
is trimmed. The elastic ligature is now removed. There is left, as it 
were, a hood of peritoneum encircling the stump. This is stitched to 
the parietal peritoneum by quilted silkworm-gut sutures, underneath 
which are placed strips of iodoform gauze to prevent cutting. This 
hood of peritoneum not only shuts off the stump entirely from the 
peritoneal cavity, but catches any discharge that may drop from the 
stump proper. Any excess of peritoneum which projects above the 
surface of the abdominal wall is cut away. 

This operation is ingenious and, in the hands of Bantock, most satis
factory. It is, however1 a much more difficult operation than are 
Hegar's and Pean's, and, even in the hauds of the originator, the time 
required for its completion is much greater. 

Bantock packs about the stump iodoform gauze. If the bleeding is 
profuse and is not controlled by the serre-wzud, he carries deep sutures 
under the bleeding points1 and ties them. 

Intra-peritoneal Treatment ef lite Pedicle.-The mortality attet~ding 

ovariotomy fell at once after the intra-peritoneal treatment of the pedicle 
became popular. There are many objections to the extra-peritoneal 
method of treating the pedicle in hysterectomy. It is necessary for the 
stump to slough before the ligature or serre-namd cuts its way through . . 
This is always attended with danger of sepsis, though the disintegrat
ing process is without the peritoneal cavity. The convalescence is 
much more tedious than is the case in ovariotomy when the pedicle is 
returned to the abdominal cavity . Then, too, a vagino-abdominal 
fistula occasio11ally results, requiring for its closure a second operation. 

These various objections have induced operators to experiment with 
the intra-peritoneal method of dealing witll the pedicle; and, indeed, 
as we have seen, the tendency is to do away with the pedicle entirely by 
remodng with the tumor the whole uterus, together with the cen-ix . 
Those who have especially popularized the intra-peritoneal method are 
Schroeder, Kelly 1 Sanger, Byford, and Baer. Schroeder was one of 
the first operators who practised the intra-peritoneal method of dealing 
with the stump. 

The operation 1 as performed by most American surgeons, is as fol
lows:-

The patient is placed in the Trendelenberg posture and the abdomen 
opened. The tumor and uterus are delivered if possible. A single 
ligature is passed next to the pelvic wall and tied. A similar ligature 
is passed on the opposite side. The uterine ends of the ovarinn arteries 
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Fil[. 1. tied en utasse all(] cu t away; stump closed hy super-
byers of ca tgut. 

Fi:e . .? C\nsnn.• of peritoneum o,·er stump ; lo\\"er stumps o f broad ligmnent !'> i11-
ducll·1l in..,nture. 
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are secured by two long hysterectomy forceps ( Fig. 192. ) , one on either 
side close to the uterus. The broad ligaments are severed between the 
outer ligatures and the forceps. An incision through the peritoneum is 
next made to encircle the uterus two inches above its bladder reflec
tion, and the peritoneum stripped down in front and behind to a point 
corresponding to the internal os. ~ext the uterine arteries are secured 
close to the cervix in order to avoid the ureters. Tile uterus is then 
amputated, and a transverse wedge of tissue excised from the stump, 
the cervical mucous membrane being exsected with it. 

All bleeding vessels are secured with catgut ligatures. The cervical 
canal is touched with the Paquelin. The stump is then closed with a 
continuous catgut suture, which is buried in the tissues, the peritoneum 
being brought together over its surface by a running suture. ( Plate 
XVIII. ) The elastic ligature is finally removed, the parts thoroughly 
cleaned, and the stump dropped into the peritoneal cavity. The ab
domen is closed without drainage. 

The original operation of Schroeder has been modified by various 
surgeons, though the principles observed by all are much the same. A 
decided innovation has been made by Baer, of Philarlelphia. This 
operator secures all of the yessels of the broad ligaments in ligatures, 
and does not pass a single ligature into or about the cervical tissue 
proper. The stump is completely covered by the taut folds of perito
neum left behind. 

Kelly* removes the uterus, tumor, and appendages in the following 
"\my, which is a slight modification of Pryor's method. The operation 
consists of the following steps:-

1. "Opening the abdomen. 
2. "Ligation of the ovarian vessels near the pelvic brim, either on 

the right or on the left side, clamping them towards the uterus and 
cutting between. 

3. "Ligating the round ligament of the same side near the uterus, 
cutting it free, and connecting the two incisions, in order to open up 
the top of the broad ligament. 

4. "Incision through the vesico-uterine peritoneum from the severed 
round ligament across to its fellow, freeing the bladder, which is now 
pushed down with a sponge, so as to expose the supravaginal cervix. 

5. "Pulling the body of the uterus to the opposite side to expose the 
uterine artery low down on the side opened up. The vaginal portion 
of the cervix is located with thumb aud forefinger, and the uterine 

johns Hopkins Hospital Bulletin, :\larch, 1896. 
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artery, seen or felt, is tied just where it lea\'es the uterus. It is not 
always necessary to tie the veins. 

6. 11The cervix is now cut completely across just above the vaginal 
vault, severing the body of the uterus from the cervical stump, which 
is left below to close the vault. 

7. 11 As the last fibers of the cervix are severed or pulled apart, while 
the body of the uterus is being drawn up and rolled out in the opposite 
direction, the other uterine artery comes into view and is caught with 
artery forceps about an inch above the cervical stump. 

8. "Rolling the uterine body still further out, the right round liga
ment is clamped, and cut off, and lastly the ovarian vessels are clamped 
at the pelvic brim, and the removal of the whole mass, consisting of 
uterus, tubes, and ovaries, is completed. 

9. "Ligatures are now applied in place of the forceps holding the 
uterine artery, round ligament, and OYarian vessels. If the surgeon 
prefers, these may be tied as they are exposed without using forceps. 

10. 11 After the enucleation the operation is finished iu the usual way, 
( a ) by closing the cervical tissue over the cervical canal, and then (b) 
by drawing the peritoneum of the anterior part of the pelvis (vesical 
peritoneum and anterior layers of broad ligaments) over the entire 
wound area, and attaching it to the posterior peritoneum by a continu· 
ous catgut suture " 

In the extra.peritoneal treatment of the stump the pedicle is separated 
by pressure necrosis. In order to prevent the tissues from actually putre· 
fying, various means have been resorted to. Bantock simply applies 
absorbent wool, and maintains that this alone is quite sufficient . Ap
plications of tannin, alum, and strong perchlorid of iron have been 
used for the same purpose. The elastic ligature keeps up a continuous 
tension, which controls hemorrhage and promotes the separation of the 
stump. If the serre·nceud is used, a few turns of the screw should be 
made every second or third day, or oftener should there be hemorrhage. 
Care must be observed not to strangulate the tissues too rapidly with 
the serre·u'l!ud or extensh·e sloughing may be produced. Gauze, which 
should be frequently changed, is kept packed around the pedicle so as 
to absorb all discharge. After the separation of the pedicle there is left 
a deep gra11nlating excavation. Ordinarily this becomes level with the 
skin in the course of a week or ten days, and in the course of another 
week skins O\'er. 

It sometimes becomes necessary to combiue the intra· and extra· 
peritoneal methods of treating the peclicle. In conducting the combined 
treatment where the pedicle cannot be brought outside of the abdominal 
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ca,·ity without exerting too much tension upon it, it is first secured 
by one or more ligatures, the ends of which are fixed in the inferior 
angle of the wound so that the pedicle is suspended by the ligatures. 
The strre-11(J!1td or elastic ligature may be used in the usual way. The 
pedicle is drawn for some distance into the abdomen while its margins 
arc stitched to the parietal wound, so that the discharge ~annot escape 
into the abdominal cavity . Bantock's method of dealing with the pedi
cle leaves behind a sufficient amount of peritoneum to permit of the 
adoption of this method very nicely, should it be necessary. Some 
operators have surrounded the pedicle with mackintosh sheeting in 
order to shut it off from the general peritoneal cavity (Greig Smith ) . 

When the tumor is euucleated through the abdomen Dudley recom
mends, when it is possible so to do, stitching the resulting cavity into 
the abdominal incision and treating it as an open wound; or the ca\·ity 
may be rendered extra-peritoneal by stitching its edges to the parietal 
peritoneum ·with catgut, when the abdominal inch.ion is closed with in
terrupted sutures which are also carried through the edges of the uterine 
incision When the oozing from the cavity persists Senn anchors the 
uterus with pins and packs the wound with gauze. After the bleeding 
ceases, usually on the third day, the gauze is removed and the wound 
closed with sutures. If the tumor approaches the uterine mucous 
membrane the latter may be incised, the tumor bed packed with gauze, 
which is carried through the cervix, and the incised peritoneal surface 
united firmly over the packing with catgut sutures. The edges of the 
peritoneum should be inverted. 

Notwithstanding the objections which apply to the extra-peritoneal 
method of dealing with the stump, there is in its support the fact that 
the mortality, in the hands of the average operator, is somewhat less 
than that attending the intra·peritoneal method. Total hysterectomy 
is still too recent an operation to be fairly compared with either of the 
foregoing methods. I venture to prophesy, howe,·er, that in a com
parati\·ely short space of time it will entirely supplant the incomplete 
operation, except in those instances where it is necessary to expedite 
the work, because of the con<lition of the patient, by fixing the pedicle 
externally. No one who has witnessed the uninterrupted and almost 
painless convalescence of a total hysterectomy will care to return to the 
older method, unless, indeed. the mortality attending the more radical 
operation is greater. I believe that future statistics will be on the side of 
total hysterectomy, either abdominal, abdomino·vaginal, or vaginal. 
The claim made by Senn and others, that the removal of the cervix 
with the uterus is au unnecessary tlllttilation 1 is hardly valid, for the 
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reason that as a rule the cervix is more or less diseased and the patitnt 
is better off without it than with it. During the last year I removed a 
cervix from a woman who had submitted to supravaginal amputa
tion, because of the pain and reflex symptoms which its presence caused. 
The choice of the three forms of total hysterectomy will be determined 
by the size of the uterus, the capaciousness of the pelvis, the thickness 
of the abdominal walls, and the complications in the way of adhesions. 

Jlljiomectomy. -:\lyomectomy, or the en ucleation of large su bperi toneal 
and interstitial fibroids through the abdominal cavity, was first intro
duced and popularized by A. Martin, of Berlin. He operates as fol
lows: After controlling the hemorrhage by a temporary elastic ligature 
he splits the capsule by a long incision, turns out the tumor, closes the 
capsule by stitching its edges together with interrupted sutures, and, if 
it approaches the vagina, drains through this canal. 

FIG 195. 

l\IYOFTBROMA OF THE BROAD LIGA~IE:-:T: l\IVO:'>IECTOMY WITH DRAINAGE PER 

VAGJNA~t. ( i-/. Jlfarlin. ) 

l.Iyomectomy is especially useful when the tumor is located deep in 
the folds of the broad ligament (Fig. 195 ) . These tumors have no ped
icle and cannot be dealt with in the ordinary way. Instead of closing 
the capsule, as recommended by Martin, and draining from below, it may 
be stitched to the abdominal incision 1 as recommended for incomplete 
ovariotomy1 its cavity being tightly packed with iodoform or sterile 
gauze. However, when the whole uterus can be removed with the 
tumor this is the preferable procedure. 
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In pedunculated subperitoneal tumors, when the pedicle is not thicker 
than the finger, it can be transfixed. tied and cut off, the stump being 
either cauterized or covered with peritoneum. Or, if the pedicle is 
too large to be dealt with in this way, a wedge-shaped piece may be re-
1110\'Cd from the uterus with it and the wound closed by interposed 
layers of catgut. Unless the pedicle is \'ery small in subserous and 
interstitial tumors, I think that supravagiual amputation is safer and 
more satisfactory than is simple myomectomy. 

Removal of AIJ1ojibromata During PregnallCJ'. - Fortunately, the 
victims of uterine myomata are frequently sterile. \Vhen conception does 
occur, peculiar dangers attend gestation, although according to ~I. Hof
meier these dangers have been greatly exaggerated. Early abortions, 
which are of frequent occurrence, must be reckoned among these dangers, 
although premature expulsion of the ovum is in such cases to be ac
counted a piece of good fortune. Pregnancy in many instances causes 
the tumor to grow very rapidly 1 so that pressure symptoms soon become 
marked.* This is especially true of interstitial myomas and myornas 
springing from the cervix. "Not infrequently the growth undergoes 
edematous softening. The treatment will be determined by the circum
stances. In the case of pedunculated submucous tumors which pro
ject into the vagina, the pedicle should be ligated and divided. 
Should the tumor spring from the cervix and grow toward the vagina, 
an attempt may be made to enucleate it without interrnpting gestation. 
Small sttbserous and interstitial tumors, situated high up, may be left 
unmolested if the pressure symptoms are not distressing. with the hope 
that pregnancy may proceed to term. On the other hand, if life is 
threatened by the impulse which the growth of the tumors has received, 
it will be necessary either to provoke a miscarriage or to open the ab
domen. If the physician is inexperienced in abdominal surgery it will 

·probably be safer for him to empty the uterus if it is possible to do so. 
There is, howe\·er, very great danger of fatal hemorrhage following 
this course. In two cases coming under iny observation the hemor
rhage was only controlled by applying powerful styptics directly to the 
endometrium. Had I again to contend with similar cases I should 
pack the uterus with iodoform gauze. Supravaginal amputation, in 
the hands of an experienced abdominal surgeon, is, in my opinion, at
tended with little greatt:r danger than is the induction of abortion. 

Iu a goodly per cent. of cases tl1e tumor is not seriously affected by pregnancy 
and in several instances I have seen growths, when small, disappear during preg
nancy and the puerperum. 
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Indeed, in large tumors laparotomy is usually called for in the end, in 
order to relieve the embarrassed organs. In this connection, the fol
lowing case is both interesting and iustructh·e: On November 15, 1893, 
the late Prof. N. Schneider requested me to see with him a young 
woman, twenty-eight years of age, whom he saw for the first time three 
days previously. She had been married six months, and the menses 
had been suppressed for four months. Her abdomen was enormously 
enlarged, emaciation was extreme, and the digestion and circulation 
were greatly embarrassed. The abdominal enlargement was symmetri
cal but peculiar. 11. was almost pyramidal, the umbilical region being 
the most prominent. The tenderness was very niarked. Digital ex
amination revealed the cervix in the hollow of the sacrum, to the left, 
and almost obliterated. In the anterior fornix a large globular mass, 
continuous with the tumor above, could be distinctly felt. 

\Vhether the body felt was an extra-uterine fetus, an intra-uterine 
fetus, or an advent itious growth, we could not determine. The patient 
declared that she felt motion up to two weeks before the examination 
was made. There was no history of false labor and no history of shock 
and collapse, such as usually attend primary rupture in extra-uterine 
pregnancy. The fetal heart sounds could not be heard . As a girl, the 
abdomen was large, though the menstrual discharge was never ex
cessive. 

It was clearly evident that the patient was dying from exhaustion 
induced by the pressure of the tumor, whatever its nature. She was 
removed to the Huron Street Hospital in an ambulance and placed 
under an anesthetic on November 17th, two days after our first ex
amination. An attempt was first made to dilate the cervi x and explore 
the uterine cavity. The sound penetrated the uterus for a distance of 
two inches, but, for reasons which will appear later, the fetus could not 
be felt with the finger. Accordingly, after plugging the uterus and 
vagina with gauze, the abdomen was opened. The incision, which was 
central, brought into full view the tumor shown in Fig. 196. An in
cision extending from the pubes to the ensiform cartilage was required 
in order to deliver it. The uterus contained a four months' fetus and 
tbe cervix contained a second tumor as large as a fetal head. This 
was why the finger and sound could not be made to penetrate the uterine 
cadty . Several smaller tumors projected from the surface of the fundus . 
There was but one thing to do under the circumstances, namely, remove 
the uterus and appendages with the tumor. In this opin ion Prof. 
Schneider concurred. This was done by first throwing about the cer
vix, low clown, an elastic ligature. The cervix was then amputated 
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abo\·e the ligature, after which the scrre-mrud was applied and the liga
ture remO\'ed. The abdomen was washed with sterile water, and tbe 
utero-vesical pouch, which continued to ooze blood, was tamponed with 
a ).likulicz plug. This was the only form of drainage used. The abdo
men was closed in the usual way . The uterus and tumor weighed 
twenty-four pounds. 

A PREGNANT UTERUS, 'toCF.TBER WITH A SunSEROUS FIBROID \\.EJCHINC 

TWENT\"·FOUR POUNDS, RE'.\lOVED B\' SUPRA\'AGINAJ~ HvsTERECTO'.\lV, THE 

BRISTLE PENETRATES THE CER\"ICAL CANAl.. (Wood.) 

The patient rallied from the operation, but died thirteen hours later 
from shock. I firmly belie\·e that had the abdomen been opened a month 
earlier her life might ha\'e been spared. The case is a most interesting 
one for several reasons: It illustrates the impulse sometimes given to 
the growth of myofibrornata by pregnancy; it illustrates the difficulties 
which may attend the diagnosis of rapidly growing tumors complicating 
pregnancy; finally, it illustrates also the difficulties and dangers which 
may be encountered iu attempting to empty the uterus through the 
cervical canal. 

C. E. Fisher, J. M. Lee, Elder, Frank, J. T. Kelley, Leopold, 
Fehli11g, Hardon, Cameron, Bernardy, l\Iurphy, Bantock, and many 
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others ha\•e successfully removed rnyofibromata during pregnancy. 
Fisher's and Lee's cases are recorded in the Homceopathic Text-Book 
of Surgery. The general concensus of opinion is that operative inter
ference is not called for un'ess life is seriously threatened by the size of 
the tumor. If the pregnancy continues to term it may be necessary to 
resort either to hysterectomy or to the Porro operation.* 

FIBRO-CYSTIC TU:\lORS ~F THE UTERUS. 

Uterine myofibromata of the uterus may, as we have seen, undergo 
degeneration and form cysts, or, rather 1 pseudo-cysts. The resulting 
fluid is not included in a special cyst wall, hence the term "cystic," as 
applied to these growths, is somewhat misleading. 

This form of degeneration is of rare occurrence, although it may take 
place in any myomatous tumor of the uterus. Its cause is uncertain. 
Koeberle suggests a possible lymphatic origin in certain instances 
(lymphangiectasis). It may also be due to myxomatous degener
ation. \.Vhatever the cause, serum finds its way between the bundles 
of fibrous tissue throughout the mass. The spaces thus formed are 
divided by septa or trabeculre1 which in time become broken down, 
producing one or more large cavities. Subserous tumors oftener 
undergo cystic degeneration. Fibro-cystic tumors sometimes grow to 
enormous proportions. Stackard reports a case "t where the tumor 
removed from a negress, post-mortem, weighed one hundred and 
thirty-five pounds. 

The symptoms do not differ essentially from those of large myofi.bro
mata in general. It is maintained that the health of the patient is less 
often seriously affected than is the case with solid tumors (Munde). If 
the cavity or cavities are at all large, fluctuation may be detected. It is 
then extremely difficult to differentiate fibro-cystic tumors from ovarian 
cysts. As a rule, in these cases, the differentiation is not made before the 
abdomen is opened, the surgeon until then thinking that he has to do 
with an ovarian tumor. Even if tapping is resorted to there is nothing 
pathognomonic about the character of the fluid. It was claimed by 
Atlee that fluid which coagulates as soon as exposed to air, and in which 
is formed a colorless blood-clot, is sufficiently characteristic to distinguish 
fibro-cystic tumors of the uterus fr9m ovarian cysts. Later observation 
has not confirmed this claim. · 

The examiner will, then, be led to suspect the presence of a fibro-

*Am. Journal of Ohs., l\lay, 1895, and British Gynecological journal, Nov., 
1896. 

t l\ledical Record, Aug. 16, 188..i 
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cystic growth when a large, indistinctly fluctuating tumor exists for a 
long time without seriously compromising the general health of the 
patient; when physical exploration connects such a tumor with the 
uterus; when the uterus is drawn upward toward the abdominal cavity; 
and, finally, when the uterine cavity is markedly increased in size. 
The uncertainty of diagnosis previously to opening the abdomen is, 
notwithstanding the foregoing symptoms, usually very great. 

The treatment does not differ from the treatment of myofibromata in 
general , except that the attachments in fibro-cystic tumors are usually 
more extensive and the vascularity greater. Should extirpation prove 
too hazardous after the abdomen is opened, the cyst cavity may be 
stitched to the abdominal wall, as is recommended in incomplete ovari
otomy. The cavity is then packed with gauze. As a palliative meas
ure, tapping may be resorted to when more radical treatment is not 
expedient. This, however. should never be done if it is possible to 
remove the tumor without too great risk. 

Electricity is entirely inapplicable in dealing with these growths. 

DERMOID CYSTS OF THE UTERL'S. 

The recorded cases of dermoid cysts of the nterus are extremely rare, 
and almost nothing is said in gynecological text-books regarding them. 
The patient from whom the specimen shown in Plate XVI. was taken 
was forty-six years of age and had been practically incapacitated for work 
for some years. The uterus was exquisitely sensitive on practising the 
bimanual and before anesthesia I thought the condition to be one of 
pyosalpiux . Under ether a mass as large as the double fist was found 
projecting from tbe posterior uterine wall , which was quite as hard as 
an ordinary myomatous tumor, though rather too symmetrical for a 
myoma. The uterus was removed by the vagino-abdominal method. 

On opening the tumor it was found to contain a pultaceous mass 
which differed in nowise from that found in dermoid tumors of the 
o\·ary. The ca\'ity of the tumor did not communicate with the uterine 
cadty. 

Dr. \V. \V. Stewart, of Columbus, Ga., reports a similar case in the 
NO\·ember, 1893, number of the 1Jfedica! Record, except that the cyst 
was ot1 the anterior instead of the posterior uterine wall. The cyst 
suppurated, attached itself to the anterior uterine wall and was success
fully opened and drained by Dr. Stewart. 

/llustrath•e Cases. 

CASli I.-Vagino·Abdominal Hysterectomy for a Submucous Fibroid 
JVciglling Ten Pounds; Recoi•erJ1.-Miss P., ret. 40, referred to me by 
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Prof. Martha A. Canfield, of Cle\•eland, Ohio. Patient is a professional 
nurse; had flooded for three or four years. First noticed tmnor five 
years previously. During the last year the abdomen increased in size 
very rapidly; pressure symptoms were distressing, and deformity of 
abdomen \'ery noticeable. 

Operation on October 19th, 1895, at Dr. Canfield's private hospital. 
The vagina-uterine tissues were first separated through the vagina, and 
the uterine arteries secured \Vith catgut. Patient was then placed in the 
Trendelenberg posture, a long incision made, and the tumor delivered 
with corkscrews. The broad ligaments were tied in sections and the 
uterus cut away; the vaginal mucous membrane and peritoneum were 
stitched together with running catgut sutures. Gauze drainage through 
vagina. Abdominal wound closed with continuous and interrupted 
catgut and subcutaneous silk sutures. Shock was \'ery slight, and 
patient was removed from the table in good shape. Temperature 
ne\·er above rno° F., and the patient was walking about the room 
on the seventeenth day. 

CASE II.-Supraz.iaginal Amputation for a Lar,ge fi:fultiple Jlf)'o
.fibroma,- Extra-Peritoneal Treatment of Stump; Beginning Sarcomatous 
Degeneration.-Miss C., ret. 45, referred to me by Dr. Emily Barnes 
Robinson, Cleveland. First noticed the tumor some twenty years ago, 
and for a time flooded excessive1y1 but latterly the menstrual dis
charge was not exaggerated. During the year previously to consulting 
me, however, the constitutional symptoms became marked, and her 
healta rapidly failed. She was emaciated, her limbs were swollen, and 
the skin was of a dirty straw color. The tumor extended abo,·e the 
umbilicus and caused much deformity. 

Operation on March 17th, 1897, at Dr. Martha A. Canfield's private 
hospital. Tumor was delivered with the patient in Trendelenberg 
posture through a long incision. Owing to her weak and prostrated 
condition I did not dare attempt complete hysterectomy, and so trans
fixed the pedicle with pins, applied an elastic ligature and amputated 
the uterus abo\·e the pins ( Plate 1. ) . The peritoneum was carefully 
stitched to the stump of the pedicle, and the abdomen closed with suc
cessive layers of catgut. Patient did not have a bad symptom, and 
has recovered her health perfectly. 

CASE III.-Complete Abdominal Hysterectomy for Large fi!J'ofibroma 
of Uterus.-Patient, ret. 52, referred to me by Dr. A. C. Buell, of 
Cleveland. Had suffered for years with much pelvic distress which 
had caused profound and eyen alarming melancholia. A mass was felt 
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in the lower abdomen, which extended above the umbilicus and ,.,·as 
intimately attached to the uterus. 

Operation made on October 15th, 1896. Trendeleuberg posture; 
long incision. Abdominal walls Yery thick; tumor delivered with large 
forceps; peritoneum and raw surfaces closed with running catgut. 
Gauze drainage through vagina. Wound closed with interrupted silk. 
No bad symptoms at any time, and at this writing, March, 189i 1 the 
patient is perfectly well. 

CASE IV.-La1;f{e Subserous 111yofibroma, Causing a Large Umbilical 
I-lernia; J11j1omcctomy ~· Salpingo-oOpllorectom.y; Recover)'· -:'.\Iiss l\I., 
ret. 44. Enlargement of the abdomen began sixteen years ago, and 
steadily increased in size until her general health was greatly com
promised by pressure upon the abdominal and pelvic viscera. She con
sulted me one year ago, at which time I advised au operation, but fell 
into the hands of an electrician who promised to cure her by that agent. 
Iler distress was greatly increased by an enormous umbilical hernia, 
which permitted a large portion of the small intestine, the omentum, 
and part of the transverse colon to protrude through it. 

The abdomen was opened on October 25th, 189i. An incision ex
tending from the pubes to the ensifonn cartilage was required to cleJi,·er 
the tumor, which pro\·ed to be a myofibroma springing from the pos
terior portion of the fundus. The pedicle was two inches in diameter. 
Several smaller tumors were located in the uterine wall. I placed an 
elastic ligature about the cervix, transfixed the peclicle with pins. and cut 
the tumor away. The O\·aries and tubes on both sides were diseased, 
and were accordingly tied off with catgut. A serre-11(1!ud was applied 
immediately abO\·e the ftmdus, and the perietal pe;itoneum was care
fully stitched to the stump. The omen tum contained six or eight cysts, 
varying in size from a walnut to an orange, which were emptied and 
tied off. Enough of the abdominal wall was cut away to destroy en
tirely tbe hernial sac. The abominal wound was closed with silk 
tension sutures and interrupted catgut. aucl the usual dressings applied. 
The serre-mxud was removed on the fourth day, and the stump of the 
peclicle was cut away on the tenth clay. Convalescence was uninter
rupted, and the patient Jnade a complete recO\·ery. 



CHAPTER XL. 

POLYPi OF THE UTERUS ; THERAPEUTICS OF 
UTERINE MYOFIBROMATA AND POLYP!. 

POLYP! OF THE U''fERUS. 

Varieties.-Since the te rm polypus, as ordinarily applied, signifies 
the form of tumor only, it is proper to include under the head of polypi 
of the uterus the following Yarieties:-

1. Fibrous polypi, which are pedunculated subm ucous fibroids iu the 
process of extrusion; 

2 . Mucous polypi, springing from the mucous membrane; 
3. Enlarged cystic follicles, which have become pedunculated; 
4. Placental polypi, the result of the retention of a port ion of the 

placenta, following abortion or labor at term. 
1. Fibrous Polypi .-These are nothing more than myofibromata 

forced into the uterine cavity by uterine contractions. They have 
their origin in the muscular wall of the uterus, in the larger number of 
instances springing from its body. \Vhen incised, they show the same 
firm consistence as do fibroid tumors. They vary in size from that of a 
walnut to that of an adult head, and are usually of a symmetrical or 
pyriform shape. Fig. 197 shows such a polypus yet within the uterine 
cavity. Fig. 198 shows a tumor partly projecting from the external 
uterine orifice, while Fig. 199 shows one completely extruded from the 
vagina, with the pedicle much elongated and constricted by pressure. 

After the polypus passes into the vagina, if large, it may interfere 
with the functions of the bladder and the rectum. Occasionally the 
tumor becomes adhered to the yagina, suggesting that the growth is of 
\·aginal origin. 

In the preceding chapter it was noted that when an interstitial myofi
broma grows toward the uterine cavity it excites uterine contractions, by 
which process pedunculation and extrusion are accomplished. As the 
tumor becomes more and more polypoidal in shape, the uterus becomes 
less and less tolerant of its presence. The length of the pedicle varies 
greatly. It may not be long enough to permit the polypus to be forced 
from the uterus, or its length may permit it to hang without the vagina . 

664 
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Fibrous polypi are 1 as a rule, sparingly vascular. The menorrhagia 
and metrorrhagia, which so frequently result from their presence, are 
due to existing endometritis, the blood proceeding from the uterine 
mucous membrane. 

FIG. 197. 

A UTERGS CONTAIN ING A FIBROUS Tu:.roR IN THE PROCESS OF PEOUNCUJ.ATION. 

(,lfuseum R. C. S. Plwtograp!ted by Ille Author.) 

2. Mucous Polypi. -These are oftener attached in the cervix. 
They rarely attain a size larger than that of a walnut, and usually are 
smaller than this. They are soft and present to the eye a deep-red 
appearance. Unlike fibrous polypi, they are extremely vascular, and 

43 
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Frc. 198. 

SUBMUCOUS FIBROUS POLYPUS PROJECTING INTO VAGINA. (Auvard.) 

Frc. 199. 

FIBROUS PoLvPus SPRIKGI!\"G FR0~1 CER\'IX. ( Wood.) 

The palienl suITered for six years with a tumor of some kind within the vagina 
which was supposed to be prolapsus uteri. The tumor escaped from the vagina 
three days before l saw her, when, owing to constriction, it rapidly enlarged 
and became exceedingly offensive. 'l'be temperature at the time of entering the 
hospital was 1o6°, but quickly dropped to normal after the tumor was removed 



a.re made up, histologically, of the same structure as that of the mucous 
membrane from which they spring. Occasionally, microscopical section 
shows also stratified epithelium similar to that found in the nginal por
tion of the cervix. When this epithelium is found these growths may 

FIG. 200. 

VASCUl.AR l\lUCOt;S POLYPUS GROWING FROill INNgR \VAI.L OP liTJ<:Rus. 

( Jf11se11m R. C. S Photog1ap!ted by t!te A1tl!tor. ) 

be the starting point of malignant disease ( Underhill ) . Wheu they 
spring from the body of the uterus, the ducts and cysts are lined with 
ciliated, cylindrical epithelium ( Hart) . Fig. 200 shows a very large 
mucous polypus springing from the body of the uterus. This location, 
as already indicated, is most unusual. Fig. 201 shows the usual ap
pearance of these growths wheu attached to the cervix. They are rarely 
single, and frequently as many as eight or ten exist together. 

3. Enlarged Cystic Follicles which have Become Pedunculated. 
-These ha,·e already been referred to under the head of cystic degene
ration of the cen·ix ( p. 456 ) . They are known also as glandular 
polypi. They are merely hypertrophied Nabothian follicles distended 
with fluid. More or less hypertrophy of the cen·ical canal attends 
their growth, The glands of the body of the uterus proper may like
wise undergo degeneration. Such a condition is shmrn in Fig. 202. 

'l'hese polypi rarely become larger than a beau, though they may reach 
a size equal to that of a pullet's egg. They are usually of a benign 
character. 
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A few cases are reported where these growths, springing from the 

cervix, have developed to a size sufficient to fill the vagina, and even 
to protrude from the vaginal orifice. When they attain this size they 

are made up of tissue partly glandular, partly colloid. and, in nearly all 

instances, partly cancerous or sarcomatous. 
Pfannenstiel* reports a most interesting case of this kind . The 

FIG. 201. 

Mucous POLYPL (Schroeder.) 

FrG. 202. 

ENLARGED PEDUNCUJ,ATED CYSTI C 

FOLLICLES. ( Bei'gel.) 

patient was 53 years of age and had always been healthy. Five years 
after the menopause she began to have local distress. An examination 

revealed a polypus springing from the anterior cervical wall which 
extended to the vuh'a. The tumor consisted of a grape-like mass. It 
was removed with a sharp spoon curette and its base seared over with 

the Paquelin. A microscopic examination showed it to be sarcoma. 
The entire uterus was then removed per vaginam, but the growth re
turned six months later in the left half of the vaginal cicatrix. Up to 

that date the author was able to find recorded in the literature only 
ele,·en cases of the kind. 

Thomas, Munde, and Fenger, of this country, have each reported 
similar cases. 

Under the head of "Adenoma of the Uterus, 11 Coe (Journal of tile 
Anurican ~11edicaf Association, July, 1891) states that there is but one 
variety of true cervical adeuoma, and that is malignant . This asser-

* Miinchener l\ledicinische \Vochenschdfl, September, 189r. 
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tion is based upon the fact that the disease is not confined to the 
mucous membrane, but invades the underlying muscular layers. The 
growth of the tumor is exceedingly slow. It is, nevertheless, fatal 
unless removed. Coe advises total extirpation as the only treatment to 
be considered; curetting appears to hasten the tendency to malignancy. 
Pozzi also includes under the head of cancer of the corpus: uteri, adenoma 
of the uterus. Malignant adenoma is, according to the author last 
named, the initial process of cancer of the mucosa. \Vm. S. Stone, of 
New York,* also believes that adenomata of the uterus are always 
malignant, although they may represent a transitional step between 
simple glaudular hypertrophy and carcinoma. \Vhile the disease may 
invade the muscular layer of the uterus, it remains confined to the 
mucous membrane, according to Stone, longer than does true carci
noma. The treatment should be the same as for carcinoma. 

4. Placental Polypi.-These are formed by the incomplete detach
ment of the placenta, a few of the villi remaining behind. Around 
this small mass of placental tissue blood coagulates and fibrin is 
deposited. Polypi of this origin may continue to increase in size until 
a tumor of some dimensions is produced. This condition is classified 
under the head of "Polypi," simply because of the shape of the tumors 
formed; they are not new formations. These formations are also 
known asjibrinous polypi. 

J1falignanl deciduoma is a disease which has recently been described 
by Beach,t Fraenkel, Kossmacin, Hart and Barber, Schauta and others. 
It may be associated with hydatidiform mole (Fig. 26); and it is not 
improbable that placental polypi may sometimes be associated with 
malignant degeneration. 

S ymptoms.-Hemorrhage is the most frequent and constant symp
tom of all forms of uterine polypi. In fibrous polypi it is due to en
dometritis resulting from the presence of the tumor; in mucous polypi 
it proceeds from both the tumor and the hypertrophied uterine mucous 
membrane. It manifests itself first in a gradual increase in the men
strual flow; and as time goes on it may become intra-menstrual, not in
frequently exsanguinating the patient. The quantity of blood lost by 
no means depends upon the size of the tumor, a very small mucous 
polypus sometimes giving rise to profuse and even fatal hemorrhage 

The anemia induced by the loss of blood is, in some cases, most 
striki11g-at times suggesting the cachexia of carcinoma. Should an 

*New York Medical journal, fuly 27, 1895. 
t Annals of Surgery, i\lay, 1895. 



offensive leucorrhea ticcompany the hemorrhage, there is danger of 
mistaking it for malignant cachexia. 

The next most constant symptom is leucorrlzea. Like the hemor
rhage, it is due to the existing endometritis. It is rarely offensive ex
cept when the polypus sloughs. 

A1enslruation is often most painful. The suffering is due to the 
polypus interfering with the exit of the menstrual blood1 as well as to 
the exaggerated uterine contractions resulting from the presence of the 
tumor. 

Steri!ilJ1 must also be included under the head of symptoms. It is 
due both to mechanical causes and to the endornetritis which is excited 
by the presence of the growth. 

Diagnosis.-If the tumor does not protrude from the uterine cavity 
into the vagina, it will be impossible to determine the cause of the 
uterine enlargement without first dilating the cervical canal. Some
times the tumor presents itself at the external os only during menstru
ation. It is, therefore, well to make an examination at this time when 
the presence of a polypus "is suspected. In fibrous polypi a bi manual 
examination will show that the uterus is enlarged. After the cervix 
is dilated the finger and sound will indicate the situation of the pedicle, 
as well as its size. 

Should the polypus be of placental origin, it is easily detached by a 
dull wire cnrette. It is rarely necessary to dilate the cervix in dealing 
with this form of the disease. 

Mucous polypi springing from the cervix can ordinarily be detected 
by digital examination. Their characteristic form and color will be 
observed after the speculum is introduced. 

There will be no difficulty in detecting the presence of a fibrous 
polypus when it finds its way into the vagina. There is, however, 
some danger of mistaking a large polypus thus located for an inverted 
fundus uteri. This mistake has more than once been made. The un
certainties are increased when inflammation and adhesions exist. Iu 
order to differentiate the two conditions Jet the examiner proceed as 
follows:-

First, determine, if possible, the location of the fundus uteri by 
abdomino-vagiual examination. If it is in its normal position the 
vaginal tumor is probably a polypus. Should it be an inverted fundus, 
and the conditions are favorable, the truncated end of the uterus may be 
detected through the abdominal wall. If the abdominal walls are un
usually thick or tender, so that the bimauual is unsatisfactory, the 
sound may be passed into the bladder and the finger into the rectum. 



In this way the presence or absence of the fuudus between the finger 
and the sound can be determined. If the tumor within the vagina is a 
polypus, and adhesions do not exist between its pedicle and the cervix, 
the sound will penetrate the uterine cadty for at least two and a half 
or three inches; if it is an im·erted fund us, the sound cannot be passed. 

It must not be forgotten that partial inversion is frequently asso
ciated with a polypus. 

Prognosis.-The prognosis, in the absence of malignancy, is usually 
favorable. If the polypus endangers life it is because of the hemor
rhage excited or because of sepsis resulting from necrosis or strangula
tion of the tumor. Mucous polypi springing from the cervix are 
removed with but little difficulty. The removal of fibrous polypi may 
be attended with greater risk. Ordinarily , however, when peduncula
tiou is complete there is no special difficulty attending their removal. 

Treatment.-Tbis is entirely surgical. A polypus of any descrip
tion should be removed as soon as it is discovered, unless urgent 
counter indications exist. 

Mucous polyp£ may be seized with a pair of strong catch forceps and 
twisted off or excised. It is my practice to touch the base of a tumor 
thus removed with the Paqueliu cautery. 

Placental poiypi are easily removed with a curette, after which the 
uterine cavity should be cleared with gauze and the compound tincture 
of iodin applied.* 

In dealing with.fibrous po!ypi it is important to determine accurately 
the location and size of the pedicle. The cervix may be dilated, either 
rapidly under ether, or by the use of tents or the Barnes bags. Per
sonally, I prefer the rapid method. If it is possible to locate the pedi
cle, it may be divided with curved scissors guardt:d by the finger, or 
with a polytome ( Fig. 203 ) . Unfortunately , this cannot always be 
done, the size of the tumor interfering with the manipulations. In 
this event, if the pedicle is not too thick, it may be separated by 
torsion. \Vhen cutting instruments are used great care must be 
observed not to injure the walls of the uterus, the scissors or polytome 
at all times hugging the surface of the tumor. The possibility of a 
partial inversion should constantly be borne in mind, for there is always 
danger, when this complication exists, of cutting into the uterine tissue. 
The old practice of separating the pedicle by ligature or Ccraseur is now 

Rosenburg reports, in the f11ler11atio11aft: A?inisclte Rundscltau, November, 
1889, a case of abortion at the sixth montb, where the placenta could not be 
removed and became septic. As a forlorn hope, vaginal hysterectomy was per
formed. The patient made a !>peedy o.nd perfect recovery. (p. 447. ) 
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practically abandoned. If the ecraseur is used, it is better to connect 
the wire with the galvano·cautery. 

A very large tumor may so interfere with intra.uterine and intra
vaginal manipulations as to make it necessary to incise the mass before 
attacking the pedicle; or the cervix may be incised laterally if neces
sary for the purpose of increasing the working room. 

FIG. 203. 

A \IELING'S POl,VTO:'<tE. 

Should the hemorrhage not be controlled by the cautery, gauze pack
ing may be resorted to. Indeed, it is my practice, if the patient is 
anesthetized, to direct treatment toward the endometritis, which is 
rarely absent, at the time of removing the polypus. The uterus is 
therefore curetted and the uterine ca\'ity packed with gauze (p. 280). 

I think that it is entirely possible to relieve by internal medication 
many of the distressing symptoms, particularly the hemorrhage, which 
are incident to uterine myofibromata and polypi. Whether or not 
these growths can be actually cured by internal medication is a ques
tion about which there is a wide difference of opinion . I cannot 
better express my own views on this subject than to quote the words of 
Dr. Ludlam. He says:* ''In claiming that these tumors are curable 
in their incipiency by means that are so mild and variable, I do not 
forget that there are many sources of failure which might lead to a 
wrong inference respecting the efficacy of this entire plan of treat
m'ent. It is not unusual for these growths to increase or decrease iu 
size very rapidly, and sometimes to disappear spontaneously. A retro
grade metamorphosis may take them out of the way, the climacteric 
may arrest their de\·elopment, and other changes may cut off their 
nutrition and cause them to wither. These cures by limitation are 
often placed to the credit of such agencies as animal magnetism, spirit
ualism, electricity1 and other imponderables, even of medical treatment. 
But making due allowance for all these exceptional cases, I apprehend 
it remains that very great good of a positive kind may be done by 
means of fitly chosen internal remedies.'· 

* "Medical and Surgical Lectures on the Diseases of \Vomen," 1888. 
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11/aliguanf adenoma, according to Stone, is oftener limited to the 
body of the uterus. Menorrhagia and metrorrhagia are common symp
toms, and the bleeding frequently lasts for years and is not controlled 
by curetting. H ysterectomy should be resorted to if one or more curet
tings fail to control the hemorrhage. 

T!ierapeutics of Myojibromala and Po(Jpi. 

Calcaria iod .- 1\Ienses too early, too long, and too profuse; acidity 
of the stomach ; milky leucorrhea , with itching and burning.* 

Lachesis.-Uterine region feels swollen; will bea.r no coulact, 110! 

even of tile clofliing; bearing down pains; uterine and O\·ariau pains 
relie\·ed by the flow of blood; leucorrhea, copious, smarting, stiffening 
the linen and sta ining it greenish; suitable at the menopause, with 
flushes of heat, hot vertex, metrorrhagia, and fainting.t 

Belladonna.-,1/uch bearing down in lite pelvis; metrorrhagia of 
bright red blood, or thick, decomposed, dark red blood; tlte genital 
organs are sensitive, and tliere is muclt !ltrobbing £n them; plethoric 
patients; menses too early and too profuse. 

Secale cor .-1\Ienses too profuse and last too long, with tearing and 
cutting colic ; cold extremities; cold sweat; great weakness and small 
pulse. Passive hemorrhage of fetid or dark blood; leucorrhea, brown
ish and offensi\·e t 

T ri ll ium.-Gushing of bright red blood from the uterus on the least 

*" The indications for Calcarea iodid in the treatment of uterine myomas are 
not well uuderstood. It seems to he more effectual in causing a gradual diminu
tion of the tumor than any other remedy, a nd in doses too small to act on the 
theory of calcification of the growth and interference with its nutrition. lt 
is significant that the most celebrated mineral waters for the cure of fibroids 
contain a large amount of lime s=i.lts. Good results ha\·e been reported from the 
third decimal trituration. It has also been recommended in the shape of ten 
grains to a pint of water, a teaspoonful to be taken after each meal, g radually in
creasing to a tablespoonful. This may act very simi larly to C!tlorid of Calcium in 
possibly causing a calcareous degeneration of the tumor; but, as it has been found 
that the coats of the arte ri es are also likely to undergo the same degeneration, the 
remedy may become a dangerous one. It seems quite probable that it can in
fluence the nutrition o r development of these tumors in a certain number of cases 
without being given in a sufficient quanlity to induce the degeneration alluded 
to.''-Sou/11wicl.:. 
t" Lachesis seems possessed of remarkable virtues as a resolvent, part icularly 

wl1ere tl1ere is de fective in,·olution of tl1 e womb.''-Lud/am 

t" J have frequently obtained temporary ameliorations of the symptoms pro
d uced by the pressure of a fibroid with an apparent shrinking of the tumor hy the 
use of Saale cor. in a low attenuation. The drug is, howe\·er, usually gi\·en by 
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movement; weak sight; anxious look; patient is pale and faints easily; 
flow returns every two weeks.* 

F errum.-ANE:llIA FROl\I LOSS OF BLOOD; sticking, shooting pains 
in the uterus; menses too late, too long lasting and profuse; the flow is 
watery and is preceded by labor-like pains; hysterical symptoms after 
menses; altenta/c redness and paleness of face. 

Sabina.-Menses too profuse and too early, with colic and labor-like 
pains in uterus; stitches from below upward in vagina; metrit is with 
hemorrhages; blood dark and corroding and sometimes offensive. 

China.-Uterine hemorrhages of dark, clotted blood, with fainting 
and muscular twitching; prostration from loss of blood. 

Plat ina .-Pai1iful sensitiveness in tile region of mons veneris and 
genital organs; iuduration of uterus and frequent sensations as if the 
menses would appear; pruritus vulvre; c/oluptuous tingling, wit!t anxiety 
and pa!pitatio11 of the !teari; vulva painfully sensitive during coitus. 

P lumbu m.-Hemorrhage, with sensation of a string pulling from the 
abdomen to the back; climacteric period; dark clots alternating with 
fluid blood or bloody serum, with a sensation of fullness in pelvis. 

Sulphur.-Menses too late and of short duration, or suppressed; 
before menses headache; cough in the evening; nose-bleed; bearing 
down in pelvis toward genitals; st itches or pressing p"aiu in region of 
liver; constipation 1 stools hard, knotty 1 insufficientj skin rough and 
scaly. 

Conium m ac.-lnduration and prolapsus of lite uterus wit!t laucinat
ing pains; acrid and burning leucorrhea, preceded by pinching pains 
in abdomen . 

L edum.-Fibrous tumors wit!t menorrliagia; displacement of uterus; 
profuse leucorrhea; abundant urination. 

Cousult:-Sabina, hamamelis, pulsatilla, nitric acid, calcaria carb., 
c/Jina, ipecacuanha, and sepia . 

hypodermic injections in from three to six drops of Squibb's solution two or three 
times a week. Simpson recommends the following formula:-

Ergotime . 3ij 
.-\qure. . .. 3vj 
Chloral hydrate .)SS 

Twelve minims of the solution to be used at each injection. "-Cowpcr1!1wa1·1e. 
"Trillium seems to be especially adapted to the menorrhagia and the metror

rhagia which are almost always present in cases of interstitial and intrauterine 
fibroids, for, like Secale, it is of little use in uterine hemorrhage unless, from preg
nancy or otherwise, the muscular fibers of the womb have been decidedly de· 
veloped. ''-Ludlam. 



CHAPTER XLI. 

MALIGNANT DISEAS ES O F TH E UTER U S . 

CARCINOl\lA. 

General Consider ations.-W. Rodger Williams, F. R. C. S., 
estimates, in a recent article* on carcinoma of the uterus, that at the 
present time there are no fewer than eight thousand victims of cancer 
of the uterus in England and \Vales. If this estimate is approximately 
correct the importance of the subject cannot be overestimated. Accord
ing to the most reliable data, malignant diseases of all kinds are increas
ing. I n the United States there were in 1850, nine deaths from cancer 
in every one hundred thousand inhabitants; in 1860, eleven; in 18io, 
sixteen; in 1~80, twenty-six, and in 18901 thirty-three. In England 
a lone it is claimed that there are always thirty thousand cases of cancer 
(Krauss) . In women, next to the mammary glands, the uterus is the 
most common seat of the disease-hence the subject should receive the 
most careful consideration from the hands of all medical men. t 

The Origin a nd N a ture of Ca rcinoma.-We know much per
taining to the conditions under which maliguant disease is most apt to 
develop, but we are yet in doubt as to its primal cause and exact 
nature. The embryonic theory of Conheim is still upheld by many. 
According to this theory, all tumor formations have their origin in a 
matrix of embryonic cells; without these cells, according to Couheim, 
there can be no true tumor, either innocent <>r malignant, even though 
intrinsic aud exciting causes exist. Conheim teaches that these 
cells are always of congenital origin and can be traced back to embryo
logical formation; that in the growth of the embryo they are displaced 
or arrested in their development, and remain latent until favorable con
ditions exist for their proliferation, which is the beginning of all true 
tumors . Senn has modified this theory, and, while maintaining that 
the tumor matrix is ahvays composed of embryonic cells, teaches that 
the embryonic cells may be of post-natal origin. Thus, in the healing 

British Gynecological journal, February, 1896. 
t Essay presented by the author to the Intern"1.lio11al Homeopathic Congress, 

Londou, .\ugust, 1896. 
6;5 
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of a flesh wound, or a fracture, certain cells, instead of undergoing 
transformation into tissue of a higher type, remain in a latent immature 
state for an indefinite period of time. Under the influence of either 
hereditary or acquired causes they may form the essential starting point 
of a tumor. The constitutional or hereditary cause of a tumor implies 
on the part of the organism a diminution of physiological resistance. 
The local causes, on the other hand, may diminish the physiological 
resistance of the tissues in the immediate \·iciuity of tumor matrix only. 

\Varbasse *observes that a great obstacle in the acceptauce of Con· 
heim's theory is the fact that 1

' these hypothetic separated cells cannot 
be discovered, and experiments ha\·e done little to support the theory.'' 

Ribbert "f has modified this theory somewhat and concludes ' 1 that 
tumors originate before and after birth from a partial or complete 
separation of cells or groups of cells from their organic connection, 
traumatism being an influence capable of causing the epithelial metas· 
tasis.'' 

In 1887, Scheuerlen reported a cancer bacillus which had been ob· 
tained by culture. Experiments were made with cultures from these 
bacilli on lower animals, but the results were negative. 

More recently there have been discovered in malignant formations 
certain intercellular organisms, which has added force to the so· 
called parasitic theory of cancer. Some of the prominent workers 
along this line are Verneuel, Van Nissen 1 Plimuer, Scheuerlen, and 
Wickham. Balbiani described five different species of sporozoa, namely, 
coccidium, gregarineum, sarcosporidium, myxosporidium and micro· 
sporidium. These sporozoa are found in all animals, from the highest 
to the lowest, and some of them give rise to serious epidemics in animals 
(Warren ) . The coccidium is the species said to be found in cancer. 
The last named consists of a finely granular mass of protoplasm and 
during its early period is encysted in au epithelial cell. At this stage, 
it has no em·eloping membrane, but possesses an indistinct nucleus. 
Later on it separates from the epithelial cell and undergoes segmenta
tion and sporulation and enters new cells and thus multiplies (Stein· 
haus) . 

Von ~Iiiller t found in one case of carcinoma involdng the posterior 
lip of the cervix, three large cyst·like bodies with a clear, glistening 
membrane that would not stain. These contained smaller cysts, together 

* Annals of Surgery, January, 1896. 
t Am. Vear Book of ?l·Jed. and Surg., 1897, p. 6:i.9. 
t Archi\' fiir Gynaekologie, Berlin, 1895. 
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with other non-encysted intra-cellular bodies which he regarded as 
parasitic ameboid organisms. 

Senn sums up the microbic theory of cancer in the following words:
•' To prcn..'e !lie microhiC origin of carcinoma it is necessary for bacleriol

ogists to demonstrate lite presence of the same organism in e<!erJ' carci110 
matous tumor. Tltey must isolate tile organism and cultivate it outside 
of t/ze hodJ1 upon artificial nutrient media, and witli pure cultures llzey 
must reproduce tlze disease in some o/ the lower animals. Tllis !zas so far 

not been done aud until ii is done we have no right to claim for carcinoma 
a microhic ori'gin.'' 

Those who teach that cancer is of parasitic origin maintain that 
the part played by heredity bas been greatly overestimated in the past. 
Indeed some of the advocates of this theory would entirely remove 
cancer from the domain of heredity and place it among the infectious 
diseases. However, experiments on lower animals along this line have 
yielded almost negative results. \Vehr claims to have successfully 
transferred cancer from man to dogs; and Hana succeeded in transfer

ring a typical epithelium from a rat to two other rats (\Varren) . Senn, 
on the other hand, claims that there is not a single authentic case on 
record where cancer has been transferred from one individual to another, 
or from one locality to another in the same individual, by inoculation. 
In those instances where the disease appears on opposing surfaces, or 
where it recurs at some distant point from its primary seat, he main
tains that auto-inoculation must be preceded by certain local patho

logical conditions which furnish the essential soil for cancer. To my 
mind a mOre reasonable explanation of the cases of supposed auto
infection is to be found in the dissemination of the disease through the 
lymphatics and blood, a point to which I shall again refer under a suc

ceeding bead. 
There nevertheless exists certain evidence tending to prove the in

fectiousness of cancer which cannot well be ignored. Thus Shattock 

cites an instance where four patients, living under a common roof, and 
unrelated by blood, were attacked by cancer within a period of thirteen 
years. Chapman has placed on record three successh·e cases of cancer 

of the rectum, also unrelated by blood 1 who were occupants of the same 
house. A still more striking instance is that recorded by Powers. 

Three housekeepers, unrelated, slept in succession in the same bedroom 
for several years. All were in good health at the time of their install

ment. The first died of cancer of the stomach; the second of cancer of 
the li,·er; and the third of cancer of the breast. Feissinger* reports 

* Lancet, April 27, 1894 
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four cases of cancer coming under his observation which were traced to 

dressings from a scirrhus of the breast. Sipple* cites a case where, 
following a celiotomy for cancer of the peritoneum, cancerous nodules 
appeared in almost all the suture wounds of the abdominal wall. In 

a case of my own where an exceedingly rotten uterus was remo\·ed 
through the abdomen the cancer returned in the abdominal wound. 

Another instance is on record where cancer followed an exploratory 
puncture, the needle presumably conveying cancer infection. 

Unfortunately, nothing is said in the records of any of the foregoing 
cases as to the existence or absence of heredity. ·while undoubtedly 
the importance of hereditary influence has been over-estimated in the 
past, it does not seem to me that we are justified in ignoring it in loto . 
I need but cite the following instances taken from Brocato add force to 
the argument:-

First generation: Madam Z. died of cancer of the breast, 1788, 

aged 60. 
Second generation: Four married daughtersi two died of cancer of 

the breast and two of cancer of the liver. 
Third generation: Madam B. had seven children, all but two of 

which succumbed to cancer, one son dying in infancy. 
~Iadaffi C. had five daughters and two sons; the sons remained free 

from cancer, but all of the five daughters fell dctims to the disease. 
In this remarkable record we are again confronted with the possibility 

that the disease might have been conveyed from one member of the 

family to another by contagioni but this is hardly probable in view of 
the fact that in most instances a number of years intervened between 
the deaths of the se,·eral members of the family. 

Different authors have traced an hereditary predisposition in from 7 

to I 3 per cent. 
Since the question is as yet unsolved I shall, without further amplify· 

ing the arguments pro and con \vhicb have been adduced to mai11tain 

the two prevailing theories of cancer ( embryonic and parasitic) , con· 
elude this part of my subject by affirming:-

[. That Conheim's embryonic theory, as modified by Senn, or as 
elaborated by Ribbert, t appeals to me as the most reasonable theory of 
tumor formation yet enunciated. 

2. That while the inoculability of cancer has not yet been prO\·ed 

beyond peradventure, with the evidence in our possession the possibility 

*Central bl. f. Gynaek., No. 4, 1894. 
t Deutsch. l\led. \\"och., 1895, Nos. 1--1. 
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of inoculation from one human being to another, or from one locality 
to another, does not seem improbable. 

3. That these two theories are not incompatible, inasmuclt as the em
brJ1onic matrix maJ1 be lite essential uidus for tile reception of lite micro
scopic parasites w!tic!t are supposed by manJ' to be tlu primal cause of 
cancer. 

With this summary of the data in mind, I shall proceed to consider 
their bearing upon-

THE ETIOLOGY OF CARCINO:\fA OF' THE UTF.RUS 

\Ve are informed by Schroeder that 33 per cent. of all cancers in 
women occur in the uterus, and that in at least go per cent. of all 
uterine cancers the disease begins in the cervix. It is well known 
that the involution of the blastodermic layers is more irregular at the 
natural orifices of the body; and that the squamous epithelium of the 
sinus urogenitalis blends with the cylindrical epithelium of ~Iiiller's 

ducts at the external os. Embryonal cells are foun<l in excess at this 
point and nOt infrequently they are displaced. The two varieties of 
epithelium of different embryonal origin, and of different shape, create 
a tendency to plastic paramorphism. Here, then, we have, if the theory 
of Conheim is correct, the essential tissues in abundance for the produc
tion of cancer. \Ve learn, further, from the statistics of Hofmeyer that 
less than 5 per cent. of uterine cancers occur in nulliparre; and from 
\Vinckel1s statistics that of multiparous women the victims of cancer 
the average number of children is something over eight. These facts 
speak volumes and at once direct attention to child-bearing as a causa
tive factor. Personally I have met with but one case of cancer of the 
uterus in a virgin; and in a very large per cent. of the cases occurring 
in nulliparous women it is probable that the cervix has been in some 
\Ya)' injured, or has been everted by inflammation. \Ve are, I believe, 
forced to look to injuries of the cervix as the probable explauation of the 
large number of cancers following in the train of childbirth. In cervical 
laceration an effort is made on the part of nature to heal the rent and in 
a majority of instances a low type of tissue is formed, which contains 
many embryonic cells of post-natal origin. In the surrounding tissues 
are numerous embryonic cells of fetal origin. The cicatricial plug in
terferes with the circulation of the uterus and constant congestion is 
maintained. There is usually e\·ersion attending the laceration and 
the cervical mucous membrane is at all times irritated by friction. 
The entire organism is more or less unfavorably impressed by the 
local disease and, altogether, there is induced a condition which dimin 
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ishes local physiological resistance and which permits the embryonic 
cells to take on vicious action; or, possibly, permits of the entrance of 
specific organisms, if such there be, into the tissues. 

The important part played by irritation and traumatism in the pro
duction of cancer is shown by the predilection which the disease has for 
those organs and structures most exposed to irritation and traumatism. 
The gall bladder, the pylorus, the mammary glands, the lips, and the 
scrotum are all subject to special forms of irritation and injury and we 
find these several organs especially prone to cancer. 

At any rate, what concerns the physician most is that cancer of the 
uterus occurs with O\'erwhelming frequency in women who have borne 
children; that it is connected in a certain way with injuries of the cer
vix; that the larger number of cases are met with after devolution 
of the sexual organs is inaugurated (thirty-five) , at which time the 
physiological resistance is on the wane; that it is associated with 
various diseases which perpetuate undue congestion of the pelvic 
organs; and, finally, that it can be prevented in the larger number of 
instances by correcting the several conditions which have been enu
merated as exciting factors. 

Both E. Martin and Winckle have called attention to the importance 
of the acute infectious lesions of the vagina and uterus, especially gonor
rhea, in the causation of uterine cancer by direct irritation . I am not, 
however, aware that any of the authorities have noted the somewhat 
frequent existence of disease of the uterine appendages with carcinoma 
uteri. I desire in this connection to call attention to the following 
cases which have passed under my observatiou during the last year:-

CASE I. - Patient referred to me because of obstinate con
stipation, with hemorrhoids. Gonorrheal history. Three children. 
Suffered much pain through pelvis. Menorrhagia and offensive leu
corrhea. Examination revealed a suspicious induratiou of the cervix 
and a tender fluctuating tumor in the Douglas pouch the size of a fetal 
head. The uterus measured five inches and was firmly fixed. The 
uterus and appendages were rernQ\·ed on ] auuary 7th of this year by 
the vagina-abdominal method. Sections of the cervix showed unmis
takable signs of malignancy. The tumor proved to be a hydrosalpinx 
of the right side At present the patient is perfectly well. 

CASE II.-( Fig. 20~ . ) Patient aged 35. Gonorrheal history. One 
child. Uterus retroflexed,:firmly attached to the rectum, and exquisitely 
sensitive. Cervix enlarged and suspiciously indurated. Depth of 
uterine cavity five and one-half inches. Patient exsanguinated from loss 
of blood and greatly emaciated. Uterus and appendages remO\·ed by 
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vagino-abdomiual method on January 15th of this year. Both append
ages firmly adherent. Up and about her room on the seventeenth day. 
Microscope showed scirrhus of the cervix. 

CASE III.-(Fig. 205.) Patient aged 46. Mother of 12 children. 
Flowed excessively for years and was thoroughly exsanguinated and 
prostrated . The slightest touch per vaginam very painful. Cervix at 
least four times its normal size, badly lacerated, everted and indurated. 
Depth of uterus five and one·half inches. Vaginal hysterectomy on 
March 5th of this year. The mass seen on the left side is an ovarian cyst1 

the size of an orange. Right appendages adherent. Right ovary cir· 
rhotic. Convalescence uninterrupted. The scirrhous condition of the 
cervix is plainly shown in the illustration. The disease had also im
plicated the corporeal en<lometrium. 

CASE IV.-( Plate XXL) Patient aged 38. Three children. Had 
been an invalid for years. No history of specific trouble obtained. 
Menorrhagia and offensive leucorrhea of long duration. Curetted on 
February roth for diagnostic purposes and the pathologist reported 

11 malignant adenoma." Although the curretting was carefully per
formed the resulting shock came very near proving fatal. The uterus 
and appendages were removed on February 19th, 1896, by the vagino
abdominal method. Both tubes were distended with pus and the 
ovaries were mere shells. The adhesions were very firm. Conva
lescence uninterrupted. There was found on microscopic examination 
diffuse carcinoma of the fundal mucous membrane. 

Plates XXI and XXII also show uteri removed for carcinoma and 
sarcoma of the uterus associated with disease of the appendages. 

I have iu my record book ten additional cases where malignant dis
ease of the uterus was associated with disease of the appendages. I 
am convinced that the two conditions co-exist much oftener than is 
supposed. Joseph Price and others called attention to the fact that 
uterine fibroids not infrequently result from inflammatory diseases of the 
appendages; but the specialists have seemingly ignored the important 
bearing which lesions of the tubes aud ovaries may have upon the pro
duction of uterine cancer. 

In another interesting case recently operated upon by me for the 
second time, I removed two years ago an enormous hydrosalpinx of 
the left side, together with the appendages of the right. The patient 
continued to flow excessively in spite of the best directed treatment. 
One year later I removed the uterus and found a diffuse carcinoma im
plicating the corporeal endometrium. 

It is not improbable that the constant congestion which the iuflam· 
H 
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matory diseases of the appeudages perpetuate so lowers the physio
logical resistance of the tissues as readily to permit of vicious develop
ment of the embryonal cells, which exist in abundance in and about 
the cervix; or it may be that the specific disease which is so often re
sponsible for lesions of the appendages, so alters the t issues of the cervix 
and endometrium by direct action as to give rise to cancer. 

It is to be noted in studying the etiology of carcinoma uteri that the 
larger number of cases occur at or near the menopause. This is, ac
cording to Thiersch, because the submucous connective tissue loses at 
this time its resistance and is more easily invaded by the epithelial cells. 

Out of 2270 cases observed by Gusserow-
2 were u11der 20 years, 

8r were between 20 and 30 years, 
476 were between 30 and 40 years, 
if I were between 40 and 50 years, 
6clo were between 50 and 6o years, 
258 were between 6o and iO years, 
82 were over 70 year::. 

It will be observed from the foregoing that the number of cases oc
curring under the age of twenty (two) is very insignificant; yet cancer 
of the uterus has been discovered in children. Munde bas met with a 
case in a girl of eighteen, and Zweifel removed the uterus, per vaginam, 
from a girl of thirteen, for epithelioma of the cervix . I have under 
observation at the present time a woman of twenty-two with a hopeless 
cancer of the cervix. 

The social status is no longer considered as an important factor in 
the production of cancer, the more recent statistics showing that it oc
curs with equal frequency in the rich and poor. 

The African race, although especially liable to myofibromata of the 
uterus, was long supposed to enjoy greater immunity from carcinoma 
of the cervix than do other races. Kelly* has recorded two cases of 
cancer of the cervix in negresses. More recent statistics show that 
there is very little difference between the two races in the frequency of 
the disease. 

Mental depression or shock, it is believed by many, predisposes to 
carcinoma. It is more common in low, damp countries than in higher 
altitudes. 

I am firmly convinced, by the evidence at our command, that all 
cancers are at their beginning local; and that they become general only 
after advancing to a point where the surrounding and remote structures 
are implicated, either through the lymphatics or t he blood. 

* ''Transactions of the Southern Surgical and Gyuecological Association, ' ' 1891. 
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There are now on record thousands of cases of caucer, prO\·ed be· 
yond doubt to be such by the microscope, which have been operated 
upon and which remain well. The evidence bearing upon this point is 
so O\·erwhelmingly convincing that I do not belie\•e that it admits of 
argument. Unfortunately, it is not always possible to carry the knife 
beyond the diseased area. 

CARCINOMA OF THE CERVIX. 

1-fistologJ' and Patlzology.-The old division of cancer into encepfl. 
aloid, sell rlzous and epitlulioma is to a large extent arbitrary, for after 
the tissues are broken down it is impossible to determine the original 
form of the disease. In fact the general plan of the histological structure 
is the same in all. In scirrhous cancer the fibrous stroma predomi· 
nates; and in encephaloid the cellular element. The term '' epitheliorna'' 

Fie. 20.t. 

CARCINO:\lA OF CERVIX. APPEND.-\G~S Due FRO:\! lNFI,A:\[l\I.-\TOR\' Exuo,\Tgs. 

I ll'ood. ) 

was formerly applied to more superficial growths. \Villiams, Thiersch, 
\Valdeyer, and others teach that all uterine cancers spring either from 
squamous or cylindrical epithelial cells. Virchow , on the other hand, 
maintains that the scirrhous and the encephaloid varieties start from the 
connective tissue cells. Senn says: "All carciuomatous tumors are 
composed of epithelial cells and an alveolated stroma of connective 
tissue. 11 Cervical cancer may assume a papillary form aud project into 
the vagina (Fig. 206); it may excavate the cervix (Fig. 209 ) ; or it may 
involve the entire uterine mucosa together with its underlying muscular 
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structure ( Fig. 213 ) . As the disease progresses, it may implicate the 
bladder, rectum, ureters, vagina, and peritoneum. 

Dr. Russell's series of cases* tend to show that the inherent tendency 
of cancer of the uterus is to remain localized within the pelvis. In 
thirty-se\•en cases of cancer of the uterus operated upon the results 
were as follows: 38 per cent. died with recurrence, in none of which 
could a distinct history of metastasis to other organs be elicited. In 
ten autopsies ou inoperable cases made in Johns Hopkins Hospital, 
metastasis beyond the pelvic and retro-peritoneal lymph glands was found 
iu but one. In four cases the pelvic and retro-peritoneal lymph glands 
were implicated. Veit, ton the other hand, says that he has often 

FIG. 205. 

CARCIKO'.\JA OF CERVIX WITH SMALL CYST OF LlO-~ 0\'ARV ANO CIRRHOTIC 

DEGENf;RATION OF RIGHT. ( Wood. ) 

found canca cells in the lymphatics of the broad ligaments and believes 
that the large per cent. of recurrences are due to this fact. 

General dissemination occurs, according to \Villiams, in about 20 per 
cent. of all cases. It may take place through the blood stream, the 
proliferous cells being detached from the primary neoplasm and carried 
to remote parts or the body. The lungs and the liver are the organs 
most frl:'quently implicated. I recently saw a case in which the left 

* johns Hopkins Hospital Bul\eti11, 1896. 
t American journal oftlle :\leclical Sciences, Nov., 1895. 
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axillary vein was plugged with a cancerous embolus. It much oftener 
occurs through the lymphatic system, the lymphatics of the cen·ix, 
portio, and corpus communicating by numerous anastomo!"es. The peri
nterine tissues and the glands of the groin all communic:ite with the 
uterus through the lymphatic system. 

Fie. 206 

EPITHEl ,10:\IA OF THE CER\"IX. 

A ligature is tied around a part of its base, its substance having been broken 
through. The uterus is enlarged and its ca \•ity dilated; on its left wall there 
is a small fiat growth, half an inch in diameter. like a mucous polypus. The 
ovaries are both adherent to the sides of the uterus and the hroad lig~ments 
are thickened. (11luse11m R. C. S. Photo.graphed by f/1e Author. ) 

Seelig* examined carefully twelve uteri removed by operation for 
cancer of the cervix and fou nd that the disease extended from the cervix 
to the body of the uterus through the intra-muscular lymph spaces 
which :iccompany the blood-vessels. It extends, according to Seelig, 
through the external muscular layer rather than along the mucosa . 

. \merican journal of the :\le<lical Sciences, June, 1895. 
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This extension takes place very early-hence the importance of total 
hysterectomy even though the disease is apparently limited to the 

cer\'ix. 
Symptoms.-Tbe symptoms rnry greatly in different cases. One 

of the earliest and most constant is hemorrlzage. If the patient has 
passed the menopause, it is often noticed for the first time after strain

ing at stool or after coitus. Before the menopause it frequently begins 
as a menorrhagia, me11struation sooner or later becoming irregular 
without any apparent cause. It occurs earlier iu epitheliomata growing 
toward the vagina. During the first stages it proceeds from the \'as

cular stroma of the growth, the numerous delicate Yessels readily rup
turing. Later on, if profuse, it is due to destruction of one of the larger 
vessels. Immediate death is rarely caused by hemorrhage. 

The next most constant symptom is a vaghza! discltarge. This fre

quently alternates with menorrhagia. At first it is watery and not 
particularly offensive. After necrosis of tissue takes place it is tinged 
with blood, and possesses a most penetrating and offensh·e odor. This 
odor cannot well be described, yet it is pecu liarly characteristic, and 
when once obsef\"cd will be readily recognized. The leucorrhea becomes 

excoriating, and the irritation of the vulva and thighs is sometimes 
very great. Decomposing blood-clots and threads of gangrenous tissue 
are often expelled with the discharge during the later stages of the 

disease. 
Pain does not occur until infiltration of the adjaceut structures takes 

place. There is nothing about the pain of carcinoma that is charac

teristic, although it is usually spoken of as shooting, la11cinating1 or 
stabbing in character. The patient not infrequently locates it in the 
center of the pelds, from which it radiates to the lower portion of the 

back and groins, or extends down the inner sides of the thighs. Unlike 
the pain of chronic inflammation of the uterus, it is usually aggravated 
at night. It is often most distressing and even insupportable. 

Thorton* calls attention to sacral pain as a symptom of uterine 
cancer. It extends to the trochanters in many cases and is greatly ag
gravated by lying down. 

Cac/Jexia sooner or later makes its appearance. It is due to the 

absorption of debris, to the exhausting serous discharge, and to the 
hemorrhage which so frequently attends the disease. In time a malig

nant tox :: mia is induced, due to the diminution of albumin and red 
blood corpuscles, with an increase in the watery const ituents of the 

.)lo British I\Iedical journal, February, 1896. 
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blood. As a result the skin takes on a peculiar sallow or dirty straw
colored tint. 

Early and progressi\·e emaciation is very characteristic of cancer. The 
nutrition becomes seriously impaired. This is due to various causes, 
one of the chief being the offensive fetor resulting from the discharge. 

The disease frequently involves the bladder and the rectzmz, seriously 
interfering with the functions of both of these organs. \Vheu it ex
tends toward the bladder dysuria may be the first symptom calling the 
attention of the patient to the pelvic organs. Not infrequently the 
ulceration extends into the bladder a11d a vesico-yagiual fistula is thus 
formed. If the rectum is invaded defecation becomes painful, or even 
impossible. 

Physical Signs .-Unfortunately, in by far the larger number of 
cases, the physician does not have an opportunity to practise physical 
exploration until after the disease is considerably advanced. Fe\\" 
\\'Omen deem an examination necessary until some of the symptoms 
which ha\·e been studied make their appearance. The disease during 
its early stages will be found almost inrnriably located at the external 
os; thence spreading, as the case may be, upward along the cervical 
canal, downward into the vagina, or into the deeper tissues of the 
cervix. After the stage of ulceration, the finger will feel an irregular 
surface with hard, unyielding marginsi or, in the case of papillomatous 
tumors (cauliflower excrescences), a soft, friable mass projecting into 
the vagina . Upon withdrawing the finger it will be stained with blood 
and the characteristic odor will be recognized. 

In scirr/1ous cancer, the cervix is increased in size, its surface is irreg
ular or nodulatecl, and the tissues are indurated. The tenderness is 
not marked. The mucous membrane covering the diseased area is 
fixed to the underlying tissues. 

The experienced examiner will be able to obtain more definite in
formation from digital exploration than from a specular examination. 
Great care must be obsen·ed in using the speculum after the ulcerative 
process has begun. The irregularly ulcerated surface, with unyielding 
margins, will be seen through the speculumi or, should the case be one 
of cauliflower excrescence1 a papillomatous mass will project into its 
field. 

In case of doubt, the final test must be the microscope. If a portion 
of the tissue is removed and prepared for microscopical examination, 
there will be found irregular cells of an epithelial type, with one or 
more large nuclei, surrounded by a fibrous stroma with alveoli. These 
cells are characterized by their large size aud by their prominent round 



688 A TEXT-BOOK OF GYNECOLOGY. 

or O\·al nuclei, which contain one or more bright red nucleoli. It is 
the mode of distribution of the cells in the meshes of the fibrous stroma 
that determines malignancy; there is no pathognomonic cancer cell. 

\Vhile the foregoing symptoms are characteristic of a typical case of 
cancer of the cervix, it is necessary to remind the reader that the dis
ease may reach an advanced stage before any of the symptoms enumer
ated make their appearance. The pain may be nearly or entirely 
absent. The offensive discharge is not always present, even when 
there exists necrosis of tissue. Hemorrhage is by no means a constant 
symptom . The physician should, therefore, be upon his guard. Since 
hysterectomy has become a popular and beneficent operation, it is all
important that an early diagnosis should be made. SligM, irregu
lar !zem.orr!tages, occurring during t!te inlermens/rual period, or after 
coitus, call for immediate local examination. If, upon making such 
an examination 1 there should be found induration of the cervix with 
an easily bleeding erosion, a wedge-shaped portion of tissue should 
be excised for microscopical examination. 

Differentiation.-The conditions which simu~ate cancer of the cer-
vix are:-

Syphilitic ulceration; 
Areolar hyperplasia of the cervix; 
Papillary erosion, with ectropium and cicatricial deposits; 
Sloughing fibrous polypus; 
Retention of the products of conception; 
Sarcoma of the cervix. 

Syphilitic Ulceration.-Syphilitic ulceration of the cervix is a very 
rare condition. Usually there are present col'J.dylomata. The condition 
yields to proper treatment. The constitutional manifestations of the 
disease are rarely wanting 

Areolar li;1perplasia of /lie ceruix and papillarJ' erosion, ivitli ectropium, 
resemble carcinoma only at the beginning of the latter disease. If an 
immediate diagnosis is important the microscope should be resorted to. 
If the chances are that the condition is not malignant, proper treatment 
may be prescribed; this will improve both areolar hyperplasia and 
papillary erosion. The well-known test of Spiegelberg should also be 
applied. In carcinoma there is 1 according to Spiegel berg, fixation of 
the mucous membrane to the underlying indurated tissues, with rigidity 
of the cervix . The last·named condition is indicated when an effort is 
made to dilate the cervix by means of laminaria tents. 

Sloughing Fibrous Po{ypus.-The tissues are firmer and do not break 
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down as easily as does carcinomatous tissue. The mass is more sharply 
defined, because the surrounding structures are less infiltrated. 

Retention of /lie Products o/ Conception.-These lie loosely in the 
cervical canal and are easily detached. It should not be forgotten that 
carcinoma may make its first appearance during the puerperium. 

Sarcoma of Ille Cervix.-Sarcoma of the cen·ix is an exceedingly rare 
condition. As a rule 1 sarcoma of the cervix grows more slowly than 
does carcinoma. It is impossible to make a positive differentiation 
without resorting to the microscope. Practically, the distinction be
tween the two affections is not important, for the treatment is the same 
in both. 

FJC. 207. 

BEGINNING CANCER OF CER\'lX. (Wood.) 

I am always suspicious of a cen·ix which bleeds easily and which is 
not speedily improved by proper treatment, and whose everted mucous 
surface is elevated above the surrounding structures. I do not believe 
that a uterus thus affected should be unceremoniously sacrificed; nor is 
this nece~sary . By means of cocaine a section can be painlessly removed 
and subjected to microscopic examination. Uncertainty existed in the 
uteri shown in Figs. 207 and 208. The patient from whom the speci
men shown in Fig. 207 was taken was placed on the table prepared for 
a trachelorrhaphy. Upon exposing the cervix the tissnes looked sus
picious and I removed a section and submitted it to a pathologist. I 
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also curetted and postponed operative interference until a later date. 
Both the curettings and the sections remo\'ed from the cerdx showed 
unmistakable eddences of malignancy. The uterus was removed some 
days later, when it ·was found that the entire endometrium was involved 
in the cancerous process. At least two of the bystanders who were 
present at the preliminary operation thought me unduly cautious and 
advised me to go on with the trachelorrhaphy. 

Figure 208 shows very nicel~' malignant nodules projecting from a 
cervix which was lacerated and badly everted. This happens to be 
the only double uterus I ha\'e e\·cr removed. The patient is 45 years 

FIG. 208 

CARCINO:\IA OF CERVIX IN A Doum.E U'fl-:RUS. ( lf"ood. ) 

of age and has had four children. The evidences of malignancy were 
beyond question and, without perhaps as thorough an examination of 
the pelvic organs as I should have made, I presumed that the unnatural 
shape of the uterus \vas due to a projecting fibroid. There are two 
cervical canals and there is nothing to indicate in which cadty the 
pregnancies occurred. Two weeks from the date of the hysterectomy 
the right breast was amputated for cancer. 

Progress of the Disease.-In cancer of the cervix the bladder is 
implicated in about 40 per cent. of all cases. It first invades the cellu
lar tissue between the bladder and the uterus, finally attacking the 
mucous membrane. Fistul~ result in 20 per cent. of all cases. The 
ureters are still more frequently disturbed. Complete obliteration of 
one or both ureters occurs in 50 per cent. of all cases. Infiltration 
takes place, either nt the opening of the ureters into the bladder, or 
higher up at the sides of the cervix. Occasionally the bladder, rectum, 
and vagiua are converted into a common cloaca. The peritoneal cavity 
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is rarel)r opened into. As the disease advances a prote~th·e lymph is 
thrown out, and adhesions form between the peritoneum and the 
uterus. The extent and direction of the invasion are well shown in 
Figs. 209 and 210. 

Prognosis .-The prognosis, as regards life, will depend largely 
upon the progress made by the disease when first detected. During its 
early stage the general opinion is that cancer is a local disease. If this 
opinion is correct (and jutjging from the large number of operative 
cases now on record it is), it means that cancer may be cured prO\·ided 

FIG. 209. 

i\!EDUl,l.ARY CANCER OF THE CER\"lX IN\.ADING THE VAGINA. 

The cervix is entirely ulcerated away, and the bladder is also implicated. 
body of the uterus appears healthy, though the ovaries are adhere11t to it. 
(1lfuse11m R. C. S. P!tolograp!ted bJ' lite Aut!tor.) 

all of the <liseased tissue can be removed. So long, therefore, as it is 
confined to the uterus, and does 11ot involve the surrounding structures, 
it is curable . Uqfortunately, the surgeon does not meet with it at this 
stage, except in a small per cent. of cases. It will take a11other decade 
to ed ucate the general profession to the importance of early diagnosis 
in carcinoma uteri. 
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After the disease is no longer confined to the uterus the prognosis is 
preeminently unfavorable. 

Its du.ration is most variable-from six mouths to four or five years. 
The average duration is two years; it will, however, depend upon the 
succeeding complications liable at any time to arise. 

Cause of Death .-Exlzaustion is one of the most frequent causes of 
death. It is due to hemorrhage, to leucorrhea, and to the compromised 

A UTERUS, THE CERVIX OF WHICH, TOGETHER WITH A PART 01'' THE VAGINA, 

IS DESTROYED BY CANCEROUS ULCERATION. 

The ovaries are slightly enlarged, and their surfaces are puckered. (ftfuseum R. 
C. S. Pholograp!ted by lite A ut!tor. ) 

and impaired nutrition. The last condition is due to inability to take 
food, as well as to the exceedingly offensive odor almost neyer absent. 

Uremia is the next most frequent cause of death. It results from 
the occlusion of the ureters. Peritonitis occasionally terminates life, 
though general peritonitis is of rare occurrence. \Vhen it does occur 
as a complication, it is due to a sudden giving waY of adhesions, with 
consequent contamination of the peritoneal cavity. Hemorrhage, as 
has already been shown, rarely, if ever, causes imm.ediate , death; the 
long-continued drain will, however 1 greatly prostrate the patient and 
hasten fatal exhaustion. Venous thrombosis may result in sudden death 
by the formation of emboli, or 1t may give rise to phlegmatia dolens. 



:\fALIGNANT DISEASES OF THE l"TERL'S. 693 

Fina11y, death may result simply from the absorption of septic products 
derived from the breaking down of tissue. 

CARCINOMA OF THE BOD\" OF THR UTERUS. 

The statistics of Schroeder show that cancer is located in the body of 
the uterus in less than two per cent. of all cases. The observation of 
more modern writers is not in harmony with this statement. It is prob
able that formerly many cases of carcinoma of the body of the uterus 
were overlooked for the reason that explorative dilatation and curettiug 
were less frequently practised than at the present time 

P a th ology.-The disease originates either in the mucous membrane 
or in the uterine parenchyma. \Vhen it springs from the mucous mem
brane it projects into the uterine cavity in the form of a soft, friable 
mass; when it has its origin in the uterine parenchyma, localized 
nodules project either toward the mucous membrane or towards the 
peritoneal surface. (Figs. 211 and 212.) 

CARCINOMA Of THE UTERUS WlTH CvsTIC DISTENTION OF THE RIGHT OVARY. 

CANCEROUS NODULE JN THE LEF'I' CORNU. ( Wood. ) 

The various factors enumerated as causes of carcinoma of the cervix 
are also causes of carcinoma of the body of the uterus, except that the 
larger number of cases occur between the ages of fifty and sixty instead 
of between forty and fifty. A much larger per cent. of cases also occur 
in nulliparre. 

Symptoms .-Paiu is a much earlier and more constant symptom 
than is the case with carcinoma of the cervix. It is severe, intermit
tent, and lancinating in character. 

Hemorrhage is also a more prominent symptom than in carcinoma of 
the cen·ix. It is at first due to increased vascularity of the endo
ruetrium; later, it is caused by the breaking down of tissue. The char
acteristic cancerous discharge follows necro!:iis of tissue. In time can
cerous cachexia manifests itself 



A TEXT-BOOK OF GYNECOLOGY. 

Physical Signs.-The bimanual will show enlargement of the 
uterus. There is more or less induration with tenderness on pressure. 
The cervix is free from disease during its early stages, although the os 
is often patulous. The introduction of the uterine sound gives rise to 
hemorrhage. 

Carcinoma of the body of the uterus will ha\·e to be distinguished 
from-

Retained portions of placenta and cystic degeneration of the chorion; 
Fungoid endometri tis; 
Myomatous tumors and large fibrous polypi; 
Sarcoma of the uterus. 
As regards the first three conditions, pain is seldom severe; the dis-

FIG. 2I2. 

CARClKO:'-IATOUS :\ODULE SPRINGING FRO:\I LEFT CORNU OF UTERL'S, 

WITH DOUBLE PYOSALPIKX. ( Wood. ) 

charge, except in the first, is not offensive. Upon making a microscopic 
examination of the products obtained by curetting, the evidences of 
malignancy are wanting. 

flfJ 1omatous Tumors and Large Fibrous Pol_ypi.-These growths are 
more liable to be mistaken for carcinoma while undergoing degeneration. 
There will be a history of menorrhagia long continued. The uterine 
sound will show an increased depth of the cavity of the uterus. Hem
orrhage does not attend the passing of the sound . If the cervix is 
dilated, the finger will fail to detect the soft, fungoid, carcinomatous 
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mass projecting from the mucous membrane which is present in cancer. 
Before the ulcerati\·e process has set in it is extremely difficult to dif
ferentiate between carcinoma springiug from the substance of the uterus 
and myomas. In case of doubt the microscope should be resorted to. 

There is more uncertainty in the diagnosis of cancer of the body of 
the uterus aud its lining membrane than in the diagnosis of cancer of 
the cervix. As has seen shown, the disease is much more rarely located 
in the body than in the cervix, but I do not believe that the disparity 
is as great as the older writers teach. In the examination of curettings 
the microscope is not infallible, for the reason that the whole depth of 
the uterine glands is rarely obtained by the curette, and it is sometimes 
exceedingly difficult to distinguish a simple glandular hypertrophy at
tending endometritis from cancer, or from malignant adenoma. I have, 
therefore, formulated the following rule by which I am governed: In a 
gitren case of menorrhagia occurring in a woman over forty )'ears ef age, 
whiclt cannot be accounted for by SJ'Stemic or peri-uterine disease, and 
·wlui:!t is not controlled by one or more cureiiings, Liu uterus should be re
moved fortliwith.* In at least a dozen hysterectomies made by me upon 
these indications the microscope has proved beyond all doubt the wis
dom of the course pursued. I believe that menorrbagia due to non
malignant endometritis, with absence of serious peri-uterine or systemic 
disease, is always benefited by the intelligent and thorough application 
of the curette. The rule which I have formulated is most emphatically 
applicable if the woman is approaching the age of fifty, if there is a 
recurrence of hemorrhage or discharge after the menopause, or if she 
presents a family history of cancer. In sarcomatoU.s disease of the 
fundus the cnrette will usually bring away enough tissue to make 
the diagnosis certain . 

Progress.-As the disease progresses it frequently involves the 
cervix and neighboring organs. Perforation occasionally occurs into 
the peritoneal cavity 1 setting up peritonitis. Metastasis to distant 
organs may also result. 

Prognos is.-If the condition is detected early the prognosis is more 
fa\'orable than in carcinoma of the cervix, for the reason that there is 

*In a series of one thousand cases of post-climacteric hemorrhage collected in 
the Schauta clinic, Vienna, Neumann (11fonalslt.f. Ceburlslt. v. Gy11iik., Ed. I., 
H. iii., hr:;95), found in fifty-four per cent. of the total number cancer of the cervix. 
Neumann believes that when chronic and severe bleeding occurs in a woman who 
bas passed the menopause, and who is failing in health and becoming anemic, it 
is almost certain that cancer of the body of the uterus exists, providing the hemor
rhage is not accounted for by cancer of the cervix. 
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less likelihood of the surrounding gtructures being in\'olved. If not 
interfered with, the prognosis is gra\'e. Death is due to the same 
causes enumerated under the head of cancer of the cervix. 

SARCOMA OF THE UTER US. 

Sarcoma, according to Cohnbeim, is a connective·tissue tumor of an 
embryonic type. According to Senn, ·'sarcoma is au atypical prolifera
tion of connective-tissue cells from a matrix of fibroblasts of congenital 
or post-natal origin."* Sarcomatous tumors ·were formerly known as 
recurrent fibroids. 

When met with in the uterus they occur in two forms: ( 1) Diffuse 
sarcoma of the mucosa ; (2) fibroid sarcomatous tumors. Sarcoma is 
rarely located in the cervix. 

Diffuse Sarcoma of the Mucosa. The proliferation of round 
or fusiform cells infiltrates the mucous membrane, and gives rise 

F'IG. 213. 

DIFFUSR CARCINO:\tA OF THl!: :\ll:COSA. ( ll ood.) 

to thickening. In time there appear ' 1 soft, dllous, or lobulated tumors, 
having an encephaloid aspect, and reproducing an embryonic type of 
connective tissue' ' ( Virchow. ) These fungoid masses are soft, irregu
lar, and easil y broken down . Iu appearance they are grayish white. 

*"Carcinoma represents the malignant tumors of the tissues of epiblastic and 
hypoblastic origin . Sarcoma represents the malignant tumors of the ti ssues of 
mesoblastic origin. ''-Senn. 
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Deep excavation of the mucous membrane does not occur, as in carci
noma ( Fig. 213) . Sometimes there are found mixed tumors composed 
of the histological characteristics of carcinoma and sarcoma. A micro
scopical examination of the mucous membrane will reveal masses in
filtrated with closely set round cells, with occasional spindle cells. 
(Figs. 214 and 2 15. ) 

FIC. 214. 

DIFFUSE SARCO:\IA OF THE UTERINE l\Iucous l\IEl\IBRANE. ( Wyder. ) 
The neoplasm is separated from the peritoneum on the left by a well-marked layer 

of healthy muscular tissue several millimeters thick; the superficial portions 
toward the cavity of the uterus, on the right, are beginning to disintegrate. 
In the deeper parts are seen the con nective tissue fibers, rich in fusiform cells 
with long and short processes. Between them is a n amorphous basement-sub
stance with a large accumulation or cells, the nuclei of which appear to resem
ble those of the others. In the superficial portions the bands of the connective 
and muscular tissues have entirely disappeared, being replaced by round cells. 
The tumor is rich in vessels about which are foci of hemorrhage. In no part 
of the tuu:or can there be found any trace of mucous membrane or of glands. 

Fibroid Sarcomatous Tumors.-These growths, like benign 
myofibromata, may be either interstitial, subperitoneal , or submucous. 
It is maintained by some authorities that they are nothing more than 
malignant fibroid tumors; it is now well known that fibroids frequently 
undergo sarcomatous degeneration ( Plates I and XIII ) . They arise in 
the uterine parenchyma, but their isolating capsule is not distinct, and 
they are deeply rooted ( Plate XXII ) . On section their consistence is 
soft and homogeneous. 0,:casioually they undergo degeneration, and 
are converted into muco-sarcomata or cysto-sarcomata. This form of 
sarcoma contains more spindle-cells than does the diffuse variety. 

Etiology.-\Vhile the larger number of cases occur at or near the 
menopause 1 numerous instances of sarcoma of the uterus ha\·e been 
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met with in women under twenty years of age. Of seventy-five cases 

analyzed by Guesserow, twenty-five were childless, four of the twenty

five being virgins. This contrasts markedly with carcinoma of the 

cer\'ix and body of the uterus. 
Symptoms .-The symptoms of diffuse sarcoma of the mucosa do not 

differ essentially from those of carcinoma of the body of the uterus. 

There is an increase in the volume of the affected organ. A serous 

discharge, alternating with hemorrhage more or less profuse, is a fre

quent, though not a constant, symptom. Cachexia is of a later occur

rence than in carcinoma of the uterus. Pain is not an early symptom. 

There is also less fetidity of the flow during the early period, and ulcera

tion does not set in until late . 

FIG. 215 

CELJ.S FRO~! A SPINDLE-CE;J.T.ED SARCOMA FROM THE NECK OF THE UTJ•:RUS. 

( Pernice. ) 

In the beginning of fibroid sarcomatous tumors there is nothing to 

distinguish them from benign fibroids. There is hemorrhage, odorless 

hydrorrhea, some pain from pressure, and an increase in the size of the 

uterus. After ulceration of the neoplasm occurs, the hemorrhage be

comes more profuse and the leucorrhea offensive. The discharge con

tains peculiar, rice-like particles, which are broken down sarcomatous 
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nodules. Inversion of the uterus not infrequently results in consequence 
of sarcoma. There is complete fusion of the tumor with the con
tiguous tissues, which makes enucleatiou impossible. Repeated recur
rences after removal are a peculiar feature of sarcoma. Metastatic 
deposits have been found in the lungs, liver, vertebrre, and lymphatic 
glands. The treatment does not differ from that of carcinoma of the 
uterus. 



CHAPTER XLII. 

MALIGNANT DISEASES OF THE UTERUS. 
(Continued.) 

TREATMENT. 

In the treatment of the various malignant affections of the uterus, I 
have deemed it best to consider under one head carcinoma and sarcoma 
of both the fuudus and the cervix . The same principles of treatment 
are applicable to the several forms of malignancy, whether the disease 
is located in the body or the neck of the organ. 

If it be true that carcinoma is, at its beginning, a local affection, 
becoming general only as it extends by contiguity of tissue, or by the 
absorption of broken-down debris, the possibilities of curing the disease 
depend entirely upon an early diagnosis and early operative interfer
ence. This applies to carcinoma wherever located, but emphatically 
so to carcinoma of the uterus, because with no other removable organ 
of the body is it so difficult to reach beyond tbe parts primarily affected. 
That the disease does1 at the beginning, localize itself ln the uterus is, 
I think, clearly proved by the large number of operative cases now on 
record and by the observations of Russell referred to on page 684. 
Nevertheless, it is an unfortunate fact that at least fifty per cent. of all 
cases of carcinoma and sarcoma of the uterus will have passed beyond 
the operative stage before coming under the observation of the special~ 
ist. The treatment, then, naturally resolves itself into-

(a ) Prophylactic; 
( b) Palliative; 
(c) Curative. 

Prophylaxis.-I again repeat that I belieYe that a very large per 
cent. of uterine cancers could be prevented by the timely correction of 
the diseases and injuries which have been studied as etiological factors. 
I believe that every woman who has a serious laceration of the cervix, 
with eversion and deposition of cicatricial tissue, should have it repaired. 
This is especially true if there be an hereditary predisposition to cancer. 
Trachelorrhaphy, in skilled hands, is a most simple operation, and the 
danger attending it is practically nil. Usually, too, when the condition 
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of the cervix which I ha\·e described exists, there are certain disturb
ances of the general system which in themseh,es call for correction of 
the local lesion. I have in another place ( North American Journal of 
Homeopatlty1 July, 1895 ) made a plea for the removal of all lesions of 
the lower orifices of the body at one sitting. Diminished physiological 
resistance is the very foundation of cancer, whether the disease start 
from a matrix of embryonic tissue, whether it be due to parasites, or 
whether it has its origin in protoplasm unfavorably impressed by 
heredity. This diminished physiological resistance is brought about 
by malnutrition; aud malnutrition, especially in women, is oftener due 
to lesions of the lower orifices of the body than to other causes. Pratt, 
of Chicago, has created in this country a school of surgeons known as 
"orificialists. 11 \Vhile wild and exaggerated claims have been made 
by many of Dr. Pratt's followers, and much harm has been done by a 
class of men who are ill-fitted to assume the responsibilities of surgery 1 

I am firmly convinced that many surgeons are ignoring certain princi
ples emphasized by Pratt wbich 1 if intelligently applied, \vould work 
untold good in the prevention and cure of organic diseases. Space will 
not permit of entering into an extended discussion of the so-called 
orificial philosophy. From an experience which is not altogether 
small, I am led to believe that the nutrition of the body can be pro
foundly impressed for evil by certain lesions of the lower orifices of the 
body; and that by correcting such lesions the patient can many times 
be lifted from a state of invalidism to health. Orificial surgery not 
only removes the local irritation, which iu itself predisposes to cancer, 
but it places the system, especially when aided by intelligent internal 
medication, in shape better to resist disease and degeneration . 

Lesions of the uterine appendages should recei\·e attention, and in 
gonorrheal pyosalpinx, where the uterus is much enlarged and dis
eased, I believe that it should be removed with the appendages. 
Usually the results are more satisfactory when this is done, for a 
uterus thus affected remains a menace to its possessor and may take on 
malignancy. I now ha Ye under my observation a woman 1 36 years of 
age 1 from whom I removed, eighteen months ago, a pair of pus tubes. 
She returned to her home in the interior of the State and twelve months 
later presented herself with a uterine cancer advanced far beyond the 
operative stage. 

Fibroid tumors of the uterus are no longer considered as harmless as 
they formerly were. During the last year I have removed two uteri for 
fibroids which bad undergone sarcomatous degeneration. The speci
men shown in Plate XIII was removed from a maiden woman aged 
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40. The larger mass on the left was incarcerated within the pelvis and 
was rapidly strangulating the bowel. The smaller one on the right 
floated upward and rested beneath the spleen . Total abdominal hys
terectomy was made with the patient in the Trendelenberg posture. 
The smaller tumor was studded with sarcomatous nodules. The tumor 
and uterus weighed fifteen pounds. 

The specimen shown in Plate XV. was removed from Mrs. S., aged 
40, a widow and childless. Eight months ago I amputated the breast 
for a scirrhous cancer. She had suffered for years from pelvic distress, 
dysmenorrhea and menorrhagia. The uterus distended the hypogastric 
region . The operation was made through the abdomen. The fibroid 
was of the subnrncous variety and had assumed malignant degenera
tion. It is yet too early to determine in either of these cases whether 
or not a permanent cure has been accomplished. 

Senn* maintains that transformation of innocent into malignant 
growths is not uncommon. While I by no means believe that all, or 
even the majority, of myofibrornas call for operative interference, I do 
believe that these growths should be carefully watched and if evidences 
of malignancy develop they should be removed at once. 

Women who are victims of badly lacerated cervices and who will not, 
or can not, undergo an operation, should submit to local examination 
at least every six months. 

Palliative Treatment.-This includes the management of the 
hemorrhage, the pain, and the leucorrheal discharge. The liemorrltage 
can often be favorably influenced by the use of the indicated remedy. 
I have but little faith in the action of large doses of ergot for this pur
pose, especially when the disease is limited to the cervix. If the indi
cated remedy is not sufficient, and the hemorrhage is great enough to 
exhaust the patient or to threaten her life, local medicaments must be 
used. One of the least objectionable of these is the saturated solution 
of alum; and the patient should always have at hand a sufficient quan
tity of this agent to use wheneYer necessary. Cold water may be 
resorted to for the same purpose . Should the hemorrhage still persist, 
a tampon 1 saturated with a weak solution of perchlorid of iron, may be 
placed against the bleeding surface. To obtain the mechanical effects 
of the tampon , others must be packed about it in such a way as to 
exert decided pressure upon the cervix ( p. i5.;). If the fetor is 
marked iodofonn gauze may be used for tampon material. Should the 

* Palhology and Surgical Trealmenl of 'l'umors, p. 6r. 
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hemorrhage proceed from the body of the uterus, a solution of alum, 
heated, may be injected into its cavity. 

The nurse should be instructed as to the methods of controlling 
hemorrhage , especially if the patient reside some distance from the 
attending physician. The patient should be ad,·ised to abstain from 
sexual intercourse and to observe care in straining at stool. Indeed, 
constipation should always be guarded against, for if the rectum is dis
tended with hard feca l matter it not only adds greatly to her distress, 
but predisposes to hemorrhage. 

After infiltration of tissue, pain becomes the most prominent and 
most distressing symptom. \,\Then the disease is confined to the cervix, 
much relief may be afforded by the local use of anesthetic and narcotic 
agents ( p. 152 ) . Iodofonn is not only a powerful disinfectant, but 
it is also a local anesthetic of much value. It may be applied directly 
to the parts by means of a powder blower; or it may be mixed with 
almond oil ( 1.;-:51 ) and applied by means of a tampon. The fluid 
extract of opium, either in the form of suppositories or applied directly 
to the ulcerated surface, is beneficial. The fluid extract of belladonna 
is also a useful agent, particularly if the pain is of a throbbing charac
ter. A suppository composed of one grain of the fluid extract of opium 
and one-quarter of a grain of the fluid extract of belladonna and re
peated as often as neces!:iary is an old and well-tried method of using 
these agents combined. Equal parts of chloroform, glycerin, and sweet 
oil is another old formula and at times a most useful one (Ludlam ) . 
This preparation may be applied on a tampon. A solution of hama 
melis, or a saturated solution of hydrate of chloral, may afford relief 
when other remedies fail or their effect becomes exhausted. Ich
thyol, in a fifty per cent. glycerin solution , is also a useful application. 

In contending with pain, invaluable service may be obtained from the 
properly selected homeopathic remedy. Before resorting to opium the 
cold tar compounds should be exhausted, and the physician is urged to 
withhold the internal administration of opium as long as it is possible 
to do so without permitting his patient to suffer too greatly. It is even 
claimed by some of the best men iu the homeopathic school that the use 
of opium is never necessary in contending with pain of any kind. I can
ll t refrain from congratulating the prescriber who is sufficiently skilled 
to dispense with the use of this agent in the disease under consideration . 
No one dt!precates more than I the internal administration of opium, 
especially in cancer. I am nevertheless compelled to admit that during 
its later stages I am many times unable to control the almost intolerable 
sulTering incident to it without resorting to some of the forms of opium. 
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Its use is attended with unpleasant consequences which I should be 
only too glad to avoid. These consequences are, however, in my 
opinion, more thau offset by the relief afforded. The disease, after 
reaching a certain stage, is inevitably fatal, and it has always seemed 
to me that it is the duty of the physician to bring to its victim all pos
sible means of relief. If he cannot keep her comfortable without 
opium, I believe he should administer it in doses sufficiently large 
to accomplish the desired end. However, the drug should not be 
given until it is absolutely necessary; it quickly exhausts itself and 
bas to be repeated in ever-increasing doses until the amount required 
is sometimes enormous. It is best administered hypodermatically . 

The leucorrheal discharge is to be contended against by the frequent 
use of antiseptic and disinfecting agents. Of these a solution of per
manganate of potash is one of the best. It should be used as a douche 
(20:1000) , and repeated as often as necessary. After the parts are 
cleansed with this solution, an iodoform suppository containing two 
grains of iodoform may be introduced into the vagina. Carbolic acid 
(one to fifty ) is also a powerful disinfectant, and possesses anesthetic 
properties as well. A solution of thymol (five per cent.) or bichlorid 
of mercury ( r :3000) may also be used for this purpose. Hot water 
alone, administered iE large quantities, will not only cleanse the parts, 
but will many times greatly relieve the suffering ( v. Chapter X). 

ErJ1f/uma of the vulva, during the later stages of cancer1 is often 
most distressing. The parts should be protected by some of the oint
ments recommended for pruritus \'Ulv~. Equal parts of olive oil and 
lime-water applied to the vulva will often afford marked relief. A 
solution (Jf chlorate of soda is also highly recommended by some writers. 

Lucas recommends the following dressing for uterine cancers:-
1). Benzoin, 

Iodoform, 
Magnesia carbonate, ;)ii. 

It should be applied after the raw surface has been freely exposed. 
Lucas claims that this dressing overcomes both the fetidity and acridity 
of the secretions. 

Lutand exposes the raw surface with a speculum and insuffiates the 
following powder daily: Salycilic acid, gr. iv; boric acid, 3i; iodoform, 
5ii; essence of eucalyptus, q. s. 

A more formidable palliative measure, which is surgical in its nature, 
is curetti11g. It is especially useful in those cases where the disease occurs 
in the form of soft, friable masses projecting either into the uterine cavity 
or from the cervix. The hemorrhage, the offensive discharge, and the 
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pain are largely due to these papillomatous growths. If remO\·ecl by 
the curette, the relief afforded is often most marked. The hemorrhage 
is temporarily controlled, the offensive discharge ceases for a greater or 
less length of time, and the pain is most decidedly ameliorated :\lore
O\·er, the symptoms of sepsis, due to the absorption of necrosed tissue, 
will disappear for the time being. As a palliative measure, then, the 
use of the curette is of the first importance. 

In most instances I deem it best to place the patient under the in
fluence of an anesthetic before the curette is applied. There should be 
at hand the various preparations of iron for the purpose of controlling 
hemorrhage, as well as a Paquelin cautery. After the speculum is in
troduced the cervix is supported by the \·olsella, and Simon's sharp 
spoon curette is expeditiously but thorouglily applied, all of the necrosed 
tissue being scraped away. A stream of hot bichlorid should be kept 
playing upon the parts during the operation, as the hemorrhage is 
usually very profuse. The raw surface is now seared OYer with the 
Paquelin cautery. Ordinarily, this will control the hemorrhage; if not, 
a solution of perchlorid of iron may be applied. A strip of iodoform 
gauze is fina lly carried into the uterus i f the case is one of carcinoma 
of the body, or packed into and about the cervix if the disease is 
limited to the neck . Additional strips of gauze are packed into the 
vagina. These can be left in for two or three days, after which they 
are removed and the parts kept thoroughly clean by antiseptic and dis
infecting injections. 

Besides the various local measures which ha\·e been enumerated. it 
is important to maintain the nutrition of the patient by nourishing food 
and by proper hygiene. Owing to the offensi\·e discharge, the sick
room should be kept thoroughly ventilated; if the patient can have at 
her command two rooms, so that one can be aired while she is occupy
ing the other, such an arrangement will be advantageous. 

It seems unwise to inform the patient that she is the victim of incur
able malignant dise:ise, unless it is absolutely necessary, because of 
business affairs, to do so. If the facts are known to her the effect upon 
the mind is most distressing. Since she is liable to live for months, or 
even for years, there is no reason why she should be informed of the 
ine\·itable end . Of course her immediate friends should be made 
familiar with the diagnosis and prognosis-this for the physician's pro
tection. Again, it is never wise to prophesy too closely as to the prob
able duration of life. The physician can only state the a\'erage dura
tion of the disease, at the same time emphasizing the fact that certain 
complications may suddenly terminate life. 
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Therapeutics .-Many vaunted specifics for cancer ha\·e been from 
time to time put forth, but as yet nothing reliable in the way of a 
"cure all 11 has been accomplished. Personally, I have pinned my 
faith to the homeopathic remedy and I believe that, when properly 
selected, it will do all that any form of internal medication known at 
the present time can do in the way of staying the progress of the dis
ease. The remedies most useful are those capable of profoundly im
pressing the system when given to persons in health. Prominent among 
them is arsenic and its compounds. I have done more with arsenicum 
iodid than with any one other remedy. Hydrastis, lachesis, conium, 
and the preparations of lime and potash are often serviceable. TheSe 
remedies, the indications for which I give below, will <lo much in the 
way of palliation and in maintaining a fa\·orable condition of the sys
tem. However, and I wish to emphasize this point: I do not beliCve that 
there is one single autlientic case ef cancer on record cured by internal 
medication. I know that many cures are reported in homeopathic 
literature and some of them by excellent diagnosticians; but I am 
unable to find one single instance where the diagnosis has been verified 
by microscopic examination. I am conscious of the fact that this state
ment is not altogether fair for the reason that an opportunity to make 
a microscopical examination does not very often present itself in non
surgical cases. I record in footnotes several reported cures and grant 
that the evidence is worthy of serious consideration. The uncertainties 
of diagnosis surrounding each case must, however, be borne in mind. 

Six months ago a woman, 38 years of age, consulted me. She had 
been bleeding almost continuously for twelve weeks, the discharge 
being offensive, and the skin of a dirty straw color. On examination 
I found the uterus enlarged, the cervix lacerated, everted, and indu
rated, and the mucous membrane lining the cerdcal canal abraded. I 
felt co11ficlent that the condition was one of malignancy, but, to make 
sure, curetted, aud remO\·ed under cocaine a section from the cen·ix. 
The curettings and the cervical tissue were examined by a pathologist 
in whom I have perfect confidence . His diagnosis, and he seemed sure 
of his ground, was that of fungoid endometritis with cystic degenera
t!on, and erosion of the cervix. \Vhen ~came to operate a week later, 
I could but feel that the pathologist had been mistaken, and was greatly 
tempted to remove the uterus. However, I decided to work along 
conservative lines, and accordingly repaired the cervix1 removing a 
large a111ou11t of diseased tissue. This was again submitted to microscopic 
exami11atiun, and the opinion first given confirmed. The patient con-



MALIGNANT DISEASES OF THE UTERUS-CONTINUED. 707 

valesced uninterruptedly, and the cervix to-day presents a perfectly 
healthy appearance. 

I present this record for the purpose of showing how valueless are 
the recorded cures of cancer where the diagnosis is unconfirmed by 
microscopic examination. 

Grau ting, for the sake of argument 1 that cancers have been cured by 
horneop:tthic medication, the p~r ceut. of such cures is so snnll as to 
make it unsafe to rely on internal remedies in operable cases. Sixty
six per cent. of the uterine cancers which came to me in 1895 were in
operable. In a goodly number of these cases the gentlemen who had 
them in charge followed 1 instead of instituting a careful local examina
tion, the lead of a blind symptomatology which proved disastrous to 
their patients. With our present knowledge of cancer of the uterus, 
and with the statistics of hysterectomy for the disease now accessible, 
there rests with the general profession a tremendous respousibility. It 
is the family physician to whom the specialist must look for the early 
recognition of the disease. 

During the last three years the treatment of inoperable cancers and 
sarcomas with the toxins of erysipelas and bacillus prodigiosus has 
received much attention. Coley* summarizes the cases treated by him 
up to May r, 18941 as follows: Twenty-five cases of inoperable sarcoma, 
eight of inoperable carcinoma, and three of carcinoma or sarcoma were 
treated with the mixed toxins. Impro\·ement followed the treatment 
in carcinoma in a number of cases, but there were no cures. Six of the 
sarcomas were apparently cured. One was a case of recurrent sarcoma 
of the hand which had been remo,·ed surgically six times; the patient 
emained in perfect health two years after beginning the treatment. In 
another case a very large and presumably malignant tumor disappeared 
under the mixed treatment. In twenty-four additional cases treated 
since tbe above date, all of which were inoperable, the results were 
encouraging. Thirteen oft he cases were sarcoma and eleven carcinoma. 
Of this number three of the sarcoma cases were supposed to be cured. 
In none of the carcinomas did the tunlor entirely disappear 1 though in 
nearly all the progress of the disease was favorably affected. Coley 
begins with a minimum dose of the toxin and gradually increases it 
until a reactionary temperJture of 103° or 104° F. is produced. He 
belie,·es that the action of the erysipelas toxin is greatly increased by 
the toxin of the bacillus prodigiosus. 

Coley concludes his article on the subject as follows:-

Am. jour. :\led. Sci., Jan. 19, 1895. 
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1. ''The mixed toxins of erysipelas and prodigiosus exercise au an
tagonistic and specific influence upon malignant tumors, which influ
ence, in a certain proportion of cases, may be curative. 

2. 11 This influence is slight in most cases of carcinoma ( including 
epithelioma ) , most marked in sarcoma, but varies with the different 
types, the spindle-celled form showing by far the greatest influence . 

.3· "The action of the toxins is not merely local in character but 
systemic. 

4. "The toxins should be used only in clearly inoperable cases, or 
after primary operation to prevent recurrence. 

5. ''The results will vary greatly with the strength of the prepara
tion, the most virulent cultures giving the best results." 

I have tried the mixed toxins in three cases of carcinoma and one of 
sarcoma. All were inoperable. In one of the carcinomas (carcinoma 
of the breast ) the progress of the disease was unquestionably inter
rupted and the patient temporarily benefited. It, however, resumed 
its former course after remaining quiescent for three months. In two 
cases of carcinoma of the uterus the results were nil, although the in
jections excited a high fever and profound reactionary symptoms. 

The sarcoma patient was a woman of sixty-four. I opened the abdo
men and found the pelvis packed with sarcomatous tissue. The spleen 
and liver were also involved. She rallied from the operation and 
injections of the toxin were begun at the end of two weeks. She 
seemingly improved for a time, but at the end of six weeks suddenly 
cliecl, probably from heart clot. At no time were reactionary symptoms 
induced by the injections, notwithstanding that the maximum dose 
recommended by Coley was increased threefold. I do not believe that 
the toxin had anything to do with the sudden death. 

Coley begins with one minim of the filtrate, or one-half minim of 
the infiltrated toxin, and gradually increases the dose each day until 
the reaction temperature reaches 103° to 104° F. Care must be observed 
in prostrated or elderly patients not to carry the reaction too far or death 
may result. The chill preceding the fever is something terrible. 

Coley's experiments suggest to my mind the possibility that the care
fully selected homeopathic remedy might accomplish more in the treat
ment oi carcinoma were it brought in direct contact with the disease by 
hypodermatic medication. While it cannot be claimed that the toxin 
of erysipelas is homeopathic to cancer, its action is certainly along 
homeopathic lines. I believe that a carefully conducted series of 
experiments with the homeopathic remedies used hyp:::idermatically in 
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cancer is worthy of most serious consideration. The well-known action 
of arsenic locally adds additional force to the suggestion. 

Beck,* while admitting that accidental erysipelas, like many other 
infectious diseases, has an influence on malignant lesions, claims that 
the same effects may be caused by injections of zinc chlorid, arsenic, 
potassium iod., and many other substances. \Vyeth t maintains that 
sarcoma may be cured by any form of septic infection, though he admits 
that the sepsis of erysipelas exercises the most powerful curative in
fluence. 

Bernhartt reports highly satisfactory results from parenchym:J.tous 
injections of a solution composed of six parts of salicylic acid to sixty 
of alcohol. Thirty minims are injected into the growth in eight or ten 
different places. 

Valliet II has obtained almost equally good results from the hypo
dermic use of absolute alcohol alone. 

Adamkicwicz (Warren), imitating Koch 1s method of treating tuber
culosis, treats cancers with a serum which he terms 11 cancroiu" and 
which he obtains by macerating minute fragments of cancer in water. 
His success has been indifferent. 

Pyoktanin has also been used subcutaneously in malignant tumors 
with alleged success. The once vaunted specifics, chian turpentine 
and condurango, have long been entirely discarded. 

While the results thus far obtained iu the treatment of malignant 
neoplasms by toxins and agents used subcutaneously are far from satis
factory, I do not think that they should be ignored. They at least 
suggest possibilities which should encourage all serious itwestigators 
in this field of research. 

Homeopatlzic Tlterapeutics. 

Arsenicum.-Cancer of the uterus, with burning, agonizing pain, 
and secretion of fetid, brown or blackish ichor; faintness; BURNING 

PAINS, even felt while sleeping; ACRID AND CORRODING LEUCORRHEA; 

emaciation, with excessive debility; restle!:=sness; symptoms of septi
cemia.§ 

Chicago ::\Ied. Recorder, August, 1Sg4. 
t jour. Am. Med. Assoc., June 30, 1894. 
t Central bl. f. Gynak. No. 39, 1893. 
11 Allg. :\led. Central Zeit., Ko. 67, 1894. 
*-"He 1 i\Ir. Johnstone) quite agreed with Dr. \\"ood that Arsenic was the remedy 

which produced the best effects in carcinoma, whether used in the iodicl or in the 
oxid form. 'fhe use of ArSl'nic was warranted, not only by the totality of symp
toms, but also by the effect which was produced by toxic doses continued o\·er a 
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H yd rastis Ca n .-Ulceration of cervix and vagina, with sympathetic 
affections of the digestive organs; the disdtarge is tenacious, tldck and 
roPJ'; pruritus vulvre, with sexual excitement * 

Conium mac .-HARD~ESS OF UTEl<t:S, WITH INTOLERABLE LANCI

NATING PAINS THROUGH THE PELVIS; acrid, burn ing leucorrbea, pre

ceded by pinching pains in the abdomen; carcinoma fo!!owi11g clnwdc 
inflammation and iuduration of ovaries; scanty menstruation, especially 
in sterile women . 

Kali b ich.-Leucorrliea yellow and roPJ1, with pain and weakness 
across small of back; dull , heavy pains in hypogastri um. 

long time. 1\Ir. Jonathan Hutchinson and others had noticed that when arsen ic 
had been prescribed in appreciable doses for a considerable time it had actually pro
duced epithelia of the skin, so that was an indication for the use of Arsenic in 
carcinomatous processes. "-Jlfr_ Jolmsto11e's discussion of lite aut/1or's essay on 
"Carcinoma of the l'lerus" presented to llte futer11atio11al Ho111eopalltic Congress, 
London, Aug., 1896. 

* "The only case in which be (Dr. Pope) had had a successful result from Hy
dras/is, covered a remark made this morning, \1iz.: 'That it was the early condi
tion of the disease in which good results might be hoped for.' lie saw a lady 
many years ago with a small, hard, adherent nodule in the breast, the nipple being 
retracted. The usual pain of carcinoma was present, and the case left no doubt in 
his mind as to its nature. He advised her to see Dr. James Paget and take his 
opinion as to the expediency of the remov<il, because it was then that remO\·al 
would do good if it ever would. The patient could not make up her mind_ to do 
this, but said she would t hink about it, and he accordingly prescribed l-IJ'draslis for 
her to take at once. In about a month or fh-e weeks she came to him again, and 
all appearance of the carcinoma bad gone. H e had ne\'er heard of the patient 
since, and that was more t han Pope's discussion of the 
aulhor's t•ssay 011 "Carci110111a of the 

"1-/ydraslis was the remedy, both locally and constitutionally, to which he (Dr. 
Burford ) would pin his faith; and if be was restricted to one remedy the remedy 
would he that. Under certain circumstances he believed he had caused total elimi
nation of the growth by Hydras/is. But the difficulty was that it had to be gi\·en 
for a long period of time, and the question comes up. 'were they justified in ex
posing the patient to the risks of delay.' The physician feeling that, felt called 
upon to apply for surgical relief, when probably he could do just as well himself. 
That was the difficulty which physicians were in-the devastating results which 
might ensue where therapeutic treatment was being applied which might in the 
tong run pro,·e satisfactory. Dr. \Yood's ,·iew was, that theoretically operation was 
without doubt the correct treatment. \Vhen a man undertook to remove malignant 
growths by surgical means it was desirable that he should be perfectly certain that 
be had removed them and had not left any fragments behind. It was not impossi
ble to imagine a time would come when somebody would do for the human race 
with carcinoma what Jenner had done with smallpox and J rahnemann had done 
with therapeutics generalty."-Dr. B111furd's discussion of tile author's essay 011 
"Carri110111a of/he Uterus." 
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Phytolacca.-~fenses too frequent and too copious; metrorrhagia; 
ropy 1eucorrhea towards morning; hunger soon after eatingi urine dark
red, with painful micturition. 

Thuja.-CAl1 LIFLOWER EXCRESCE!'\CE PROJECTING FROM CERnx; 

erosions of os uterii aphthre. 
Graphites.-Violent lancinating, stitching pains through the uterus 

down to the lower extremities; inclined to obesity, with a history of 
delayed menstruation; swelling of the feet; the discharge is glutinotis, 
or watery; itching blotches on yarious parts of the body. 

Kreosotum.-Burning sensitiveness and t11111efaclion of the cerv1~i: 

·with bloody idtorous discharge; the genital tract is sensiti\'e to touch and 
to coitus; great pntridif;y of discharges. 

Belladonna.-BF.ARING DOWN SEXSATION AS IF THE JNTERNAL 

ORGANS WOULD ESCAPE EXTERNALLY; pains are of a shooting, tearing 
character, coming on suddenly and finally leaving as suddenly; hemor
rhage profuse and offensive; the parts feel drJ• and hot intema/f;1. 

China.-Especially useful to overcome the effects of the long
continued hemorrhage and leucorrhea; the patient is wor:-:e every other 
day; jlatulenC)', whiclt is not re!iez1ed by the discharge of flatus. 

L achesis.-Cancer occurring in women approaching or passing 
through the menopause; frequent hemorrhages; FLUSHES OF' HEAT; 

the pain is sometimes very Yiolent, as if a knife were thrust through 
tbe abdomen . 

Bovista .-!vienses every two weeks, much dark and clotted blood; 
burning in the genitals; yellow, green, acrid, corrosive leucorrhea, leav
ing green spots on the clothes; painfol weighing down in vulva, aud 
weight in small of back after midnight; pains around navel; abdomen 
bloated.* 

"A patient had been under a dozen medical men for years, always ill. One man 
thought he was suffering from one thing, and another from another, and at last a 
tumor appeared. He ( Or. Clifton) did not think it cancer at first, but ultimately 
he sent the patient to Sir James Paget, who sent him to Sir Prescott Hewett. He 
had a letter from that gentlemen saying that 'this bears unmistakably all the 
microscopical characteristics of epithelioma, and we advise operation.' The gen
tleman did not agree to that and put himself under his ( Dr. Clifton's ) treatment. 
Just at that time he had been reading up the provings of Bm."is!a; it had no relation 
to the epithelioma, but it had all the characteristic symptoms which the patient 
had been suffering from for years, and which symptoms had subsirled after the 
tumor appeared. He tht:refore gave him Bovista, which did the patient a great 
deal of good generally and arrested the growth. He then put him on PftJ1folaaa, 
not because it produced anything like the symphm1s-he did not believe they had 
any medicine which would produce symptoms like cancer-but the patient had 
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Phytolacca dec.-Menses too frequent and too copious: mammre 
painful; griping and cramps in abdomen; limbs cold, head and face 
hot; night sweats; discharge fetid, ichorous; glands inflamed , and 
become swollen. 

Kali phosphoricum.-It is claimed that the pain in cancer is greatly 
subdued by this remedy, and that the offensive odor from the discharges 
is lessened. Paroxysms of neuralgic pains; palpitation from a weak
ened condition, or direct nervous excitement. 

Kali sulphuricum.-Epithelial cancer; slimy, thin, decided ly yellow 
or greenish discharges of watery matter from the vagina; the symptoms 
worse in the evening in a heated atmosphere 1 and better in a cold open 
atmosphere. * 

Magnesi um phosphate.-Intensely sharp pains through abdomen 
which are of a spasmodic nature, often accompanied with a feeling of 
constriction. 

Calc ium sulphate.-Discharge of pure pus or sanious matter; sup
puration of the neighboring glands. 

Consult:-Phosphorus, rims lox., sepia, sulphur, murex pur., secale, 
tarautula, trillium, and zincum met. 

CURATIVE TREATMENT. 

Vagina-Abdominal Hysterectomy .-1 have gh·en this somewhat 

other symptoms which Pltyto/accd removed. The !':ymptoms came on again after 
some time, bu t Pltylolacca again removed them. That gentleman had been one of 
his best patients. "-Dr. Clifion's discussion of lite autl1or's essay on " Carcinoma 
of the Uterus." 

*"William \V., a factory worker, came to me on September the 4th. He suffered 
from epitbelioma, which was situated on the right side of the nose, almost imme
diately below the corner of the eye, and about the size of a two-shilling piece. 
The eye itself seemed to be affected, either sympathetically or through irritation 
excited by the discharge, which might ha\'e found its way into the eye from the 
edge of the eyelid, which, howe\'er, was not greatly destroyed. Re that as it may, 
there was conjunctivitis, palpebreum and bulbi, with dulness of the cornea. The 
ulcer at the side of the nose had existed for fonr yea rs. At first there was a slightly 
red spot which was a little raised and swollen. Later on it hecame covered with a 
horny-like scab, which after a time fell off and left a sore. This spread slowly but 
steadily. The patient had during the time of its existence consulted a great 
number of doctors. He had also been treated for two months by a specialist for 
the eye, after it had become implicated; but all without effect . Potassium sul
p!tale was now gh•en him, a dose night and morning, and externally a lotion of 
potassium sulphate was used. After only a few days the inA:.nnmation disappeared. 
"fbe ulcer also began to heal under the steady treatment. By the 8th of October, 
the sore had cicatrizetl so that only a spec was left, and the patient was able to 
resume work again 011 the 9th of October. n-Scltilssler. 
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extended review of the literature of the therapeutics of cancer quite as 
much to show that at the present time our chief reliance in the treat
ment of this most formidable disease must be placed in surgery, as to 
call attention to the work that is being done along this line. The first 
complete vaginal hysterectomy for carcinoma was made in r813 by C. 
]. M. Langenbeck, but Czerney, in I878, was the first to successfully 
revive the operation. Abdominal hysterectomy, as performed by 
Freund, was practically discarded for the vaginal operation because of 
the high mortality. Few specialists longer advocate high amputation 
of the cervix as a curative measure. Total hysterectomy, either vaginal, 
abdominal, or vagina-abdominal, is the only radical procedure which 
should be thought of. Up to two years ago the percentage of immedi
ate recoveries was so largely on the side of the vaginal method that few 
abdominal hysterectomies were made for cancer. During the last two 
years, however, particularly in America, there is a tendency to revert 
to the abdominal, or the combined vagino-abdominal method. This 
practice is the outcome of the more favorable results following total 
ablation of the uterus for fibroids. The mortality attending abdominal 
hysterectomy is now but little greater than that attending ovariotomy. 
The "pedical problem" was solved by total extirpation, which was 
immensely facilitated by the Trendelenberg posture. As long as the 
disparity in the results of the two methods was so great, operators were 
loath to abandon the vaginal for the abdominal route. The outcome 
was that there were devised almost as many different methods of per
forming vaginal hysterectomy as there were operators. However, the 
great difficulty of cutting 11 wide of the diseased area" ·while working 
through the vagina alone has been generally recognizedi and, since the 
Trendeleuberg posture has so simplified abdominal hysterectomy, many 
surgeons prefer to work close to the pelvis through the abdomen. One 
needs but study the lymphatics of the uterus ( Figs. 24 and 25 ) to appre
ciate that the Pratt method of euucleation is entirely inapplicable to car
cinoma. During the last three years I have been doing the combined 
operation and am more than delighted with it. It is performed as 
follows: The patient is first placed in the lithotomy posture and the cul
de·sacs opened in the usual way, as large a cuff of vaginal tissue being 
removed as is possible. The uterine arteries are next secured in catgut 
or silk ligatures, as the operator may elect, and the broad ligaments 
severed ou either side for a distance corresponding to the tissue in
cluded in the ligatures. This frees the cervix from the bladder, rectum, 
and the base of the broad ligaments. The patient is next placed in the 
Trendelenberg posture, the abdomen opened by a long incision, and a 

46 
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corkscrew introduced into the fund us. By means of the corkscrew the 
entire uterus is ele\·ated and the ovarian arteries secured by ligatures 
introduced as close to the pelvic wall as it is possible to carry them. A 
couple of catch forceps secure the uterine ends of the arteries, when the 
ligaments are severed one-quarter of au inch from the ligatures. (Fig. 
207.) The peritoneum in front is next turned back1 after the method 
of Kelly, and the intra-ligamentary cellular tissue carefully explored 
for enlarged glands. Succeeding ligatures secure the remaining por
tions of the broad ligaments, all hugging the pelvic wall as closely as 
possible, except those passed through the bases of the ligaments, when 
the tissues are divided with scissors. It is necessary in this locality to 
observe care not to injure the ureters. Kelly and J. G. Clark locate 
the ureters by inserting under cocaine, before the patient is placed on 
the operating table, bougies into them. (Plate XXIII.) If this is im
practicahle the dissection should be carried upward along the uterine 
artery with the handle of the scalpel, when the ureter will be exposed 
as a 11 glistening cord" (Kelly). The glands at the bifurcation of 
the iliac artery are not infrequently involved and should be carefully 
enucleated, as should other enlarged glands if they exist. After the 
ureters are located more of the tissue about the uterine arteries can be 
removed if deemed necessary. The broad ligament stumps are next 
nicely covered by peritoneum with a running catgut suture, as in bys· 
terectomy for fibroids, the vaginal mucous membrane being first stitched 
to the peritoneum in front and behind. A small opening into the vagina 
is left for draiuage 1 through which several strips of gauze may be car
ried; or, in clean operations 1 the opening may be entirely closed without 
drainage . The abdomen is closed in the usual way . Strict antisepsis 
is observed throughout. 

Plate XXI shows a uterus removed by the vagina-abdominal method. 
One has but to contrast this with Plate XII, which shows a uterus 
removed by the Pratt method, to see the superiority of the combined 
operation when extensive ablation of tissue is important. Neverthe
less, cases will every now and then be met with where, because of the 
age or prostration of the patient 1 or because of the thickness of the 
abdominal walls, the operation will have to be done through the vagina. 

Vaginal Hysterectomy.-Supravaginal amputation of the cervix, 
as practised by Verueuil, Schroeder, and others, still has its advocates; 
but since vaginal hysterectomy has become a popular operation com
paratively few surgeons perform cervical amputation, even though 
the disease is apparently limited to the ce!vix. Indeed, vaginal 
hysterectomy is not essentially more formidable than is tlie incom-
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plete operation, and by it both hemostasis and antisepsis are more 
easily attained. It is utterly impossible to determine, in a given 
case of cancer of the cervix, whether the disease is limited to the 
cervical portion of the uterus. It is a well-known fact that in the 
majority of instances it is not so limited; consequently, tlie broad prin· 
ciple of extensive ablation which applies to carcinoma of other parts of 
the body, applies with double force here. It is true that it is not 
always possible to determine, previously to the removal of the uterus, 
whether the disease is limited to the organ as a whole. This fact is 
forced upon us by the return of the disease in a certain per cent. of 
cases after total extirpation . It must not be forgotten that vaginal 
hysterectomy is a comparatively recent operation. Unquestionably 
many uteri have been removed per vaginam that ought to have been 
let alone. The operation is justifiable under certain conditions only; 
these conditions should prevail before it is attempted. 

Vaginal hysterectomy is indicated only when the disease implicates 
the ftrndus, and the uterus is yet mobile; and when no evidences of its 
invasion beyond the uterus can be obtained by careful examination . I 
do not believe that the surgeon is justified in operating by this method 
alone if the vagina is even slightly involved at its fornices, if the uterus 
is fixed, or if large glands can be detected in the folds of the broad liga
ments or extending along the utero-sacral ligaments. Indeed, I do not 
believe that any form of hysterectomy is justifiable if it is evident that 
the disease has extended beyond the uterus, unless the chances of 
recurrence are clearly explained to the patient and her friends. A most 
careful examination should, therefore, always precede the operation. 
l\Iuch information can be obtained by the bimanual, if embarrassing ob
stacles do not exist. The cervix should be dragged down with the 
volsella and an exploration made through the rectum. In case of doubt, 
a more extended examination should be made under an anesthetic. 
E\·en the most thorough examination under the most favorable con
ditions may fail to reveal enlarged glands in the folds of the broad 
ligaments: hence the immense advantage of working through the ab
domen. 

Operation.-The patient should be prepared for the operation as for 
abdominal section ( v. Chapter XII ) . The bowels, and especially the 
rectum, should be thoroughly emptied, and the vagina carefully disin
fected. Antisepsis of the vagina is secured by frequent douching with 
a 1 :3000 bichlorid solution. A preliminary curetting, where papil
lomatous masses are abundant, may be advisable. Unless this precau-
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tion be taken there is danger of infecting the peritoneum with the 
cancerous discharge during the operation. 

After the patient is anesthetized she should be placed before a good 
side light in the lithotomy posture and the vagina scrubbed with green 
soap and a 1: 1000 bichlorid solution. The vulva and pubes are again 
scrubbed and shaved, and finally washed with a normal salt solution. 
The external parts are then wiped dry with a sterilized towel, washed 
in ether and sprinkled with iodoform. The thighs and perivulvar parts 
are protected with a perforated gauze sheet. 

The cervix is well exposed by three or four retractors (Fig. 216), 
when it is seized with a pair of bullet forceps. The uterine cavity is 
packed with gauze and the cervical canal is closed by three strong 
guy sutures which are passed through both lips and tied. The volsella 
is now removed and the cervix and uterus dragged down by means of 
the guys. 

The bladder is located by introducing a sound through the urethra, 
and sweeping it over the anterior portion of the cervix. An incision 
is then made with a scalpel through the mucous membrane above the 
diseased area, completely encircling the cervix. The scalpel is now 
discarded and further dissection is made with blunt, curved scissors, or 

FIG. 216. 

SIMONS' RETRACTOR. 

with the finger. Care must be observed in separating the bladder from 
the cervix with the finger, for there is danger of perforating the bladder. 
It is safer to hug the cervix in front with a pair of blunt-pointed cervical 
scissors. When the peritoneum is reached in front it should be pulled 
down with a tenaculum and nicked with the scissors, when it is 
incised or torn laterally as far as the anterior surface of the broad 
ligaments. The peritoneum in front and behind is then caught in 
forceps, which are also attached to the vaginal mucous membrane. 
The dissection is extended posteriorly toward the Douglas cul-de-sac, 
which is opened into, and then enlarged with the finger or with a dilat-
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ing instrument (Sims' uterine dilator is very useful for this purpose) . 
The tissues are separated laterally as far as the base of the broad liga
ment ou either side. 

The broad ligaments may be secured either with forceps or with 
ligatures Unquestionably, the forceps method is the easier and 
more expeditious one. Their use, however, is not without certain 
objections that do not apply to the ligature; there is danger of sepsis 
as well as obstruction of the bowel. Clamps and forceps devised 
especially for the purpose and long enough to include the entire broad 
ligament in its blades ( Fig. 217 ) may be applied, or several smaller 

Fie. 217. 

LElf S MODIFICATION OF GREIG 81\IlTH'S BROAD LIGAMENT CLAMP. 

forceps may be substituted for the special instrument. When the smaller 
forceps are used, it will be necessary to apply the first to the lower 
border of the broad ligament, incise to a depth corresponding to the 
blade of the instrument, and [then apply the second above the first, 
and repeat this procedure until the entire ligament is secured and 
severed. I have left ten or twelve forceps within the vagina when 
used in this way. The broad ligament on one side is first dealt 
with in the manner described, after which the second can be secured 
with much less difficulty. After the uterus is cut away the edges of 
the wound are brought together between the forceps on either side with 
one or two sutures; the peritoneum is included in these sutures. The 
vagina is again thoroughly washed with a normal salt solution; iodo
form gauze is then loosely packed about the forceps in the vagina. The 
forceps, which are left behind for from twenty-four to forty-eight hours, 
afford sufficient drainage, and, as a rule, little or no hemorrhage follows 
their removal ( Fig. 218). 

When the ligature is used a special needle is necessary ( Fig. 119) . 
After the mucous membrane has been dissected from the cervix to the · 
bases of the broad ligaments, the first ligature is introduced about 
three-quarters of an inch from the lower border of one of the ligaments. 
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In order to avoid the ureters, it should be placed as near the cervix as 
is possible without including diseased tissue. This ligature will ordi
narily secure the uterine artery. After one is placed on either side, 
the ligaments can be incised nearly to the upper border of the ligatures. 
Second ligatures are placed above the first, and the ligaments again 
divided for a sufficient depth . This process is repeated until both 
ligaments are tied off and the uterus detached and removed. 

After the uterus is removed the peritoneum in front and behind is 
stitched to the vaginal mucous membrane with a running catgut suture, 

FJG. 218. 

VAGINAL HVSTERECTOM\'. APPLICATION OF FORCEPS AND SECTION OF THE 

BASE OF THf: BROAD LIGAMENT. (Pian. ) 

which should include the stumps of the broad ligaments laterally. By 
doing this subsequent vaginal prolapse is prevented. 

It is, I think, a good plan, when the broad ligaments are secured by 
ligature, to introduce at least one or two sutures in such a way as to 
bring both edges of the wound together at its middle. 

The question of drainage will be decided by the predilections of the 
operator. Personally, I think it best when the forceps are not used to 
secure drainage for at least two or three days. This can best be done 
by carrying several strips of iodoform gauze into the wound. I do not 
deem it wise to leave the wound entirely open, as is recommended by 
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some operators. In one of my cases where this was done the intes
tines came down into the \·agina when the gauze was removed. 
Twenty-four hours after the removal of the gauze the vagina should be 
cleaned by frequent irrigation with a ten per cent. boric acid solution. 
If the douche is given soon after the gauze is removed there is danger 
of the fluid finding its way into the peritoneal cavity . The vulva 
should be washed with a 1: IOOO bichlorid solution and protected with 
an ordinary antiseptic dressing 1 held in place with a T bandage 

\Vhether the appendages should be removed with the uterns will de
pend upon circumstances. In all instances where the operation is done 
for malignancy they should be removed. In non-malignant lesions they 
should be removed if extensively diseased, if it is possible so to do. 
Unless perfectly normal, I think it best to remove them even though 
they are non-adherent. I have had several cases where the ovaries, 
left behind, gave rise to much trouble from subsequent inflammation. 

The after-treatment does not differ from that recommended for ab
dominal section (v. Chapter XLVII). The patient should be kept in 
bed for at least two weeks, and prevented from undue exertion for some 
time longer. The same complications liable to arise after laparotomy 
may follow vaginal hysterectomy, and, if they do occur, should be dealt 
with in the same way. 

A cciden ts Attending H ysterectomy.-Injury to the ureters is the 
most frequent accident. This is best prevented by hugging the cervix 
as closely as possible during the operation, and, after the tissues are sepa
rated in front, by holding the bladder out of the way with a retractor. 
It is announced by the ordinary symptoms of uremia, or by the forma
tion of a uretero-vaginal fistula (p. 562). The bladder is likewise 
occasionally injured. If opened into during the operation, it should 
be closed at once by silk or catgut sutures. A still rarer accident 
is perforation of the rectum. This1 however, will not happen unless 
the operator is exceedingly careless. 

\Vhen death occurs1 it may be due to hemorrhage, shock, septicemia, 
peritonitis, uremia, or intestinal obstruction. Death from hemorrhage 
was very much more frequent before the technique of securing the 
broad ligaments was fully mastered. Shock may be due either to the 
loss of blood, or to the difficulties attending the operation. It is much 
less severe in short operations than in operations requiring a long time 
for their completion. 

I do not believe that the published statistics of hysterectomy for car
cinoma, notwithstanding the fact that they are based upon the results 
obtained by some most celebrated operators, fairly represent the per cent. 
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of cures possible under more favorable conditions. Undoubtedly, many 
of the recorded operations were made upon inoperable cases. It seems 
to me utterly useless to resort to vaginal hysterectomy after the disease 
has extended beyond the uterus, implicating the vaginal tissues and 
the surrounding structures within the pelvis to such an extent as to 
fix the organ. It should be borne in mind, however, that the fixation 
may be due to inflammatory conditions, and should there be a history 
of pelvic inflammation the patient should be given the benefit of the 
doubt. I have operated on less than thirty per cent. of the cases of 
carcinoma of the uterus which have come to me for advice and treat
ment. If the cases are properly selected, the results obtained are cer
tainly most satisfactory . The average immediate mortality following 
vaginal hysterectomy should not be greater than five per cent.; and 
several operators have reduced it as low as two and five-tenths per cent. 

Modifications of the Operation.-If there is difficulty in securing 
the broad ligaments, the uterus may be inverted by grasping its fundus 
through the posterior cul-de-sac with volsella forceps and dra\\·ing 
it down into the vagina . This will twist the broad ligaments in such 
a way as to make them much more easily got at . It may be neces
sary to incise the perineum in order to obtain sufficient room to 
work \vithin the vagina. Martin stitches the peritoneum to the mucous 
membrane of the vagina, both in front and behind, with interrupted 
sutures as soon as the bladder and rectum are separated from the cervix; 
this controls all oozing from the resulting raw surfaces. Fritsch begins 
his dissection at the lateral fornices and secures the uterine arteries as 
the first step in the operation. Schatz does not detach the bladder until 
the last step of the dissection. Olshausen guards against infection of 
the peritoneum by deferring the opening of the culs-de-sac as long as 
possible. Mi.iller seeks to control the hemorrhage by pressure upon 
the abdominal aorta. Sauger recommends the thermo-cautery for divid
ing the vaginal culs-de-sac. Fritsch and Czerny turn the uterus forward 
instead of backward. Montgomery passes a large sponge, to which is 
attached a tape, into the posterior cul-de-sac as soon as it is opened, so 
as to keep the intestines back and prevent blood from entering the peri
toneal cavity-a most useful expedient when the intestines crowd 
down into the wound. Otto Zuckerkandl makes a transverse in
cision, between the ischiatic tuberosities, through the perineum

1 
so as 

to increase the space at the ostium vagime. It may be necessary to 
resort to one or more of these modifications in a given case. Jacobs, 
Pean, and the majority of the French school resort to morcellation of 
the uterus. This may be done by either splitting the organ autero-pos-
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teriorly or laterally, after the cervix has been liberated in front and 
behind. Forceps are used to secure the broad ligaments. It may be 
necessary to leave one or more forceps attached to the upper border of 
the broad ligaments when bleeding points cannot be well secured in 
ligatures, even though the bases of the ligaments haYe been tied off. 

Woelfler and Zuckerkandl practise parasacral and pararectal incision 
when it is impossible to remove the uterus through the vagina. Kraske 
extirpates not only the coccyx but the inferior part of the sacrum as 
well, thus creating a large opening through which the cancerous uterus 
can be removed. Hegar, instead of removing the coccyx and a portion 
of the sacrum, depresses them after severing their lateral attachments. 
The bones are replaced after the hysterectomy is completed. These 
operations are necessary only when the uterus is so large as to make it 
impossible to remove it through the vagina. It is exactly this condi
tion which, in ninety-nine cases out of a hundred, is associated with 
infection of the periuterine structures-hence any form of hysterectomy 
is counter-indicated. I allude to them for the sake of completeness 
only. 

Doyen* proceeds as follows:-
1. Cervix seized by two volsellre, and circular incision made. 
2. Douglas' pouch opened-then utero-vesical space opened into, after 

bladder separation. 
3. Anterior hemi-section, ''hand over hand,'' until fund us is reached, 

when it (the fund us) is pulled out of the vulva 
4. Left broad ligament taken between index finger (behind) and 

thumb in front, and cl~mp applied.,from above downward, including 
entire ligament, which is then cut between clamp and uterus. Right 
ligament treated in the same manner. (Doyen aims to leave tubes and 
ovaries in a fairly large number of instances.) 

5. Clamps brought down, twisting broad ligaments, and dressings 
applied. 

The Landau brothers, of Berlin, have slightly modified Doyen's 
operation. They proceed thus:-

r. Cervix seized and circular incision made in the usual way. 
2. Freeing the uterus wholly from peri-cervical tissue, and opening 

into the anterior peritoneal pouch. 
3. Seizing fundus and luxating uterus and aduexa into the vagina, 

then forming pedicles on either side by rupturing infundibulo-pelvic 
ligaments and all adhesions, and bringing uterus, tubes and ovaries out-

*Summarized for me by Prof. H. H. Parmelee, of Toledo. 
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side of the labia. Formation of pedicles completed by lastly piercing 
through Douglas' pouch from above and freeing cervix completely. 

+ Hemostasis of both pedicles under the fullest and freest vision, 
beginning above or below, using ligatures or forceps as one may 
choose. 

5. Division, and light gauze dressings. 
Dr.Pratt's now well known method of performing vaginal hyster

ectomy has received much and favorable attention. I have the im
pression, nevertheless, that however well adapted it may be to hyster
ectomy for non-malignant diseases of the uterus, it is not the best 
method of removing cancerous uteri. The broad principle of extensive 
ablation of tissue can hardly be observed by hugging the uterus in the 
process of dissection. I have performed the operation several times 
for myofibromata and prolapsus uteri. I deem it but just to Dr. Pratt 
to give his own description of the operation, which is as follows:-

'' The uterus is first dilated and packed with antiseptically-prepared 
candle-wicking, to render it firm and easily distinguishable from sur
rounding tissues. The very tip of the cervix is then seized by a small 
double vulsellum or transfixed by guy ropes, and, while an assistant 
is drawing the uterus downward to its easy possibilities, the mucous 
membrane covering the outer surface of the cervix is amputated with 
sharp scissors, curved at the tip, as close to the end of the cervix 
as is practicable, the cut being made completely around the cervix. 
A spud is then employed to skin the membrane of the cervix from 
below upward as far as the ligamentous fixation of the uterus at 
the junction of the neck and body. The dissection should progress 
even ly around the entire circu111ference of the cervix, as this permits 
the symmetrical descent of the uterus and brings the entire field of 
operation easily within view . The ligamentous attachments at the 
upper end of the cervix are to be completely exposed by a spud, and 
from this point onward the dissection mmt be made either with tenacu
lum and scissors, or with a sickle-knife, such as I have devised for this 
work. Where the vagiua is sufficiently copious the thumb and finger of 
either hand may displace the tenaculum, and, where these can be em
ployed, are superior to it, as they aid in discriminating the boundary line 
between the uterus and the surrounding tissues. By cutting all liga
mentous attachments close to the surface of the uterus it is possible to 
avoid the wounding of any large-sized blood-vessel. The dissection 
is to be carried on evenly around the circumference of the uterus 
until it reaches in front the point where the peritoneum is reflected 
from the anterior surface of the uterus upon the posterior surface of the 
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bladder, and at the back where the peritoneum is reflected from the 
posterior surface of the uterus upon the anterior surface of the rectum. 
At these places the peritoneum is to be seized with a tenaculum and 
snipped with scissors, the openings to be enlarged by divulsion, either 
with a pair of forceps or with the fingers, until the wound extends on 
either side to the lateral margins of the uterus. The finger can now 
be introduced into the peritoneal cavity at the posterior opening, and by 
flexing it the lower part of the broad ligament and its contents can be 
brought into easy view, the assistant, by traction upon the guy ropes 
or vulsellum, drawing the uterus to the opposite side. The dissection 
can now progress on one side of the uterus by the aid of scissors or the 
hysterectomy knife, until the uterus descends sufficiently to permit the 
operator to curve his finger around the upper margin of the broad 
ligament, after which the dissection can be continued until the attach
ments of the broad ligament at one side of the uterus are entirely 
severed. The uterus can be split if necessary. 

11 In making this dissection the uterine artery is usually observed pur
suing its tortuous course upward between the folds of the broad ligament. 
It bulges into the wound so plainly, and its pulsation can be so easily 
detected, that it often serves as a landmark in the dissection, although 
the only safe rule is to adhere to the proposition that the dissection 
must constantly hug the uterine tissue, a diversion from this rule to the 
extent of the sixteenth or even thirty-second part of an inch being 
often followed by profuse hemorrhage. 

"Before completely severing the broad ligament, it is well to seize 
one or both of its margins with a pair of T-forceps, so as to place the 
margins of the peritoneum entirely at the command of the operator. 
'Vi th a double vulsellum the side of the uterus which has been liberated 
by the dissection is now to be seized and dragged downward. The 
forefinger of the operator is to be placed back of the remaining broad 
ligament, and the tissues severed either from below upward or above 
downward, as is most convenient, care being taken as before to secure 
control of the margins of the broad iigament by T-forceps before the 
dissection is completed. 

"The T-forceps, which were fastened upon the margins of the broad 
ligaments, are now to be seized one at a time, and traction employed to 
bring the ovaries and Fallopian tubes into view. This can be done in 
the majority of cases, when they can easily be removed, and the perito
neal wound thus made can be closed by a continuous catgut suture. If, 
in removing the tubes and ovaries, the dissection be carried close to the 
organs, it is usually a bloodless procedure. Occasionally, hmvever, ad-
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hesions will prevent the ovaries from being brought into view, in which 

case they can be carefully loosened from their attachments by the 

finger or blunt scoop, or may be left unmolested, at the discretion of 

the operator. The resulting raw surface is now covered with peritoneum 

by a running catgut suture whose end is left long; the same service is 

to be accomplished upon the opposite side, when all that remains to be 

done is the closure of the wound. The operator now has at his com

mand the two long catgut threads already mentioned. By means of 

one of these threads the broad ligaments are stitched together, thus 

cutting the circular opening at the vault of the vagina into two smaller 

circles. The thread employed to coapt the sides of the broad ligament 

may now be carried around the anterior or smaller circle, while the 

remaining thread may be made to constrict the posterior or larger of 

the circular openings. After these small openings have been closed, 

either of the threads can be employed to close the wound in the vagina. 

In accomplishing.this it is better to do submucous work, as there is no 

tension upon the wound and but little force is required to bold the 

parts in position. 
'

1 In cases of cancer, where the cervix has been destroyed and the 

upper extremity of the vagina is infected, the guy ropes are to be placed 

half an inch beyond the ulcerated margin and the dissection carried on 

as already described. 
"In vaginal hysterectomy for fibroids, in most cases it will be neces

sary to split the uterus in an anterior-posterior direction and remove 

the fibroids as they are encountered.'' 
If animal ligatures are used much care must be observed in securing 

them. I have lost two patients by the slipping of catgut ligatures. 

However, by a little extra care catgut can be made perfectly secure 

(p. 509). Silk ligatures used in close proximity to the vagina are 

liable to become infected and cause trouble. Dr. Herman Grad has 

recently described* a very ingenious though simple plan whereby silk 

ligatures can be easily untied and removed through the vagina. Fig. 

219 so clearly represents the teC"buique of the Grad ligature as to make 
a \vritten description of it unnecessary . 

illustrative Cases. 

CASE 1.-Dijfuse Sarcoma of lite Mucous Membrane of the Uteru.s of 
Over Two Years' Standing; no Tangible 111.filtralion of tlze Broad L£g

aments, Bladder, Vagina, or Rectum,- Total Extirpation of tlze Uterus 

*Am. Gyn. and Obstet. Journal, February, 1897. 
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and Left OvaYJ'; Opming into tlze Redum; Recovery.*-Mrs. L., ret. 
52, of Cohoctah, Livingston county, Michigan. She presented herself 
at my clinic January 5, 1887. Her mother is living, aged sixty·nine 
years, and bas always enjoyed the best of health, having a perfect 

Frc. 219. 

'- ~~--~"'~ . ~/,.Jl..18.Jll) 

... .1"' 1~41 

THE GRAD LIGATURE, TRACTION STRINGS IN POSITION. 

family history. Her father died twenty-one years ago at the age of 
sixty, death being caused by some form of ulceration of the leg, which 
had existed for thirty years and ·which was supposed to be the sequela 
of mercurialization. Her father's sister had a similar sore which, dur
ing a period of twenty years, made its appearance at variable intervals. 

*Transactions of the Homeopathic Medical Society of the State of Ohio, 1887. 
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The patient has been married for thirty-four years, having borne six 
children at term and having had one miscarriage. The oldest child, a 
son 1 is thirty-two years of age; the youngest twelve. The miscarriage 
occurred three years after the birth of the last child. Her labors were 
always difficult, and at the last confinement the placenta was adhered 
and had to be forcibly removed. She did not get well from this labor, 
and afterwards was troubled with prolapse of the uterus, the cervix at 
times presenting externally. 

She began to menstruate at sixteen, and up to the birth of her last 
child the menses were normal in quantity, quality and duration. Dur
ing the last twelve years, however, this function has been painful, the 
discharge being usually watery or light colored, though at times dark
red or green. 

Two weeks before the miscarriage she suffered from an attack re
sembling peritonitis and flowed excessively before the fetus was ex
pelled. From this time on meuorrhagia and metrorrhagia became 
prominent symptoms, and her attending physician, attributing the un· 
natural flow to local congestion1 endeavored to check it by scarifying 
the cervix. 

This treatment proving ineffectual, he dilated the cervix and explored 
the uterine cavity with the finger, finding, in the language of the 
patient, u a mass/' which he failed to remove after repeated efforts. 

Three weeks later medicated uterine injections were resorted to, 
which temporarily controlled the hemorrhage. In a few weeks the 
discharge recurred, and with it were pieces varying in length from one 
to three inches, which (again to use the language of the patient) 
"resembled chicken-lights." These pieces continued to pass for about 
six weeks, when they disappeared and did not recur until two years 
ago. 

Meanwhile, the floodings recurred at intervals varying from one to 
three months, and lasted from one to four weeks. These attacks were 
accompanied with an intense neuralgic-like pain in the abdomen. 

Two years ago she suffered from an unusually severe attack of this 
character, which was followed by metrorrbagia, continuing four months. 
The discharge was thin, watery1 inoffensive and uot unlike the wash
ings of fresh meat. Since last September she has flowed continuously, 
shreds of membrane at all times being present in the discharge. 

The patient had, upon entering the hospital, a decidedly cachectic 
appearance, but the cachexia more closely resembled that of anemia 
than malignancy. Although weighing one hundred aud sixty pounds, 
her flesh was soft and unnatural. 
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A local examination, made on the aboYe date, revealed the following 
condition: The uterus was enlarged and prolapsedj the cervix was 
greatly hypertrophied; the os was dilated and gaping; the cervix was 
badly lacerated and contained much cicatricial tissue; both nginal 
walls bad descended with the uterus, causing a cystocele and a recto
cele; the perineum had been torn dmvn to the sphincter vaginae, and 
the ostium vaginre was greatly dilated . 

The uterus was so heavy that I could not, or rather did not dare, 
reposit it with the sound. With the aid of the volsella, however, the 
organ could be dragged downward far enough to expose the ceffix 
externally, showing that there could be no adhesions of the fundus. I 
could discover no nodules involving periuterine cellular tissue; nor was 
there any evidence of involvement of the bladder or rectum. 

Under chloroform a sufficient amount of tissue was removed, with 
the curette, to make an examination . Macroscopically, this resembled 
pieces of membrane not altogether unlike scrapings of fresh meati micro
scopically, the closely set round cells, with an occasional spindle cell, 
pointed unmistakably to sarcoma. 

January 22, 1887, the patient was again brought under the influence 
of an anesthetic, and the cervix dilated sufficiently to admit the index 
finger. 

The whole endometrium was found to be in a degenerated condition, 
the uterine cavity being filled with a soft, friable mass springing from 
it. \Vith Simon's spoon-curette I removed the diseased tissue as 
thoroughly and completely as possible, afterwards washing the cavity 
with a two per ceut. carbolized solution. Churchill's iodin was then 
applied to the eutire raw surface, a glycerin tampon introduced, and the 
patient placed in bed. 

The usual precautions were observed to guard against peritonitis, but 
the operation was followed by an attack which was more or less general, 
the temperature at oue time reaching 104 ° F. There was at least two 
ounces of the morbid tissue removed, which was of a grayish-white 
color, soft and pulpy in consistence. 

By February 2d the inflammatory symptoms had subsided, though 
there was a profuse and somewhat offensh·e discharge of pus from the 
uterus, the ceffix remaining dilated. 

After thoroughly cleansing the caYity another application of iodin 
was made, which temporarily improved her condition in e\·ery way. At 
the end of three weeks, however, the unfavorable symptoms returned, 
when vaginal hysterectomy was decided upon. This was done on 
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March 71 1887 1 in the presence of the senior and junior classes of the 
University of Michigan, and Dr. J. M. Lee, of Rochester, N. Y. 

Never having before seen or performed the operation, I followed as 
nearly as possible the description given by Schroeder. After using an 
antiseptic vaginal injection, and after anesthesia had been induced by 
the use of whiskey,* the patient was placed in the lithotomy posture 
before a good light. An effort was first made to drag the uterus down 
sufficiently with strong volsella forceps, but the tissues of the cer
vix were so friable that the instrument would tear its way out. The 
cervix was, therefore, pierced with a needle properly threaded, which 
was carried as closely as possible to the utero-vaginal junction. The 
Jong ends of the silk in the hands of one assistant gave complete con
trol of the organ, and made it possible to drag the cervix down to the 
ostium vaginre. Owing to the displacement of the anterior vaginal wall, 
a large-sized male sound was introduced into the bladder. Guided by 
the sound, an incision was made through the mucous membrane of the 
anterior lip, and with one of Emmet's cervical knives the bfadder was 
dissected from the cervix as far as the peritoneum in front. Next the 
cul-de-sac of Douglas was opened into with scissors, and the incision 
carried laterally far enough to free the cervix upon the two sides. 

The index and little fingers of the left hand were next passed over 
the broad ligaments from behind and into the utero-vesical pouch. 
Cutting on these two fingers, the peritoneum was divided anteriorly. 
Seizing the uterus through the posterior opening with forceps, the 
organ was retroverted and the fundus dragged into the vagina. The 
left broad ligament was next transfixed with a quarter-curved Peaslee 
perineal needle, which carried with it a heavy piece of braided silk. 
After withdrawing the needle the ligature was cut in the center1 and 
each half of the ligament tied separately. By the aid of a Wilson 
perineal needle another silk ligature was thrown around the entire liga
ment and firmly tied . For fear these ligatures might slip, the unneces
sary precaution of including the entire mass in the jaws of strong 
Spencer \Vells ovariotomy forceps was taken. The forceps cut the 
ligatures and necessitated the application of second ones. With scis
sors this ligament was now severed about an inch from the uterus, 
when its fellow on the opposite side was treated in the same way 
-an easy task compared with the difficulties in managing the first. 
The tubes and ligaments showed no evidences of sarcomatous infiltra
tion; the left ovary, however, presented evidences of cystic degenera· 

*I have entirely discarded whiskey as an anesthetic. 
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tion, and was accordingly remO\·ed. After thoroughly cleansing the 
pelvic Ca\'ity, a cruciform drainage tube was inserted, the stump of each 
ligament being fixed in the corresponding angle of the vaginal wound 
by a wire suture. The vagina was packed with antistptic cotton, and 
the free end of the drainage tube protected by plugging it with the 
same material. 

Two knuckles of small intestine and a portion of the omeutmn de
scended after the uterus was retroverted, but by carefully avoiding 
them they \Vere not injured . The patient was on the table just sixty
five minutes, and was placed in bed ·with her pulse somewhat softened, 
but regular. It required four hours for her to regain consciousness. 

During the first twenty-four hours following the operation the tem
perature did uot rise above I01° F. It then fluctuated between this 
point and normal until the evening of the 1'2th, when it reached 103° F. 
This rise followed upon the removal of the tube, and I decided to reopen 
the wound, and, in some way, permanently restore drainage. Accord
ingly, the patient was anesthetized and I forced my finger through the 
vault of the rngina into the peldc cavity. In my effort to break up any 
existing pus pockets that might have formed, I was not a little surprised 
to find my finger in contact with a scybalous mass i11 the rectum, the 
accumulation of pus having destroyed the integrity of the intestine. 

The idea of the opening into the rectum affording complete drainage 
did not at that time occur to me. An effort was made to heal it over a 
rectal tube, which measure, owing to the intolerance of the rectum, had 
to be discarded after twentywfour hours. During the following eight or 
ten days water injected into the rectum would pass out through the 
vagina, and a profuse flow of pus was discharged per rectum. Fecal 
matter not infrequently made its a ppearauce through the vaginal open
ing, and as enemata were ineffectual in moving the bowels, a full dose 
of oil was given on the sixteenth day after the operation. A large 
proportion of the liquid feces following the administration of the oil 
passed into the \·agina, and small quantities of hardened feces continued 
to pass through the unnatural opening for twelve days longer. With 
these exceptions the bowels moved regularly and normally after the 
twenty-eighth day, and at the end of six weeks the fistula was entirely 
closed. The patient has remained well up to the present date, July, 

1893. 
I believe that this is the first vaginal hysterectomy made by a mem

ber of the homeopathic school, as it is also the first recorded case in 
Michigan, and I report it somewhat at length at this time because 
of its historical interest. 

4i 
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CASE IL-Carcinoma of Ifie Body of the Uterus; Operation; Re
covery.-~Irs. :-r. , ret. 31; referred to me by Dr. E. F. Chase, of Dexter, 
Michigan; was married at nineteen. She is the mother of three chil
dren, the youngest being six years old. For three years preceding the 
operation she was kept almost exsanguinated by excessive uterine 
hemorrhages and an offensive leucorrhea. Occasionally growths re
sembling" bloody polypi" would come away. The uterus had been 
thoroughly curetted five times without benefit. Before coming to the 
clinic I resorted to the curette under anesthesia for diagnostic purposes. 
The curettings were submitted to Professor H. Gibbs, Professor of 
Pathology in the University of Michigan, who found "unmistakable 
evidences of malignancy.I> On November 4, 1890, I performed vaginal 
hysterectomy, securing the broad ligaments with forceps. Both ovaries 
and tubes were removed, the right ovary being as large as an orange 
and cystically degenerated (Fig. 211). The operation lasted but 
twenty minutes, and at least five minutes of this time were consumed 
in securing a portion of the left broad ligament, which had slipped from 
the grasp of a newly-fashioned forceps which, to my regret, I experi
mented with. There was quite a good deal of capillary oozing, and I 
very foolish ly, as subsequent events proved, crowded iodoform gauze 
into the vaginal wound for the purpose of controlling it without stitch
ing the surfaces of the vaginal mucous membrane together. 

Shock was intense, owing to the prostrated condition of the patient 
before the operation. After rallying from this she got on splendidly 
for the first ten days, having scarcely any temperature and but little 
paiu. The forceps and gauze were removed at the end of thirty-six 
hours. With the removal of the gauze the omentum was drawn into 
the vagina. This was carefully washed with a 1: 10000 bichlorid solu
tion and returned to the abdominal cavity, after which the vagina was 
again packed with iodoform gauze. No bad results followed this acci
dent. but on the tenth day urine began to escape through the vagina 
and 1 three days later, none passed through the urethra . A vaginal 
exploration revealed a piece of the gauze protruding through the 
vaginal wound. After this was removed the fistula quickly healed 
under frequent vaginal injections, and the patient is now ( December, 
1893) perfectly well. She left the hospital December 2d, just one 
month from the clay of her operation. 

CASH III.- Vaginal H)'steredomy for Carcinoma During Menstrua
tio1t .-Mrs. S., ret. 36. Referred to me by Dr. W. H. Gifford, of 
Cleveland. Has been an invalid for years, and during the last six 
months has been confined to her bed the greater part of the time. 
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Complains of an almost constant pain in the pelvis, which is much 
aggravated by motion, or by assuming the upright posture. Uterus is 
retro-displaced, adherent, enlarged, and the cervix presents to the eye 
an angry vascular appearance, with an ulcerated area on the anterior 
lip. There is no specific history . She is much exsauguinated from 
the loss of blood, menstruation continuing for from ten days to two 
weeks, and recurring every four weeks . 

Menstruation began on the morning set for the operation, and, owing 
to the patient's nervous state, I deemed it wise to proceed with the 
operation. The uterus was first curetted, irrigated and packed, and 
the cervix closed by three interrupted guy sutures. The parts were 
exceedingly vascular, but the hemorrhage was controlled by stitching 
the peritoneum in front and behind to the vaginal walls as soon as the 
peritoneal cavity was opened into. Catgut was used throughout. 

Patient made au uninterrupted recovery and is now (two years later) 
perfectly well . 

CASE IV.-Vagino-Abdominal Hysterectomy for Cancer.-Mrs . L., 
ret. 54. Referred to me by Prof. P . A. Cole, of Cleveland. Began to 
flow three years ago, and during the past year has lost much blood. 
Offensive vaginal discharge during last year. Physical examination 
reveals extensive involvement of the cervix, though the fundus seems 
free from disease. Vagino·abdominal hysterectomy in March, 1896. 
Patient very fleshy 1 and on opening the abdomen the disease was found 
to have invaded the broad ligaments and the pelvic glands at the bifur
cation of the common il iac artery. The broad ligaments were tied off 
close to the pelvis, and opened up at their bases, and the uterine ar· 
teries, after locating the ureters, dissected up for an inch and a half. 
The pelvic glands in the region of the iliac arteries were removed. As 
large a cuff of vaginal tissue as was possible was cut away. The 
peritoneum was stitched to the vaginal mucous membrane in front and 
behind, and a gauze drain inserted. Patient com·alesced nicely, gain
ing in every way, but in nine months the disease returned at the site 
of the cicatrix, and, in spite of the use of the toxins of erysipelas and 
prodigiosus, is rapidly progressing to a fatal termination. 

Had I realized the extent of involvement of the pelvic organs I should 
not have operated in this case. 

CASE \'. - Vagino-Abdominal H.ysferectomy for Carcinoma of lite 
Uterus with Intractable Hemorrhage; Salpingo-OOplwreclomy for H_ydro
sa!pinx E(t;lt!eeu. Jlfont!ts Previous91.-Patient ~t. 35. Referred to 
me by Dr. A. L. Ambrose, of Hanover1 l\Iichigan. Eighteen 
months ago I made a laparotomy for a large hydrosalpinx of the left 
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side. Both appendages were remo,·ed at that time. She bled ,·ery 
profusely from the raw surfaces incident to the first operation, gauze 
packing being necessary to control the hemorrhage. Has always been 
a bleeder. She impro\•ed for a time after the first operation1 but con
tinued to flow excessively until the discharge became very offensive 
and emaciation marked. On examination a mass was found to the 
left as large as a fist, which was attached to the uterus. 

On March 28, 1896, a vagina-abdominal hysterectomy was made in 
the usual way, except that the peritoneum was not stitched to the 
vaginal mucous membrane until after the uterus was removed, and 
then from above. The colon was firmly attached to the fundus of the 
uterus, and had to be dissected off with much care. Adhesions were 
cut with scissors and some uterine tissue left attached to the intestine. 
The tumor on the left side proved to be an intra-ligamentary cyst. 
The adhesions were very strong between bladder and uterus, and it 
required much time and care to separate them. The cyst was removed 
with the uterus. The usual intra-peritoneal toilet was applied; gauze 
drainage through vagina; all adhesions tied witb catgut. The abdo
men was closed with interrupted silk sutures. after dissecting out old 
cicatrix. Removed from table in good shape 1 aud not much hemor
rhage. Convalesced slowly, though uninterruptedly, and at this date 
(December, r897) is infinitely better than before the operation, thougl). 
not strong. 

CASE VI.-Vagiual Hysterectomy .for Cancer During Preguaw:,y.
Patient ret. 40. Referred to me by Dr. W. H. Gifford, of Cleveland. 
Has been married for a number of years, and was very well up to 
eighteen months ago, when she was taken ill with severe pelvic pain, 
and vesical irritation; had been bedridden for eighteen months. Ex
amination revealed a boggy tumor in posterior cul-de-sac, which was 
exquisitely tender. Operation on May 31, 1895 1 at the Huron Street 
Hospital. Had been flowing regularly and profusely. The discharge 
was very offensive; the cervix showed marked symptoms of malig
nancy. I suspected pregnancy 1 and so informed the husband; but in 
my opinion the history called for immediate operative interference. 
Used chromacized catgut for tying off the broad ligaments. The 
uterus contained a three mouths 1 fetus. Patient convalesced uninter
ruptedly, and there is no sign of a return of the disease at the present 
time, December, 1897. 

CASE VII . - Vagino-Abdominal Hysterectomy .for Cancer of the 
Utrrus; Complete Removal o.f the Broad l.i'gamenis and Appendages 
willt the Uterus. - Mrs. A., ret. 63 . Referred to me by Dr. R. 



MALlGNAXT DISEASES OF THE UTERCS-CONTINUED. 7 33 

Hathaway, Wellington, 0. Has had au offensive discharge from the 
vagina for the last three years, and Dr. Hathaway urged her to come 
to me for operative interference two years ago. Falling into the hands 
of another physician, she was deterred from coming on the promise that 
the disease could be cured by curetting. Growing steadily worse, she 
consulted me on August 17~ 1896. She was beginning to lose in flesh; 
the cervix was fairly rotten; the discharge intolerable, and the cachexia 
marked. However, the uterus did not seem to be fixed, and I was 
under the impression that it could be removed without very much 
difficulty. The operation was done on August 24, 1896, by the vagino
abdominal method. After getting into the operation I found that the 
uterus was so rotten that it could not be removed en masse. I tied 
the ligaments off close to the pelvic wall; removed several large pelvic 
glands at the bifurcation of the common iliac artery; cut away as much 
of the vaginal tissue as was possible, and stitched the vaginal mucous 
membrane to the peritoneum in front and behind. 

I would not have undertaken the operation had I realized how far 
advanced the disease was. Howe\·er, with the exception of a mural 
abscess, :vhich resulted from contami~ation of the abdomin.al w~und by 
the septic uterus, she convalesced fairly well, and has gamed twenty
five pounds in flesh. An examination made in April, i897, shows that 
the disease is returning. While the operation has given her a short 
respite. I regret that it was done. \Vhen the disease so speedily returns 
it deters others from submitting to operative interftrence who might be 
saved by the timely use of the knife. 

CASE VIII.- Vaginal Hysterectomy for a Fibroid Sarcoma of Fundu.s, 
witli Beginning Epit!iefioma of !lie Cervix.-Patient a:t . 54. Referred 
by Prof. G. J. Jones, Cleveland. Small sarcomatous tumor in fuudus 
which projects into the uterine cavity ( Plate XXII) . Patient has been 
in ill-health for the last four years; has had a continuous discharge 
from the uterus for three years. She is beginning to emaciate, and 
her skin shows cachexia. The cervix is everted, infiltrated and 
ulcerated. 

Vaginal hysterectomy on February 22, 1897. Both appendages 
removed with the uterus. Tumor was so large that it could only be 
delivered through the vagina by inserting into it a corkscrew from 
below. Peritoneum stitched to vaginal mucous membrane. Gauze 
drainage. 'Vith the exception of an attack of cystitis, produced by an 
unclean catheter, convalescence was uninterrupted. 



CHAPTER XLIII. 

CYSTIC AND ALLIED DISEASES OF THE UTERINE 
APPENDAGES. 

The cystic and allied diseases of the uterine appendages may be 
classified as follows:-

1. Adenoid ovarian tumors:- c) Proliferous cysts; { !
a) Simple cysts; 
b) Multiple cysts; 

d) Dennoid cysts; 
(e) Papillomatous cysts. 

r 
(a) Papillomatous cysts; 
(b) Parovarian cysts; 

2 , Cysts of the J:>road lig~ments ~ (c) E~~~!g~~~~t;t of the hydatid of 

and Fallopian tubes.- 1 ~~l ~;~;og; tf~!l~~:i~~;i~:1; tubes, and 

3. Solid ovarian tumors:-

L tubo-ovarian cysts. 

{ 

(a) Fibroma (solid and cystic); 
(b) Carcinoma (solid and cystic); 
(c) Sarcoma (solid and cystic). 

The diagram shown in Fig. 22 1, taken from Doran, clearly indicates 
the supposed seat of origin of each variety of tumor given in the fore
going classification. The student is advised to stud y this diagram 
carefully. He must, however, bear in mind that many points coucern
ing the origi n of these benign and malignant growths are as yet un
settled. 

ADENOID OVARIAN TUMORS. 

Simple Cysts (Fig. 220).-The coats of these cysts during their 
early formation are membranous, translucent, and, histologically, do 
not differ in any way from the natural structure of the Graafian follicles. 
They were long supposed to have their origin in a Graafian follicle. 
either before or after its rupture, and the so-called follicular cysts 
(follicular degeneration of the ovary) are undoubtedly dilated Graafian 
follicles. The origin of simple cysts has not , however, been definitely 
settled. If the theory of Conheim is correct they may spring from a 
matrix of embryonic cells in the Graafian fo llicle. Other pathologists 
teach that all ovarian cystomata grow from an ingrowth of epithelium 
into the stroma of the ovary ( Warren ). According to Senn " the 
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majority of simple ovarian cysts undoubtedly originate from embryonic 

tubal rests. ' ' Rokitanski teaches that they may de\·elop from the 
corpus Juteum after the blood has been absorbed. 

A TVPICAL MONOCVST OF OVARY WEIGHING T\VENTY POUNDS. ( Wood.) 

The walls of simple cysts are of variable thickness and simply possess 
a surplus of material, the elements being identical with those of ordinary 
fibrous tissue. The epithelium lining their inner coat corresponds to 
that of the /unica propria of the follicle ( Doran ) . 

There is hypersecretion of the follicle, which gives rise to, or is as
sociate~ with, hypertrophy of its walls. The walls vary in thickness 
from au inch or more to the extreme point of tenuity. 

Just why the Graafian follicles should undergo these remarkable 
changes we do not know. Previous cirrhotic changes of the ovary may 
prevent normal rupture of the follicles. It is probable that some irrita
tion-cluonic congestion or inflammation-is the start ing-point of the 

difficulty; or it may be that the follicles are so deeply seated in the 
stroma of the O\'ary that, although the contained ovum is ready for 

extrusion, it cannot find its way to the surface, the succeeding changes 
giving rise to hypersecretion of fluid and hypergenesis of the foJlicle 
walls. This is simply a theory; yet it is in harmony with the clinical 

fact that very frequently ovarian tumors are preceded or attended by 
dysmenorrhea, chlorosis, anemia, etc.-conditions which would tend to 

interfere with the function of ovulation . 
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FIG. 221. 

DIAGRAM OF THE STR UCTURES IN" .~ND ADJACENT TO 'rHE BROAD LIGA:\IEN'l'. 

( Doran. ) 
1a. Multilocular cystic tumor developed in parenchyma ol O\'ary. 3. Papilloma

tous cystic tumor of ovary in (2) tissue of hilum of ovary. 4. Simple broad 
ligament cyst, independent of paro\·arium ( 10) and Fallopian tube. 5. A simi
lar cyst in broad ligament above tube, but not connected with it. 6. A similar 
cyst close to (7) ovarian fimbria of tube. 8. Hydatid of Morgagni-this ne\'er 
appears to form a large cyst. 9. Cyst developed from horizontal tube of paro
varium. 11. Cyst developed from a vertical tube-cysts of this kind form the 
papillomatous tumors of the broad ligament. 12, 13. Track of obliterated duct 
of Giirtner; papillomatous cysts are said to be developed along this track. 

FIG. 222. 

l\IULTII40CULAR OVARIAN CYST. ( Do1a11. ) 
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Multilocular Cysts.-These were supposed to be formed exactly as 
are simple cysts, except that two or more Graafian follicles in apposi
tion grow simultaueusly ( Fig. 221, 1a), one cavity generally predomi
nating. It is now taught that the epithelium lining the internal layer 
of these cysts, whatever their origin, is polymorphous, the long columnar
shaped cells predominating. These proliferate and form pouches which 
become closed and result in secondary cysts in the walls of the primary. 
At any rate, as time goes on the septa separating the several cysts are 
absorbed or broken down, so that the tumor, while it does not always 
become converted into a unilocular cyst, is transformed into a cyst con
taining from two to four or fiye loculi only. These cysts are limited 
in size only by the containing power of the abdomen. 

P roliferous Cysts.-These are also known as compound, composite 
and complex· CJ1Sls. They have the same origin as those already gh·en 1 

although they may be located iu any part of the body where epithelial 
structures are found. \Valdeger teaches that they are developed from 
Pfliiger's ducts; and Malassez from the epithelial co,·ering of the ovary. 
They are characterized by endogenous and exogenous growths-the 
former springing from the inner surface of th~ parent cyst1 the latter 
from its outer surface. 

These cysts vary greatly in fertility. There may be but a single 
cluster of secondary cells hanging within the cavity of the parent cyst 
or upon its outer surface; or cysts may grow from all sides of the parent 
cyst, compressing each other to suicidal repletto1i. Smaller cysts fre
quently grow from the outside of the secondary cysts1 from \vhich 
another group may spring. 

Cont ents o f Simple a n d Multiple Cysts.-Iu simple cysts the 
fluid may be perfectly colorless, hyaline, or of a pale yellow or straw 
color. It is usually thin and limpid. Its specific gravity varies from 
1007 to J018, and the quantity from an ounce to one hundred and fifty 
pouuds. 

In multilocular cysts all kinds of fluid may be found in the different 
loculi . In the chief loculus it may be thin, not differing from that 
found in simple cysts; other loculi may contain a firm, jelly-like, or 
colloid material, or pus1 blood1 etc. The contents of proliferous, like 
those of multiple cysts, are Yariable. 

Chemica/(J1, Eichwald divides the contents into two classes: ( 1) The 
mucous series, which consists of mucin, mucus, peptones, colloid ma
terial, and the material of colloid globules; (2) the albumin series1 

which consists of albumin, albumin peptones (fibrin peptone), met· 
albumin, and paralbnmin. 
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/lficroscopical/;', the following substances are foun~: crystals of cho
lesterin1 blood corpuscles, pus cells, compound granular cells, inflam
matory globules of Gluge, epithelial cells, globules of fat, and disin
tegrated blood. The granular cell is the microscopical product most 
uniformly present; the other substances enumerated are not of so con
stant occurrence. 

Dermoid or Cutaneous Piliferous Cysts. -Tbese cysts frequently 

Fie. 223. 

A DERMOlD CYST WHICH CONTAINED 1-IAIR, TE.C.JH AND FATTY ~1ATTER. 

Its exterior is covered with long. shaggy adhesions, through which it was supplied 
with sufficient blood to maintain its nutrition, the pedicle having atrophied. 
A thick mass of hair is seen on its inner wall. (11/useum R. C. S. P!toto
g1•apl1ed by lite Aul/tor.) 

develop before puberty, and, while occasionally found in combination 
with other cysts, they are always congenital in origin. 

Causation -The generally accepted view of the origin of these 
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gro·wths is that they are due to the displacemeut of the external blasto
dermic layer during the formation of the fetus. The epidermis and 
other structures found in the contents of dennoid cysts are developed 
from this layer, and if it is included in that portion of the middle layer 
from which the ovary is formed the rudiments of a dermoid cyst are 
left in the ovary ( Williams) . Howe\·er, tissues and organs are found 
in dennoid cysts which spring from the mesoblast and hypoblast as well 
as from the epiblast, which fact has led Johnstone to believe that they 
originate from the Graafian follicle, which contains the germ of all 
varieties of tissue. 

Formerly it was thought that they were due to the early inclusion 
of an imperfectly developed ovum within oue perfectly rleveloped. 
Still another hypothesis was that they result from the imperfect 
development. of an impregnated ovule. The first theory is hardly ten
able; as for the second, it is only necessary to say that dennoid cysts 
are found in young children, as well as in all parts of the body, and 
cannot, therefore, possibly depend upon conception. 

Pat!lO!ogy.-The cyst wall is composed of two distiuct layers, an iuner 
and an outer. The former is not unlike the skin in structure, its lin
ing membrane being composed of pavement epithelium. Underneath 
the epithelium is a layer corresponding to the cu tis , though the papillre 
are irregularly rounded without any regard to parallel rows. The 
tegumentary appendages-sebaceous and sweat glands, hair follicles, 
etc.-are contained in a mass of loose areolar and adipose tissue which 
underlies that corresponding to the cu tis. Jn this layer there is also 
frequently found laminre or spiculre of bone, frequently of an irregular 
shape, though having the true structure of bone. Rudimentary or per
fectly formed teeth are also found in this layer; or they may project 
from the stroma of the cyst wall (Fig. 224). 

The contents of dermoid cysts are variable. The fluid is generally of 
a pultaceous, greasy nature, and consists of cast-off epithelial cells. 
The solid substances are tufts of hair* (Fig. 223), balls of fat, aud 
teeth, varying from one to one hundred in number. Other substances 
-bone, brain substance, muscular fibers, and nerves-are occasionally 
found. 

These cysts usually contain but one loculus, though they are some
times compound. 

* l\lund~ found in one case a switch of hair which, after being immersed in ether, 
measured five and a half feet in length and was as thick as the wrist in its entire 
length. 
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Papillomatous Cysts.-These cysts are aJso known as papil1ary pro· 
liferous cysts. They contain variable quantities of papillomatous or 
cauliflower growths. ( Plate XX!V. ) 

FIG. 224. 

/ 

DERMOID C\'ST OF RIGHT 0\' ARY WITH UNlVERSAL ADHESIONS. ( Wood. ) 

Papillomatous growths are occasionally found in common multilocular 
ovarian tumors commingled with adenomatous masses. Papillomatous 
ovarian cysts usually have a short pedicle, or the tumor not infrequently 
is intraligamentary. 
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CYSTS OF THE BROAD LIGAMENTS. 

Papillomatous Cysts.-These may be either uni- or multilocular. 

Their cavities contain the same papillomatous growths as are found 
within papillomatous cystic tumors of the ovary. Masses of the tissue 

may invest the uterine appendages ( Fig. 225 ) , completely covering 
the ovarian surface. There is a great tendency for these growths 

to infect the peritoneum. Doran believes that papillomatous growths 

FIC. 225. 

PAPILLO:\IATOUS DISEASE OF TllE BROAD LIGA:>.rENTS, CO':>.IPLETELY HIDING THE 

These growths may have been enclosed at an early stage in a cyst·wall. (1lfuscum 
R. CS. Pllotograp!u·d b;1 the Aut!wr. ) 

of the ovary and the broad ligament spring from tbe tubes of the 
Wolffian body in the hilum and parovarium ( Fig. 221-2). 

Papillomata, wherever found, may be either benign or malignant. 

They consist of hypertrophy of the papill::e either from the interior or 
exterior of the glandular cyst. During their early formation they are 
nothing more than warty growths such as may occur from any surface 
or any part of the body. They are, howe\·er , liable at any time)o 

undergo malignant degenerationi hence the necessity of early operath·e 
interference before the surrounding structures are implicated. They 

frequently give rise to ascites. 
Parovarian Cysts (Figs. 226 and 227 ) .-These cysts are found 

bet\\"een the layers of the broad ligament. They are thin-\\"alled and 
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almost invariably unilocular. Their contents consist of a clear watery 
fluid of low specific gravity which is non-albuminous. Small paro
varian cysts may be pedunculated . 

Enlargement of the Hydatid of Morgagni.-This small body, 
shown in Fig. 22 r-8, rarely develops into a cyst large enough to call 
for operative interference. 

The other varieties of cysts included in the classification require no 
extended description at this time. The CJ'Sto:fibroma and myxo-adenoma 
are simply forms of degeneration of solid tumors. Hydrops folliculorum, 
cysts of the Fallopian tubes, and tubo-ovarian c_ysts, are dealt with in the 
chapter devoted to chronic diseases of the appendages. 

FIG. 226. 

AN 0VAR\' WITH THE BROAD LIGAMENT AND FALLOPIAN TUBE. 

There is a thin-walled parovarian cyst, two inches in diameter, between the layers 
of the broad ligament. The terminal part of the Fallopian tube is attached 
over its surface. The anterior layer of the broad ligament is partly dissected 
off from the cyst. (Afuseum R. C. S. Photographed by Ille .rluthor.) 

Soun TUMORS. 

Fibroid Tumors of the Ovary.-These growths consist chiefly of 
fibroid tissue resulting from hypertrophy of the stroma of the ovary. 
They are of exceedingly rare occurrence, and it is probable that fibroid 
tumors of the uterus involving the ovary have been more than once 
mistaken for ovarian fibromas. Occasionally muscular fiber-cells are 
found here and there throughout the mass. Ovarian fibroid tumors 
vary in density, and not infrequently contain loculi or cysts, constitut
ing the so-called fibro-cystic ovarian tumors. Sometimes they possess 
a loose vascular texture and resemble in their appearance malignant 
growths (Williams). 



PLATE XXV. 

f<'IBROID Tu:.-.IOR OF THE L EF'I' 0VAR\' THI~ SIZE OF A FETAi, H1•:AD; II EMATO-

SAI.PTNX OF SAMr: SIDE. ( ll'ood.) 
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So long as the tumor does not undergo cystic degeneration it neYer 
attains a large size-usually not larger than a fetal head. ( Plate 
XXV. ) Fi bro-cystic tumors, on the other hand , not infrequently attain 
a large size, often growing yery rapidly. 

In the event of cystic degeneration, the plrtition dividing the cysts 
often consists of a very vascular fibrous mass from which hemorrhages 

FIG. 227. 

PARO\"ARIAN CYST. 

The Fallopian tube, which is much elongated, is seen above. The posterior layer 
of the broad ligament has been horizontally divided, so as to expose the cyst, 
which appears to be unilocular, and yery thin-walled, without any intra-cystic 
growths. The ovary, laid open, lies to the left. (J/useum R. C. S. Photo
graphed by the _,, J utll01.) 

may proceed, filling the cyst cavity with blood. Occasionally they un
dergo certain degenerath·e changes, becoming calcified or gangrenous, 
or they may suppurate. The last two changes are usually due either 
to twisting of the pedicle or to traumatism. 

Solid tumors of the ovary composed largely of muscular tissue are 
also occasionally met with. 

Carcinomata. -Carcinoma of the ovary is more frequently met with 
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than is fibroma. It may be either primary or secondary, being oftener 
secondary to ovarian adenoma. Any of the forms of cancer attacking 
other parts of the body may implicate the ovary. The peculiar char
acter of the ovarian tissue, composed as it is of a fibrous stroma with a 
dense investing membrane1 of Graafian follicles, and of intra-follicular 
epithelium, which is ever growing, especially fayors the development of 
the various forms of cancer. 

Malignant cystic tumors of the ovary may occur in one of two ways: 
First, the walls of a benign cystic tumor may undergo cancerous de
generation; second, infiltration and disintegration may take place in 
the structure of scirrhous or medullary cancers, as in fibromata, thus 
forming a cyst. As has been stated, the papillomata are particularly 
prone to undergo malignant degeneration. 

Sarcomata.-Sarcomas frequently undergo cystic degeneration, so 
that they are met ·with both as solid and cystic tumors. In many 
instances they grow rapidly and reach a very large size. Histologically 
they present the characteristics of sarcoma found in other parts of the 
body. Formerly the excessive amount of solid material in polycystic 
tumors was supposed to indicate sarcoma, and undoubtedly cases of 
benign tumors were many times incorrectly classified as sarcomata. 

The Pedicle of Ovar ian Tumors.-The pedicle varies in length 
and thickness as well as in consistence . It may be long and slender
not larger than the little finger; or it may be broad and thick. It is 
composed of the Fallopian tube, broad ligament, ovarian ligament and 
vessels. It is, of course, covered by peritoneum. The blood, the 
nerve, and the lymphatic supply of the tumor pass through the pedicle. 

A considerable space may inten·ene between the broad ligament and 
Fallopian tube and the utero-ovarian ligament, so that the tumor may 
seem to have two pedicles. Not infrequently the Fallopian tube is 
much elongated and usually it is thickened . 



CH APTER XLIV. 

C YSTIC AND ALLIED DISE ASES OF THE UT E RINE 
APPE NDAGES-( Continued). 

SYMPTOMS. 

S imple and Mult ilocular Cysts.-The symptoms of au ovarian 
cyst will depend upon its size and location . When small it may exist 
for an indefinite length of time without gidng rise to trouble. If, 
howeYer, it remain within the pelvic cavity, the neighboring organs 
are usually impinged upon in such a way as to cause inconvenience; or 
pain may result from sensitiveness of the tumor itself. Dysuria is 
often excited by the tumor pressing upon the bladder. If it fall into 
the posterior cul-de-sac, there will be more or less irritation of the 
rectum; and should it become incarcerated, complete obstruction of the 
bowel may result. The uterus is pushed forward or backward accord · 
ing to the location of the tumor. 

The menstrual symptoms also vary greatly. I have already noted the 
fact that ovarian tumors are frequently preceded or accompanied by 
dysmenorrhea. If but one ovary is involved, the menstrual function 
is not necessarily affected in any way; or, indeed, if but a portion of 
one ovary is left intact, ovulation may occur as usual, and menstrua
tion is not necessarily painful. Coe* says he has seen a corpu~ luteum 
in the wall of a large cyst, showing that ovulation may persist even 
though but a remnant of O\·arian tissue is left behind. Amenorrhea 
is a more frequent symptom than is meuorrhagia, though excessive 
menstruation is sometimes the result of O\·arian tumors. The reflex 
symptoms are often sufficiently marked, even with small tumors, 
to cause suspicions of pregnancy. The stomach may be more or less 
disturbed, so that there is a tendency to flatulence, which increases the 
size of the abdomen. The breasts may also undergo reflex changes, 
which adds to the uncertainty of diagnosis 

\\Then the cyst increases in size and becomes large it passes into the 
abdominal cavity, unless it is held in the pelvis by adhesions. The 
pressure upon the pelvic organs is now relieved, and until the tumor 

* Clinical Gynecology, 1895, p. 627. 
48 745 
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becomes sufficiently large to interfere with the abdominal viscera 
the patient suffers less than when it was confined to the pelvis. As it 

hecomes larger there will be a sensation of fulness because of the press
ure upon the stomach and bowels. Respiration is interfered with, giv

ing rise to dyspnea; the digestion is disordered, and the pressure upon 
the kidneys, liver, and other organs adds greatly to the patient's dis

comfort. As time goes on emaciation becomes marked and there 
appears a peculiar expression of the face which is known as the facies 
ovariana. 

Edema of the lower extremities, from pressure, occurs as a late 
symptom. Gastritis not infrequently supervenes as the case progresses 
from bad to worse. The patient can no longer digest or assimilate 

food; nutrition reaches its lowest ebb; and, worn out by the dyspnea 
and other symptoms resulting from pressure, death ensues. 

Dermoid Cysts.-These cysts frequently make their presence known 

at or about the period of puberty, when the changes incident to that 
period cause them to take an active growth. They grow slowly, and 
usually do not attain a size larger than that of an adult head.* Owing 
to the thickness of the walls and the nature of the contained fluid, fluc

tuation is generally very indistinct, and it may be impossible to detect 
it at all. The osseous contents may be felt projecting through the cyst 
wall. Dermoid cysts frequently undergo suppuration, especially during 
pregnancy and parturition. As a result, adhesions occur oftener than 
in simple or multiple cysts, and their contents may escape through the 

bladder, bowel, or abdominal wall. Unfortunately 1 spontaneous cures 
rarely result in this way 1 and without operative interference suppura
tion will continue indefinitely. Rupture seldom if ever takes place into 
the abdominal cavity . The appendix venniformis is frequently found 
attached to the cyst wall. 

Cysts of the Broad Ligament.-Those cysts of the hroad ligament 

which arise from dilatation of the remains of the \Volffian body or yesi
cles of the tube are always of small size and rarely become larger than 

an egg. They hang from the surface of the ligament by a long, slender 
pedicle, have \'ery thin walls, and are covered by peritoneum. Their 

contents are of a perfectly innocent character, and they seldom give rise 
to trouble. They are rarely detected except upon post-mortem exami
nation, or upon abdominal section for other causes. 

The so-called parovarian cysts, on the other hand, because of their 

* I removed during the spring of 1893 a dermoid cyst which, together with its 
contents, weighed thirty-four pounds. 
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size, are of greater importance. The paro\'arium, or organ of Rosen
miiller, analogous to the epididymis in the male, is a small body situated 
between the folds of the broad ligament and between the outer extremity 
of the ovary and the Fallopian tube (Figs. 13 and 221 ) . 

These cysts are formed by a distention of one of the tubes of the 
parovarium, and, in exceptional instances, may become large enough 
to fill the abdomen . They occur oftener in young women, grow slowly, 
and ordinarily do uot attain any considerable size. They are usually 
single, and the constitutional symptoms attending their growth are not 
marked. 

\Vhile in many instances they are pedunculated, yet there is a greater 
tendency for them to burrow between the folds of the broad ligament 
than is the case with ovarian cysts. They are distended with a watery, 
limpid fluid of low specific gravity, seldom exceeding 1005, the fluid 
containing a trace of albumin, which usually requires both heat and 
nitric acid to precipitate it . Owing to the thinness of the cyst walls, 
fluctuation is more distinct than in ovarian cysts. 

Fibroid Tumors of the Ovary.-Tbe symptoms of fibroid tumors 
of the O\'ary do not differ essentially from pedunculated subserous 
fibroid tumors of the uterus. Indeed, in many instances it is utterly 
impossible to differentiate the two conditions. I ha,·e on three different 
occasions opened the abdomen expecting to find a subserous fibroid 
when the cause of the enlargement was a fibroid of the ovary. It will 
not do to rely upon the mobility or fixity of the tumor iu differentiating 
the two, because a subserous uterine fibroid possessing a long pedicle is 
often quite as mobile as is a fibroid tumor of the ovary. These growths 
are differentiated from cystic tumors of the O\'ary by the fact that they 
are hard and give 110 e\'idences of fluctuation. They grow much less 
slowly than do cancers and the constitutional symptoms are not usually 
so profound. However, any of the solid tumors, either benign or malig
nant, when undergoing cystic degeneration, may increase in size with 
great rapidity. 

Cancer of the Ovary. -Thomas formulates the following symptoms 
as suggesting malignant im·olvement of the O\'ary:-

1. Rapid de\'elopment of a solid tumor in the O\'ary; 
2. l\Iarked depression of the \'ital forces and general condition of the 

patient; 
3. The occurrence of edema pedum and spanemia with a small tumor, 

which are, consequently, dependent upon the general blood state, 
and not the result of pressure by the tumor; 

4. Lanciuating and burniug pains through the tumor; 
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5. Cachectic appearance; 
6. The occurrence of ascites without evidences of cirrhosis or other 

hepatic diseases, organic disease of the kidueys1 or of the heart, 

or chronic peritonitis. 
Let the reader bear in mind that while the foregoing symptoms sug· 

gest malignancy, too much reliance cannot be placed upon them. In· 
deed, let him ever bear in mind, when dealing with abdominal tumors, 
that there is nothing so utterly unreliable as subjective phenomena. 

During the college session of 1890--91 I had this fact most emphatically 
impressed upon me by the following case:* The patient, an American, 
ret. sixty·three, was referred to me by Dr. l\Iills, of Howell, Michigan. 
The abdomen was large and evidently contained a tumor of some kind; 
it apparently was cystic, but not monocystic. Until coming to the hos· 

pital she worked daily with but little inconvenience. There was no 
pain, no disturbance of digestion, and the appetite was good. On mak· 
ing the first examination, however, two symptoms-early emaciation, 
and the quantity of ascit ic flu id which seemed to be present-aroused 
my suspicions of malignancy 1 and I so announced to the class and to her 
medical attendant, who was present. Other than these symptoms there 

were absolutely no evidences of malignancy. On April 24th I made an 
exploratory incision and found the pelvis completely filled with the prod
ucts of malignancy. I carefully closed the wound after removing the 
ascitic fluid. The patient came very near dying from immediate shock, 
and was only saved by the most energetic measures. She finally rallied, 
passed through the night splendidly 1 and the next morning was feeling 
unusually well, with pulse and temperature normal. At 10 A. M. she 

began to vomit typical 11 coffee grounds" matter, and rapidly passed 
into a state of collapse, dying two hours later. A post·mortem was 
made four hours after death by Dr. Rogers, assistant pathologist of the 
UniYersity. The peritoneum was studded with cancerous nodules, as 

was also the omentum. The omentum was closely adherent to the 
tumor. The tumor sprang from the right side, and the pelvis and 
abdomen were literally packed with tumor, uterus and broad ligament, 

all of which were implicated in the cancerous process, and from the 
entire surfaces of which projected malignant nodules (Fig. 228 ) . The 

intestines were dark, nodular, and matted together. The liver was 
indurated, and contained one nodule which was undoubtedly cancerous. 

The gall.bladder was enormously distended aud contained nearly a pint 
of fluid. The stomach was so soft that it could be readily torn with the 

* North American joun1al of Homeopathy, July, 18g1 . 
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finger, and was filled with a peculiar dark grumous matter similar to 
that vomited just before death. 

Notwithstanding these fearful inroads of malignancy, there were no 
subjective symptoms, other than those mentioned, suggesting the con
dition present. It is true that the patient had been under the care of 

FIG. 228. 

CANCER OF L'TERUS AND ADNEXA. ( Wood ) 

her physician at various intervals for years, but until the tumor made 
its appearance her symptoms yielded kindly to treatment, and she had 
never been seriously £!!. 

COURSE AND TERMINATION. 

The course and termination of ovarian tumors will depend upon the 
age of the patient and the nature of the tumor, as well as upon the 
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many contingencies liable to arise. Mouocystic tumors of the ovary 
grow, as has beeu shown, more slowly than do multiple cysts. 
Solid fibroid tumors often continue indefinitely without giving rise to 
serious trouble, and are not necessarily fatal unless they undergo 
some of the forms of degeneration which have been referred to. 
On the other hand, malignant tumors grow with great rapidity and 
speedily terminate life by undermining the patient's health, or by 
giving rise to serious complications, unless their progress is inter· 
rupted by operative procedures. Ovarian sarcoma and carcinoma of 
the papillary variety are extremely malignant and grow with great 
rapidity ( Pfannestiel). Proliferous cysts likewise grow with great 
rapidity, while a dermoid cyst may be carried through life without the 
patient being aware of its existence; however, suppuration is liable to 
arise at any time. The slow growth of parovarian tumors has already 
been noted. These grmvths do not usually return after tapping; but, 
owing to the uncertainty of diagnosis, we are not justified in resorting 
to tapping as a curative procedure. This point will be referred to 
later on. 

The contingencies requiring consideration are:
Spontaneous cures, and cures by internal medicationi 
Twisting of the pedicle; 
Rupture of the cyst; 
Inflammation of the interior of the cyst; 
Hemorrhage from the interior or exterior walls of the cyst; 
Adhesions; 
Obstruction of the bowel. 
The spontaneous disappearance of otiarian CJ'Sts by absorption alone is 

extremely doubtful, notwithstanding the fact that instances of the kind 
have been recorded. Nearly all specialists are agreed that so long as 
the fluid remains within the cyst absorption is impossible. Should 
rupture occur, and the contained fluid escape into the peritoneal cavity, 
it is entirely possible for the fluid to be absorbed; or should rupture 
fortunately take place into the bladder, bowel, or Fallopian tube, the con
tents may escape through one of these channels. Post-mortem evidence 
is not wanting to show that a tumor may gradually atrophy from insuffi
cient nourishment by twisting of the pedicle. 

I am aware that, especially in homeopathic literature, many cases of 
alleged cures following the administration of the indicated remedy are 
reported. Some of them are reported by men whose authority as gyne
cological specialists is fully established. Nevertheless, the possibilities 
of curing these cases by internal medication are so remote that a cyst 
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should not be permitted to continue without operative interference until 
life is jeopardized by its excessive growth . I have so often had come 
to me patients on whom internal medication had been unsuccessfully 
tried, and who should have been operated upon months before, that it 
almost leads me to regret that such cures were ever reported. In al
leged cures1 the uncertainties of diagnosis should always be borne in 
mind. 

Twisting of the P edicle .-Tbis is not au infrequent accident, the 
axillary rotation of a tumor free from adhesions twisting the pedicle so 
as to obstruct its circulation. In the New York J11edi'cal Journal for 
May, 1891 1 Robertson reports five cases of twisting of the pedicle of 
tumors occurring in the practice of Lawson Tait. Tubolske * also re
ports two cases of the accident, in one of which the pedicle \vas twisted 
one and a half times and in the other two and a half times. In one of 
Lawson Tait's cases the tumor doubled in size in three days. This, as 
suggested by Robertson, is due to the fact that the twisted pedicle 
allows the arterial blood to pass into the tumor long after the \'enous 
blood is cut off. Rapid increase in the size of a tumor should cause one 
to be on the alert for twisted pedicle. In one of Tait's cases the patient 
was seventy-eight years old. The twist occurred while she was getting 
into bed, and the tumor rotated on its axis between three and four 
times. After operating the patient made a good recovery. In another 
case gangrene set in as the result of strangulation; and in still another 
the tumor was filled with pus1 the twist probably occurring more 
gradually. In all of the five cases reported, adhesions had formed to 
the surrounding structures, through which the nutrition was almost 
entirely derived, the circulation of the pedicle being cut off. Cases are 
also reported by Jahreiss'f and Travers.! 

The twist may be only partial, so that the circulation is not entirely 
destroyed, and gradual atrophy of the tumor 1 as observed under the head 
of spontaneous cures, may take place. Unfortunately, this termina
tion is of exceedingly rare occurrence. The pedicle, as a result of the 
twisting, may become entirely separated from its attachment1 when the 
tumor will be fouud either loose within the abdominal cavity 1 or at
tached to some of the surrounding viscera by adhesions. 

Rupture of the Cyst .-Every operator of experience has met with 
instances where cysts have ruptured and discharged their contents into 

* St. Louis Courier of :i\tedicine, December, 1890. 
t Miiuch. l\Ied. Woch., December 10, 1895. 
:t: Lancet, ~ovember, 18g5. 
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the peritoneal cavity. The accident is especially liable to occur when 
the cyst walls are thin and tense 1 and when the case is complicated by 
pregnancy. Other causes are: direct violence, concussion, a fall or 
sudden blow. 

The symptoms of rupture are those of shock with subsequent perito
nit is. The shock is sometimes very great , and, if associated with 
hemorrhage, death may ensue at once. The extent of peritonitis ex
cited will depend upou the nature of the fluid, being much more marked 
when the latter is gelatinous or puriform. 

As has already been shown, a spontaneous cure may follow the rupture 
Oftener, however , if the patient recover from the shock and peritonitis, 
the tumor will refill. 

Infla m mat ion of t he Inte r ior of the Cys t .-The same causes 
which give rise to rupture may give rise to inflammation. ·when tap
ping was commonly practised the accident was met with much oftener 
than it is at the present time. In multilocular cysts the inflammation 
may be limited to one loculus. When the inflammation is succeeded 
by suppuration, as frequently occurs, all of the symptoms of septicemia 
aud pyemia may ensue; or the decomposed fluid may find its way 
through adhesions either into one of the cavities of the body, or ex
ternally through the abdominal wall. Dermoid cysts are particularly 
liable to undergo inflammat ion and suppuration. 

H emorrh age from the I nterio r or E xterio r W a ll of the Cyst.
This may result from injury which does not give rise to rupture. It is 
often associated with papillomatous degeneration. The symptoms will 
depend upon the quantity of hemorrhage and upon the seat of the 
effusion. If very great all the symptoms of shock will present them
selves. If the blood escapes into the free peritoneal cavity the ordinary 
symptoms of hematocele follow. Peritonitis is not infrequently excited 
by the accident. When a large quantity of blood is poured into the cyst 
cavity, the tumor is suddenly distended; this form of hemorrhage is 
oftener the result of twisting of the pedicle. 

Adh esions.-Adhesions are of frequent occurrence. The tumor 
may attach itself to any of the pelvic or abdominal viscera 1 or to the 
abdominal walls. The liver, the stomach, and the diaphragm may 
thus become attached to the tumor. As a result, the contents of a cyst 
undergoing degenerative changes may find their way into any of the 
hollow viscera contained within the pelvis and abdomen, or even 
through the diaphragm into the lungs and pleura l cavities. 

When adhesions exist, a history of peritonitis can usually be ob
tained . 
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Obstruction of the Bowel.-This may be due either to direct 
pressure of the tumor, or to inflammatory adhesions following inflam
mation and suppuration. Its presence is announced by the usual 
symptoms attending obstruction . 

Terminations.-Death may result from
Exhaustion; 
Asphyxia; 
Suppuration and pyemia; 
Peritonitis; 
Collapse and shock from rupture of cyst; 
Intestinal obstruction; 
Uremia; 
Hemorrhage either into the cyst or into the free peritoneal cavity 

from the external surface of the cyst; 
Twistiug of the pedicle. 
Death is usually caused by a combination of two or more of the 

foregoing causes. The surgeon ha\·ing in charge a patient with an 
ovarian tumor should constantly bear in mind the complications liable 
at any time to arise. He should, moreover, if the patient declines to 
submit to immediate operative interference, hold himself in readiness 
to open the abdomen, unless positive counter-indications exist, as soon 
as dangerous symptoms manifest themselves. A high temperature, in
stead of counter-indicating au operation, usually calls imperatively for 
surgical interference, for it is due, in the vast majority of instances, to 
suppuration. I have seen the temperature drop in a few hours from 
105° F. to normal after removing a suppurating multilocular cyst. 

Prognosis. -\Vhile the course of the several forms of ovarian 
tumor which have been studied is most variable, the tendency in all is 
toward a fatal termination unless interrupted by surgical art; and 
while a tumor, in a given case, may exist for years without giving rise 
to serious trouble, the instances where this is so are of such exceptional 
occurrence as to have little influ~nce in determining the probable out
come of the disease. In the vast majority of instances, the end 
is only a question of time, if the tumor is unmolested. On the other 
hand, the average mortality of the best ovariotomists is but three per 
cent.-so that the whole outlook is at once changed by the intervention 
of art. 



CHAPTER XLV. 

CYSTIC AND ALLIED DISE ASES OF THE UTERINE 
APPENDAGES-(Continued ). 

DIAGNOSIS. 

General Considerations.-The existence of an ovarian cyst may 
be suspected if the abdomen .is eularged by a tumor which has made 
its appearance gradually, and which does not present the ordinary signs 
of pregnancy; which has grown from below llP'''ardSj which is mobile; 
which is not tender; and which does not affect the general health until 
the tumor is large enough to interfere with the functions of the ab
dominal viscera. Subjective symptoms alone, as I have already empha
sized, are entirely insufficient for purposes of diagnosis. Nothing short 
of thorough physical exploration ,-.,,ill suffice; and even then the phy
sician will many times be left in doubt until after the abdomen is 
opened. Extended experience in abdominal surgery begets modesty. 
In the language of Tait, " Exact abdominal diagnosis is an impossi
bility, and he who asserts to the contrary is either rash or inexperi
enced.'' 

The uncertainties of diagnosis, instead of making the physician less 
thorough in his methods of examination, should make him more so. 
So much is at stake in dealing with abdominal tumors that anything 
less than thoroughness is criminal. More than once has the abdomen 
been opened for the purpose of removing an ovarian tumor when no 
tumor was found; or when, instead of au ovarian tumor, a pregnant 
uterus was disco\·ered. Besides these sources of error, the chastity of 
yirgins is frequently impugned when the cause of the enlargement of 
the abdomen, instead of being a pregnant uterus, is au ovarian tumor. 
For these reasons, as well as for many more which suggest themselves, 
the examiner cannot proceed with too great care when be suspects the 
existence of a tumor of any kind within the abdomen or the pelvic 
cavity. 

In the chapters devoted to physical diagnosis, I have dwelt at length 
upon the manner of conducting physical examinations. I shall, there-

754 
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fore, at this time touch only upon those points especially important in 
examining for abdominal tumors. 

The examiner should proceed at all times with extreme gentleness. 
If pain is caused by palpation or by the bimanual, contraction of the 
abdominal muscles will be excited. \Vhenever there is any doubt as 
regards the contents of the abdomen or pelvis an anesthetic should be 
administered. This is especially true in dealing with nervous and 
hysterical patients, or with young girls who have never before been 
subjected to local examination. 

Pain excited by the manipulations of the surgeon does not necessarily 
indicate disease. Indeed, hard pressure upon any of the structures 
within the pelvis or the abdomen will give rise to more or less pain. 
Suffering may also be induced by the carelessness of the examiner who 
has not properly cared for his nails, or who is unduly awkward. Again, 
the examiner should constantly bear in mind the possibilities of preg
nancy. Unless he does there is danger, even in the examination of 
supposed virgins, of unwittingly producing abortion. No matter what 
the patient's station in life may be, or what her environment, the ex
aminer's only safety will lie in looking upon the girl or woman as a 
being capable of conception. Too often errors have arisen from the 
physicia~1's relying implicitly.upon the patient's statement regard~ng 
the persistence of the catamema. 

Finally, the surgeon should not assert the results of his examination 
with too much positiveness. He may, it is true, be able to make his 
diagnosis with almost absolute certainty. Unfortunately, this is not 
a lways the case, and after exhausting e\·ery known method and every 
precaution , he will every now and then open the abdomen only to find 
himself mistaken. He should, therefore, be careful to explain to the 
patient and her friends that an element of uncertainty always prevails. 
This precaution may save him much future embarrassment. 

Preconceived ideas are formed usually because the surgeon has had 
presented to him, either by the patient or by her medical attendant, a 
history which leads him to suspect an O\·ariau tumor. Upon examination 
he finds that the abdomen is unquestionably enlarged, but does not 
take the precaution to eliminate the misleading conditions presently to 
be dealt with . 

The surgeon must proceed in his physical examination entirely un
biased by the patient1s history. This is true in the case of respectable 
married women as well as in young unmarried women. Iu the first 
instance, the patient may consider herself pregnant because she has 
experienced sens3tions similar to those experienced during previous 
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pregnancies; or she may not consider herself pregnant because the 
usual symptoms attending previous pregnancies are absent. In the 
case of young single women, the symptoms of pregnancy, if they exist, 
may be suppressed. The surgeon must, too, bear in mind that preg
nancy may occur after amenorrhea has existed for a long time. 

A distended bladder may give rise to uncertainty of diagnosis before 
the catheter is introduced ; or a loaded rectum or sigmoid flexure may 
lead one to suspect the existence of a tumor other than fecal, hence the 
necessity of haviug both the bowels and the bladder thoroughly emptied 
before the examination is begun. A still more important precaution is 
the use of au anesthetic when there is very great tenderness or rigidity 
of the abdominal walls, or when there is much flatulence. 

Palpation and percussion should be conducted in such a way as to 
cause the least possible amount of pain. The entire hand or the entire 
finger should be used instead of the tips of the fingers, for the latter 
will cause sufficient pain to incite contraction of the recti muscles. The 
hands should also be warm and the patient placed in a position favor
able to the relaxation of the muscles. 

Excessive thickness of the abdominal walls, excessive tenderness, 
the simultaneous existence of tumors and pregnancy, rupture of the 
cy~t walls, and peritonitis, constitute real difficulties which may tax the 
skill of the examiner to the utmost. 

DIFFERENTIATION. 

I shall follow Doran's* classification in differentiating the various con
ditions giving rise to abdominal distention. It is as follows:-
CLASS I.-A Tumor or Tumors more or less Distinct. 

I. A central tumor, distending lower part of abdomen. 
A. Freei.;1 fluctuating. 

Ovarian cyst, with one cavity greatly predominating over the 
others; 

Broad ligament cyst; 
Encysted dropsy of peritoneum; 
Distended bladder; 
Hydramnios. 

B. Fluctuating in parts. 
Ovarian cyst, multilocular; 
Ovarian cyst with much solid matter; 
Fibro·cystic uterine tumor; 

'*Op. cit., p. 174. 
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Pregnancy ( later stages) . 
C. Solid, no ftuctuafi'on . 

Solid ovarian tumor; 
Fibroid uterine tumor; 
Pregnancy (earlier stages) . 

2. A tumor distending lower part of abdomen, not central in posi
tion. 

A. Fluctuating. 
Renal cyst or retro-peritoneal cyst in the neighborhood of the 

kidney; 
Cyst of omentum or mesentery; 
Hydrosalpinx (extreme cases); 
Ovarian cyst (rare); 
Cyst in abdominal walls. 

B. Solid. 
Extra-uterine pregnancy ( tumor may be central ); 
Scybala in cecum or sigmoid flexure; 
Enlarged spleen (extreme cases). 

3. Two or more tumors distending lower part of abdomen. 
Bilateral ovarian tumors (especially small dermoid cysts) ; 
Multiple subperitoneal uterine fibroids; 
Hydatid disease of peritoneum. 

CLASS IL-Abdomen Distended; no Distinct Tumor. 
1 . Fluctuation distinct. 

Ascites (all cases1 including those where au ovarian or other 
tumor may exist). 

2. No fluctuation . 
Tympanites and phantom tumor; 
Obesity; 
Pendulous abdomen. 

CLASS 1.-A TmIOR OR TuMORS" MORE OR LESS DrSTIKCT. 

1. A Central Tumor, Distending Lower Part of Abdomen. 

A. Frcelj1 Fluctuating. 

Ovarian Cyst, with one cavity greatly predominating over the 
others.-This will give rise to dulµess on percussion in the lower part 
of the abdomen. It occupies the middle line, or is slightly to one side, 
aud can be located by palpation. The area of dulness does not change. 
It is movable en masse only or not at all. There is resonance in the 
flanks unless ascites is present. The umbilicus remaiu!5 normal. A 
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vaginal examination will re\'eal the pelvic origin of the tumor, and the 
fluctuating wave can often be distinctly felt by the finger in the vagina. 
A differentiating table is gi,·en on page 762. (Figs. 229 and 230.) 

Broad Ligament Cysts.-A parovarian cyst gives rise to the same 
area of dulness as does an ovarian cyst. Fluctuation is usually more 
distinct because of the thinner walls. Its more intimate connection 
with the uterus, as is shown by vaginal examination, together with the 
history of the case, will suggest its parovarian origin. Papi!lomalous 
c;•sts of tile broad ligament are differentiated from the ovarian cysts 
with much difficulty . Frequently they are closely incorporated with 
the uterus and are firmly fixed low in the pelvis. 

FIG. 229. FIG. 230. 

AREA OF Del.NESS IN OVARIAN CYST. AREA OF DULNESS IN ASCJTES. 

Encysted Dropsy of Peritoneum.-The intestines ar~ bound down 
by adhesions between which and the anterior abdominal wall ascitic 
fluid accumulates. An effusion of this kind makes its appearance sud
denly, preceded, usually, by a history of peritonitis. The abdomen, 
instead of being prominent, is more or less flat. The area of dulness is 
unchangeable. Fluctuation is limited . 

Distended Bladder.-Distention from this cause is of recent origin. 
It is centrally located in the lower abdomen, and, unless the result of 
paralysis, gives rise to much discomfort. It hardly seems possible that 
this condition could be mistaken for ovarian tumor, yet it has been. In 
all cases of doubt a catheter should be passed. 

Hydramni9s.-Dropsy of the amnion sometimes complicates preg· 
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nancy so that the amniotic fluid may be greatly in excess. This con 
dition, owing to the fact that the uterine walls are usually Yery thin, 
and fluctuation more or less distinct, may simulate au ovarian tumor. 
Ordinarily, a careful exam ination will reveal the changes incident to 
pregnancy-softening of the cervix, changes in the breasts, etc. The 
subjective symptoms of pregnancy are rarely wanting. H ydramnis 
is frequently due to albuminuria. 

B. Fluctuating in Parts. 

Ovarian Cyst , M ultilocular.-The symptoms do not differ from 
those resulting from a unilocular ovarian cyst, except that fluctuation 
is much less distinct. 

Ovarian Cyst with m uch Solid M atter .-May be either benign 
or malignant. The constitutional symptoms depend upon the character 
of the growth . It is exceedingly difficult to differentiate this condition 
from a fibrv-cystic uterine tumor. A solid or semi-solid ovarian tumor 
is usually more mobile than is a fibre-cystic uterine growth. 

Fibre-Cystic U terine Tumor.-Is usually of slow growth at first. 
It seldom occurs before the age of thirty 1 is comparatively rare, and 
usually gives rise to no emaciation. There is menorrhagia more often 
than amenorrhea. Frequently the lobulated surface of the tumor can 
be detected. Upon vaginal examination it will be found continuous 
with the uterus, and sometimes can be moved with it. N ot infre
quently the uterine cavity is increased in depth. 

P regnancy (later stages).-So difficult is it at times to differentiate 
between pregnancy and an ovarian cyst that I deem it wise to add the 
following table, taken from Peaslee, which I have slightly modified:-

~ \·o, ma! Preg11anCJ' Five and a 
1-Iaif Jl/0111/1s or Afore. 

Enlargement sudden and rapid; sym
metrical, or inclined slightly to right 
side; 

Features, natural healthy; 
Superficial veins of abdomen not en· 

larged. Edema of ankles nol uncom
mon after seven months; 

Fluctuation not very distinct, unless 
much liquor amuii; 

l\lenstruation, arrested (exceptions ); 

Vaginal touch detects softeni ng and ap 
parent shortening of the cervix, and 
enlargement of the uterus; 

Oi1arian Cysts, Second or Tl1ird 
Slagt'. 

Enlarg~ment gradual; symmetrical till 
in the third stage; 

Features emaciated, anxious; 
Veins are enlarged; edema in late 

stages, from pressure; 

Usually distinct in rnonocysts; often 
absent in polycysts; 

Not arrested till third stage has com
menced; 

No changes in these respects; but uterus 
is displaced, usually behind the cyst; 
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Ballotleme11l gives impulse of fetus; 
Fetal heart-sounds detected; 
Movements of fetus felt; 
Enlargement of mammre; 
Umbilical areol~ in first pregnancy; 
Has developed within six to nine 

months; 
Follicles around the nipple equally de

veloped in both mammre; become 
white on stretching the skin; 

E xuplion. - If fetus be dead, of course, 
the movements and heart-sounds 

No result; ,·ery rarely is imitated; 
None; 
None; 
Occurs in exceptional cases only; 
None; 
Has developed within one lo three 

years; 
Unequally developed, and remain of 

same color as thearenlre. 

C. Solid, no Fluctuation. 

Solid Ovarian Tumor.--This may be either fibroma, carcinoma, or 
sarcoma. '\Vhen malignant, cachexia, ascites, and general symptoms 
of anasarca, which rarely if ever attend benign tumors of the ovary, 
are prominent. These growths are distinguished with much difficulty 
from pedunculated fibroid tumors of the uterus, though usually they 
are more mobile than the latter. There is an entire absence of fluctua-
tion. 

Fibroid Uterine Tumor.-If sessile1 there is an intimate connec
tion between the uterus and the tumor. Uterine fibroids are of frequent 
occurrence, whereas solid ovarian tumors occur but rarely. A uterine 
fibroid grows slowly 1 and is usually attended by menorrhagia. There 
is tenderness in the lower abdomen during menstruation. There is no 
fluctuation, and the uterus moves with the tumor. 

Pregnancy (earlier slages).-The well-known signs of pregnancy 
will of course be looked for . In determining the character of the tumor 
the examiner will observe that upon bimanual it is, if due to preguancy1 

pyriform, symmetrical, and more .or les.s resilient . The fund us of the 
uterus moves in harmony \Yith its lower portion. 

2. A Tumor Distending Lower Part of Abdomen, not Central in 
Position. 

A. Fluctuating. 

Renal Cyst or Retro-Peritoneal Cyst in the Neighborhood of 
the Kidney.-With renal cyst there is usually a history of urinary 
troubles, with the occurrence every now and then of pus, blood, or 
albumen in the urine. Nephritic colic1 from au impacted calculus, 
frequently precedes the formation of a renal cyst. Edema of the lower 
extremities occurs ear1y1 and emaciation late. The tumor is unilateral, 
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commences in the lumbar region 1 and grows forward and downward. 
The intestines lie in front, instead of behind the tumor. There is 
clearly no connection between the pekic organs and the tumor. Should 
aspiration be resorted to, the fluid will contain urea, urates, and 
chlorides. A large renal cyst is of rare occurrence. 

Cyst of O mentum or Mesentery.--This is of exceedingly rare 
occurrence. It chiefly occupies the middle line, though seldom exactly 
median. Fluctuation is usually obscure, but sometimes some degree of 
mobility is present. It is not connected with the pelvis. 

H yd rosalpinx (extreme cases).-Under this head may also be in
cluded hematosalpinx and pyosalpinx. In rare instances any of these 
conditions may give rise to an enlargement of the Fallopian tube, which 
causes it to become abdominal. A distended tube is 1 however, usually 
confined to the pelvis, and is detected only upon rectal and vaginal ex
ploration. The tumor is evidently closely connected with one side of 
the uterus. Pain is often a very prominent symptom. Distention of 
the tube is ordinarily associated with menstrual irregularities of some 
kind. 

Cyst in A bdominal W alls .-This causes prominent bulging of the 
parietes. It is rounded and is intimately attached to the abdominal 
walls, following closely their movements. It gh·es rise to dulness over 
the palpable area. 

B. Solid. 

Extra- U terine Pregnancy (tumo1 m«J' he central).-An extra
uterine pregnancy cyst may become solid after the death of the fetus . 
The fluids are then absorbed and the tumor appears as a hard, irregu· 
larly rounded mass, fixed in some part of the lower abdomen or pekis. · 
It is intimately connected with the uterus, which is always enlarged. 
The history should be carefully inquired into, for the symptoms elicited 
by physical examination may closely resemble uterine myoma. 

S cybala in Cecum or Sigmoid Flexure.-Fecal tumors are seldom 
large enough to be mistaken for o\·arian cysts. They may occur in 
any part of the large intestine, and are usually preceded by a history 
of constipation alternating with colic and diarrhea. They gi\'e rise, 
upon manipulation, to a peculiar doughy feel, and ordinarily can be 
indented by pressure. As a final test an effort should be made to 
thoroughly empty the bowels. 

Enlarged Spleen (extreme cases).-Tbe conditions gi\·iug rise to 
enlargement of the spleen sufficient to simulate ovarian tumor are 
leucocythemia, cancer, syphilis, and amyloid degeneration. Occasion

~9 
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ally the enlargement may be great enough to extend into the pelvis. 
It appears first under the left false ribs and extends dowmvard and 
inward toward the middle line. The enlarged organ, from its close 
contact with the parietes, gives rise on percussion to absolute dulness 
over its entire surface. Sometimes the characteristic notched border 
can be felt. Smaller splenic tumors are slightly mobile. The consti
tutional symptoms attending the several affections responsible for the 
enlargement are rarely absent. 

3. Two or more Tumors Distending Lower Part of Abdomen. 

Bilateral Ovarian Tumors (especially small dermoid cysts).-A 
sulcus may be felt between them. In most instances, ho\vever, one 
tumor so completely overshadows the other that the existence of the 
smaller one is not suspected until after the abdomen is opened. 

Hydatid Disease of Peritoneum.-Hydatid growths springing 
from the peritoneal surface, or, more frequently, from the liver, often 
reachenormous proportions, and by distending the abdomen may simu- " 
late an ovarian cyst. 

A vaginal examination will show that the growth does not have its 
origin in the pelvis. Percussion will locate the area of dulness high 
up; fluctuation is more obscure and circumscribed than in ovarian cysts, 
and frequently the so-called hydatid fremitus can be felt. The tumor 
grows very rapidly from above downward. If the diagnosis is doubtful 
a fine aspirating needle may be introduced and the obtained fluid ex
amined. As a rule it is perfectly colorless, transparent, of low specific 
gravity ( 1007 to 1009), and alkaline or neutral in reaction, though 
occasionally it may be acid. There are no organic substances. Micro· 
scopical examination will reveal the characteristic booklets. 

CLASS II.-ABDOl\lEN DISTENDED-NO DISTINCT TUMOR. 

1. Fluctuation. Distinct. 

Ascites. -The following table, from Peaslee, which I have but 
slightly modified, cannot be improved upon in differentiating between 
ascites and large ovarian cysts:-

Ascites. 
Previous ill-health; 
Enlargement comparatively sudden; 
Face full, puffy, leaden; 
Patient on back-enlargement is sym· 

metrical, flat in front; 

Large Ovarian Cyst. 
Good health previously; 
Enlargement gradual; 
Face emaciated, peculiar; 
Enlargement is not usually symmetri-

cal, never till third stage; prominent 
in front; 
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Patient on the side-flatness on sides; 
Patient sitting up--abdomen bulges be

low; 
Skin of abdomen, smooth, tense, shin

ing: 
On superficial ,·iew, abdomen Yerymucb 

enlarged. Edema of extremities in 
all cases, and, at last, of abdomen 
also; · 

Floating ribs not bulging; 

Navel prominent and thinned; 
More distinct in erect position; 
Percussion gives a clear tympanitic 

sound at highest portion of abdominal 
ca,·ity, in all positions. Is dull else
where, and changes with the position; 

(v. Fig. 230.) 
Yaginal and rectal touch detect fluctua

tion at once; 

l:terns nonnal in size, mobility, and 
position; sometimes prolapsed; 

I-Iydragogues and diuretics produce 
temporary relief; 

Exceptions.-If there be a very large 
accumulation, may be <lulness at 
highest point of abdominal cavity
patient being ou the back (or the in
testines may be glued down; deep 
percussion may e licit tympanitic 
sound); one or both flanks may be 
clear, from gas in the colon. 

No change of flatness; 
Little, if any, change of abdomen; 

Abdominal integuments natural, or 
merely thinned; 

Superficial view, less enlarged. Edema 
only in exceptional cases; 

Chest conical from bulging of the false 
ribs; 

Navel not thinned; 
More distinct in recumbent position; 
Clear sound only at parts not corre-

sponding to the cyst, and in both 
flanks; dulness over it in all positions; 

(".Fig. 229.) 

Fluctuation less clear, and may not be 
reached at all, or does not exist in 
case of polycyst; 

Uterus displaced behind the cyst, gen
erally; 

These remedies, as a rule, produce no 
effect; 

Exceptions.-May be tympanitic sound 
in cyst, if it communicate with in
testine; one or both flanks may be 
dull from feces in the colon. 

2 . No Fluctuation. 

T ympanites and Phantom Tumor.-The patient is usually hys
terical and the condition is more apt to occur as she approaches the 
menopause. The abdomen may be distended to the size of a pregnant 
uterus at full term, so that the existence of either pregnancy or of a 
tumor of some kind is suspected. Frequently there is an arching of 
the back which causes the recti muscles to become tense, and which 
adds greatly to the confusion. 

The examiner will observe that there is no fluctuation; nor do the 
evidences of a solid tumor exist. If he can divert the patient's atten 
tion by conversation or otherwise, relaxation of the recti muscles will 
frequently take place, and the actual condition be determined; or, if 
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the patient be placed under the influeuce of an anesthetic, the S\\'elling 
will quickly and entirely disappear, and the resulting flaccidity of the 
abdomen will permit a thorough examination of its contents to be 
made. 

\Vhen the patieut believes the enlargement to be due to pregnancy 
( pseudocyesis ) her suspicions are based, not only upon the tympanitic 
enlargement of the abdomen, but also upon the suppression of the cata
menia, which in the vast majority of instances is due to physiological 
changes incident to the menopause. Usually the patient is exceedingly 
anxious to become a mother, and the mental condition is such as to 
cause her to exaggerate every sign suggesting the possibility of preg
nancy. The examiner will also observe that the mammary glands are 
not altered and that the uterus bas not undergone the usual changes of 
pregnancy, the bimanual showing it to be of normal size and perfectly 
mobile. 

Obesity.-Obesity sufficient to give rise to abdominal enlargement 
simulating an ovarian tumor occurs oftener at or about the menopause. 
When associated with tympanitic distention the condition may greatly 
confuse the inexperienced examiner. 

It will be noted, on exploration, that the enlargement is symmetrical. 
When the patient assumes the sitting or upright posture the abdominal 
walls are thrown into pendulous folds, the umbilicus remaining normally 
depressed. They can be grasped between the two hands, when their 
great thickness will be indicated. The sensation elicited by palpation is 
that of a doughy enlargement which yields on firm pressure. The obesity 
is general, involving the entire body-the face, limbs, breasts, etc. Per
cussion will indicate resonance instead of dulness. It should be re
membered that deep percussing is necessary when the abdominal walls 
are unusually thick. 

Pendulous Abdomen .-Sometimes the abdomen becomes so pendu
lous as to extend half way to the knees. The walls can be grasped 
and pinched between the two hands1 and there will be an entire absence 
of all signs indicating either a tumor, ascites, or pregnancy. 

ADDITIONAL LESIONS. 

It will now be necessary, in order to make this chapter complete, 
briefly to consider certain other conditions, with which the abdominal 
surgeon should be perfectly familiar, although they are not included in 
the schema studied. 

Cancer of the Pylorus.-A tum or resulting from cancer of the 
pylorus is small, hard, and movable, and is situated in the epigastrium 
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a little to the right of the median line. In its later stages it becomes 
fixed. Pressure gives pain. The gastric symptoms are always promi
nent. 

F ibroid T hickenin g of the P ylorus.-This is felt as a localized in
duration in the same location as the preceding condition. It rarely 
reaches the dimensions of a tumor. It is extremely difficult to differ
entiate this affection, during its early stages, from cancer. Pressure 
upon an indurated pylorus ordinarily causes much less pain than is the 
case with cancer. 

Morbid Grow ths of th e S tomach .-These are, in at least ninety 
per cent. of all cases, malignant-scirrhous cancer being the form 
oftener attacking the stomach. If located on its posterior surface, 
which is rarely the case, it may drag the stomach downward as far as 
the umbilicus. Palpatio:1 causes pain. The enlarged viscus is usually 
movable, at least not becoming fixed until the later stages of the disease. 
The constitutional symptoms are marked. 

M olar P regnancy.-The ordinary signs of pregnancy usually exist, 
except that the abdom inal tumor increases much more rapidly than is 
the case in normal gestation 1 and the uterus grows to a greater size. 
The enlargement will be recognized as uterine, and sooner or later the 
characteristic discharge ( p. 80) will make its appearance. 

Solid G rowths of th e Kidney.-These are .carcinoma, adenoma, 
and the severa l varieties of sarcoma. Any one of these conditions may 
give rise to an enlargement sufficiently great to fi ll the whole ab
dominal cavity. They will be recognized by the dulness produced on 
percussion over the lumbar region, which extends forward, by their 
fixity in the region of the kidney 1 and by the urinary changes which 
are usually present. 

Solid Growths of t h e L iver. -Usually cancerous or sarcomatous. 
The tumor is oftener located in the right lobe. It will be recognized 
as a solid resisting enlargement protruding from under the ribs of the 
right side. Unless adhesions ex ist, the liver will move upward and 
downward during respiration. In cancer the characteristic knobs on the 
surface of the li\·er can often be felt. The various malignant growths 
springing from this organ are limited in size only by the capacity of the 
abdomen. 

Solid T umors of the Gall -Bladder.-Clinically, a gall-IJladder dis
tended with gall-stones, with thickened walls the result of inflamma
tion, is a solid tumor. The various malignant lesions of the liver may 
also implicate the gall-bladder. The enlargement is located at the edge 
of the liver, aud extends downward and inward toward the umbilicus. 
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The natural globular, ovoid, or pear shape of the gall-bladder is usually 
preserved. There is more or less mobility in lateral directions. Abso
lute cluluess over the enlarged area rarely occurs. 

Tumors of the Colon.-These growths are either adeuoma, adeno
sarcoma, or cancer. The adenomata are usually polypoidal in shape. 
In the vast majority of instances they are found in the descending colon, 
are freely movable for some inches in all directions, and seldom attain 
a size larger than that of an orange. Cancer locates itself in any part 
of the large bowel, and gives rise to an indefinable thickening, fixed or 
slightly movable. When any of these growths are located in the sig
moid flexure, it is possible to detect them by rectal exploration. The 
intestinal excreta will often indicate the nature of the growth. 

Solid G rowths of the Omentum.-Any of the forms of malignant 
disease-colloid cancer being the most frequent-may involve the 
omeutum. Such growths gi\·e rise to a very irregular surface and are 
either hard or boggy , depending upon the proportion of colloid ma
terial present. ~ot infrequently ascites exists with the disease. It is 
sometimes possible to determine by palpation and deep percussion 
whether the growth overlies the intestines. 

H ematometra.-The tumor is clearly of uterine origin. It is the 
result of retention of menstrual blood, caused by some obstruction to its 
exit, located either at the cervix or in the vagina. The menstrual 
blood does not make its appearance externally, although all of the 
symptoms of puberty are present . The symptoms of menstruation 1 

minus the flow, recur at regular intervals. The only symptom of 
pregnancy that exists is eulargemeut of the uterus. The history, 
together with a physical examination, will clear up the diagnosis. 

Hydrom:tra.-Occasionally an obstruction will occur in the ceffic8.l 
canal after the menopause which gi\·es rise to an accumulation of 
watery fluid within the uterus great enough to suggest an O\·arian 
cyst. The uterine walls are sufficiently attenuated to permit of fluctua
tion. The accumulation occurs gradually. On physical examination 
the svtmd will locate the obstruction and determine the cause of the 
enlargement. 

Ovarian Abscess.-Ovarian abscess is usually located in the recto
uterine pouch, on one or the other side, where it is adhered. The 
tumor is rarely larger than a ben 1s egg, is obscurely fluctuating, and 
Yery tender. 

Distention of the Gall-Bladder with Fluid.-The tumor is fixed 
under the liver, is painless or slightly painful, and is pyriform or o\"Oid 
in shape . It may contain either bile 1 pus, or water. 
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Nephric and Peri-Nephric Abscess.-It is not always possible to 
determine whether an accumulation of pus in the region of the kidney 
has its origin in the organ itself or iu its surrounding structures. In
deed, the two conditions are usually associated. If the suppurating 
process has continued for some time there may be discoloration of the 
skin o\·erlying the kidney, with tenderness on pressure. The evidences 
of fluctuation are not always present. In case of doubt, aspiration may 
be resorted to. 

DIAGNOSIS OF SMALL OVARIAN TUMORS. 

Ovarian tumors in their early stages may be confounded with
Retroversiou or retroflexion of a gravid uterus; 
Small fibroid tumors of the uterus; 
Pelvic hematocele; 
Pelvic cellulitis; 
Accumulation of feces in the rectum; 
Tubal or ectopic pregnancy. 

Retrovers ion or Re t rofl exion of a Gravid Uterus.-The ordinary 
symptoms of pregnancy are rarely wanting. On physical examination 
the cervix will be found high up, and there will be felt in the posterior 
foruix a softish 1 solid tumor, which is continuous with the cervix uteri. 
Unless the ftmdus is adhered it can be pushed out of the hollow of the 
sacrum by placing the patient in the genu-pectoral posture, drawing the 
cervix down with a volsella 1 and exerting pressure upon the fundus 
either through the posterior fornix or the rectum. 

S mall Fibroid T u m ors of the Uterus .-The ord inary signs of 
pregnancy will be wanting. Upon bimanual the tumor will be found 
intimately connected with the uterus 1 1110\·ing with it. Meuorrhagia is 
more frequent than amenorrhea. Usually it is possible to palpate both 
O\·arics, and thus determine their normal condition . 

Pelvic H ematocele.-There will be a history of the sudden forma
tion of a tumor, with the usual symptoms of shock aud collapse attend
ing hematocele. The tumor is oftener located in the folds of the broad 
ligament, though it may be in the posterior cul-de-sac. It is suddenly 
formed, and unless resolution is interrupted by suppuration, gradually 
diminishes. 

P elvic Cellulitis.-There will be a history of inflammation, followed 
by the gradual formation of the tumor. Pelvic cellulitis frequently 
in\'oh·es the ovary. 

Accumulation of Feces in the R ectum.-Tbecharacteristic pitting 
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on pressure will be detected. In all cases of doubt the rectum should be 
flushed with a large enema. 

Tubal or Ectopic Pregnancy.-The symptoms of pregnancy may 
be present. An elastic tumor will be detected in the region of one or 
the other Fallopian tube, presenting an obscure sensation of fluctua
tion. The uterus is enlarged somewhat, frequently displaced, and the 
cervix is softened. There is often a history of paroxysms of crampy, 
colicky pains in the region of the tumor. Irregular hemorrhages from 
the uterus are not infrequent . The decidua is usually expelled during 
an attack of hemorrhage. 

TAPPING FOR DIAGNOSIS. 

The only circumstances under which tapping for diagnosis is now 
justifiable is the existence of some intercurrent disease-bronchitis, 
pneumonia, pleurisy, etc.-which is sufficiently severe to counter-indi
cate ovariotomy1 and "·hich is made worse by the tumor pres.sure; or 
the existence of great ascites with a small tumor, when the presence of 
the tumor is doubtful. It is, indeed, questionable if, in the latter con
dition, exploratory incision in the hands of an experienced operator is 
not preferable to tapping. 

Those who maintain the advantages of tapping for the purpose of 
diagnosis claim that it can do no harm, and that it is a perfectly safe 
operation; that much information can be obtained by an examitJation of 
the fluid; and that. should the cyst be parovarian, tapping will result 
in a cure, making laparotomy unnecessary. 

That tapping is a perfectly harmless operation is not in keeping with 
the records of the past. Should the trocar penetrate a solid fibroid 
tumor, or a malignant growth 1 fatal hemorrhage may ensue. Inflam
mation and suppuration ha,·e more than once followed tapping and 
aspiration. There is also danger of injuring the intestines1 it not 
always being possible to determine their presence or absence between 
the tumor and the abdominal parietes. 

It is true that the fluid can be examined, and by it some idea of the 
nature of the cyst determined. Unfortunately, however, the character 
of the fluid obtained affords by no means positive information as to the 
character of the tumor. In the first place, the fluid may be of such a 
nature as not to pass through the trocar or aspirating needle. Again, 
in multilocular cysts, the fluid, as we have see11 1 is often very different 
in different loculi. Nor is the fluid of any form of tumor sufficiently 
characteristic to afford pathognomonic evidence of its nature. For 
instance, it is exceedingly difficult at times to distinguish the fluid ob-
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tained from a parovariau cyst from that obtained from a unilocular 
O\·arian cyst. Finally, parovarian cysts are by no means always cured 
by drawing off the fluid. It must be remembered, too, that in most 
instances parovarian cysts are remO\·ed by abdominal section with but 
little difficulty. 

Me thod of T apping.-Since this operation will occasionally be 
called for, I will briefly describe the proper method of its execution. 

The trocar or aspirating needle should be absolutely clean. Jf the 
quantity of fluid is very great. I think the trocar is preferable to the 
aspirator. The bowels and bladder should be emptied, and the patient 
placed at the edge of the bed upon her side. The site of the pi.111cture 
is thoroughly washed with a 1: 1000 bichlorid solution. Four or five 
drops of a four per cent. solution of cocaine are injected into the site of 
the incision, midway between the umbilicus and pubes, in the median 
line; or ethyl chlorid may be used to freeze the parts. This site is the 
preferable one, unless previous percussion has determined the existence 
of intestine underneath it. General anesthesia is rarely called for un
less the patient is extremely nervous. A small incision is made through 
the skin with a sharp scalpel. A rubber tube two or three feet in 
length should be attached to the tapping lrocar, the distal end being 
immersed in a pan of antiseptic fluid, so as to prevent the entrance of 
air into the cyst cavity. The trocar is then thrust into the tumor and 
the fluid.permitted to escape. 

Previously to passing the trocar a many-tailed binder is placed about 
the abdomen, and as the fluid is drawn off this should be tightened. 
After the instrument is removed, iodoform is sprinkled over the site of 
the incision, and a small pad of antiseptic gauze applied, held in place 
by a strip of adhesive plaster; or the wound may be sealed with a col
lodion dressing. The patient should be kept in bed for at least three 
or four days. In the event of alarming reactionary symptoms the 
abdomen should be opened at once. 



CHAPTER XLVI. 

OVARIOTOMY. 

The Gen e ra l P r in ciples of A b dominal Surgery .-In the present 
chapter I shall consider the general principles of abdominal surgery as 
applied to the various gynecological operations calling for abdominal or 
vaginal section. This will save needless repetition in dealing with 
those affections requiring remo\·al of the appendages for other causes, 
and removal of the uterus wholly or in part. 

The abdominal surgeon is compelled to work under many difficulties 
which do not exist in ordinary operations. His manipulations are 
necessarily restricted, and be has to do with organs which, though not 
in themselves essential to 1ife1 are in close proximity to those which 
are . In many instances manipulations within the abdominal cavity 
have to be done largely by the sense of touch. It is rarely, if ever, 
possible to determine positively the condition of the abdomen and its 
contents previously to an exploratory incision; and even after the ab
domen is opened the confusion is often very great. Again, no two 
cases calli ng for abdominal exploration present exactly the same con
ditions. It is, therefore, impossible to give set rules to govern the 
operator in all cases. Only general principles can be dealt with. \Vere 
one to dwell upon all the details covering the many modifications which 
have been made in the past1 an entire volume would be required. The 
abdominal surgeon must, first of all, be competent to contend with any 
contingency which may arise-from transfusion or infusion in cases of 
collapse to fixation of a se,·ered ureter or resection of a kidney. He 
must, in addition, possess tact, ingenuity, and coolness. These seyeral 
qualities are acquired only by extended study, obseryation and experi
ence. To obtain them a perfect familiarity with the anatomy of the 
abdomen is the first requisite; the second is an equal familiarity with 
the various pathological changes liable to distort any of the pelvic or 
abdominal organs; and the third and last is a thorough knowledge of 
certain surgical principles which are as broad as is surgery itself. No 
surgeon can be called "experienced" until he has so thoroughly 
mastered these principles that he can, wbeu necessary. create a tecb-

770 



OYARIOTOM\'. 771 

nique of his own if he finds that the methods usually followed are in
applicable to the case in hand. 

la Chapter XII, I have dwelt in detail upon the necessary prep
aration of the patient previously to abdominal section. The reader, 
if he is a believer in antisepsis or asepsis, is advised to study this 
chapter carefully. The principles therein dealt with must be observed 
before the patient is placed upon the operating table. 

When to Opera te .-With few exceptions the proper time for 
ovariotomy is as soon as the diagnosis of a troublesome tumor is made. 
Ordinarily there is nothing gained by delay. An ovarian tumor of any 
size will, in ninety-five cases out of a hundred, run an inevitably fatal 
course, uu!ess its progre8s is interrupted by surgical interference. It 
is true that, when the tumor is small and still confined to the pelvis, 
it may exist indefinitely without serious trouble resulting from its 
presence. The various contingencies which have been studied-inflam
mation, suppuration, adhesions, etc.-are, ne\·ertheless, liable at any 
time to arise. This is especially true of dennoid cysts. A woman is, 
therefore, never safe while she is carrying an ovarian tumor, and it is 
best to remove it as soon after its discovery as is expedient. 

It is not advisable to operate during menstrual ion if it can be avoided. 
Formerly, the near approach of this function was considered an impera
tive counter-indication to immediate operative interference. While it 
is best to set a day for the operation which anticipates menstru
ation by at least three or four days, or which will correspond to 
the same length of time following its cessation 1 the observance of this 
precaution is now looked upon as of much less importance than 
formerly. l\Iore than once I ha ye operated at the beginning of the 
flow, the excitement inddeut to the operation bringing it on prema
turely, and I have never yet had cause to regret so doing. 

Formerly, it wa<; also considered unjustifiable to operate during 
prcgnanq. Pregnancy is, howe\·er, no longer a counter-indication to 
ovariotomy. On the coutrary, early pregnancy complicating a growing 
ovarian tumor makes O\·ariotomy all the more imperative. The 
mortality attending the operation is not greatly increased by the ex
istence of pregnancy; nor does the operation cause abortion e\·en in the 
majority of instances. As regards the mortality, Olshausen furnishes 
the following data: Up to the end of 1885 Schroeder had performed 
o\·ariotomy during pregnancy in twelve cases, ~l'ait in six, Sir Spencer 
\Velis in te11 1 and Olshausen himself in eight. But one patient of the 
total of thirty-six died. 
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Rubeska*- reports thirteen successful operations during pregnancy; 
and during the last three years many similar operations have been suc

cessfully performed. 
All authorities are agreed that it is best, if possible, to operate pre

viously to the fourth month. After this time the greater turgidity of 
the pedicle, as well as of all the pelvic organs, makes the operation 

more difficult. 
The age of t!te patient is no bar to ovariotomy. The operation has 

been successfully performed by K iister on a child eighteen months old; 
it has more than once been successfully performed on children six, 
e\·en, and eight years old. Young girls from fifteen to twenty years 

of age are usually good subjects for the operation . 
As regards the other extreme, Bantock, Janniu, Schroeder, ~\'liner 

and others have made successful O\·ariotomies upon women from sixty
five to eighty-one years of age. Of course great decrepitude, or the 

existence of organic disease, would make the operation, in extreme old 
age, unjustifiable. There is always a tendency for elderly patients to 
contract bronchitis from undue exposure, or to suffer from hypOstatic 
congestion of the lungs. I removed a tumor from a woman seventy-six 
years of age which weighed forty pounds. She died from sheer exhaus
tion at the end of the second week. As I now look back upon this 
case I believe that she could have been saved by the infusion of the 
normal salt solution. 

Operating Table.-Any ordinary table of sufficient height and nar
rowness ·will answer for this purpose. Its height should depend upon 
the height of the operator-varying from three feet to three feet eight 

inches. There is nothing more trying to a tall surgeon than to work 
for a long time over an operating table which is too low. A common, 
narrow kitchen-table, if sufficiently strong, will answer very well. If 
not long enough, one of corresponding height can be placed crosswise 

at its head. An ordinary extension table can be made to answer every 
purpose by drawing it out to the desired length and placing two leaves 

lengthwise. Kriig's Trendelenberg frame ( Fig. 59) can be attached 
to any table; or the Trendelenberg posture can be improvised by means 
of a kitchen chair. The table should be properly protected by clean 
quilts and a sheet, over which is a pad. 

Clothing.-The patient should be properly prepared for the opera

tion by wearing clean flannel next to the skin, O\·er which should be 

worn a clean night dress. It is advisable, especially with feeble women, 

* Monatsh f. Geburtsh. u. Gyuik., 1895 
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to protect the chest by placing under the flannel jacket a layer of 
cotton·wool. The limbs should be well protected in a pair of sterile 
operating drawers. 

Preliminary Details.-After being placed upon the table and the 
clothing properly arranged, the abdomen is exposed by remO\'ing the 
antiseptic pad. A final scrubbing is given the abdomen with a 1: rooo 
bichlorid solution, when the pubes and lower abdomen are again shaved. 
The parts are then washed with a normal salt solution, dried with a 
sterile towel and washed with ether. All but the immediate site of the 
operation is protected by towels wrung from hot sterile water. In large 
cystic tumors a suitably fitted mackintosh will keep the patient dry. 
This is prepared by making an oval opening about se\'en inches long 
by six broad, around the inner edges of which is spread adhesive ma
terial. If the opening is of suitable size, it will fit closely to the abdo
men, leaving an exposed area extending from the pubes to the umbili 
cus, six inches in width at its widest point . The mackintosh will pro
tect the clothing and leave the patient perfectly dry and clean after the 
operation is concluded. Over the mackintosh, as well as above, below, 
and at its side!'=i, are spread towels wrung from a sterile solution. 

T empe ratu re of t h e R oom .-Fonnerly, it was thought necessary 
to operate in a room whose temperature was not less than 80° F. This 
is sufficiently great to prostrate both the operator aucl the patient. 
\Vhile it is not wise to operate in too low a temperature, that of 72° F. 
is quite warm enough . The bodi ly temperature of the patient can be 
maintained by proper clothing, and the cooling of the peritoneum and 
abdominal contents can be prevented by the application of soft, warm 
sponges and cloths. 

A rrangemen t of I nstruments.-After the instruments have been 
properly cleaned, they should be arranged in suitable trays placed con
veniently near the operator. It is best to have the cutting instruments 
in one tray, and the blunt instruments, together with the hemostatic 
forceps, in another. I have had made for me by Likly & Rockett, of 
Cleveland, an instrument case, composed of a series of aseptic metal 
trays, which is most convenient for all gyuecological work (Fig. 231 ) . 
The instruments can be arranged by an assistant before leaving the 
office, and all that the surgeon has to do in operations outside of the 
hospital is to sterilize one or more of the trays, when he is ready to begin 
work. The following instruments and appliances will be required:-

Three trays for instruments and two bowls for sponges; 
Twelve small pressure forceps (six Pratt T's and six straight; Fig. 

223 ) ; • 
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Three large pressure forceps; 
Two mouse-toothed peritoneal forceps; 
Scissors, elbowed. 
Two scalpels; 
Cyst or large pressure forceps; 
Pedicle needle; 
Long free needle with large eye; 
Qyariotomy trocar and canula with tube; 
Three trocar-pointed or quarter-curved needles; 

FlG. 23r . 

THE AUTHOR'S INSTRUMENT CASE. 

Three Martin's full curved needles; 
Two sea sponges and twelve long gauze sponges ( p. 194) ; 
Four glass drainage tubes of assorted sizes; 
A piece of rubber dam, ten inches square, for drainage tube; 
Dressings, including sterile cotton, adhesive plaster, collodion , and a 

many-tailed binder; 
Abdominal retractors. 
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In addition to the foregoing there should be conveniently at hand an 
aspirator, n Paquelin cautery, a serre-meud ( Bantock's modification of 
Koberle's) , with pliers for fixing the wire (Fig. 193) , and two Wilcox 
pedicle pins. 

The Paquelin cautery may be necessary in case of obstinate oozing; 
the serre-1ueud and transfixion pins are to be in readiness should it be 
necessary to deal with a fibroid tumor or with a solid ovarian tumor 
intimately attached to the uterus. It is also well to be provided with 
au elastic ligature sufficiently long to throw about the base of the 
tumor, should the operation eud in hysterectomy. I have excluded 
from this list the wristlets and thigh belt recommended by the English 
operators. Their application seems to me entirely unnecessary, and I 

FIG. 232. 
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POSITION OF TABLES, OPERATOR, ASSISTANTS, h"l'C., DURING 0VARfOTOMV. 

(Doran.) 

never yet have taken the precaution to secure the wrists or to apply 
a binder to the thighs during a laparotomy. A fine needle threaded 
with fine silk should always be at hand in the event of intestinal injury. 

The forceps and sponges are carefully counted before the operation, 
and a record of their number made~ This is very important, for, un
less the precaution be taken, there is danger of leaving behind in the 
abdominal cavity sponges or forceps which have been introduced for 
the purpose of controlling hemorrhage. 

Usually oue assistant is all that is necessary, especially if the operator 
has had extended experience. It is, however, wise to have at hand a 
second assistant whose duty it is to aid the first should complications 
arise calling for his services. In removing very large solid tumors, the 
second assistant is often called upon to support the tumor while the 
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pedicle is being tied. He can also hold the edges of the abdominal 
wound together while the first assistant attends to the sponging and 
aids the operator in securing the sutures. 

Fig. 232 will explain the proper position of all who take part in the 
operation, as ·well as the proper arrangement of the tables, the instru
ments, and the receptacle for the contents of the cyst. 

Anesthetics.-Unless the patient is suffering from bronchitis, or 
from kidney lesion, ether is by all odds the preferable anesthetic. 
Elderly patients with a tendency to bronchitis will sometimes bear 
chloroform better. Chloroform and oxygen ( Norton's method ) is be
coming a very popular anesthetic. The urine should always be ex
amined previously to the administration of any anesthetic. 

Abdominal l ncision.-After the patient is thoroughly anesthetized 
the operator takes from the tray four or five catch-forceps (Fig. 233) , 

FIG. 233. 
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CATCH-FORCEPS. 

a pair of elbowed scissors ( Fig . .234) , aud a suitable scalpel. The 
catch-forceps he places upon the sterile towel above the field of 
operation so as to have them conveniently at hand . There is a most 
decided advantage in having the scissors elbowed. An incision is nmv 
made through the skin and superficial fascia of the median line, with 
one stroke of the knife. The average length of this incision is three 
inches. Spurting arteries are at once caught in catch-forceps, which are 
permitted to remain attached until after the peritoneum is opened; 
ordinarily a few minutes' compression will control the bleeding from 
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any vessel se\'ered at this stage of the operation ; it is rarely, if e\·er, 
necessary to resort to ligatures or torsion. If the abdominal wall is 
much stretched by the tumor, it is usually possible to make the incision 
between the recti muscles so that the sheath of neither is opened into. 
This cannot be readily done when the abdominal walls are not stretched, 

FIG. 234. 

Et.BOWED SCISSORS. 

as in oOphorectomy. Indeed many surgeons recommend that the 
incision be made directly through one of the recti muscles instead of 
the liaia alba. A small area is next cleared of subperitoneal fat, thrOugh 
which the peritoneum is caught by two mouse-toothed forceps ( Fig. 

FlG. 235. 

l\IOUSE-TOOTHED FORCEPS. 

235)
1 

the first assistant holding one and the operator the other. The 
peritoneum is iucised between them and the forefinger inserted into the 

FrG. 236. 

DIRECTOR FOR DIVIDING PERITONEUM. 

abdominal cavity. The abdominal parietes are lifted away from the 
tumor or the intestines, and the peritoneum opened nearly as far as the 
skin wound by means of the scissors. The director shown in Fig. 236, 
and recommended by many surgeons for this purpose, is entirely 
superfluous. 

50 
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The length of the incision will necessarily depend upon the nature 
of the operation , as well as upon the length of the operator's fingers. 
In 00phorectomy

1 
and in thin-walled unilocular cysts, it need not be 

over two inches. On the other hand, it is sometimes necessary, in re
moving large, solid growths, to make the incision the entire length of 
the abdomen . I cannot see the advantage of endeavoring to work 
through too small an incision. To make it sufficiently large to enable 
the operator readily to get at the contents of the abdomen 1 when ex
tensive intra-abdominal manipulation is necessary, seems to me better 
practice than to work under the restrictions and embarrassments inci-

FrG. 237. 

EMMET'S 0VAR10TOMV TROCAR. 

SPENCER WELLS' 0VARIOTOMV TROCAR. 

dent to a short incision. A long incision does not in the least prejudice 
the prognosis. When the work is done under the direction of the eye 
in the Trendelenberg posture a reasonably long incision is always de
manded. 

Occasionally the tumor is so intimately adhered to the peritoneum as 
to make it difficult to distinguish the latter from the cyst wall. More 
than once has the peritoneum been stripped from the abdominal wall, 
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the operator laboring under the impression that he was removing the 
adherent cyst wall from the peritoneum. The existence of such ad
hesions may be suspected if the hemorrhage attending the abdominal 
incision is greater than normal. Ordinarily the operator will recognize 
that he is stripping the peritoneum by the deep red color of the under
lying structures. 

If there is ascitic fluid this should be permitted to escape as soon as 
the peritoneum is opened, the assistant pressing upon both flanks in 
order to force it out. Ascites is especially liable to exist when there 
are cancerous or papillomatous growths within the pelvis. 

Intra-Abdominal Manipulations.-An ordinary ovarian cyst will 
be recognized after the abdomen is opened by its smooth 1 shining, white 

FIG. 239. 

WILCOX'S CYST FORCEPS. 

FIG. 240. 

SPENCER WELLS' CYST FORCl~PS. 

surface. The operator should now wash his hands in sterile water 
and make an exploration with his finger or fingers. Should the in
testines make their appearance, they are kept out of the way by the 
assistant, who places sponges about the tumor in such a way as to pre
vent their protrusion. 
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Tapping the Cyst.-The abdominal wound is now held apart by 
suitable retractors (Figs. 241 and 242). After the cyst is exposed 

FIG. 241. 

VOLKMAN'S RETRACTOR. 

FrG. 242. 

FRITSCH'S RETRACTOR. 

and the operator is reasonably sure of its nature, a tapping trocar (Figs. 
237, 238) is thrust into it, and the fluid permitted to drain off. As 
the cyst wall collapses it should be seized with cyst forceps (Figs. 
239, 240), and pulled upward through the abdominal incision. By 
doing this the intestines will be prevented from escaping and the fluid 

FIG. 243. 

SPENCER WELJ..S' '!'-FORCEPS. 

from findfog its way into the peritoneal cavity. At this stage, should 
a piece of adherent omentum be withdrawn with the cyst, an effort 
should be made to detach it with sponges; if this cannot be done it 
should be caught in catch-forceps aud its distal eud divided. If 
the cyst does not completely collapse, it is probable th•t it is multi
locular. After the large loculus is emptied the trocar is carefully thrust 
into the smaller ones, thus emptying them one by one, if it is possible 
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to do so. Sometimes the fluid will be too thick to pass through the ,. 
canula, in which event it will be necessary to withdraw the canula and 
make an incision into the cyst large enough to admit the hand. The 
edges of the opening in the cyst are then grasped on each side with 
strong T-forceps (Fig. 243), the hand introduced, and the contents 
scooped out. While doing this the patient should be turned on her 
side, sterile towels or sponges being first packed between the cyst and 
the abdominal walls, so that none of the cyst contents may find their 
way into the abdominal cavity. 

If there are no adhesions the cyst1 after it is emptied, can be drawn 
through the incision and its pedicle secured . If, on the other hand, 
adhesions exist they must be dealt with according to the methods pres· 
ently to be described. The ac!vantage of emptying the cyst before un
dertaking to separate the adhesions lies in the greater readiness with 
which adhesions can be treated and resulting hemorrhage controlled. 
There is also less danger of lacerating the intestines and other important 
abdominal and pelvic viscera. 

Management of A dhesions.-In the management of adhesions it 
is necessary to bring into action fingers, sponges, forceps, scissors, and 
ligatures. Recent adhesions can ordinarily be separated by the fingers 
alone, or by the use of sponges. On the other hand, when they be
come firm their separation often taxes the patience and skill of the 
operator to the utmost. Those existing between the omentum and 
tumor are the most easily dealt with. If they cannot be separated by 
the finger or by sponging, they may be caught between two catch
forceps and divided; the proximal end can afterwards be tied with cat
gut. Adhesions to the abdominal parietes can also be separated in 
most instances by the use of sponges. In the worst cases, unfortunately, 
this cannot be done, and they may be so firm as to make it necessary to 
leave the cyst wall, or portions of it, behind. Special care must be 
observeU in separating adhesions from the intestines, the liver, and the 
lower part of the pelvic cavity in close proximity to the ureters and the 
large vessels. Long adhesions may be first caught in catch-forceps, 
separated, and tied after the cyst is removed. If there is much oozing 
of blood this must be temporarily controlled by sponge or gauze pack
ing. It may be necessary, before the abdomen is closed, to sear the 
parts with the Paquelin, or to apply directly to the bleeding surface a 
solution of iodin. The T-shaped forceps (Fig. 233 ) are exceedingly 
useful in dealing with oozing of this kind. They may be left on five or 
ten minutes. Care should be taken to secure bleeding points as they 
are created, for, unless this is done, there is danger of overlooking them 
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before the abdomen is closed . When a ligature is necessary I prefer 
,. to apply it at once and remove the forceps . The experienced surgeon 

will not leave too many forceps attached to bleeding points and oozing 
surfaces within the abdomen while he proceeds with his work . 

Treatment of the P edicle.-In the past all sorts of methods have 
been resorted to for the purpose of securing the pedicle. It bas been 
burnt off, crushed off, tied entire, tied in sections, and secured in clamps 
and left outside of the abdomen to slough away. 

At the preseqt time the methods of securing the pedicle have prac
tically resolved themselves into one-the ligature. The mortality of 
ovariotomy dropped at ouce when the extra-peritoneal method was dis
carded and the intra-peritoneal adopted. In nearly all instances it is 
entirely possible to deal with the pedicle so that it can be dropped into 
the peritoneal cavity. 

FIG. 244. 

KEITH'S 0VARIOTOM\' CLAMP. 

For a long time the clamp and cautery was the proper method of 
dealing with the pedicle. Of the more modern surgeons Keith was the 
chief advocate of this method, and in his hands it reached its highest 
degree of perfection. I believe that he used it up to the time of his death. 
The clamp represented in Fig. 24-J. is first applied, and the tissues of the 
pedicle crushed. The pedicle is severed about an eighth of an inch from 
the clamp, after which the cautery is applied until there is left a 11 thin, 
gray, translucent band of anemic but still living tissue" ( Greig Smith ) . 
The clamp is now reruo\·ed, and after making sure that all hemorrhage 
is controlled, the pedicle is returned to the abdominal ca\'ity. 

Properly prepared silk ( p. 192 ) is the ligature now almost univer
sally used for securing the pedicle, though in all ordinary cases I prefer 
No. 2 or 3 chromicized catgut . The size of the silk will vary according 
to the \'ascularity and size of the pedicle. It is not necessary that it 
should be large, yet it should permit of sufficient traction to secure the 
stump very firmly. 

The ligature is made to transfix the pedicle by means of a pedicle 



needle, -Or Cleveland 's ligature forceps (Fig. 245 ) . A medium sized 
full curved l\lartin needle, whose point and edges have been filed off, 

FIG. 24j. 

Cr.EVELAND'S LIGATURE FORCEPS. 

makes an excellent pedicle needle; or au aneurism needle, with a 
good sized eye, may be used. After the needle is made to transfix the 

Fie. 246. ::~~~~ ::eo~i;:~ut~:o c:~et~O::~ur;: t~~ 
firsi method the ligature is cut in two, 
the two ends thrown over each other so 
that when tied on eitller side there can be 
no splitting of the pedide. It is uest 

T~li~= •1~1~:~R'(°~~1

1;c sn1:i~t~i~) first to secure silk ligatures in a friction-
knot; the tumor is then cut away, leav

ing about half au inch of the pedicle above the knot. The ligatures 
can now be tightly drawn and secured witlI a final hitch . When the 
catgut is used I prefer to secure both the uterine and pelvic ends of the 
ovarian artery in separate ligatures, which makes secondary hemor
rhages from the stump almost impossible. An unusually broad pedicle 
should be tied in a number of sections as shown in Fig. 246. 

The second method is that known as the Staffordshire knot, first 
adopted by Lawson Tait. It is shown in Fig. 247. In order to under
stand the method of making this knot, let the 
reader pass a double string between two fingers 
of the left baud. Throw the loop of the 
string O\·er the ends of the fingers; then place 
one of the free ends under the loop and one 
o\'er it. If the two free ends are now tightened 
by a knot he will find that the fingers, repre· 
senti11g the two sides of the pedicle, will be 

FIG. 247. 

drawn closely together. This is a very satis· S'I'AFliORosmRE KxoT. 
factory knot, especially for small pedides. If 
the pedicle is very large and thick I prefer the first method. 

After the pedicle is secured, whichever method is adopted, it is my 
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practice to apply to the surface of the stump pure carbolic acid. Per

haps this is an extreme precaution, but it is a practice observed by 
many of the German operators. It is an additional safeguard against 

infection of the stump and there is less tendency for the pedicle to con

tract adhesions after the acid has been applied. The raw surface, when 
it can be done, may be covered with peritoneum. 

The opposite ovary is now explored, and if it is seriously diseased 

is also remnved. 
Cleansing the Peritoneal Cavity.-If no fluid has escaped into the 

peritoneal cavity, and there have been no adhesions, all that is neces

sary to do is to close the abdominal wound without drainage. On the 
other hand, if the intra-abdominal manipulations have been extensive 
and the oozing at all marked, or if some foreign substance has escaped 
into the abdomen, especially septic fluid or colloid material, it is neces
sary to take every precaution to cleanse the abdominal cavity most 

thoroughly before closing it. There is no better way of accomplishing 
this than by free irrigation, a procedure popularized by Keith and Tait. 
Irrigat ion of the peritoneal cavity is, however, less often resorted to 

than it was a few years ago. When it is possible to reach contaminated 
areas with the sponge I think it best to forego irrigation. The chief 
danger of irrigation lies in the lodging of infected matter high up among 

the intestines and other viscera by the stream of water. It is never
theless imperative when the peritoneal contents become soiled by 
foul discharges, or when the operation is undertaken for septic perito
nitis. A special apparatus, consisting of a siphon arrangement through 

which the water is conducted into the abdominal cavity, has been de
vised for this purpose. However, I think it is quite as well to pour the 
water from a pitcher while the operator or his assistant separates the 
abdominal wound with the two hands. The abdomen is completely 

filled with the normal salt solution, the intestines being so manipulated 

as to wash away any septic matter or debris which may have been left 
behind. The water is then removed by pressing upon the flanks and 

forcing it out, and by sponging. The washing is repeated as often as 
may be necessary to remove the debris. If there is general oozing that 
cannot be controlled by the ordinary measures, the abdomen may be left 

filled with the salt solution. \Vann water used in this way is also ex
ceedingly valuable in overcoming shock. I have seen patients almost 

in a state of collapse rally quickly after its use. The temperature of 
the water should be about 1 I0° F. 

Should none of the contents of the cyst have found their way into 

the abdominal cavity, it is only necessary to remove any sponges or 



forceps which may have been placed in the abdomen during the opera
tion, and to clean the Douglas and the lateral pelvic pouches. This is 
best done by sponges attached to sponge holders or long forceps. It is, 
to be sure, a good thing to leave the peritoneal cavity clean; on the 
other hand, it is entirely possible to overdo the matter of cleansing it. 
There is no doubt that much injury has been done in the past by the 
extreme measures resorted to in completing the toilet of the perito
neum. Too much rubbing and friction in the tffort to remove every 
particle of fluid will only cause unnecessary irritation. If the fluid that 
is left behind is not septic, the peritoneum will absorb a reasonable 
amount of it without either disturbing the system or prejudicing the 
prognosis. A few drachms of pure blood will do no harm whatever, 
though the surgeon should be sure that all active bleeding is under 
control. Indeed Clark's and Wegner's observations (jolms Hopkins 
Hospital Bulletin, April, 1897) go to show that the peritoneum is cap
able of caring for a large quantity of fluid (from three to eight per 
cent. of the bodily weight in one hour) providing it is prevented from 
accumulating in dependent pockets and dead spaces, even though the 
peritoneum contains a large number of pyogeuic organisms. 

Drainage.-The object of drainage is to remove the fluid which the 
peritoneum secretes as a result of the irritation incident to the operation, 
as well as to remove the products of the oozing from sero-sanguinolent 
surfaces. The absorbing power of a healthy peritoneum is very great, and 
in most instances the fluid secreted is absorbed. However, it occasion
ally happens that it is impossible to control all oozing of blood; or it 
may be impossible to remove all of the foreign matter which has found 
its way into the peritoneal cavity. It is, therefore, notwithstanding 
modern antisepsis, occasionally necessary to resort to drainage, though 
the surgeon who practises antisepsis will undoubtedly have less occasion 
to drain than the one who does not. In my last one hundred celi
otomies I used the glass drain but eight times and the gauze drain but 

· twelve times. 
Clark ( Op. cit., p. 59) proposes to overcome the accumulation of fluid 

within the pelvic pouches by postural drainage. Muscatello has demon
strated the existence of an intraperitoneal current which carries fluids 
and small particles towards the diaphragm regardless of posture. The 
rapidity of absorption was, howe\·er, increased many fold by suspend
ing the animal with its head down. The lymph stream may be directed 
toward the abdomen, and pelvic accumulations prevented, by elevating 
the foot of the bed following celiotomies, 20 degrees. This posture 
should be maintained for twenty-four to thirty-six hours. Clark 
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emphasizes the importance of overcoming all oozing before the abdomen 
is closed and thoroughly washing and cleansing the peritoneal cavity 
with the normal salt solution; care should also be observed to co\·er all 
raw surfaces with peritoneum. He leaves behind from 500 to 1000 

c. c. of the salt solution . Clark offers this method as "a prophylactic 
measure against post·operative peritonitis, but not as a curative measure 
after tlie peritonitis is esfablis1ied.'' 

I have resorted to the postural method of drainage in fourteen cases. 
In two of these pus had escaped into the peritoneal cavity and I 
certainly would have left behind a drain under the older regime. All 
of the fourteen cases recovered, though I am inclined to belie,·e that 
the temperature, in the pus cases was higher than it would have been 
had abdominal or \·agiual drainage been applied . 

I have, in Chapter XII, described the method of Mikulicz, of 

F tG. 248. 

GLASS DRAINAGf.: TUIJES. 

Vienna, who uses iodoform gauze for the purpose of packing large 
bleeding or absorbing cavities in the abdomen, bringing one end of the 
gauze out of the abdominal wound. The deodorant quality of the 
gauze pre,·ents it from becoming offensi\·e, and it can be left in place 
for several days. Thus u::;ed, it not only acts as a hemostatic but as a 
capillary drain as well. 

When the object is not to control hemorrhage, but simply to afford 
au exit for the fluid which gravitates into the cul·de·sac of Douglas, 
glass drainage·tubes are preferable. Those shown in Fig. 248 are 
the ones most commonly used. They are nothing more than glass 
tubes of various sizes and patterns. The upper encl of each is flanged so 
that it cannot slip into the abdominal cavity. Care should be taken 
to select a tube sufficiently long to reach the bottom of the cul-de-sac 



of Douglas, while the flange rests upon the skin surface, thus prevent

ing injurious pressure upon the rectum. I prefer a small tube open at 
the end and non-perforated. Douglas' pouch being the most dependent 
part of the abdomen, the fluid gravitates into it and can be drawn off 

through the tube. The upper end of the tube is protected either by a 
sheet of rubber slipped over it, which should be sufficiently large to en
close a tampon of gauze placed over the mouth of the tube; or by a 
piece of rubbe;: tubing slipped over the narrowed neck, in tubes 
constructed for the purpose. A very simple device for drawing off the 

fluid is an ordinary glass syringe. to which is attached a piece of rubber 
tubing long enough to reach the cul-de-sac through the tube. This 
should be used every half hour as long as free oozing persists; later, 
every one, two, or three hours is quite orten enough, depending upon 

the quantity of fluid secreted. If not more than two drachms of sero
sanguinolent fluid are secreted during an interval of two or three hours, 
the tube is no longer needed and should be withdrawn, after \\~hich the 
opening in the lower end of the '''Ound is closed by tying the pro
visional sutures, which were introduced for that purpose. The utmost 
cleanliness must be observed in the management of the tube. The 
hands of the assistant should be sterilized each time before drawing 

off the fluid and fresh gauze applied after each dressing. A strip of 
gauze or a piece of sterile lamp-wicking carried into the bottom of the 
tube will afford capillary drainage which is sufficient when the amount 
of fluid secreted is not great. 

Closing th e Abdominal Wound.-Arter making sure that all 

hemorrhage is controlled, the operator mar proceed to close the ab
dominal wound. Many plans for doing this are in vogue. The 

method most generally adopted is the interrupted silk suture passed 
through all of the tissues-peritoneum, fascia and skin, or, perito
neum, fascia, muscle and skin, as the case may be. The surgeon 
should aim to have as broad a union as possible. It is, therefore, 
best to include all of the tissues in the sutures. About three sutures 

are inserted to the inch. Before they are passed a large, fiat gauze 
sponge should be placed over the intestines underneath the wound in 
order to catch any hemorrhage that may result from the needle punc

tures. I prefer the trocar-pointed straight needles for this purpose. 
They readily penetrate the tissues, and no needle holder is required. 
After the sutures are all passed the ends on either side are caught in 

catch-forceps. The surgeon now has the forceps and sponges counted . 
He then removes the sponge which was placed underneath the wouud 

while passing the sutures, and makes a final exploration to make sure 
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that there has been no hemorrhage. The omentum should next be 
drawn down and spread out over the intestines. The assistant, unlock
ing the catch forceps attached to the ends of the ligatures, lifts the ab· 
dominal wound by them. In septic cases I make it a practice to care
fully sponge the abdominal wound before it is closed with a 1: 1000 

mercury solution. If the wound has not been contaminated it should 
be washed with the normal salt solution only. The surgeon now pro
ceeds to tie the ligatures, beginning at the lower end. If a drainage
tube has been introduced, the first one or two ligatures are tied in a 
bow-knot, so that when the tube is withdrawn the ligatures can be 
drawn tight and the opening closed. Care must be taken not to pro
duce too much tension upon the sutures in tying. The irritation thus 
produced may result in stitch-boil abscesses in spite of every antiseptic 
precaution. After the edges of the wound are nicely coaptated, and 
the sutures all tied, the latter are cut close to the knots by grasping all 
of them in one hand and quickly severing them, one by one. Should 
the skin surface not be nicely coaptated, it can be brought together by 
a continuous catgut suture. 

During the last two years I have used in a very large per cent. 
of my celiotomies the continuous chromicized catgut suture No. 2 for 
closing the abdominal wound, and have every reason to be satisfied 
with tJ:ie method. The peritoneum is first closed, then the muscles and 
fascia, and finally the skin. I am of the impression that the wound is 
firmer than that secured by interrupted silk sutures and the resultant 
scar is certainly less conspicuous. In young, unmarried girls the skin 
may be approximated by Halstead's subcutaneous silk suture, which 
leaves but a linear cicatrix. I now use the interrupted through and 
through silk sutures only in instances where I fear wound infection 
from the septic nature of the operation; or when, because of the condi
tion of the patient, the element of time is important. 

Dressing the Wound at the Close of the Operation.-The 
mackintosh is now removed and the abdomen washed with a 1: moo 
bichlorid solution and dried with a sterile towel. The wound is next 
dusted with iodoform , or iodofonn and boric acid t i: 5) , as the operator 
may prefer. Over this is loosely placed iodoform or bichlorid gauze. 
Next a large pad of sterile absorbent cotton is made to cover the gauze. 
A many-tailed binder is finally applied, which will, when firmly secured 
with safety pins, support the abdomen and hold the dressings in place. 

When no drainage is used I prefer to hermetically seal the wound ac
cording to the method described on page 198. If a drainage-tube has 
been introduced, the dressings are nicely fitted about the tube at the 



lower end of the wound. Care must be observed not to permit the 
bandage to exert undue pressure upon the tube; it should 1 howeYer, be 
sufficiently tight to keep the tube from being forced out should the 
patient retch. The patient is now placed in bed and given in charge 
of the nurse. The bed should be protected with a mackintosh and 
covered with a drawn sheet arranged in several folds. The knees are 
supported by a pillow placed underneath them. If the operation is per
formed in the room where the patient is to remain, all instruments, 
appliances, tables, receptacles1 etc. 1 should be removed before she 
recovers from the anesthetic. 

In the foregoing description I have confined myself to ordinary cases 
of ovarian cysts, where the adhesions, if present. are not sufficiently 
extensive to prevent the removal of the tumor. I have also presup
posed the existeuce of a pedicle capable of ligature and management 
in the usual way. It now becomes necessary to discuss the manage
ment of those cases where no pedicle exists, or where it is impossible, 
because of extensive adhesions or other complications, to remove the 
cyst wall. 

Incomplete Ovariotomy.-Incomplete ovariotomy may end in ex· 
ploratory incision when the surgeon finds that, owing to the complica
tions before mentioned, or owing to the existence of malignancy, it is 
unwise to proceed further. He then closes the wound, wi th or w_ithout 
drainage, as the conditions suggest. Simple exploratory incision, ex
cept in malignancy, should, however, be of exceedingly rare occurrence. 

In other instances he will, perhaps, have undertaken to remove the 
cyst wall, but owing to the extensive adhesions, or to the fact that the 
cyst is intra-ligamentary and cannot be enucleated because of its deep 
attachment in the pelvis, he will not dare to close the wound in the 
ordinary way. It is then necessary to retreat in good order. All hem
orrhage must first be checked by securing the vessels on and within the 
tumor, as well as those within the abdominal cavity . The surgeon, by 
carefully inspecting all points that were adherent, must condnce him
self that the intestines have not been injured. The abdominal cavity 
is then cleansed as thoroughly as possible; if the contents of the cyst 
have escaped into it, it may be necessary to combine abdominal drain
age with drainage of the cyst. 

If the abdominal wound is longer than usual, its upper part should 
be closed by sutures. The opening made in the cyst is now enlarged 
and stitched to the walls of the incision, as is shown in Fig. 249. The 
sutures are passed in such a \\'ay that about a quarter of au inch of the 
peritoneum is brought in contact with the cyst wall. After the sutures 
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are tied the cyst will be entirely cut off from the peritoneal cavity. 
This is the same method as that adopted in the management of extra
uterine gestation cysts which cannot be remo\•ed, and iu the treatment 
of pelvic abscess. The surgeon should break down any septa that 
may shut off loculi from the main cyst, and wash the cavity with a 
weak carbolic solution, or with strong iodin. A drainage-tube is finally 
placed at the most dependent portion of the cyst, through which the 
cavity can be washed as often as is necessary in order to keep it clean; 
or the cavity may be packed with gauze. 

It is surprising how quickly a large cyst cavity thus treated will 
contract and fill in with granulations. I have seen a large suppurating 

FIG. 249. 

INCO:\IPL.ETE 0VARIOTO~lV. 

ovarian cyst, which contained nearly three gallons of purulent matter, 
become completely obliterated in less than two months following the 
operation. 

Encapsulated Ovar ian Cysts.-In studying the pathology of 
ovarian tumors, it was shown that cysts occasionally grow down 
between the layers of the broad ligament. As the tumor continues to 
enlarge it distends these layers and separates them. I have seen a cyst 
of this kind dissect the anterior layer of the broad ligament and the 
peritoneum nearly to the diaphragm. The capsule is, therefore, formed 
by the layers of broad ligament. It is usually of a very pale red color, 
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which contrasts strongly with the white, glistening cyst wall ordinarily 

met with. The parts are greatly disturbed by the cyst growing in this 
way. Sometimes the cyst may burrow deeply enough to attach itself 
to the pelvic fascia, when its close proximity to the ureters and the 

large vessels makes these important structures exceedingly Hable to be 
injured. 

It occasionally happens that there is sufficient space between the 

uterus and the tumor to form a true pedicle, notwithstanding the pres
ence of the capsule; if so, the capsule can be removed entire with the 
tumor. Unfortunately, this is rarely the case. In most instances it 
will be necessary to enucleate the cyst from the capsule. An effort is 

first made to brush or sponge the capsule from the cyst wall as the 
latter is being withdrawn. Sometimes the adhesions are so slight as to 
make it possible to do this; oftener, however, it is necessary to incise 
the capsule high up and to dissect it off with the fingers, scissors, or 

with the handle of a scalpel. During the dissection care should be ob
served not to perforate or lacerate the capsule in any way. 

\Vhen the hemorrhage proceeds from spurting vessels, these must be 
caught and tied with fine catgut; or, should it amount to nothing more 
than an oozing, it may be controlled by gauze packing. As the 

enncleation proceeds, the base of the cyst is finally reached at th<' deep
est part of the capsule, when an effort should be made to detach the 
cyst entirely . It is while endeavoring to detach the cyst at its base 
that large vessels and the ureters are liable to be injured. 

It is now necessary to care for the emptied capsule. Sometimes it is 

possible to constrict its base into a pedicle1 when it can be transfixed, 
tied

1 
and cut off, in the ordinary way. If, however, the mass of 

tissue included in the ligature is at al1 great, its free edges should be 

brought together above the ligature by a continuous chromicized cat

gut suture. If the base of the capsule lies so deep in the pelvis as to 
make this method of treatment impracticable, the capsule should be 
drawn through the abdominal wound, the greater part of it cut away, 
and the remainder stitched to the edges of the wound, as in incomplete 

o\·ariotomy (Fig. 2-1-9). Care should be taken to see that neither in
testine nor omentum protrudes through any openings in the capsule; 

indeed, such openings should be entirely closed so that the interior of 
the capsule is perfectly cut off from the peritoneal cavity. A glass 
drainage-tube is now placed in the capsule. Finally, the peritoneal 

cavity is cleaned, and, if necessary, drained at the side of the capsule1 

the principles of drainage already given being observed. 
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In suitable cases the capsule may be drained through the vagina as 
in myomectomy ( p. 656) . 

It may be impossible to remove the base of the cyst from the capsule. 
Indeed, it is sometimes necessary to leave portions of the cyst behind 
in non-encapsulated cysts. In instances of the kind, an effort should 
be made to remove as much of the solid growth from the base 
left behind as is possible. It is hardly necessary to add that drainage 
is here imperative. 

CAUSES OF DEATH AFTER CELIOTOMY. 

The chief causes of death after celiotomy are:
Hemorrhage; 
Sepsis; 
Intestinal paralysis; 
Shock; and 
Uremia. 

H e m orrh age.-The symptoms of hemorrhage are pallor, rapidity 
and weakness of the pulse, anxious expression of the face, dilata
tion of the pupils, sub-normal temperature, and cold clammy per
spiration. When these symptoms supervene following celiotomy, the 
operator should lose no time in reopening the abdomen and seeking 
the bleeding point. While preparations are being made to do this, 
the patient should be placed in the Trendelenberg posture and a saline 
solution thrown into the rectum. If the symptoms are very profound, 
cutaneous or intravenous infusion may be resorted to. Prompt action . 
in these cases will save many lives. Unfortunately, the hemorrhage is 
frequently not recognized until the condition of the patient is such that 
she is unable to stand the second operation. 

The symptoms and treatment of sepsis have elsewhere received con
sideration . 

In the greater number of cases of so-called sliock hemorrhage bas 
taken place. However, in certain instances, profound shock may 
result without hemorrhage, especially if the heart has undergone brown 
or fatty degeneration, as a result of myofibromata. In these instances 
hypodermic injections of nitroglycerin, one one-hundredth of a grain, 
with rectal injections of whiskey and the saline solution, will prove 
useful. If necessary the saline solution can be introduced into the sys
tem through a vein, or subcutaneously. 

Intestinal paralysis and intestinal obstruction are frequent causes of 
death after celiotomy. In intestinal paralysis, normal peristalsis of the 
bowel is at a standstill. It may be due either to diminished intra-
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abdominal pressure incident to the removal of a tumor, or to shock to the 
sympathetic nervous system. 

The abdomen becomes distended 1 and there is frequently nausea and 
vomiting, An effort should be made at once to open the bowels with a 
saline cathartic. Hypodermic injections of one-fiftieth of a grain of 
strychnia three or four times a day are useful. Simple intestinal 
paralysis is differentiated from paralysis due to sepsis by the absence of 
fever and the slower pulse. 

\Vhe
0

11 the bowel is obstructed vomiting and retching become constant 
and uncontrollable. After the usual efforts ha ye been made to secure a 
bowel movement no time should be lost iu reopening the abdomen . 

U remia.-Partial or complete suppression of the urine may occur 
after celiotomy. It is often due to the anesthetic, but may also result 
from shock to the sympathetic ner\'OUS system incident to the opera
tion. The urine becomes more and more scant, until in fatal cases 
it is entirely suppressed . Au effort sliould be made to re-establish 
the secretion by the application of warmth over the kidneys, by an in
fusion of a saline solution under the skin and into the rectum, and, if 
the symptoms are alarming, by the infusion of from twenty to thirty 
ounces of the saline solution into the yenous system. The function 
of the kidneys should be supplemented by the action of the skin and 
intestinal canal. 

In the February, 1897, number of the American journal ef Obstetrics 
there is an article by Dr. John Van Rensselaer, of Washington, D. C., 
entitled '· \'enesection and Saline Infusion in the Treatment of 
Uremia." In this article Dr. Van Rens:;elaer states that he bas treated 
many cases of uremic convulsions by infusion of the normal saline 
solution, and with the most gratifying results. Dr. Van Rensselaer 
also supplements infusion by blood-letting when the intra-arterial pres
sure is marked. I surmise that outside of surgical work cases will 
every now and then present themseh·es where blood-letting can be ad
Yautageously combined with infusion . Howe\•er, when the patient has 
already bled excessi,·ely, and uremic symptoms follow, it would be 
clearly jllogical to further tax her strength by veuesection. While re
vising this chapter I have had to do with a most interesting case of 
uremia in which life was unquestionably saved by the use of the normal 
salt solution. The patient is se\·enty years of age and I removed the 
uterus for carcinoma. The operation was a difficult one, though the 
resulting shock was less than was to be expected in a woman of seventy. 
The urine was scant from the first and in ten hours was completely 
suppressed

1 
with succeeding delirium and coma. The usual treatment 

51 
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was applied, including hypodermatic injections of pilocarpine, with 
negative results. The operation was done on \Vednesday, December 
22, 1897. On the following Friday, at 6 P. M., I injected into the sub
axillary cellulary tissue, on both sides, thirty-five ounces of the normal 
salt solution. At 9 o'clock there was drawn from the bladder an ounce 
of urine. The injection was repeated at ro, in the region of the um
bilicus and thighs, making a total of seventy ounces. During the night 
there was secreted four ounces of urine which contained albumin and 
hyaline and granular casts. From that time on the quantity of urine 
gradually increased until it became normal, while the symptoms of 
uremia rapidly disappeared. The patient (January 5, 1898,) is favor
ably progressing in her convalescence. 



CHAPTER XL VII. 

OVARIOTOMY ( Continu ed). 

AFTER-TREATMENT-ILLUSTRATIVE CASES. 

After-Treatment.-The after-treatment of ovariotomies, or celi
otomies made for any purpose, cannot be properly carried out without 
the coOperation of an intelligent nurse. There is no class of nursing 
that requires greater skill than does the nursing of abdominal cases. 
It has been said by a well-known surgeon that the fate of every patient 
undergoing laparotomy is determined before she is removed from the 
operating table, but to this statement I cannot entirely agree. The 
best directed efforts of the surgeon rnay be defeated by the ignorance or 
the wilful neglect of the nurse. This is especially true if a drainage
tube is used; so long as the tube is £n situ. the abdomen is exposed to 
contamination from without. The most rigid antisepsis may have been 
observed by the operator and his assistants and yet the abdominal cavity 
may be infected through improper care on the part of the nurse. She 
should, therefore, first of all , be thoroughly familiar aud iu sympathy 
with the details of antisepsis and asepsis. She should know how to use 
the catheter and the ice-cap. She should be perfectly capable of taking 
the pulse and the temperature . She should know how to prepare and 
administer nutritive enemata. She should be able to empty the drain
age-tube as often as may be necessary. She should keep an accurate 
clinical record, to which the surgeon can refer at each visit. She should 
be able to recognize symptoms of shock, collapse, and internal hemor
rhage. And, finally, she should possess sufficient moral courage rigidly 
to adhere to the surgeon's directions, despite the pitiful appeals which 
patients often make for cold water or unlimited quantities of ice. 

Notwithstanding the numerous requirements indicated in the fore
going, the after-treatment of an ordinary case of celiotomy consists 
mainly in not doing certain things which are harmful. After the patient 
is placed in bed she should be kept as quiet as possible until she returns 
to consciousness. The bed should be previously wanned by means of 
a wanning-pan or hot water-bags; but these should be removed before 
the patient is placed in bed. Unless this is done there is great danger 
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of burning her. It has been my misfortune to ha\·e had several patients, 
while under the influence of anesthetics, severely burned by bot water
bags or bottles. No matter how emphatically the nurse is cautioned 
regarding their use, they are liable to come in contact with the skin 
surface and do harm. I have, therefore, discarded them entirely, ex
cept for the purpose of warming the bed preYiously to transferring the 
patient to it. 

If the patient has been properly dieted for the operation, vomiting 
may not be excessive. Ordinarily, however, vomiting will continue 
with more or less persistence for the first twenty-four hours following 
the operation. The patient will also complain, in most instances, of 
intense thirst. Cold water will aggra\·ate both the vomiting and the 
thirst; consequently, nothing but hot water should be given, and that 
in small quantities and as hot as the patient can sip it. It is worse than 
useless to undertake to force nourishment while there is irritation of the 
stomach, for the vomiting will only be aggravated by it. Should vomit
ing persist, relief may be obtained by washing the stomach with a glass 
of warm ( not hot) water, and encouraging the patient to eject it at 
once; more or less bilious matter will be thrown off with the water. 

If the patient cannot tolerate the bot water, and the thirst is marked, 
it may be ameliorated by an enema consisting of a pint of warm saline 
solution. The water in the rectum is absorbed, and the intense thirst 
more or less relieved. 

Stimulants are counter-indicated unless to overcome serious shock 
and collapse. They may then be used in the form of hypodermic in
jections of brandy, or as enemata. If administered hypodermically, a 
drachm of brandy or the best rye whiskey may be used at each injec
tion, and as often as is necessary; if administered per rectum two ounces 
of brandy in a quart of warm salt solution should be thrown into the 
lower bowel. In operations attended by much shock or hemorrhage 
one or two quarts of the normal salt solution may be thrown into the 
rectum while the patient is yet in the Trendelenberg posture. In the 
event of heart failure, hypodermic injections of strychnia sulph., digi
talin, strophanthus, or glouoin, may be resorted to. In addition to the 
foregoing , the general measures useful for overcoming shock, under 
whate,·er circumstances it occurs, should be applied. The external 
application of warmth, friction of the body, lowering the head, cloths 
wrung from hot water applied to the precordial region-any or all of 
these measures may be brought into requisition if necessary . 

If the heart grows steadily weaker and more rapid in spite of the 
foregoing measures, infusion should be resorted to. This is accom-
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plished by constricting the arm abo\·e the elbow and exposing, by 
an incision an inch and a half long, the median cephalic or basilic vein. 
Around the exposed vein are placed two catgut ligatures, three·quarters 
of an inch apart, \-vhen the lm\·er one is tied. An opening is now made 
into the vein, into which a small canula is inserted, when tlie upper 
ligature is tied. To the canula is attached a piece of rubber tubing, 
six feet in length, which has at its proximal end a glass funnel. 
Through this apparatus, from twenty to forty ounces of the normal 
salt solu tion can be introduced into the venous system. It should be 
delivered at a temperature of roo° F. and in order to do this a coil of 
the tubing should be kept immersed in a vessel of water of about r 20° 

F. The fluid is bound to cool, more or less, as it passes through the 
tubing. Care should be observed to prevent air from entering the vein 
and the funnel and tubing should be filled before the latter is attached 
to the canula. The quantity of fluid introduced will depend upon the 
patient's pulse. Strict asepsis should be observed throughout the opera
tion. 

Large quantities of the normal salt solution may be introduced into 
the system through the cellular tissue by means of a funnel, tubing and 
an aspirating needle. The points usually selected are the sub·axillary 
regions and the groins, though the cellular tissue in any part of the 
body surface may be utilized. It is a much slower process than is 
intravenous infusion, but the method is so simple that any physician 
can apply it. Should it not be possible to obtain the funnel and tubing 
an ordinary douche bag can be used; or, for that matter, a clean 
Davidson syringe. 

I am sat isfied that many lives might be saved by the intravenous or 
subcutaneous infusion of normal salt solution were the operation resorted 
to early enough. It should, however, be used before the patient is 
practically moribund; nor should it be limited to exsanguinated cases. 
During February of this year I saw with Dr. A. Gleason, of Cleveland, 
a woman twenty·two years of age who had miscarried six mouths pre· 
yiously, and supposed herself again three months pregnant. She had 
a pulse of one hundred and sixty and a temperature of 102° F.; the 
abdomen was distended and very tender and the picture of sepsis was 
complete. There was a history of shock and collapse from which she 
rallied slowly three weeks previously to my first visit. The urine pre
sented no e\'idences of renal insufficiency. She was removed to the 
Huron Street Hospital and placed under ether. The bimanual re\·ealed 
no circumscribed mass within the abdomen. The uterus was quickly 
di lated and curetted, with negative results. The patient became col· 
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lapsed and death seemed imminent. I speedily opened a vein of the 
left arm and injected twenty ounces of the salt solution into it. The 
pulse, which had become imperceptible, soon increased in volume and 
the patient improved in every way. Hypodermatic stimulation was 
necessary for the following twenty-four hours, but she finally recovered 
perfectly. I am inclined to believe that the saline solution in this case 
not only saved the life of the patient from its immediate effect upon 
the heart, but that its action was beneficial in neutralizing the septic 
condition of the system. I have since used intravenous infusion in four 
cases of profound sepsis with the most strikingly favorable results. 

If the patient can urinate spontaneously, she is permitted to do so 
from the first; if not, the catheter must be used as often as every six or 
eight hours (v Chapter XII). After twenty-four hours, if the vomit
ing ceases, small quantities of nourishment may be given. It should 
at first be of the blandest character. A good article to begin with is 
crust coffee, in teaspoonful doses every hour, increasing the amount 
hour by hour, if the stomach will tolerate it. In the course of eight 
or ten hours a tablespoonful of koumiss, weak beef tea, or milk with 
lime water, may be substituted for the crust coffee. The patient's con
dition does not call for nourishment during the first twenty-four hours 
following the operation. Even if it is not ejected by the stomach the 
system will rarely assimilate it in any quantity and more harm than 
good follows its administration. Usually patients are not hungry, and 
Symptoms of prostration, should they supervene, are best overcome, 
not by food substances 1 but by stimulants 

Unless a drainage-tube has been introduced, the patient should be 
permitted to lie in the position which affords her the most comfort. She 
should not, however, be permitted to throw herself about in the bed. 
When she turns it should be with the help of the nurse. She should 
be encouraged to lie in one position at least two hours at a time. 

If the case runs a normal course, there should be but slight rise in 
the temperature and pulse. The pain is ordinarily much less after the 
removal of large ovarian cysts than it is after oOphorectomy. The 
bowels should be moved on the third day by an enema. The dress
ings should be changed on the ninth day, at which time a part of the 
stitches, if silk, may be remo\'ed . It is usually best to leave behind 
every other suture for a couple of days longer, though, if there are 
evidences of irritation, all should be removed at once. After the 
stitclies are removed, it is well to support the edges of the wound for a 
week or ten days with strips of adhesive plaster, around which the ab
dominal bandage is placed. 
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It is quite safe for the patient to sit up in bed on the fourteenth day; 
and it is entirely possible for her to get out of bed, even after most 
severe operations, ou the sixteenth or eighteenth day without serious 
risk. At the end of the twenty-first day, or, if she does not gain 
streugth rapidly, at the end of the twenty-eighth day, she may return 
to her home. She should be instructed to wear an abdominal supporter 
or bandage for at least six mouths. Unless this precaution be taken 
there is danger of hernia resulting from stretching of the cicatrix. 

Such is the course which a normal case of ovariotomy, in these days 
of antisepsis and asepsis, will run, in perhaps the majority of instances 
The reader must not, however, imagine that every case will terminate 
so favorably and give rise to so little anxiety. Certain complications 
are liable at any time to arise, and this chapter would be incomplete did 
they not receive consideration. 

The Pulse and Temperature.-While, as has been intimated, the 
pulse and temperature ratio should remain normal, they frequently be
come perverted, even markedly so, without interrupting the fa\'orable 
progress of the case. Thus, it is not uncommon for the temperature to 
rise a degree, or even two degrees, during the first two or three days 
succeeding the operation. This is usually due to the resorption of 
fluid which is either left behind or is poured into the abdominal cavity 
because of the peritoneal irritation attending the operation; or is purely 
a reactionary temperature and need not cause the slightest anxiety, 
unless certain symptoms prevail. I have more than once known the 
temperature to rise in this way without any other evidence of perito
nitis, pain being absent, and the patient suffering not the least incon
venience. If1 however, the rise in temperature is associated with pain 
in the bowels of a sharp lancinating character, and with other symp
toms indicating peritonitis, it is, of course, significant, and requires 
especial attention. 

The pulse, too 1 may become perverted without a corresponding rise 
in the temperature. I have known it to be as high as r 40 for three 
or four days following the operation 1 while the temperature remained 
perfectly normal, or nearly so. In all of my cases where this occurred 
convalescence was uninterrupted, the pulse-respiration ratio becoming 
normal in due time. It is difficult to explain the very great rapidity of 
the heart's action in instances of this kind. Possibly the shock attend
ing the operation, although not manifesting itself in other ways, so 
affects the inhibitory apparatus of the heart as to permit the latter to 
run away with itself; or, as suggested by Munde, it may be due to 
purely mental causes. At any rate, this disparity between the pulse 
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and the temperature no longer alarms me when the patient seems to be 
doing well in every other respect. If the temperature is subnormal with 
a pulse of this kind, the disparity is usually due to septic peritonitis. 
Septic peritonitis, however, impresses the system so profoundly that 
other symptoms of this most dangerous complication stand out promi
nently. 

Tympanites.-This is a frequent and distressing complication; it is 
ordinarily an expression of peritonitis or localized sepsis, though flatu
lence may occur without inflammation. \Vhen not a feature of peri
tonitis, it is due to the disturbance of the intestines during the opera
tion, and to the diminished intra-abdominal pressure resulting from the 
removal of large growths. The indicated remedy-colocyntb, china, 
lycopodium, bryonia, etc.-will often afford most decided relief when 
more radical measures are not called for. Sometimes it is due to partial 
intestinal paralysis, and is greatly benefited by an occasional hypo
dermic injection of strychnia (one-fiftieth of a grain ). If relief is not 
afforded by internal medication, a rectal tube should be passed which 
will often permit the gas to escape. If the latter expedient fail, turpen
tine or peppermint enema ta may be tried. Finally, if these several 
measures are unsuccessful , the existence of peritonitis is probable, in 
which event the saline cathartics should at once be resorted to. 

Septicemia and Peritonitis.-I include these two complications 
under one head, for the reason that peritonitis, in by far the larger 
number of cases, is due to septicemia. The fact that a sl ight increase 
in temperature not infrequently supervenes afte r laparotomies has 
already been noted. If this rise be due to the resorption of a limited 
amount of fluid, or even septic matter, the system is perfectly able to 
eliminate the poison, and the case will progress to a favorable termina
tion; in obstetric parlance, this is nothing more than a slight septic in
toxication. 

On the other hand, if infection from without has occurred during the 
operation, or if septic matter bas been left behind in such quantities, 
and of such a character, as profoundly to impress the system, the sur
geon will ha\·e to contend with the double complication of septicemia 
and peritonitis. These complications usually manifest themselves during 
the first few days following the operation; rarely do they appear after the 
seventh day. If the convalescence has progressed normally for the first 
five or six days, the sudden rise in temperature is usually due to causes 
other than septicemia. 

The SJ'mptoms of septicemia and peritonitis are: a high temperature, 
pain, tympanites, vomiting, and prostration. Some of these symptoms 
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usually stand out more prominently than others. The tympanites and 
vomiting are particularly obstinate. There is something more than a 
simple elevation in the gastric region which may be present in perfectly 
normal cases. The distention of peritonitis is 11 drum-like, " and it may 
be sufficiently great to interfere with respiration. 

If the frequent association of the two affections (septicemia and peri
tonitis) was fully comprehended by the surgeon of even fifteen years 
ago, certainly the treatment was conducted upon the most unscientific 
principles. The practice of administering opiates, then in vogue, is 
now deprecated by surgeons of all schools. In their stead the saline 
cathartics are used. This practice was, I believe, inaugurated by Tait, 
and it is one of the most satisfactory procedures in abdominal surgery. 

As soon, therefore, as symptoms of septicemia and peritonitis present 
themselves, an effort should at once be made to move the bowels with a 
saline cathartic. A seidlitz powder may be given, and repeated in the 
course of four hours if the first does not produce the desired result. If 
the stomach is irritable, as it usually is, it is best to give the dissolved 
powder in small quantities at intervals of five minutes. Should this 
fail, small doses of calomel may be giyen in I-Io grain tablets every 
half hour until fifteen or twenty are taken, followed by teaspoonful 
doses every half hour of Rochelle or Epsom salts, until four or five 
doses are taken (Muncie). The action of the cathartic may, if necessary, 
be supplemented by an enema composed of equal parts ( two ounces) 
of sulphate of magnesium, glycerin and water, to which is added two 
drachms of oil of turpentine. The cathartics are purely eliminative in 
their action. The free movement of the bowels will ordinarily relieve 
the tympanites, the vomiting, and the high temperature. 

If the bowels remain obstinately closed in spite of the cathartics and 
enemas, there is probably an intestinal obstruction, and no time should 
be lost in reopening the abdomen and seekiug the cause of the obstruc
tion. It is true that this is a most desperate procedure, for, no matter 
how simple the primary operation may have been, it is quite a different 
thing to open the abdomen with the intestines enormously distended 
with gas. After the obstruction is overcome. the intestinal distention 
should be relieved by making, with a fine hypodermic needle 1 numerous 
punctures into them , through which the gas is permitted to escape; or 
it may be necessary to incise the gut and permit its contents to escape 
before the bowels can be returned. The intestines are then returned to 
the abdominal cavity, the abdomen is washed with the norntal salt solu
tion in which the intestines are left floating , and the abdominal wound 
reclosed. drainage tube under the circumstances is imperative. In 
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these desperate cases infusion of the normal salt solution is most useful. 
If the vomiting persists, the stomach must be given absolute rest by 

administering all nourishment through the rectum. The rectal food 
should be given in such form as to produce the best possible results 
with a minimum of disturbance. This object is attained by using food 
which has been previously digested and which possesses great nutritive 
properties. A favorite nutrient enema of mine is half an ounce of 
bovinine and four ounces of peptonized milk, to which may be added, if 
indicated, an ounce of brandy. This should be repeated every four or 
six hours1 as the exigencies of the case demand. 

This chapter would be incomplete without a list of the homeopathic 
remedies oftener used in contending with the conditions and complica
tions described, together with their indications. I have so often seen 
good results follow the administration of properly selected homeopathic 
remedies in the conditions dealt with, as to make me confident that the 
abdominal surgeon who does not use them is depriving his patient of 
most valuable agents. I am also sure that the homeopathic surgeon 
will be compelled to resort to opium much less often than will the sur
geon who is unfamiliar with the specific action of the remedies whose 
indications I give. However, nearly all surgeons now restrict opium, 
in the after-treatment of celiotomies, to those cases where the pain and 
restlessness are so great that it is utterly impossible to keep the patient 
quiet wi thout its aid. It is then best administered in the form of hypo
dennic injections of morphia. 

Tlurapeu.tics . 

Colocynth.-Abdornen distended and painful; great tympanites; in
carcerated flatus; cramp-like pain in both sides of abdomen; severe 
colicky pains, mostly around tile ua·vel; great restlessness and loud 
screaming on change of position; relieved by drawing knees up. 

Bryonia.-Griping pains about the navel; constant painful cutting 
pains in the intestines, with the feeling as though some one were digging 
her with the fingers; great sensiti\·eness of abdomen; ALL sn1PTOMS 

AGGRAVATED BY THE SLIGHTEST MOTION. 

Belladonna.-Distention of abdomen; the transverse colon pro
trudes all the way across the abdomen from incarcerated flatus; loud 
rumbling and pinching in the abdomen; SHOOTI NG, DARTING, CUTTI~G 

PRESSURE IN HYPOGASTRIUM; tenderness even to slig!tt pressure, espe
cially o·ver·ovaria11 region; CEREBRAL EXCITEMENT. 

Arsenicum.-Rumbling in bowels; violent pains in abdomen, with 
great anguish; frequent /Jiccough,, wit/1 constant nausea and vomiting; 
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ineffectual retching; \'Q;\llTING IMMEDI ATELY AFTER EATING OR 
DRI.N'KING; intense t/1irst~· great restlessness; SY~IPTO:\I S OF SEPSIS. 

Hypericum.-Especially indicated in nervous patients who suffer a 
great deal of pain, without inflammatory symptoms; tympanitic disten
tion of abdomen; cutting iu belly in region of navel; stitches in small 
of the back; ACllING PAIN AND SENSATION OF LAME.NESS IN SMALL OF 

BACK; jerking and twitclziug of tile limbs,- DYSURIA. 
Coff.ea .-Sleeplessness; fear of death; pain seems unendurable; colic, 

as if the stomach had been overloaded; cannot suffer the clothes to be 
tight over the abdomen; continuous pinching pain in the iliac region . 

Lycopodium.-Spasmodic contraction in the abdomen; colicky pain 
in the right side of the abdomen extending into the bladder, with fre
quent urging to urinate; ACCUMULATION OF FLATUS, WHICH BECOMES 
INCARCERATED; great fermentation in tlze abdomen, witli rumbling; dis
charge of much flatus per anum; deposits of uric acid in urine. 

China .- Distention of abdomen with griping, and here and there a 
sharp pain; MUCH FLATUS, WITH RUMBLING; emission of flatus; espe
ciall:Y useful after tile loss of a large amount of blood, witli dyspnea, ring
ing in Liu ears, etc. 

Nux vomica.-Pressure under the short ribs, as from incarcerated 
flatus; colic, with pressure upward, causing dyspnea, and downward, 
causing urging to stool and urination. 

Ipecacuanha.-CONSTANT NAUSEA, WITH RETCHING; vomiting of 
ingesta

1 
and then of bilious matter; flatulent colic, with frequent stools; 

culling about u.mbiLicus.* 

Illustrative Cases. 

It is my object to present, in the following series of illustrath·e cases, 
such only as are typical of certain conditions and complications dealt 
with iu the text. 

CASE I.-Ovariolom;1/or Ruptured Cyst/ Recovery.-Patient, Ameri
can, ret. 46. Referred to me by Dr. W. A. Winslow, of Sykania, 
Ohio. Married for 25 years. Four children; labor normal in all in
stances. Had always enjoyed good health up to a year before entering 
the hospital (October 3, 1892), at which time menstruation ceased. 
The menses were suppressed until the following August, when there 
was a slight How . During the suppression she was free from head
ache, flashes of heat , and all of the usual symptoms attending the meno
pause. 

* i''. 'fherapeutics of Acute Inflammatory Affections of the Pelvic Organs. p. 448. 
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About three months before coming to the hospital she noticed for the 
first time an enlargement in the right groin, which grew very rapidly, 
the abdomen becoming greatly distended. Some four weeks before en
tering the hospital her husband, during sleep. struck the abdomen with 
his elbow. This was followed by se\·ere and intense pain, with the 
symptoms of shock and collapse. The temperature immediately rose to · 
103° F., and for two weeks she was confined to her bed with peritonitis. 
She entered the hospital October 3 1 1892 . The tenderness and ab
dominal pain were at that time most distressing. The temperature 
ranged from 100° to w2° F. 

On October 11th the abdomen was opened. The cyst wall was so 
intimately attached to the anterior abdominal wall that it was unavoid· 
ably incised. The sac was adherent to the entire anterior and lattral 
abdominal parietes, though the adhesions, being of recent origin, were 
separated by the fingers and by sponges with no great difficulty. There 
was much oozing from the site of the adhesions, which was controlled 
by sponge packing. A large quantity of ascitic fluid was within the 
abdominal cadty. The pedicle was easily secured and cut away, after 
which the abdomen was thoroughly washed with sterile water, a 
drainage tube inserted, and the wound closed. 

The temperature immediately dropped to normal, and remained so 
throughout the convalescence. There was no shock following the opera· 
tion. The drainge·tube was withdrawn on the second day; the stitches 
were removed on the seventh; the patient sat up in bed on the tenth, 
and was discharged perfectly well on November 3d, just one month 
from the day she entered the hospital and three weeks from the date of 
the operation. 

CASE IL-Large Uni/ocular Ovarian CJ1st, with Hemorrliage into £ts 
Interior; Great Rapidit.;1 of Pulse following Operation wit/tout Corre· 
sponding Rise in Temperature; Recoi1ery.-Patient, ~t. 23. Referred 
to me by Dr. Young, of Pioneer, Ohio She entered the hospital on 
April 29, 1892. Two years previously to that time the abdomen began 
to increase in size. For fourteen weeks before entering the hospital 
the enlargement was uniform, centrally located, and \~as so large as to 
cause marked difficulty in breathing when lying dowu. The menses 
continued normal and her general health was not seriously wm· 
promised, though pressure symptoms had begun to manifest them· 
selves. 

The abdomen wao; opened on May 3d. The coutents of tumor were 
drawn off through a trocar and were of a peculiar grumous character, 
probably the result of hemorrhage into the interior of the cyst. There 



805 

was but one cyst, and its collapsed wall was drawn through the abdom
inal wound with perfect ease. After securing the pedicle, the abdomen 
was closed with six interrupted sutures and the patient placed in bed. 

The tumor and its contents weighed thirty pounds. The tempera
ture never rose above the normal, though the pulse for three daJ:S suc
ceeding the operation ranged from 120 to 140. After this time it 
gradually dropped to normal. The sutures were removed on the 
seventh day, and the patient left the hospital three weeks from the day 
of the operation. 

CASE III.-lntraligamentary Cyst, Dissecting lite Peritoneum iu front 
as far as lite Liver~· Complete Enucleation of Cysl/ Deat!t .-Patient 
::et. 32. Referred to me by Dr. H. M. \Varren, of Jonesville, ~lichi

gan. Nationality, English; married. Entered the hospital on Decem
ber 15, 1891. She began to menstruate at 14, at which time the 
menses were scant and recurred every two weeks, becoming regular 
at 21. Two years before entering the hospital she had typhoid fever, 
and for seven months following this attack she suffered from symptoms 
of malaria. Was married one year previously to consulting me. Two 
weeks before marriage she had a severe bearing-down pain in the 
uterus which continued after marriage. There was much pain in the 
bowels, with a feeling of distention. 

Harl one miscarriage at the fourth mouth, which occurred in March. 
Flowed for ten days after miscarriage. Had much leucorrbea, which 
was yellow and very excoriating. Had much pain around the left side 
of the body from the spinal column to the umbilicus. Appetite was 
poor and emaciation great; the bowels were regular. The abdomen 
was extremely enlarged and the ordinary symptoms of fluid confined 
within a cyst presented themselves. 

The operation was performed January r2, 1892. Upon exposing the 
cyst , iustead of the smooth, glistening surface which is characteristic 
of ovarian cysts, its surface was \·ery red and was covered with large 
vessels. The contents were fluid and readily passed through the tap
ping trocar. 

After the cyst was emptied it was found firmly fixed at its base. An 
incision was made into the capsule and the enucleation extended to the 
bas"e of the broad ligament below, and to the lower border of the liver 
above. There was much bleeding, which was controlled ·with difficulty 
by sponge packing and ligatures. I succeeded, however1 in completely 
enucleating the cyst, when there was left behind an enormous ca\'ity. 
The capsule was tied in sections and removed, its edges being brought 
together with continuous catgut sutures. A strip of g~uze w~s placed 
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in the lower end of the capsule and left projecting from the abdominal 
wound. Weight of cyst and contents, fifty pounds. Time of opera
tion, two hours. 

The patient was removed from the operating table suffering greatly 
from shock. The temperature very soon began to rise, and on the 
following day it was evident that the gauze was not draining the cavity 
as it should. This was removed and a drainage tube inserted. The 
temperature gradually increased, prostration became more and more 
marked, and death occurred on the sixth day from sepsis. A subse
quent examination showed that the cavity left behind was not thoroughly 
drained. The mistake was, undoubtedly, in not stitching the emptied 
capsule to the abdominal wound and packing the cavi ty with gauze. I 
hoped to avoid the prolonged convalescence necessarily attending the 
healing by granulation. 

CASE IV.-Large Proliferous Cyst Weig/ting Forty Pounds; Con
valescence Uninterrupted.-Patient ret. 46. Referred to me by Dr. 
Byron Deffendorf, of Fowlerville, Michigan. Began to menstruate at 
17; flow was normal and painless. Married at 18. Has had four chil
dren; labors all easy and natural. Had been troubled for a number of 
years with occasional severe attacks of pain in the stomach which seemed 
to be caused by ind igestion. 

About four years before consulting me she noticed a g rowth in the 
left side which gradually increased in size. The menses were regular 
and painless but scant. Bowels were regular. The abdomen was 
enormously distended, and the pressnre symptoms distressing. 

The abdomen was opened on February 20, 1891. The cyst was 
multilocular and proliferous. It was necessary to incise the cyst ''iYall, 
introduce the hand, and brenk down the smaller cysts. The adhesions 
were not extensive and the collapsed cyst was withdrawn through the 
abdominal incision \vithout difficulty. The left ovary had undergone 
cystic degeneration and wa5 as large as a hen's egg. This \Vas re
mo\'ed, a drainage tube introduced, and the abdomen closed by in
terrupted silk sutures. The temperature did not rise above the normal, 
and the patient left the hospital on March 12th, twenty days after the 
operation. 

CASE V.-Large Fibro-CJ1stic Tumor of the Ovary, with Long Pedide, 
Giving Rise to Enormous Distention of the Abdomen from Ascitic Accu
mulation; Operation,- Reco1JCYJ'· -Patient ret. 39. Referred to me by 
Dr. L. S. Morris, of Lee's Corners, Michigan. :Menstruated at 14; 
was not regular and has always had more or less dysmenorrhea. 
Married at 15 . H as had seven children, the eldest being 21, and the 



youngest 8 years of age. The last labor was very severe, after which 
she had puerperal fever, being confined to her bed for fifteen weeks. 
Five weeks following the last labor she noticed for the first time a 
tumor in the left lower abdomen. This continued for about a year and 
then disappeared for two years. At the time of entering the hospital 
she complained of much pain in the vertex, and constant backache. 
Tbe appetite was good. 

A physical examination revealed a large, solid tumor in the lower 
abdomen which was mobile and seemingly connected with the uterus. 
There was at the time of the first examination no ascites. The tumor 
caused much distress because of the pressure upon the rectum, giving 
rise to hemorrhoids and constipation. 

As immediate operative interference did not seem imperative, and as 
the University Hospital was about to close for the summer vacation, 
the patient was sent home to return in the fall. In the following 
October she reentered the hospital. The abdomen had, during the 
interval, increased greatly in size and the patient was much distressed 
in various ways. Upon examination there was found a large, solid 
tumor floating in fluid. It was entirely possible to practise abdominal 
ballottement. While lying upon the back, the tumor, if suddenly 
pressed downward, would float upward and strike the abdomen with a 
distinct cltoc en refour. It was surrounded by a tympani tic corona pro
duced by the intestines floating upon the ascitic fluid 

The diagnosis was somewhat uncertain. Owing to the large quantity 
of ascitic fluid I feared malignancy. The general health, however1 did 
not indicate malignant degeneration. At any rate, it was very evident 
that an exploratory incision was necessary. This was made on October 
28, 1892 . The ascitic fluid at once escaped from the abdominal incision. 
A large fibro-cystic tumor of the ovary was found high up on the left 
side, almost in contact with the diaphragm. The pedicle was at least 
eight inches long. Owing to the great amount of solid matter in the 
tumor, it was necessary to extend the incision upward nearly to the 
sternum. The tumor was then removed with perfect ease and the 
pedicle tied and seared with the Paqueliu. Cystic degeneration had 
begun in the opposite ovary, which was as large as the first, so this was 
also removed. The abdominal cavity was thoroughly washed with 
sterile water and a drainage tube introduced. Convalescence was un
interrupted, and the patient was discharged twenty-one days after the 
operation. The solid portion of the tumor weighed nineteen pounds. 

CASE VI.-Parovarian CJ1st !Veiglting Twen1J1 Pgzmds; Operation; 
Rcc0t!C1J'.-Patient ret. 33. Referred to me by Dr. A. Farnsworth, of 
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Saginaw 1 Michigan. Unmarried. \\'hen 1 1 years old she was seriously 

ill from gett ing her feet wet. ~lenstruation began at 15. Health good 
until six years ago, when she first noticed an enlargement low down in 
the pelvic region. She suffered no pain with this, except during the 
menstrual flow, which was profuse. Her appetite was good, she slept 
well, and had attended to her duties as postmistress up to tlle time of 
entering the hospital, October 23, I 890. 

On October 24th , the abdomen was opened in the usual way . The 
cyst was found to be parovarian, the walls being very thin. It was 
partly intraligamentary, but was enucleated without serious difficulty . 
The tube and O\·ary were bound down by adhesions and were, there
fore, removed. The folds of the capsule at its base were stitched 
together by a running catgut ligature and the tissues cut away above 
it. Owing to the free oozing from the surfaces of the caf>sule, the 
abdomen was washed with sterile water and a drainage tube intro
duced. Time of operation thirty minutes. 

The drainage-tube was removed on the third day, after which the 
temperature ran up to IOl ° F., and fluctuated between 100° and 102° F. 
for the succeeding six days. During this time Arsenicum iodide 3x was 
administered. She was discharged on November 26th, and ultimately 
recovered her health perfectly . · 

CASE V II. -Exp!oratory lucision for Papi!lomatous Degeneration of 
Ovaries; Profuse Hemorrhage, wliicli was Controlled. by Extensi1;e Gauze 
Packing.-Miss A., ret. 53; had suffered for years with profuse menor
rhagia and metrorrhagia, which nearly terminated her life upon several 
occasions. I examined the patient some three years previously to the 
operation and found the pelvis packed with a hard, solid tumor inti
mately connected with the uterus and presenting all the characteristics 
of a myoma. Two years previously to the operation the uterine hemor
rhages ceased and the patient had seemingly passed through the meno
pause. The enlargement within the peh-is remained quiescent for a 
year; then it suddenly began to increase in size and at the time of the 
exploratory operation the pressure symptoms were most distressing. 
It was utterly impossible to determine the character of the tumor by 
physical examination. The uncertainties of the case were presented 
to the patient and her friends and an exploratory incision was agreed 
upon. 

I was assisted by Prof. D. A. MacLachlan and Dr. Mary Denison. 
After incising the peritoneum, a large quantity of ascitic fluid, tinged 
with blood, escapi:d. The finger was cautiously introduced, but not
withstanding the great care observed most profuse and alarming hem-
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orrhage set in. It was very evident that the patient \\·ould quickly 
succumb unless this was controlled. The incision was, therefore, en
larged above and below, when the pelvis and lower abdomen were found 
completely filled with papillomatous growths. To have attempted to 
remO\·e these would ha,·e been homicidal. Accordingly, I packed over 
and about the bleeding surfaces iodoform gauze-introducing in all 
four yards-leaving the end projecting from the lower angle of the 
wound. The abdominal incision above this was then quickly closed. 
The patient was removed from the table in a state of collapse, but by 
the energetic use of stimulants internally, per rectum, and hypodermati
cally, she rallied and lived for eight weeks. A portion of the gauze 
was removed on the third day, the remainder being left behind for 
four days longer. Of course, there was left a large cavity to fill in by 
granulaticJn. This cavity was for the first six weeks kept perfectly 
sweet by irrigation through drainage tubes; but large portions of the 
papillomatous growths sloughed away, and in spite of every effort the 
patient succumbed at the end of two months from blood poisoning. 

This case illustrates most emphatically the utility of gauze packing 
in controlling hemorrhage. Without it I do not believe that the hem
orrhage could have been controlled, and the patient undoubtedly would 
ha\·e bled to death ou the table. 

CASE VIII.-Pro!iferous C)st1 YVeigh£11g Twenty Pounds,- Ce!io/0111;1>· 
Recovery.-Mrs. S., ret. 40, was referred to me by Dr. Sapp, of Saline
ville, Ohio. In April, 1895, Dr. Sapp removed a large polypus from 
cervix. There was no evidence of au abdominal tumor at that time, 
but soon after this operation the abdomen began to enlarge rapidly and 
on coming to me it was as large as a full term pregnancy. Cervix very 
soft, and breasts suspiciously enlarged and areal~ darkened; uterus 
measured five inches. Trendelenberg posture. Tumor weighed twenty 
pounds, and proved to be a degenerated proliferous cyst attached to left 
side by a broad pedicle. I had to break down the septa and scoop out 
contents with the hand, which gaye rise to much loss of blood. The 
omentmn and appendix vermiformis were attached to the tumor. 
The appendix was amputated and its stump covered with peritoneum. 
The right O\'ary, though slightly enlarged, was unfortunately left behind. 
The patient urged that it should be if there was the slightest hope of 
saving it. The abdomen was flushed with sterile water, and the wound 
closed with i11terrupted silk sutures. Patient removed from table in fair 
shape. On the third day the temperature ran up to JOl ° F., but quickly 
subsided after the bowels were moYed with a seidlitz. 

The operation was done on October 9th, 1895, and the patient ulti-

52 
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mately regained her health perfectly. H owever, in March, 189j, Dr. 

Sapp writes me that a tumor of the opposite ovary has made its appl"ar

ance and a second operation will have to be done. 
This case shows the wisdom of remo\·iug both appendages when a 

large multilocu lar cyst is operated upon , should the second O\•ary 

manifest the slightest evidence of disease. 
CASE IX.-Fifteen-Pound Jl1onoC)'slic Tumor of OvarJ', Containing 

Dermoid Tissue in Its Walls -Mrs. B., ret. 32; referred by Dr. Jay 
Meade, of Lorain, Ohio. Three months ago had a miscarriage at fourth 

month, when the present trouble supervened. Abdomen the size of a 
womb at term. Tumor mobile ; uterus pushed back and measured four 
and a half inches; constant pain in abdomen. 

Operation on November 13th, 1895 ; long central incision. Tumor 
delivered without tapping, and was attached to left side by a broad pedi
cle which was tied in sections with No. 2 chromicized catgut and the 
stump covered with peritoneum by a running sut ure. Right ovary twice 

the normal size and cystic; so was removed. Wound closed, without 
drainage or flushing, with continuous and interrupted catgut sutures, 
and subcutaneous silk suture. Shock slight, and patient was removed 

from table in good shape. T emperature never above99.5° F. Recovery 
complete and perfect. 

CASE X.-Laparotomy for a Large Mulfilocular Ovan·an Cyst witk 
Rupture; H emorrliage lnto tlze Peritoneal Cavity, and Peritom:tis; Re
covery from Operation; Deatli During Ei"gM!i Week from Intestinal Ob
struction. -Mrs. G., ret. 22; referred to me by Dr. S. L . Thorpe, of 
Cleveland. Abdomen began to enlarge six months before I saw patient. 

One babe ten months old. Three weeks ago she was seized with acute 
pains in abdomen, followed by symptoms of septicemia, with rapid 
pulse and prostration. I was called as counsel March 8th, 1896, and 

had her removed to the Huron Street Hospital on the following day 
in an ambulance. I endeavored to build her up before operating, but 

she steadily grew worse and the abdomen was opened on March 14th. 
The pulse was 150 when the operation was begun and the temperature 
104° F. The tumor proved to be a semi-solid multilocular cyst spring

ing from the right side. One of the loculi had ruptured , and the 
abdomen was full of a gelatinous material and clotted blood. The 

loculus which had ruptured was gangrenous. The tumor was quickly 
delivered through a long incision with the patient in the Trendelen

berg posture. The pedicle was secured in catgut and severed. Large 
pieces of rotten tissue were adhered to the posterior cul-de·sac, and 

were scooped out with the hand. The omentnm was adhered to 
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the tumor and gangrenous. The entire omentum was tied and cut 
away. Abdomen freely flushed ·with sterile water; glass tube in· 
serted into the Douglas pouch and a Mikulicz drain packed into the 
anterior cul·de·sac, to overcome free oozing from this point. Abdomen 
dosed with interrupted silk. Operation thirty minutes. 

Death from heart failure seemed imminent for tweuty·four hours, but 
by the free use of stimulants the p3.tient rallied, convalesced uninter· 
ruptedly, and went home at the end of the fourth week . She recovered 
sufficiently to call upon her neighbors, but at the end of the eighth 
week was taken with symptoms of obstruction of the bowel and died 
eight clays later. A second operation was not permitte<l, nor was a 
post·mortem. 

CASE XI.-Laparolomy for a Small Dermoid Tumor; Operation; 
Recover;1.-Patient, ret. 30; referred to me by Dr. \V. A. Tims, of 
Cleveland. One child born dead two years ago. Very small woman. 
l\Iuch pain and distress in pelvic region. Examination showed tender 
mass in posterior fornix the size of double fist. Laparotomy. Before 
opening the abdomen the tumor was pushed from pelvis into peritoneal 
cavity, which seemed to leave so little room for the intestines that as 
soou as the peritoneum was incised they forced themselves out of the 
wound. Intestines were wrapped in warm sterile towels, and the 
tumor del ivered without tapping; Staffordshire knot. Left ovary 
cystically degenerated and was removed. Long incision necessary. 
\Vound closed with catgut. Operation thirty minutes. Convalescence 
complete. The tumor proved to be a small dermoid which contained 
several teeth, pieces of cartilage and a lock of hair. The operation 
was done on June 20th, 1895 . 

CASE XIl.-fnlra!igamenlmJ' CJ1st of Rig/Li Side, /he Size of a 
Fist; Operation; Reco1N!rJ1.-Mrs. E., ret. 28; was referred to me by 
Dr. John B. Claypool, of New Bedford, Pa. Patient had suffered from 
dysmenorrhea and yery great pelvic distress for fiye years. 

Abdomen opened on October 6th, 1896, at the C. J\I. C. clinic. Intra· 
ligamentary cyst on right side the size of fist. The ovary of left side 
double normal size and bound down by adhesions. Right broad liga
ment tied and cut off; left appendages removed. Trendelenberg 
posture. Ahesious of omentum to uterus, cyst, bladder and peritoneum 
in front. RemoYed section of omentum. No drainage. \Vound closed 
with interrupted silk. Convalescence uninterrupted and recovery com
plete. 

CASE XIII.-Largc Proliferous C)'SI, IVeighing Eigllly Pounds, Re
moved from a Girl Twent,y Years of Age,- Recovery.-1\Iiss H ., referred 
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by Dr. R. J. Cummer, of Cleveland. Abdomeu begau to enlarge one 
year before I saw her, and gradually increased in size until at the time 
of the operation it was enormously distended, with pressure symptoms 
so marked that the patient could not lie down. Respiration and the 
heart's action were so much embarrassed that I deemed a preliminary 
tapping justifiable. Accordingly on September 5tb 1 1896, an effort was 
made to draw off the fluid, but owing to its tenacious character it would 
not pass through the trocar. Operation on September 12th, 1896; 
chloroform. Universal adhesions and much oozing; cyst proliferous 
with much solid matter. In spite of every precaution a good deal of 
the fluid found its way into the peritoneal cavity. The pedicle was 
broad and was tied in sections with silk . Abdomen was flushed with 
four or five gallons of normal salt solution, all cavities being carefully 
cleansed; glass drain; incision closed with interrupted silk. Pulse 160 

and almost imperceptible following the operation; was qo when she 
was placed on the table. Patient was placed in the Trendelenberg 
posture, and one quart of salt solution, containing two ounces of brandy, 
thrown into the rectum. The tumor and contents weighed eighty 
pounds. Heart stimulants were necessary for four or five days. From 
September 12th to September 17th three quarts of serum were removed 
through tube. At this time the tube was removed. Patient made a 
splendid convalescence, and is now, l\Iarch, 1897, in perfect health. 



CHAPTER XL VIII. 

INFLAMMATORY DISEASES OF THE UT E RIN E A P 
PENDAGES . 

General Considerations.-In the chapter dealing with acute inflam
mation of the uterus and the periuterine tissue, I devoted some space to 
the consideration of acute salpingitis and ovaritis. Acute inflammation 
of these organs was, however, considered rather in the light of a compli
cation of general pelvic inflammation than as a distinct pathological 
entity, and rightly so. \Vhen the pelvic contents are implicated in a 
general inflammatory attack the most deft diagnostician will be unable 
to determine, in at least the larger number of instances, the extent of 
involvement of the ovaries and tubes. 

In the chapter referred to, I mentioned certain symptoms which, if 
present, would lead the student, in acute pelvic inflammation, to sus· 
pect the involvement of the ovaries and tubes ( p. 44 1 ). These are: 
excessive tenderness in the region of the ovaries, pain, nausea and 
vomiting. Additional evidence may be obtained in reasonably favor· 
able cases by palpating the enlarged and tender ovary or ovaries, 
though I especially emphasized the necessity of care during physical 
exploration while acute inflammation of any of the pelvic organs exists. 
It remains for me, then, in the present chapter1 to discuss the acute 
forms of inflammation of the uterine adnexa, not in detail, but to such 
an extent only as will enable the student intelligently to comprehend 
those chronic forms of inflammation which are so frequently the sequelre 
of acute inflammation. 

If the reader will refer to Fig. 250 he will obtain some idea of the 
intimate lymphatic connection existing between the uterus and its ap
pendages. This illustration will enable him to understand why it is 
that the tubes and ovaries are so often secondarily invoked in diseases 
of the uterus. The continuity of the mucous membrane lining the 
uterus and the Fallopian tubes, and the close proximity of the ovaries 
to the fimbriated extremity of the tubes, are additional reasons why 
salpingitis and ovaritis so often follow in the train of metritis. 

Varieties.-I shall adopt the classification of Pozzi, slightly modi· 
fied, because it serves to indicate the various pathological changes which 

813 
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the appendages1 when they become diseased, may take on. This 
classification is as follows:-

f a. Acute catarrhal; { Hypertrophic, or vege-
1. Non-cysticoOphoro- b. Acute purulent; tating \·ariety; 

salpingitis. ~ c. Chronic parenchymatous Atrophic, or sclerous vari-l (pachysalpingitis ) . ety. 

11. cystic oop1~~~~~~!: {I ?;r~;~i~~;;,:~;:7;;:;~"hagic; 
NON-CYSTIC 00PHOR0-SALPINGITIS. 

Etiology .-Acute metritis and endometritis are the chief sources of 
the disease. It is maintained by Championniere that the propagation 
occurs, in all instances, through the lymphatics. As proof of this, he 
cites the fact that, in at least the majority of cases, the uterine ex
tremity of the tube is not involved, the external two-thirds being the 
part chiefly affected. Pozzi teaches that this indemnity is apparent 
only, for the microscope shows that the tissues of the inner third are 
markedly inflamed. While it will not do to ignore the role played 
by the lymphatics, especially during the puerperal state, it is probable 
that the disease, in the greater number of cases, extends from the 
uterus to the tubes by continuity of tissue. This is emphatically so in 
specific endometritis. 

The frequent association of metritis with salpingitis is often over
looked when the symptoms of the former overshadow those of salpingitis. 
An intense metritis may be associated with slight salpingitis without the 
latter condition being known; and, conversely, if the disease is primarily 
located in the tubes or the ovaries the metritis may pass unrecognized 
-hence the possibility of failing to determine the simultaneous exist
ence of the two affections. 

I have in another place ( p . .+07 ) discussed gonorrhea as a cause of 
eudometritis and pelvic inflammations in general. Tait maintains 
that the uterus and tubes may become infected by gonorrheal virus 
without the preexistence of distinct vaginitis. There can be no ques
tion that the significance of gonorrhea as a causative factor has not 
yet receh-ed the attention which its importance warrants, though it is 
possible that an exaggerated significance has been given to it by Noeg
gerath. The fact that the gonococcus of Neisser is not always found 
in the pus taken from pus-tubes by no means proves a non-gonorrheal 
source of infection . 

Marx* has observed several cases of perimetritis in children asso-

* British Medical Journal, Sept. 41 1895. 
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dated with Yuldtis. H e belieyes that seYere peh-ic pain in young girls, 
associated with fever, is often due to pelvic inflammation which in
volves the tubes and ovaries. If the girl recovers, as she usually does, 
she is liable to have a good deal of trouble during puberty 1 and when 
she marries the symptoms may become acute through excessive coitus. 
Marx belieYes that it is wrong to place the responsibility on the bus· 
band in many such cases. 

Fie. 250. 

L\·:>.rPFIATICS OF UTERUS. 

J. Lymphatics coming from the bcxty and fundus of uterus. 2. Ovary. 3. Vagina. 
4. Tube. 5. Lymphatics coming from the cervix. 6. Lymphatics to the iliac 
glands. 7. Lymphatics to the lumbar glands. S. Anastomoses uniting the 
vessels of the cervix and of the bcxty. 9. Small lymphalics in the round liga· 
ment to the inguinal glands. 10, 11. Lymphatics of the tubes. 12. Ovarian 
ligament. (Poinr. ) 

The next most frequent cause is puerperal iufedion. Membranes 
retained after abortion become septic, thus giving rise to metritis and 
succeeding salpingit is. Should, however, gonorrheal infection precede 
abort ion or parturition, the real cause of the difficulty may be over
looked. The puerperal state, in instances of this kind, tends to propa· 
gate the gonorrheal virus, and doubtless many cases of puerperal 
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peritonitis and cellnlitis are due to gonorrheal metritis with secondary 
involvement of the tubes, ovaries, and periuterine tissues. 

The other causes are those which may give rise, if operative, to 
metritis or general pelvic inflammation. They include tb.e improper 
use of the sound, operations upon the cervix, unskilful obstetric opera
tions, and the want of proper surgical or obstetric cleanliness. 

Tubercular salpingitis is rarely met with as an idiopathic affection. 
It is usually associated 1 when it occurs, with tubercular involvement of 
other abdominal and pelvic viscera. During the last year I have seen 
three cases associated with tubercular peritonitis. In those rare in
stances where it is met with as au isolated lesion, its origin may be iu 
tuberculous spermatozoa which find their way into the tube. This ex
planation will not 1 however, apply when the affection occurs in virgins. 
In such cases, according to Pozzi, the tubercle bacillus is first intro
duced into the circulation through the lungs or digestive tract, and 
finally lodges in the tube. A case is reported by Hngon * of probable 
metastatic salpingitis in a young woman who suffered from tuberculosis 
of the knee. 

The eruptive diseases-scarlatina, variola, etc.-are, according to Tait, 
frequently responsible for disease of the tubes and ovaries. This author, 
together with Freund, also believes that congenital malformations of 
the tubes, with atrophy, predispose to salpingitis. 

S ymptoms.-In subacute and chronic salpingitis and ovaritis, pain 
is an almost inseparable feature . It is frequently worse on the left side, 
and, if unilateral, oftener located on that side. It is more or less per
sistent and is aggravated by walking or by jars of any kind . It ex
tends down the thighs 1 to the back, and may involve, in a reflex 
way, the breast of the corresponding side. It is almost always intensi
fied immediately before and during menstruation, giving rise to that 
form of dysmenorrhea known as ''ovarian . '' Occasionally the pain is 
great enough to prevent the patient from standing erect. Dyspareunia, 
more or less marked, is rarely absent. This is due to the fact that the 
inflamed ovary is nearly always prolapsed, as well as to general pelvic 
tenderness. A digital or bimanual examination will, if the ovary is 
pressed upon, give rise to a peculiar sickening sensation, which persists 
for some time after the pressure is removed. In rare instances the 
suffering is relieYed by the onset of the menstrual flow. 

J1fenstruation is oftener excessive than deficient in quantity. This is 
due to the general pelvic congestion perpetuated by the disease, as well 

*Journal de l\Iedecine de Bordeaux, June, 1895. 
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as to the fundal endometritis which is rarely, if ever, absent. \\Then 
the ovaries become cirrhotic, partial or complete amenorrhea may ensue. 

Wm. C. Wood states* tllat in all cases of salpingitis passing under 
his obsen;ation there has been a severe pain over the region of the 
lh·er. \Vood believes that the constancy of this pain is more than a 
mere coincident . This is a symptom which I have never before seen 
mentioned in connection with salpiugitis. 

The subjective symptoms alone are not sufficient for diagnostic pur
poses, and, especially if an abdominal section is contemplated, a careful 
physical examination should be made under anesthesia. Even then it 
is not possible to detect microcystic or cirrhotic degeneration of the 
ovary or simple catarrhal salpingitis. In chronic salpingitis, if the 
conditions are favorable, the tube can be felt as a resisting, hard, tense 
cord. 

Differentiation.-The following affections will call for differentia-
tion:-

Metritis; 
Lumba-abdominal neuralgia; 
Ovaralgia. 

Afetritis.-It is unnecessary to repeat the special symptoms belonging 
to this affection. Indeed, when the tube is inflamed, traces of a pre
ceding metritis usually exist. Should the symptoms of metritis still 
preponderate, it is utterly impossible to determine with any degree of 
positiveness the extent of involvement of the tubes and the ovaries. If 
the inflammation is limited to the uterus the increased weight of the 
organ, together with its mobility, will at least suggest that the append
ages are not seriously implicated. 

Lumba-Abdominal Neuralgia.-This is due, in the large number of 
instances, to some affection of the uterus. The pain is located in the 
abdominal wall and is made worse by superficial pressure. 

Ovaralgia.-Ovaralgia, or neuralgia of the ovaries, is not infrequently 
associated with inflammation. ~evertheless it often occurs as an idio
pathic affection, if, indeed, it is right to speak of any neuralgia as 
"idiopathic." The pain is usually confined to one side. There may 
be anesthesia of the corresponding side of the body ( Charcot) . It 
comes and goes in quick succession The attacks are oftener met with 
in hysterical p3tients and in women who are victims of neuralgia in 
other parts of the body. 

Since inflammation of the tubes is nearly always associated with that 
of the ovaries, it is rarely possible to determine with any degree of 

* :Kew York !\IedicalJournal, Oct. 26, 1895. 
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precision, e\·en after a most careful local examination has been made, 
which organ is chiefly affected. \Ve are led to suspect that the ovary 
is chiefly involved when the enlargement is oblongi when it is mobile 
and some distance from the uterus; when the sensith,e11ess is very 
great; and when dysmenorrhea is a marked symptom. 

Prognosis.-Chronic salpingitis and ovaritis, whatever may be the 
form of inflammation, is an exceedingly obstinate affection. Owing to 
the fact that all of the pelvic organs are periodically congested by the 
menstrual function, it is impossible to bring to the diseased appendages 
physiological re~t so long as menstruation continues. The lining mem
brane of the tubes cannot be got at for treatment as can the endome-

f'1c. 251. 

UTERUS AND ADNEXA. 

Beginning Carcinoma of the Cervix with Double Hydrosalpiux. (Wood.) 

trium. There is, too, a peculiar tendency for the tube to become 
occluded both at its uterine and its ovarian extremity, so that the secre
tions are pent up. Never.heless, relative cures may occur, even though 
pus is present, though in 111:arly all cases the tube remains more or less 
altered after an acute attack of salpingitis . Sterility is a frequent 
sequela, though not an absolute one if the disease does not involve the 
appendages of both sides. The symptoms are, in nearly all instances, 
most persistent, and attacks of peritonitis are of frequent occurrence. 
These attacks are supposed to be due to a few drops of muco-pus escap
ing from the tube into the peritoneal cavity, or to irritating fluid escap
ing from ruptured ovarian follicles. 

CYSTIC 00PHORO-SALPINGITIS. 

Of the three forms of cystic salpingitis pyosalpinx is the most 
frequent. This, it is claimed, may be transformed into hydro- or 
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bematosalpinx. The method by which this is horght about is some
what uncertain. It is probable that the germs are spontaneously 
destroyed and the inflammatory process arrested, when the pus under
goes a species of clarification and is con\·erted into serous fluid. This 
at least is the explauation of Pozzi, who belie\·es that the great majority 
of cases of hydrosalpinx originate in this way. A hematosalpinx may 
result from rupture of the \·essels in the walls of a pyosalpinx, the 
sac becoming filled with blood. A more frequent cause of hematosal
pinx is, however, Fallopian pregnancy, the Q\:um dying after rupture 
and the tube remaining distended with blood. It may also be associ
ated with hematometra, due to obstruction within the cervix or vagina. 

Hydrosalpinx.-(Figs. 2.)I, 252, 253, and Plate XXVI.) Tubal 
dropsy rarely attains a very large size. It is not improbable that the 
large tubal cysts reported by the older authoriti "!i were in reality dis

FIG. 252. 

HvDROSALPINX. 

A dilated left tube which weighed, iuclusi,-e of its fluid contents, 1 11), 6 oz. From 
a single woman, aged 23. The riKht Fallopian tube weighed, including its 
contents, 4 lb, 11 oz. (1lluseum R. C. S. P!totographctl by Ille Autl1or. ) 

tended tubes connected with true ovarian cyst::;. 'rhey may, however, 
attain a size equal to that of a fetal head. The watls of the cyst are 
thin and present a bluish white color. 
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H ematosalpinx.-The tumor produced by a true hcmatosalpinx is 
usually not larger than the fist. The contents cousist of a mixture 
of blood and pus, or of blood and serum. It is necessary to exclude 
from the category of hematosalpi11x those slight effusions of blood due 
to inflammation of the walls of the tnbe which are susceptible of spon-
taneous resorption. 

Fie. 253. 

Dounr.E HvoROSAI.PINX. ( Reigel. ) 

T, right tube with abdomina1 mouth closed; o, right ovary; T', left hydrosalpinx; 
0 1, left ovary degenerated into a cyst 

Pyosalpiux.-Puru~ent cysts of the tubes and ovaries vary in size 
from that of a small pear to that of an adult head. The sac is also of 
variable thickness. The pus presents a creamy yellow appearance and 
is ofteu most offensive, especially if the cyst communicate with the 
bowel. Not infrequently the O\·ary contains disseminated abscesses; or 
it may be so intimately attached to the fimbriated extremity of the tube 
as to become an integral part of the cyst. 

The ovaries, in both cystic and non-cystic diseases of the tubes, may 
undergo any of the changes described under the head of pathology 
(p. 825) . Tuba-ovarian cysts are not uncommou ( Figs. 254 and 2.15). 

Symptoms.-Grouping the three forms of cystic enlargement of the 
tubes and ovaries under one head is in entire harmony with clinical 



Plate XXVI 

i'l< ·1·11s mtli t1 ·<111sl11u'11!.dilt1!Pd rn1<I u1111·0\ui< 'd 
\'ii\\opiii11 l1Ji)(' 011 dllw1· sid1 ,(T 5 Cullen) 

Johns Hopkins Hosp11a! Reports 
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facts. That is to say , so far as both subjecti,·e phe11omena and local 
symptoms are concerned, it is usually impos~ible to differentiate the 
three affections from one another. It is true that during the acute 
period of pyos...'llpinx the symptoms are more intense;: and the usual 
systemic disturbances attending the formation of pus in auy part of the 
body may present themselves. In due time, however, the pus within the 
tube usually becomes sterile and, if the encystment is complete, the sys
tem will tolerate its presence without serious constitutional disturbance. 
Should the tube rupture, or t he pus escape through the fimbriated ex-

F1c. :i5~ 

'fUB0-0\'ARlAN CVST. 

A uterns with its appendages. Both Fallopian tubes are much dilated, especially 
the right. This has formed a communication with tht: corresponding ovary, 
which is dilated into a cyst o,·er t,,-o inches in diameter. There are numerous 
adhesions on the surface of the uterns, the result of chronic peritonitis. 
(1lluseu111 N. C. S. Pltolograplted bJ' t!te Aul/tor. ) 

tremity into the peritoneal ca,·ity, inflammation is more apt to result 
than when the fluid from a hyclrosalpinx escapes into the pelvis. The 
frequent recurrence of chills and fe,er, given by the older authors as 
conclusive evidence of pyo~alpinx, does not in fact take place even in 
the larger numher of cases. I ha,-e repeatedly found pus within the 
tubes when the most careful cross-questioning failed to elicit any of the 
supposed classical signs of pyosalpinx. 

Pozzi refers to another symptom of cystic oOphoro-salpingitis the 
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value of which, he maintains, has beeu much exaggerated, namely, 
the sudden escape of sanguineous, purulent, or serous fluid from the 
cervix, which may be frequently repeated. Pozzi belie\·es that in at 
least the larger number of cases presenting such a history the fluid does 
not proceed from the tube, but rather from the uterine cadty, and that 
it is due to an endometritis associated with more or less cervical stenosis. 
In support of this view he cites the fact that cystic tubes are usually 
obliterated at their uterine extremity. He ne\'crtheless admits that it 
is sometimes possible to force the conteuts of distended tubes through 
the uterus and into the vagina by bimanual pressure. 

FIG. 255. 

Tuuo-0\'ARl.\N CvsT. 

The uterine half of the tube is much elongated, thick-wall ed, and tortuous; it has 
been laid open and lies posteriorly. The outer half of the tube is extremely 
dilated. l\lasses of papillomatous growths spring from the mucous membrane 
of the tube. The o\·ary, which is seen below, forms a large single cyst which 
does not communicate with the interior of the dilated tube. ( ,1/useum R C. 
S. Pllolograplled by the rluthor.) 

The symptoms of hyclrosalpinx are not usually so marked as those of 
the other two varieties of cystic disease, though the pain may be very 
great. 



PLATE XX\'II. 

DO l'B l,E NON·CYSTIC SA l. l'l ~G0-00 Pll ORITIS. 

l 1
, C, L'lerinc extremity of tubes; F, F, Fimbriatecl extremity; a, a, .\dhe-;io11~ . 

Hyclnti<I of l\ Iorgng-ni. ( WOod. ) 
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The amount of blood contained in a hematosalpinx is not ordinarily 
great enough to produce serious constitutional disturbance. 

The general symptoms of the three forms of cystic disease are those of 
pekic peritonitis with which all are so often associated. In all, pain 
will draw attention to the appendages. Upon physical examination a 
tumor will be found on one, or, if bilateral, on both sides of the uterus. 
Care must be observed in practising the bimanual not to rupture the 
cyst. I have on four different occasions ruptured tubal cysts in examin
ing under anesthesia, notwithstanding that reasonable care was exercised 
in making the examinations. In three of the cases the abdomen was 
immediately opened and pus found in the free pelvic cavity. In the 
fourth, the patient was carefully watched for untoward symptoms, but 
none occurred, the contents of the cyst doubtless being sterile. All of 
the cases operated upon recovered. However, the ease with which 
rupture was produced demonstrates the danger attending all cystic 
diseases of the appendages. 

If the appendages of both sides are involved, the uterus is always more 
or less fixed. Usually the distended tubes will be found in the posterior 
cul-de-sac, where they are adhered; or they may be so embedded in 
inflammatory exudates as to be indistinguishable from the general con
tents of the pelvis. Local examination always gives rise to more or 
less pain. It is rarely, if ever, possible to detect fluctuation, unless a 
large distended tube is adhered in the posterior cul-de-sac and pushes 
the uterus forward. It occasionally happens in pyosalpinx that the ad· 
hesions to the contiguous parts are so iutimate that the tube loses its 
identity and cannot be euucleated. The subperitoneal tissues may be· 
come involved in the suppurative process, when the. condition is con
verted into a true pelvic abscess. 

Differentiation.-It is, then, by no means possible to determine at 
the bedside which of the three forms of tubal disease exists; nor, from 
the standpoint of treatment, is the uncertainty of differentiation very 
important. \Vhether the tube contains pus, blood, or serum, if the 
distention is at all marked, operative interference is called for. Lawson 
Tait goes so far as to say that a classification of these cysts, based even 
upon the character of the fluid which they contain, is thoroughly im
practicable. 

Fro1u the standpoint of prognosis, on the other hand, it is important 
to determine the probable character of the fluid which distends the cyst. 
All authorities agree that pyosalpinx is more dangerous than hemato
or hydrosalpinx. This is because of the intense peritonitis which 
usually results from the escape of pus into the pelvic cavity. 



A gonorrheal history, or a history of sepsis associated with parturi
tion or abortion, will lead the examiner to suspect that the tube is dis
tended with pus. Unfortunately, it is by no means always possible, as 
we have seen, to obtain a history of gonorrhea, e,·en though the source 
of infection be of this origin. 

Other conditions suggesting pyosalpinx are: the presence of ex
tensive adhesions, frequent repetitions of pelvic inflammation, and, 
possibly, the occurrence of erratic chills, such as suggest pus in other 
parts of the body. It will not do, however, as I have already intimated, 
to eliminate pyosalpinx because this last symptom is wanting. 

Both hydro- and pyosalpinx are nearly always bilateral, whereas 
hematosalpinx is frequently confined to one side only. This last fact 
suggests that Fallopian pregnancy is often responsible for blood cysts. 

H ydrosalpinx gives rise to adhesions much less often than do the 
other forms of tubal distention. The bi manual is also less painful when 
the cyst contains serum only. 

Zweifel* makes the following observation regarding pyosalpinx: " In 
cases in which streptococcus and kapselcoccus were found there was 
often every evening marked remittent fever. In cases of tubercular 
pyosalpinx the fever rose from time to time; wherein it differs from 
gonorrheal pyosalpinx, in which there was usually no fever at all when 
the patient was lying quietly in bed. If disturbed by the examination 
the temperature rose at once and shortly after fell. In no case of 
gonorrh~al pysosalpinx was there swelling of the inguinal glands, 
while in pyogenic cases swelling was the rule." 

Cystic oOphoro-salpingitis may be confounded with
Uterine myofibromas; 
Fibro-cystic tumors of the uterus; 
Small ovarian cysts; 
Early tubal pregnancy i 
Intraligamentous cysts. 

Uterine fifJ1o.fibromas .-There is an entire absence of fluctuation; 
the uterus is mobile; the depth of the cavity is increased; and the tumor 
is intimately blended with the uterus, except in pedunculated subserous 
fibroids. Notwithstanding these differentiating points I have on several 
occasions opened the abdomen expecting to have to deal with ruyo
fibromas only to find tuba-ovarian cysts intimately attached to the 
ute:us. 

Fibro-Cj1stic Tumors ef the Uterus.-The difficulties of differentiation 

*Annual of Universal l\ledica\ Sciences, 1892. 
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are sometimes very great. The size of the uterus is usually increased; 
the pain is not so marked; and in most cases the inflammatory history 
is wanting. 

Small Ot1arian CJ'Sls.-The tumor is more remote from the uterus; 
there is an absence of tenderness; and no history of peldc inflamma
tion can be obtained. Often it is impossible to distinguish a small 
ovarian cyst from a distended ovary. 

Earf.;1 Tubal Pregnaury.-The uncertainty previously to the period 
of rupture is very great. The increase in the size of the uterus is 
usually more marked than is the case with tubal disease. The ordinary 
symptoms of pregnancy-suppression of the menses, changes in the 
breasts, etc.-may exist. The irregular spasmodic pai11 associated 
with tubal pregnancy is very much like the pain incident to cystic tubal 
disease. 

fnlraligamenlous CJ'Sfs.-These dissect the folds of the broad liga
ment so that they are in intimate contact with the uterus. There is au 
absence of inflammatory symptoms. 

Two most curious and interesting cases are cited by Doleris * of ad
herent enterocele in the cul-de-sac of Douglas, in which the conditions 
simulated very closely an inflammatory tumor of the appendages. The 
diagnosis was made only after the abdomen was opened. 

The Pathology of Non-Cystic and Cystic Diseases of the 
Uterine Appendages.-In simple cafarrhal sa!pi11gitis (acute and sub
acute) the secretion is increased and there is more or less swelling and 
redness of the mucous membrane. There may also be shedding of the 
epithelium, wholly or in part, with thickening of the villi. The infil
tration of the tube wall is usually very slight 1 though the swelling is 
sometimes great enough to be detected upon bimanual examination. 
The ostium abdominale may remain patulous, but is often closed. 

In punt/en! sa!pingitis (acute and subacute) there is often found a 
pus-forming organism such as the gonococcus, staphylococcus aureus 
and albus, and streptococcus. In recent cases the gonococcus is the 
most common germ present. Purulent salpingitis may result either 
from sepsis following abortion, or labor at term 1 or from gonorrhea. 
The folds of mucous membrane are often increased, aud frequently there 
are formed small pus cavities. or cysts of like character (Cbrobak). 

In padl)1sa!pingitis (chronic parenchymatous) there is excessh'e de
velopment of the tube wall due to increase of connective tissue rather 
than to hypertrophy of the muscular. The mucous membrane is usually 

*Pozzi, "A System of Gynecology," p. 389 . 
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inrnlved to a greater or less extent, its folds being hypertrophied. The 
tube and ovary are adherent and the ostium abdominale is nearly al
ways closed, though the uterine orifice may remain pervious. Both 
the tube and o\'ary are usually attached eitlier to the cul-de-sac of 
Douglas or the posterior surface of the broad ligament. The general 
adhesions are often extensive. Vegetations uot infrequently spring from 
the surface of the mucous membrane. (Plates XXYII and XXVIII . ) 

In cystic distentiou of the tube, which is frequently preceded by 
one of the non-cystic forms of salpingitis, there is agglutination of 
both its uterine and fimbriated extremities. The dilatation is oftener 
located at its external two-thirds, though it may invoh•e its whole 
length. The pavilion attaches itself very often to the ornry, which 
may become fused with the cyst. Adhesions may attach the append
ages to any part or organ of the pelvis1 but oftener to the Douglas cul
de-sac. A suppurating cyst of the broad ligament or ovary may com
municate with the tube. Microscopically, ramifying vegetations are 
found projecting from the lining membrane of the tube. Its walls are 
infiltrated with embryonic cells. All of the vessels are markedly 
dilated. 

If the ovary is the seat of chronic inflammation, it may localize itself 
either in the follicles of the gland or in its fibrous tissue . In 
the first instance there is an increase in the number of follicles, result
ing1 according to Tait, from hyperemia. Instead of a general involve
ment of the follicles the follicular hypertrophy may confine itself to a 
few only1 which condition constitutes a variety of cystic degeneration 
(Rokitansky ) . This form of cystic degeneration frequently gives rise 
to great suffering and most profuse menorrhagia. 

Fibrous hyperplasia may be the most characteristic feature of ovarian 
inflammation. Here there is destruction of the follicles and an arrest 
of the development of the proper ovarian cells. Secondary contraction 
follows the hyperplasia and gi\·es rise to so-called cirrlzofic degeneration. 
This is nearly always attended with dysmenorrhea of a most serious 
character. In time it gives rise to amenorrhea more or less absolute. 
It is not uncommon to find one ovary cirrhotically degenerated, with 
marked enlargement of the opposite ovary ( Fig. 205, and Plates XXIX 
and XXX ) . 

In still another condition there may be great enlargement of the 
ovary due to hypertrophy of both the follicular and the fibrous elements 
of the gland 1 the relative proportions of the two structures remaining 
normal. Tait observes that the tubes are nearly always hypertrophied 
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with the O\·ary. He says: *"I ha\·e removed O\·aries for intractable 
pain and hemorrhage which weighed as much as ten hundred aud 
tweh-e grains, yet the most careful and minute examination of the 
organ revealed nothing more than an absolutely normal structure." 

The ovary may be destroyed by suppuration. An abscess of the 
ovary unassociated with disease of the tube is, however, an exceedingly 
rare condition. The pus may be disseminated throughout the OYary, 
or oue large abscess may occupy the .center of the organ. In eleven of 
my cases the ovary was a mere shell and contained from one to three 
ounces of pus . Or the ovary and tube may form together a tubo
ovarian cyst (Figs. 254 and 255). 

FIG. 256. 

UTERUS AKD ..\DNEXA. 

Dill use sarcoma of endometrium with cyst on left ovary; right ovary dug from in
flammatory exudates. Left ovary in Douglas cul-de-sac. ( IVood.) 

Tuberculosis of the tube and O\"ary is a more common disease than 
was formerly supposed. As a rule, when any portion of the genital 
canal is the seat of tuberculosis the tubes are implicated. Kot in
frequently tubercular salpiugitis is secondary to tubercular peritonitis. 
\Vhen the tube is primarily inyolved the infection may have its origin 
in tubercular semen; or, in iuvoh-ement of distant organs, the infection 
may be co1ffeyed through the blood. 

Miliary tubercles are sometimes found on the ovary. The disease 

*Op. f'il., p. 430. 
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may implicate the entire organ or be limited to its surface. The uterus, 
tubes and ovaries may be matted together in one mass. 

The symptoms and treatment of tubercular salpingitis and ovaritis 
differ in no wise from the symptoms and treatment of t11e non-tubercu
lar forms of inflammation of these organs. If the general condition of 
the patient is not too bad salpingo-oOphorectomy or salpiugo-oOphoro
hysterectomy is indicated. Care should be taken in operating not to 
contaminate or infect the peritoneal cavity . 

Progress and Termination: P rognosis.-In the various forms of 
non-cystic inj!amntalion ef !lie tube a relative cure is entirely possible. 
Undoubtedly too many tubes and ovaries have been sacrificed by enthu
siastic laparotomists. \Vhether or not an absolute cure can be brought 
about after the tubes undergo interstitial changes, e\·en by the most 
careful and skilful treatment, is yery doubtful. It is, however, usually 
possible to make the patient fairly comfortable, even though such 
changes are the result of gonorrheal inflammation. Unfortunately 
cases are every now and then met with where, although no cystic dis
tention exists, the dysmeuorrhea and menorrhagia, as well as the gen
eral suffering, are such as to make salpingo-oOphorectomy the only 
resource. This should not be resorted to until all ordinary measures 
have been exhausted. Life is not endangered as it is in pyosalpinx, 
for in the latter affection rupture is liable at any time to occur and cause 
fatal peritonitis. I think it can be safely said that with the means now 
at our command, ablation of the appendages is unnecessary in at least 
ninety per cent. of all cases of non-cystic salpingo-oOphoritis unasso
ciated with general pelvic inflammation aud exudation. 

The duration of the affection is often prolonged and the physician 
has to contend with the periodical congestion incident to menstruation. 
Nevertheless, a healthy conservatism has sprung up during the last fe,v 
years and specialists are resorting to salpingo·oOphorectomy much less 
frequently than in the past. 

The curability of 9 1sfic accumulalious is quite another matter. A 
woman is not for a moment safe while carrying within her pelvis a dis· 
tended tube. In the first place, it is utterly impossible, as we have 
seen, to determine the exact character of the fluid within the cyst 
previously to its removal. Attacks of inflammation are of frequent 
occurrence, and should rupture take place serious and even fatal peri
tonitis may be excited. In fact, these accumulations are rarely if e\·er 
cured spontaneously, though occasionally adhesions form between the 
rectum and the vagina, through which their contents may escape. 
Unfortunately, an abscess opening into either of these cavities, espe-
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cially into the rectum, usually continues to discharge indefinitely, giv
ing rise to tenesmus, shooting pains, diarrhea, etc. In rare instances 
the contents escape externally . 

The suffering in cystic distention is frequently very great, and 
this in itself calls for radical measures. The pain b due to plastic 
adhesions and to distortion of the pelvic viscera, which result from the 
frequent attacks of inflammation. The menstrual symptoms, particu 
larly dysmenorrhea and meuorrhagia, are usually marked. When the 
ovarian stroma is entirely destroyed menstruation may cease entirely. 

Cirrhotic degeneration also gives rise to so much suffering and dys
menorrhea that many times permanent relief short of removal is im
possible. 



CHAPTER XLIX. 

INFLAMMATORY DISEASES OF THE UTERI NE 
APPENDAGES (Continued ) . 

TR1<:ATMENT OF NaN-CYSTIC AND CvsT1c OOPnORO-SALPINGITIS. 

The conservative treatment of inflammation of the Fallopian tubes and 
the ovaries is applicable to the non-cystic forms only. In that large 
class of affections so frequently met with, where endometritis or metritis 
has extended beyond the uterus and has implicated the appendages in 
a simple catarrhal or interstitial process, consen'atism is eminently 
proper, for much relief may be afforded and a relath·e cure accomplished 
in a goodly per cent. of cases. The principles of treatment applicable to 
these affections do not differ essentially from the treatment of general 
pelvic inflammation ( p. 443) . Rest, especially during and just be
fore the menstrual periods, is of the first importance. The hot douche 
administered in such a way as to bring into action its thermic properties 
is invaluable; it may be advantageously supplemented by the hot bath, 
or by sea bathing. Uterine drainage should be secured and proper 
medicaments applied to the endometrium. Electricity is, I am con
vinced, an agent of inestimable value in contending with non-cystic 
tubal disease. My method of applying it is to localize the galvanic 
current within the pelvis by passing a suitable electrode into the vagina 
with a large dispersing pad over the abdomen. In this way a current 
of from twenty to forty milliamperes should be used for from fi,·e to ten 
minutes at each seancL, and repeated twice or three times a week. 
Tampons of cotton wool medicated with iodin, ichthyol, etc. , should be 
inserted after any form of local treatment. \Vhen the endometrium is 
implicated the uterus should be cnretted, irrigated, and drained with 
gauze. Finally, the carefully selected remedy should be administered. 

I desire to emphasize the necessity of patience and persistence in 
carrying out the line of treatment indicated in the foregoing. There 
are so many factors to contend against, that the physician will be dis
appointed if he expects to accomplish a cure in a few weeks' time. Of 
this fact the patient should be apprised. With a possible abdominal 
section confronting her 1 she is usually most willing to coOperate with 

830 
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her physician in carrying out any kind of conservative treatment. en
less the suffering is \·ery great, and the symptoms most urgent, I do 
not belie\'e that we are justified in resorting to laparotomy in non-cystic 
tubal affections without at least a six months' trial of conservati\·e 
treatment. 

In dealing with the rJ 1S/ic diseases, on the other hand, blind consen-a
tism is most reprehensible. A woman who has a distended Fallopian 
tube, and who suffers from frequent attacks of peritonitis, can have no 
greater misfortune come to her than to fall into the hands of a physician 
incapable of comprehending the dangers which beset his patient. The 
medical attendant advises against an operation and the case progresses 
from bad to 'i\'Orse until finally a point is reached where an operation, 
if done at all, must be done when she is practically moribund. I ha\·e 
in the list of illustrati\•e cases appended to this chapter recorded several 
cases thus neglected. 

Salpingo·oOphorectomy, under favorable circumstances, is not a dan
gerous operation. If, however, the patient is suffering from acute 
peritonitis, the result of rupture; if her strength has been depreciated 
by long continued suffering; if, in short, the operation is done as "a 
last resort," the circumstances are very different. The abdominal sur
geon who does his full duty will save a certain per cent. of these 
neglected cases, but his mortality record will suffer accordingly. 

S alpingo-O ophorectomy fo r Inflammation of th e Appendages.
Salpingo-00phorectomy1 when performed for the inflammatory diseases 
of the tubes and ovaries, may be a very easy or a very difficult opera
tion. It is usually more difficult than is an ordinary ovariotomy. The 
reasons for this are, that tlie abdominal walls are not stretched by the 
presence of a large tumor, and associated with the disease of the 
appendages there are usually extensive adhesions which distort all of 
the pelvic organs. 

The preparalor;1 treatment does not differ from that recommended in 
Chapter XII. The Trendelenberg posture will be found of great ad
vantage. The incision is made in the middle line, extending from 
about two inches above the pubes to two or three inches below the 
umbilicus; an incision of from two to three inches in length will ordi
narily afford sufficient room. Upon opening the peritoneum the omen
tum and intestines are, if not adherent, pushed forward, ancl the sur
geon passes the two fingers of his right or left hand downward toward 
the fundus uteri. The fundus will serve as a guide for future opera
tions. The extent of the adhesions is most variable. The omen tum is 
not infrequently attac.hed to the bladder, intestines, or uterus; when 
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this is the case, these adhesions should be first detached. The omen
tum may also attach itself to the tube and O\·ary, which are sometimes 
lifted from the pelvis by it. In dealing with ornental adhesions which 
cannot be separated in the ordinary way, it is best to cut them bet\\'een 
two catch-forcepsi later, a ligature can be applied to their proximal 
ends. The surgeon next explores the appendages by passing the fingers 
of his right hand over the fundus of the uterus along the broad liga
ment and Fallopian tube on either side. Not infrequently the distor
tion is so great as to make it exceedingly difficult to distinguish the 
various pelvic structures and organs from one another. Usually, how
ever, the fundus of the uterus will afford a landmark by which the 
surgeon can locate the tubes. It may be that the ovary and tube, 
though diseased, are easily drawn up through the abdominal wound. 
If so, they are secured in a double catgut ligature and tied off. In 
other instances, perhaps the majority, the tube and ovary are firmly 
fixed deep in the pelvic cavity, the most frequent site of the adhesions 
being the cul-de-sac of Douglas. A great deal of force may be required 
to free appendages thus adhered. 

If the operation is once undertaken, there are very few instances 
where it ought to be abandoned. A possible exception to this rule oc
curs in those cases where the adhesions are universal, and where the 
patient's condition will not warrant extensive intra-abdominal manipu· 
lations. When this condition prevails it may be best to close the ab
domen and operate through the vagina. If it is possible, in these cases, 
to open the tube and drain it through the abdominal wound, it may be 
wise to proceed in this way. However, Lawson Tait has taught the 
profession that, unless the circumstances just enumerated exist, incom
plete salpingo-oOphorectomy ought rarely, if ever, to occur. I have 
never yet left a salpingo-oOphorectomy incomplete when I deemed it 
best to remove the appendages, and always suspect the surgeon who 
meets with an unusual number of " inoperable" cases of lacking in 
either courage or skill. 

In dealing with adhesions deep in the pelvis it is best to depend en
tirely upon the sense of touch. After determining the actual limits 
of the diseased organs, they are gradually unfolded from below until a 
pedicle is formed. Even after they are unfolded in this way the tube 
and ovary cannot always be brought out of the abdominal wound, for the 
changes within the broad ligament may leave them so unyielding as to 
make this impossible. It is here necessary to enlarge the abdominal 
wound and secure the ovary and tube within the abdomen in one or 
more ligatures. Tait, in these cases, carries his finger down to the 
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peh·ic insertion of the broad ligament and causes a series of minute 
tears at this point through the peritoneum and fibrous fascia. This 
lea,·es the ligament elastic and distensible without endangering the 
\'essels running through it. 

The hemorrhage following the separation of extensive adhesions is 
sometimes very great and it should be temporarily controlled by sponge 
or gauze packing. After the appendages are removed, if the hemor
rhage still persist, a solution of iodin may be applied to the bleeding 
surfaces, or the parts may be seared over with the Paquelin cautery. 

· Any spurting arteries are, of course, secured by forcipressure, or by 
ligatures. It may even be necessary to leave several forceps attached to 
the bleeding points for some hours after the operation. Usually, 
however, if the hemorrhage is simple oozing, it can be controlled by 
gauze packing. 

In dealing with distended tubes, especially if the contents are puru
lent, care should be taken not to permit the pus to escape iuto the 
peritoneal cavity. If there is danger of rupture it is best to evacuate 
the tube with an aspirator and close the opening thus made by pressure 
forceps. If pus escape into the peritoneal cavity, or if the oozing is 
very profuse, irrigation with a bot sterile salt solution may be resorted 
to. It is my practice in these cases to leave the abdomen distended 
with the salt solution. When extensive adhesions have been separated, 
and especially if the peritoneum has been contaminated by pus, a drain
age tube is usually necessary. 

It is nearly always necessary to remove the appendages of both sides, 
although the disease may be very much more extensive on one side 
than on the other. Tait especially emphasizes the importance of this 
practice. Even though the disease of the opposite side is not extensive, 
it is very liable to become so after the first operation. If, however, the 
patient is especially anxious to haYe the appendages of one side con
served, her wish should recei,·e due consideration, though the prob
abilities of a second operation should be presented to her. 

The after-treatment of salpingo-oOphorectomy does not differ from 
the after-treatment of laparotomies in general. 

The necessity of removing the uterus with the appendages in suppur
ative <liseases of the latter organs is fully discussed in Chapter XXXI. 
This subject has received much and serious consideration during the 
last three years both in this country and abroad. If the uterus is not 
greatly enlarged, and is mobile, it may, in my opinion, be safely left 
behind, though I make it a practice in these cases, before the abdomen 
is opened, to dilate, curette, irrigate and pack the organ. Indeed, the 
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consen-ative treatment of uon-~ystic diseases of the appendages com
prehends uterine curettement and drainage . The uterus cannot , how
ever, be safely curetted in cystic salpingo-oOphoritis unless the abdomen 
is to be immediately opened . In those instances1 on the other hand, 
where the uterus is fixed. enlarged, lacerated, and the appe11dages of 
both sides are diseased, I believe that the interests of the patient are 
best conserved by removing it with the appendages. It is bound to 
remain a source of menace to her if left behind, and there is more or 
less danger of its taking on malignant changes ( p. 680) . \\'hen 
hysterectomy is performed it may be done by the vaginal, vagino
abdominal or abdominal method, according to the indications. 

Conservative Operative Treatment of the Diseases of the 
Ovaries and Tubes.-Recently Noble, Polk, Kelly and others l.iave 
advocated more consen-ati,·e measures in dealing with cystic and sup
purative diseases of the m·aries and tubes. These gentlemen propose, 
instead of remodng the appendages, to tap cysts and drain them; to 
open up pus tttbes, wash them out, and stitch the mucous membrane of 
the tube to the peritoneal surface; to break up adhesions and fix the 
uterus in front. That they have met with a fair degree of success can
not be denied, and if the patient is willing to take her chances on treat
ment of this kind she should be given an opportunity to put it to trial. 
I am inclined to believe, however, that not a very large per cent. of the 
suppurative diseases of the ovaries and tubes can be safely dealt with in 
this way. Nevertheless. the reaction is a healthful one, and while it 
may not be wise to leave ovaries and tubes behind which have under
gone extensive changes, undoubtedly too many slightly diseased ap
pendages have been sacrificed. Kelly* recommends excision of par
ovarian cysts without the removal of the ovary and tube. 

l!lustrati<.•e Cases. 

I have selected from my series of cases of inflammation of the append
ages the following, as typically illustrating the benefit to be deriYed 
from salpingo-oOpborectomy when the operation is indicated. In the 
chapter devoted to the hystero-neuroses I have referred to se,·eral 
additional cases in which salpingo-oOphorectomy was done for ,·arious 
nervous troubles. It is not necessary at this time to introduce further 
evidence illustrating the utility of the operation under proper circum
stances. I will simply add that, especially if done for nervous lesions, 
discrimination should be made with the utmost care. In all of my 

* Johns Hopkins Hospital Bulletin, March, 1897. 
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cases, except when life was immediately threatened, both internal aud 
local measures were exhausted, either by myself or by the medical 

gentlemen who referred the patients to me, before laparotomy was 
resorted to. 

CASE I.-Pyosa!pinx, the Result o; Gonorrlzeaf bifection,· Sa!pingo
OOphorcclomJ1, Follo1t•ed h)1 Intestinal Obstruction; Reopening of the .~Jbdo
men at the End of Forf.y-l'ig!tt flou.rs: RecoverJ'.-Patient, American, 

ret. 24. Referred to me by my former assistant 1 Dr. C. M. Thurston, 
of New Castle, Indiana. Married for five years. Entered the hospital 
Novembtr 7, 1892. ).lenses came on at the age of twelve and she has 
not been well since. The menses ha,·e always been irregular, too pro

fuse and very painful. The pain during menstruation is located in the 
uterus and ovaries; indeed, there is constant sorenes.s and suffering in 
both of these regions. There is a history of gonorrheal infection four 
years ago, since which time she has been very much worse iu e\·ery 

respect. Following this attack she was for a long time very low with 
pelvic inflammation. Attacks of pelvic peritonitis since then have been 
very frequent. She has been compelled to leave her husband because 

of excessive venery. Menstruation is now very profuse and each period 
leaves her greatly exhausted. There is more or less increase of tem
perature during the periods. Appetite good; bowels constipated. The 
urine is either scanty and high colored 1 or light colored and profuse. 
It contains small quantities of albumin, pavement epitheli um, a few 
crystals of oxalate of lime, red blood cells and pus. The albumin is no 

more than can be accounted for by the presence of pus. 
A physical examination shows very great tenderness of all of the 

pelvic organs, with retro\·ersion of the uterus and fixation. An ill
defined mass is distinguished at tbe left of the uterus. but gives rise to 

no e\'idence of fluctuation. 
Because of the excessive pain, the clyspareunia, and the intractable 

uterine hemorrhage, celiotomy was recommended. The abdomen was 
accordingly opened on November 24 1 1892. The adhesions of the 
omentum to the uterus and left tube were very firm and had to be cut. 

The pelvis was filled with inflammatory exudates1 the result of the 

frequent attacks of peritonitis. It was, howe,·er, pos.sible to dis
tinguish the fundus of the uterus by carrying the finger along the left 

broad ligament. The corresponding tube was found distended with 
pus and firmly fixed in the cul-de-sac of Douglas. The ovary was im
plicated in the suppurative process1 constituting a true tuba-ovarian 

cyst. It required a great deal of force to peel the cyst from the pos
terior layer of the broad ligament and from the cul-de-sac. I finally 



succeeded in doing this by first securing the tube at its uterine ex
tremity and afterwards tying in sections the broad ligament at the pekic 
extremity of the tube. The tumor was filled with iuspissated pus in 
which no gonococci were found. The left tube and ornry, though not 
greatly enlarged, were firmly adherent and were removed. The right 
ovary showed well-marked hyaline and cystic degenerative changes. 

There was left behind, after removing the cyst, a large bleeding sur
face which continued to ooze in spite of sponge pressure and the appli
cation of iodin. I therefore packed this surface with iodoform gauze, 
leaving one end projecting from the lower extremity of the wound. 
This was the only form of drainage used. 

The patient rallied from the operation, but twenty-four hours later 
began to develop symptoms of intestinal obstruction. These became 
more marked until the end of the second day, when it was clearly 
evident that the only way to save her life would be to reopen the ab
domen. This was done forty-eight hours after the first operation. A 
knuckle of intestine was found attached to the site of the adhesions, 
which was the cause of the obstruction. Tile intestines were enormously 
distended with gas, and immediately upon reopening the wound forced 
themselves from it. They were punctured in numerous places with a 
fine hypodermic needle in order to permit the gas to escape; the ab
domen was then washed with sterile water, a glass drain inserted, and 
the abdominal wound reclosed. It was with great difficulty that the 
intestines were returned to the abdominal cavity. 

The vomiting soon ceased, the temperature dropped to normal, flatus 
began to pass per anum, and from this time on the patient made au 
uninterrupted recovery. She reports herself, four years later, in per
fect health. 

I am sure that, had the second operation not been done, she would 
have died from the intestinal obstruction. 

CASE Il.-f'_yosalpinx of Rig/Ii Side with. C)'Stic Degeneration of lite 
Ovaries; Retrojle:r:ion of the Uterus,· Salpingo-Oiiplioredomy and 
Hysterorr!tap!t)'/ Recovery.-Patient .:et. 28; referred to me by Dr. G. 
D. Green, of Mason, Michigan. l\Iarried, and has had two children, 
both being dead. She entered the hospital December 1, 1891, and 
gave the following history: ii.father suffered more or less from lung 
trouble. Father died of phthisis two years ago. Has one brother with 
weak lungs. \Vhen young she was the picture of health. Began to 
menstruate at sixteen; this function has always been irregular, occur
ring every two or three weeks. Menses too profuse, the discharge 
being dark and often clotted. There has always bee11 1 too, a dysmeuor-
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rhea of a most marked character. The pain is in the uterine region, 
appearing before, and continuing during, the flow. 1t extends to the 
back and is of a most excruciating character. Has a profuse, excoriat
ing leucorrhea between the menses, which compels her to wear a napkin 
during the entire interval. 

Her first child was born six years ago, labor lasting ten hours. \Vas 
in bed for fourteen or fifteen days, and did not get up well. The 
second birth was premature, occurring two years ago. Soon after the 
last confinement she had a severe attack of peritonitis, the result of a 
fall, since which time there has been almost constant pain in the right 
side, extending down the inner side of the corresponding limb to the 
middle of the thigh. This pain is very intense and deep-seated. She 
is now compelled to keep her bed during the entire menstrual period. 
The menstrual pains are labor-like in character, gradually growing 
worse as the period advances, and continuing for some days after the 
flow ceases. Headache is almost constant, and is worse after menstrua
tion; it is located at the base of the brain and forehead. Appetite is 
poor, particularly during menstruation. 

A bimanual under ether showed the fundus of the uterus retro-dis
placed, but it could be lifted out of the hollow of the sacrum. The prod
ucts of inflammation were clearly outlined in the right broad ligament. 
The tube of that side was enlarged and evidently distended. Both 
ovaries were enlarged to at least three times their normal size. 

The abdomen was opened on December 12, 1891. The right ovary 
and tube \Vere firmly adhered and were removed with some difficulty. 
The left tube was not enlarged, but the ovary was clearly diseased and 
the appendages of that side were accordingly removed. The fundus 
was stitched to the anterior abdominal wall by means of two silk 
sutures. The intervening peritoneum was irritated ·with the point of a 
scalpel for the purpose of exciting adhesions. The abdomen was closed 
in the usual way without drainage. An examination of the appendages 
after their removal showed the right tube distended with pus; both 
ovaries bad undergone cystic degeneration. 

The patient convalesced with hardly a bad symptom. The abdominal 
sutures were removed on the seventh day, those passed through the 
uterus being left behind for three days longer. She returned home 
four weeks from the time of the operation and is now (eighteen months 
later), except for the flushes of heat which still distress her more or 
less, perfectly well. 

CASE Ill.-1-/j•drosalpin:t: '!f Rig/ii Side willi Cystic Degeneration oj 
Corresbonding OvarJ1; Interstitial Salpingitis of Left Side with Cirrhotic 
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De.,r:meralion of Left Ovary~· Salpingo·OOpltoredomy; Rccot'erJ'· -
Patient, ret. 34; referred to me by Dr. E. A. Lodge, of :-Iilford, :llichi
gan. She entered the hospital October ro, 1891, and ga1•e the follow
ing history: Was very healthy until menses occurred, at fourteen, since 
which time she has never been well. Suffered from intense neuralgia 
of the head from fourteen to twenty. Menses always lasted from fise 
to seven days, recurring about every twenty.four days. 

\Vas married at twenty.four, and has never been pregnant. The 
uterus has been displaced to the right and backward for several years. 
During menstruation she suffers from a most excruciating pain in the 
ovarian region which completely prostrates her. There is much tender· 
ness O\·er the lower abdomen at this time, with a slight increase of tem· 
perature. 

There is, in addition to the foregoing, a flatulent dyspepsia which is 
always aggravated at the menstrual period. She suffers a great deal 
from pain which begins in the back of the neck and extends up to the 
temples through the head. During the last year there has been almost 
constaut pain in the small of the back. Leucorrhea is not marked. 

The bimanual revealed an unusually large Yagina for a woman who 
had ne\·er had children. There was an ill·defined thickening on the 
right side, and on the left there was evidently a distention of the tube. 
Physical examination caused much pain 

The abdomen was opened October 13, 1891. The uterus was found 
drawn to the right by the inflammatory exudates of that side. The 
left tube was distended with serum, and the right was greatly thickened 
as a result of interstitial salpingitis. The right ovary was enlarged and 
cystically degenerated. The left had undergone atrophy and was not 
larger than a Lima·bean. Both appendages were remo\•ed without 
serious difficulty and the abdomen closed in the usual way. 

The convalescence was interrupted ou the seventh day by the patient 
eating freely of honey which was surreptitiously conveyed to her. This 
gave rise to severe enteritis with peritonitis, which nearly terminated 
fatally. She recovered from this attack, howe\'er, and was permitted 
to sit up on November 1st. On November 3d she walked across the 
room, and a week later left the hospital for her home. She is no\,. 
quite well. 

CASE IV.-Oop!writis of Twenty Years' Standing; Complete Proslra
tioJLjrom Neurasthenia; Salpingo·OOphorec/omJ1; Recovery.-Patient ::et. 
32; unmarried; referred to me by Dr. A. B. Spinney, of Detroit, 
Michigan. Her mother died of gastric fever. Father is well, aged 68 . 
One brother living; strong and well. One sister living, not in good 
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health. \Yhen she was fourteen years old she fell and struck the small 
of her back. When sixteen, had sharp neuralgic pain in the left ornrian 
region, made worse by being on her feet. \Vas compelled to lea\·e 
school at se\•enteen Began to menstruate at fourteen; has always suf
fered greatly from dysmenorrhea, the flow being too long aud too pro· 
fuse. The pain comes on a day or two before the flow and continues 
during it. 

Her mother died ten years ago, after six weeks' illness, during which 
the patient had practically the entire care of her, especially at night. 
After her mother's death she was bedridden for two years, during which 
time the ovarian pain was greatly aggravated. She placed herself 
under the care of a physician who resorted to local treatment, which 
consisted largely of applications of nitrate of silver to the cerdx. At 
the end of two years she was able to get up and about, though the pain 
in the ovarian region ·was st ill more or less persistent. Two years ago 
she fell on the ice1 again injuring her back. To use her own expression, 
"the backbone felt as though it were driven through the head." A 
week later the ovarian dist.ress became intensified and there was swell · 
ing and tenderness of the corresponding side. The temperature was 
increased and nausea and vomiting were marked symptoms. She was 
confined to her bed for fiye months. Spinal irritation has been a marked 
symptom for th~ last two years, during which time she has been bed
ridden. A physical examination showed enlargement of the right 
ovary with great tenderness. There is endometritis with a small 
mucous polypus projecting from the cervical canal. Neurasthenia is 
most profound. 

Local galvanism was applied to the ovary and to the spine. The 
only additional local treatment consisted of hot douches administered 
twice a day. Cimicifuga and bryonia were given internally and every 
means taken to imprO\·e the patient's nutrition. She, however, made 
but little progress under this treatment and celiotomy was decided upon. 

The abdomen was opened on December 4, 1888. The right ovary 
was at least four times its normal size and the tube greatly thickened. 
The fimbriated extremity of the tube was adhered to the ovary. The 
left tube and ovary were likewise implicated in the inflammatory pro
cess, though to a less extent . It was deemed best to remove the ap
pendages of both sides. The abdomen was closed in the usual way. 

A slight attack of peritonitis followed the operation, the temperature 
rising on the following day to 102° F. This subsided and the sutures 
were removed ou the seventh day. She regained her health somewhat 
slowly, but was able to leave the hospital ou February 9th. 
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Three years later, while coming from Detroit to Ann Arbor, I was 
approached by a lady who introduced herself as this patient. The 
change was so great that I did not recognize her. She had taken on 
flesh and was, indeed, the picture of health . She steadily gained after 
returning home, is now supporting herself by teaching school, and is 
in e\·ery way perfectly well. 

CASE V .-Sa!pingo-OOp!wreclom;' for lntraclab/e Dysmenorrlzea.
Mrs. C., ret. 38, one child; referred to me by Dr. H. L . 'Varren, of 
Jonesville, Michigan. One year ago I dilated the cervix, curetted and 
performed trachelorraphy, periueorraphy, and removed hemorrhoids 
from the rectum. For years she has been confined to bed for one week 
out of four with dysmenorrhea. After the minor work she improved 
most decidedly, but the dysmeuorrheal pains returned as bad as ever. 
Hystero-epileptic convulsions at periods. In March, 18961 I opened the 
abdomen; found that both of the ovaries were cirrhotic, the left con
taining a hematoma. Patient very thin, and the abdominal incision was 
only an inch and a half long. Stump secured with silk . Abdomen 
closed with three continuous catgut sutures. Time of operation ten 
minutes. 

CASE VI.-Large Double Pyosalpinx; Operation; RecoverJ1.-Mrs. 
\V., ret. 34; referred to me by Dr. W. E. Sawyer, of Marion, 0. 
Lower abdomen distended with t\vo irregular tumors, each as large as a 
fetal head, which seem firmly attached to the uterus. No history of 
gonorrhea. Cysts proved to be pus tubes. Had much pain1 and her 
temperature ranged before operation from 99° to 103° F. 

Both cysts were enucleated, and tied off with silk; hemorrhage \'ery 
profuse and could only be controlled by gauze packing. Wound closed 
with silk. 

Convalescence slow1 but uninterrupted. On her return home, how
ever, a discharge of pus took place from the lower angle of the wound, 
and a fistulous tract remains, undoubtedly due to an infected ligature. 
Otherwise she is very well. She is to return soon to have the fistula 
cared for. 

CASE VIL-Abscess of t!te Left Ovar;', Resulting from Abortion; 
Probable Gonorr!teal hifection.-G. L., referred to me by Dr. D. G. 
Wilder, of Oberlin, O.; 111ulatto1 ::et. 16. One year ago was seduced, 
and became pregnant and had an abortion. This was followed by ex
tensi\·e pelvic inflammation, from which she came very near dying. 
Has had almost continuous pelvic pain since. Examination showed 
adhesions of appendages and a mass in the right side. 

Operation on March 1st, 1896, in the Trendelenberg posture. Ia-
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testines much distended with gas. Right o\·ary the size of a small 
orange and distended with pus; left o\·ary was imbedded in inflamma
tory exudates. Adhesions \·err firm. Catgut for pedicles. Abdomen 
closed with three continuous rows of catgut. No drainage. Pulse 
fast for seventy· two hours, and shock very marked. Bowels 1110\·ed on 
the third day by means of a cathartic enema (p. SOI). Convalescence 
tminterrupted. 

CASE \TIII.-Gonorr!ieal Ej•osalpinx; Sa!pingo-OiiphoreclomJ'; Re
co·very.-Mrs. S., ret. 30; C. M. C. Clinic. Has suffered a great deal 
from pelvic pain and distress during the last five years. Vagino
abdominal examination revealed a mass in the region of the right tube 
as large as the fist . 

Abdomen opened on February 4th, 1896. Trendelenberg posture. 
Intestines packed away with gauze sponges; right tube ruptured while 
removing. Tube and ovaries tied off with catgut; uterus buried in inflam
matory exudates, and could not at first locate fuudus. Left appendages 
dug from inflammatory exudates, and pelvis perfectly cleaned. I ne\·er 
met with firmer adhesions. Abdominal incision six inches long 
Wound closed \vith interrupted silk and catgut sutures; irrigation and 
drainage. Operation one hour and thirty minutes. Shock was pro
found, but the patient rallied and convalesced uninterruptedly. 

CASE IX.-Vagino-Abdominal Hysterectomy for Subinvo!ution and 
Fixation of the Uterus, wit!t (ystic Degeneration of the Ovaries.-Mrs. 
W.

1 
ret . 32; referred to me by Dr. Raymer 1 of Bea\·er Falls, Pa. One 

child. Cervix lacerated, uterus retroverted and fixed, with prolapse 
of the ovary. Patient much emaciated, very nervous, and could endure 
almost nothing. 

Vagino·abdominal hysterectomy on June 15th, 1896. 
Patient was walking about her room on the seyenteenth day 1 and the 

temperature was never above 100° F. She has now recovered perfectly. 
CASE X.-Salpingo-OOp!iorectomJ' for Gonorrliea! PJ1osa!pi11x.-Mrs. 

W., ret . 40. Referred to me by Dr. J. H. King, of Ashland, 0. Hus
band admits having had gonorrhea before marriage, and has a stricture 
at the present time. She has been an invalid for years1 which dates back 
to an attack of pelvic inflammation. There is constant nausea and 
inability to eat anything except the most delicate food. Patient is 
much emaciated . Uterus retroverted ·and fixed, and left ovary under 
fuudus. 

Salpingo·oOphorectomy and \·entral fixation on June 5th, 1896. 
\Vith the exception of an attack of cystitis induced by au unclean 
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catheter, convalescence was uninterrupted, and the patient is now fully 
recovered. 

CASE XL-Small Cyst ef Rig/it Ovary wit!t Secondary Involvement ef 
tlie Appendix Vermiformis, Giving Rise to Complete Obstruction of the 
Bozvel~· Operation,- RecoverJ1.-Patient cet. 281 married three months. 
I was called to see her by Dr. \V. E . Sawyer, of Marion, on December 
11, 1896. Thirty-six hours before I was called she was taken with 
symptoms of complete obstruction of the bowel, with great pain in 
the region of the stoma~h and persistent retching. Laparotomy was 
made the night of the above date in Dr. Sawyer's sanitarium. Short 
incision in median line. The appendix vermiformis was four inches 
long, the size of the little finger in thickness, and completely encircled 
the cecum, to which it was adhered in such a way as to cause complete 
obstruction of the bowel. The bowel was completely collapsed below 
the cecum, and greatly distended above it. The uterus was retro-dis
placed. The right ovary had undergone cystic degeneration, was the size 
of a hen's egg, and was prolapsed into the cul-de-sac of Douglas. The 
atJpendix was transfixed and amputated, and the stump covered with 
peritoneum. The right ovary and tube were removed, and the wound 
closed with catgut. 

Patient never vomited after operation, and convalesced uninterrupt
edly. 

CASE XII. -Salpingo-OOphorectomy for Tubo-Ovan·an Abscess; Tuber
culosis of Ovary and Tube,- Removal of a Small Fibroid from Fundu.s,
Fixation of Uterus £n Front; Recovery.-Mrs. C., ret. 40. Referred to 
me by Prof. Eliza J. Merrick, Cleveland. Has been an invalid for 
years; much pain in pelvis, and great pressure and distress in bladder 
at times. Married for seventeen years, and no children (conception 
prevented). Six or seven years ago was threatened with phthisis. 
One brother bad both testicles removed for tuberculosis. Consumption 
on maternal side. Dysmenorrbea; the menses not excessive. Able to 
do housework, but is wretched most of the time. Examination made 
under chloroform on September 25th. Uterus had a mass projecting 
from it on right side; indefinite mass 011 left side, exquisitely sensitive 
without an anesthetic. Vomited for forty-eight hours continuously 
after this examination, and was very sore through abdomen. 

Operation on September 29 1 1896 1 under ether. Mass on left side 
was much less distinct than it was on making first examination. Di
vulsed, curetted and packed uterus with gauze; rectum also divulsed. 
Patient was then placed in the Trendelenberg posture, and a long 
central incision made. The mass on left side proved to be an abscess 
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of the o,·ary the size of an orange, which had ruptured ( probably at 
first examination ) . The hips were lowered, the pelvis cleaned of pus, 
and the intestines protected with gauze pads. Left tube and ovary 
removed close to uterus, being tied off with catgut. A fibroid the size 
of a hen's egg removed from side of right uterine coruu, and the '\\'Otmd 
closed with successive layers of buried catgut. The uterus was fixed 
to anterior abdominal wall with two chromicized catgut sutures. There 
was much oozing from suture tracts in uterus, in order to control which 
it was necessary to encircle them with another ligature. Abdomen 
washed with normal salt solution. Wound closed with interrupted silk. 
Time of operation one hour and thirty minutes. 

Patient convalesced uninterruptedly, and has quite regained her 
health. 

CASE XIII .-Salpingo-Oop!wreclomy and Ventral Fixation of Utems 
for Retroflexion; Prolapse of Ovary and /11tradable D;1smenorrluao.
Patient ret. 35 1 unmarried . Referred to me by Dr. Eicher, of Nor
walk, 0. Had been an invalid for fourteen years. First menstruated 
at thirteen, and suffered a great deal of pain at that time; period lasted 
seven days. The next period occurred eight weeks later, at which 
time the suffering was so great that she was confined to her bed for the 
entire week. Menstruation has always been irregular, occurring every 
seven, eight or nine weeks, and once she went for four mouths. Blood 
is dark and clotted. At the present time she suffers severe pain in the 
right ovarian and lumbar regions, back and top of head, aud through 
eyes. 

On September 24, 1896 1 the abdomen was opened (lt the clinic of the 
Cleveland Medical College. The right ovary was prolapsed and par
tially calcified. The left ovary was cirrhotically degenerated . Both 
ovaries and tubes were removed, the pedicles being tied with silk. 
The fundus was fixed to the anterior abdominal wound with two 
chromiciz.ed catgut sutures, which were passed through the fascia and 
peritoneum on either side of the wound. 

Convalescence uninterrupted and complete, and the patient is now 
earning her living (March, 1897) by doing housework. 

CASE XIV.-Pofypus of Uterus Associated witli Abscess of Riglzt Omry; 
Ce/iolomJ'/ Recovc1y.-Patient ret. 40, professional nurse. Has suffered 
more or less pelvic distress for some years, but has been able to attend 
to her duties. She consulted me for a mucous polypus, the size of a 
walnut, projecting from the cervix. On examination I found a mass 
in the posterior fornix which was exquisitely tender. 

Operation on Jauuary 22, 1897. Polypus removed; uterus curetted 
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and packed; abdomen opened in the Treudelenberg posture. ~lass 
proved to be left o\·ary distended with pus, which ruptured in removal. 
The ovary was the size of a hen's egg, and was a mere shell. The 
right ovary was the size of a walnut, distended with blood, and adhe
sions were very firm. Normal salt solution irrigation with gauze drain
age. Pedicles secured with catgut. \Vound closed with silk. Con
valescence uninterrupted and complete. 

CASE XV.-Celiotom;1 for a Large Pus Tu.be witli Tu.mor of Corres
ponding Ovary; Papillomatous Degeneration of Opposite OmrJ'.
Patient ret. 46. Referred to me by Dr. Dixon, of Akron, 0. Invalid 
for four years. Tumor in hypogastric region, which has gradually 
increased during the last four months; much tenderness and pain. 
Examination without anesthetic revealed uterus and tumor solidly 
fixed in pelvis, no fluctuation. Tumor surface rough and indurated , 
aq_d has the characteristics of a fibroid. 

Abdomen opened on January 27, 1897. Tumor proved to be a pyo
salpiux of left side; the corresponding ovary was as large as an adult 
bead; tube firmly adherent to uterus and surrounding organs. Tumor 
packed away from intestines with gauze and towels, and cyst tapped 
with ovariotomy trocar, with the patient on her side. The sac was 
then freed from adhesions and tied off; one portion of the sac con
tained more or less watery fluid. The sac was filled with papilloma
tous masses. The right ovary had undergone complete papillomatous 
degeneration (Plate XXIV). The ovarian artery of the right side was 
calcareously degenerated. The abdomen was washed with sterile salt 
water; glass drainage. Catgut throughout for both pedicles, arteries 
and abdomen . Tube was removed at the end of twenty-four hours. 
Very little oozing. RecoYery complete. 



CHAPTER XLIX. 

DISEASES OF THE UTERINE APPENDAGES 
(Continued). 

CONGESTION OF THE 0\'ARY. 

Pain in one or in both ovarian regions is frequently met with 1 

especially just before and during menstruation. This pain may be 
stinging or burning in character; or the patient will describe it as a 
dul1 1 cutting or sickening sensation. It is oftener met with on the left 
side, and frequently radiates down the inner part of the thigh, or to 
the small of the back. It is usually worse some days preyiously to and 
during menstruation, and gives rise to that type of dysmenorrhea 
known as "ovarian." Menorrbagia is likewise a frequent symptom, 
though in time the menses may become scant rather than excessive. 
The condition is often associated with neurasthenia and nervous mani
festations of various kinds. There is tenderness upon pressure over 
the side affected. Other symptoms are: headache limited to the vertex, 
paiu under the breast of the corresponding side, constipation, flatu
lence and nausea and vomiting. In the worst cases there may be 
hysterical outbreaks and even hystero-epilepsy. 

The lesion of the ovary giving rise to this group of symptoms is de
scribed by some authors as chronic ovaritis, and, probably, the con
gestion many times results in inflammation. However, the symptoms 
characteristic of true inflammation are often wanting. There is, to be 
sure, more or less enlargement of the organ, but the subjecti,·e symp
toms come and go, and, if the ovary is removed, the eddences of actnal 
inflammation are not found. 

Pain of the character described is oftener due to simple congestion. 
\Vhen the ovary becomes surcharged with blood, its unyielding fibrous 
investing membrane prevents its expansion, and there is pain not un
like that resulting from orchitis. In severe cases hemorrhage into the 
Graafian follicles takes place, constituting so-called hematoma of the 
ovaJJ'. The pain is brought on and is made worse by any cause giving 
rise to pelvic congestion. Immode.rate coitus, tlle ,·arious expedients 
resorted to for preventing conception , constipation , ungratified sexual 
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desire, irritation of the uterus or of the cervix-any or all of these 
causes may result in simple congestion of the ovary, which stops short 
of actual inflammation 

In the treatment of ovarian congestion it is uecessary, first of all, 
to remove the cause or causes which tend to perpetuate the mischief. 
Rest is important. Long continued standing or walking should be 
avoided; running the sewing-machine is responsible for many cases of 
ovarian congestion and inflammation . It is better for the patient while 
undergoing treatment to live absque marito, though nothing more 
fortunate could befall her than pregnancy, for utero-gestation followed 
by lactation is the nearest approach to physiological rest which can be 
given the ovary. Unfortunately, most women thus affected are sterile. 
Constipation should be overcome and the hot douche administered once 
or twice a day . Two or three times a week a galvanic current of from 
fifteen to twenty milliamperes should be passed through the parts, with 
the positive pole within the vagina. This should be followed by the 
introduction of a boro-glycerid tampon medicated with the fluid extract 
of belladonna or ichthyol. External applications of chloroform liniment 
or a liniment composed of equal parts of aconite, arnica and ether, are 
often useful. Internally, belladonna, apis, cimicifuga, lilium tig., 
lachesis, collinsonia and bryonia are the remedies oftenest indicated. 

PROLAPSE OF THE OVARY. 

Non-adherent prolapse of the ovary is due, in nearly all instances, to 
chronic ovarian congestion or inflammation. Displacement of the 
ovary frequently results from pelvic adhesions and contractions. One 
or both ovaries may be prolapsed, though the left, for obvious reasons, 
is the one oftener displaced. The symptoms of this accident are suf
ficiently urgent to call for special consideration. 

Symptoms.-Ovarian prolapse is, as a rule, associated with retro
displacement of the uterus. There are few complications more difficult 
to contend against, without resorting to radical measures, than a retro
flexed fundus under which is a prolapsed ovary . The condition gives 
rise to pain upon walking which is of a sickening, throbbing character, 
and is especially aggravated by stool. It is located in the inguinal or 
sacral region and extends down the thighs. The paroxysm is fre
quently precipitated by some unusual effort, as jumping from a carriage. 
Dyspareunia of a most distressing character is likewise caused by the 
displacement. The mental and nervous symptoms do not differ from 
those described under the head of chronic congestion of the ovary. 

Diagnosis.-The peculiar sickening character of the pain, aggra-
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vated as it is by walking, stool, and sexual intercourse, will suggest 
the cause of the difficulty. Upon making a digital examination a small 
almond-shaped tumor will be found in the posterior fornix which, when 
pressed upon, is exquisitely tender, and gi\·es rise to a sickening sensa
tion in the epigastric region, and sometimes to actual vomiting. If not 
adhered, it can be pushed out of the cul-de-sac. The excessive tender
ness will serve to differentiate a displaced ovary from a small peduucu
lated fibroid. It can be distinguished from a retroflexed uterus by 
passing the sound. Fecal masses felt through the posterior fornix pit 
upon pressure. 

Treatment.-The various measures having for their object the 
relief of pelvic congestion shou ld be applied. If the uterus is retro
displaced, this should be reposited and a suitable pessary fitted. Un
fortunately, the position of the ovary will not often permit the use of a 
Hodge pessary. Sometimes an air pessary (Fig. 174) will be tolerated 
when no other form can be worn. The knee-chest posture frequently 
resorted to is of much value, as are also hot douches and properly ap
plied tampons. A soft lambs-wool tampon placed in the posterior 
fornix while in the knee-chest posture, medicated with ichtbyol or 
belladonna, is often the only form of support which the patient can en
dure. 

The general measures recommended for ovarian congestion may be 
tried. Unfortunately, after the organ has been prolapsed for some 
time, it is exceedingly difficult to effect a cure without permanently 
fixing the uterus in front. The condition gives rise to so much distress 
and suffering that, after all ordinary measures have been exhausted, 
the physician is justified in performing laparotomy, removing the 
offending organ, and, if the uterus is retro-displaced, holding the 
fundus in front by some one of the operative procedures recommended 
for that purpose (v. Chapter XXXVI). Laparotomy is almost always 
necessary when the displaced ovary is buried in inflammatory exudates. 

OVARIAN NEURALGIA ( 0VARALGIA). 

Ovarian neuralgia, or ovaralgia, may be due to a number of causes . 
Of these the so-called neuralgic diathesis is first to be mentioned. This 
means, in most instances, some depravity of the system, the result 
either of impr:oper food, excessive tea-drinking, or undue exposure. 
Ludlam is of the opinion that daughters of rheumatic fathers inherit a 
special tendency to ovaralgia. Undue sexual excitement, disease of 
the uterus, and traumatism are other causes worthy of consideration. 
The affection is a frequent manifestation of hysteria. 
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Symptoms.-The patient is suddenly seized with an acute paroxysm 
of pain of a most intense character. It is oftener limited to one ornry, 
though it may implicate both. Like all ovarian pain, it frequently ex
tends down the corresponding thigh . There is no chill 1 no fe,·er, and 
no constitutional disturbance. The paroxysms come on without pre
monition, and ordinarily leave quite as suddenly. This is characteristic 
of neuralgias in general. The left o\·ary, because of its close proximity 
to the rectum, and because also of the disposition of the ovarian vein 
on this side, is oftener affected than the right. The attacks of pain 
may be followed by hemi-auestbesia of the corresponding side, or they 
may be associated with bystero-epileptic seizures. 

Diagnosis.-Tbe absence of constitutional disturbance, the erratic 
character of the pain, the diathesis of the patient, and the absence of 
sequel~ will differentiate the condition from ovaritis. 

It may be mistaken for lzysteralgia or neuralgia of the uterus. Tbe 
latter affection is due, in at least uinety-fi,·e p~r cent . of all cases, to fluid 
finding its way into the uterine cavity through the cervix. The pain 
resulting from hysteralgia is more central, and is not of the peculiar 
sickening nature which characterizes all ovarian lesions. 

Treatment.-The curative treatment must be directed to the dia
thesis. If there is anemia, chlorosis or malaria, these should receive 
attention. Nutritious food and proper exercise are important. Any 
sexual irregularities should be corrected. Nearly all neuralgic patients 
are exceedingly sensitive to sudden temperature changes, and 1 therefore, 
should go warmly clad. Ludlam recommends that the lower part of 
the abdomen be protected by an extra layer of flannel. 

During the paroxysm the pain is to be relieved by the hot douche or 
sitz-bath. Hot external applications are extremely gratifying. If the 
rectum is distended with fecal matter it should be emptied . During the 
interval between the paroxysms a galvanic current of from fifteen to 
twenty milliamphes, used twice or three times a week, will often put a 
stop to the attacks. It relieves the congestion of the ovary, which is 
so frequently present, and acts as a local sedative. If the gakanic 
current fail faradization with a high tension secondary current should 
be tried; or both may be used at the same sitting. 

Tlzerapeutics of Ovarian Congestion and Neuralgia . 

A pis me1.-Sti11ging pains in ovaries; enlargement of the right 
ovary 1 with cough; aggravation after sexual intercourse. 

Bryon ia .-Soreness of right ovary, causing irritation and dragging 
pains, extending down the thighs; ovaritis with rheumatic affections; 
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shooting pains extending toward the hips; ali SJ'mptoms aggraz•aled by 
motion. 

Belladonna. -Enlargement of the right O\'ary, u.·it/1 pressure dou.n
ward, as if N'erJ 1llting would drop out of the z1uliJa; pains come and go 
suddenly, and are circumscribed, stabbing or darting in character; 
CEREBRAL DISTURBANCE A),TD SPAS)lS . 

Naja.-Ovarian neuralgia, with violent palpitation of the heart; 
cramp-like pain in left O\·ary; thin, whitish leucorrheai languor and 
fatigue; organs seem to be drawn together, especia/lj1 Ille ovaries and 
heart. 

Colocynth.-Stitches in ovaries; diarrhea; colici pressure in ab
domen; intense boring pain in ovary, causing her lo draw up double.* 

Cimic ifuga. -Ovarian irritation wil!t irritable uterus,· hysterical 
symptoms; rheumatism; dysmenorrhea or amenorrhea. 

Bromide of arnmonium .-Ovarian neuralgia; uterine hemorrhage 
from ovarian irritation or inflammation; dull, constant pain and hard 
swelling in left ovary. 

H amamelis .-Oi.iaritis Jo/Lowing b-aumafism; soreness of ovaries 
extending all over abdomen; ovarian affections, with swelling and ten
derness, worse at time of menses. 

Liliurn tig.-Stinging, darting, cutting pains in left ornry, with 
sensation of swelling and tenderness on firm pressure; sympathetic 
cardiac disturbance; pain extends down corresponding thigh. 

Ustilago.-Paiu in right ovary, with metrorrhagia; burning pain in 
the ovaries shooting down the limbs, especially left; neuralgic pains. 

Iodium .-Cltronic cougeslion, with induratiou and enlargement of 
ovarJ'/ pressing, dull, wedge-like pain from right ovary to uterus and 
through sexual organs; great sensiti\·eness in right ovarian region 
during or after menses; atrophy zvith sterilit_y. 

Consuit:-Ge!semium 1 cactus grand., cantharis., graphites, lachesis, 
ferru111, p!atina, mercurius, and mag. phos. 

"The characteristic pain in the colic of Cotoqn/11 may be transferred else
'\.'here. l remember once of curing a lady of ovarian colic, from which she had 
suffered for three years, with colocynth. The pains were griping, and were re
lieved by bending double. There were no organic changes. Two cases of ovarian 
tumor have been reported as cured by colocynth administered on this symptom."
Fan iug-1011.. 



CHAPTER L. 

ECTOPIC PRE GNANC Y. 

D efinition .-Dr. Robert Barnes originated the term, ectopic preg
nancy, to signify the development of the impregnated ovum at some 
point without the uterine cavity. I adhere to this term because, as 
suggested by Tait, c 

1 it gives a convenient and very complete definition 
without expressing any theoretical explanation of the condition." 
Other terms which have been put forth to signify the accident are, 
extra-uterine pregnancy and extra-uterine gestation. 

A careful review of modern medical literature will clearly indicate 
the importance of the subject. I know of no trustworthy statistics 
showing the relative frequency gr ectopic pregnancy as compared with 
normal gestation.* Of course, data of the kind, were they accessible, 
would indicate a very small proportion of ectopic pregnancies as com
pared with normal intra-uterine gestation; nevertheless, the accident is 
not an infrequent one, as every specialist who has to do with abdominal 
surgery well knows. 

In reviewing the literature of ectopic pregnancy one is almost over
whelmed with its vastness. The last ten years, and especially the last 
fi.ve 1 have been most prolific ones in the creation of a special literature 
treating of the accident. Indeed, it seems almost useless to undertake, 
in a short chapter 1 to present even a resume of it; and by some it may 
even be urged that the subject does not belong to gynecology at all. I 
cannot share this view. It belongs most decidedly and emphatically to 
the abdominal surgeon whether his line of work is chiefly in the direc
tion of gynecology or of obstetrics. I think that most obstetricians will 
admit that gynecology has done much more toward the development 
of abdominal surgery than has obstetrics. I therefore deem no ex
tended apology necessary for including in this work a chapter de,·oted 
to ectopic pregnancy. 

Varieties.-1\luch confusion has been created by the innumerable 

* Dr. Joseph Price (American Journal of Obstetrics, December, 1892) presents 
stathtics bearing upon this point, but he himself admits that they are valueless. 
Formad found 35 ectopic pregnancies in 3,500 general autopsies. 
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subdivisions and varieties presented by various authors. Tait , with his 
usual clearness of conception and love for simplicity of classification, 
presents the following:-

SCllE:\11~ OF ECTOPIC GESTATIONS ( IN Tuno-OVARIAN TRACT ) . 

!.-Ovarian, possible but not yet proved. 
IL-Tubal, in free part of tube, is (a) contained in tube up to fourteenth week, 

at or before which time primary rupture occurs, and then the progress 
of the gestation is directed into either-
(b) Abdominal or intra-peritoneal gestation, unifonnly fatstl (unless re

moved by abdominal section ), primarily by hemorrhage, second
arily by suppuration of the sac and peritonitis; or, 

(c ) Broad ligament or extra-peritoneal gestation. This may-
( a ) Develop in the broad ligament to full time, and be removed at 

viable period as living child; 
(b ) Die and be absorbed as an extra-peritoneal hematocele; 
(c ) Die and suppurating ovum may be discharged at or near um

bilicus, or through bladder, vagina or intestinal tract; 
(d ) Remain quiescent as litbopedion; 
(e) Become abdominal or intra-peritoneal gestation by secondary 

rupture; 
Ilf.-Tubo-uterine or interstitial is contained in part of tube embraced by uterine 

tissue, and, so far as is known, is uniformly fatal by primary intra
peritoneal rupture (as b) before fifth month. 

While the foregoing classification possesses the merits of simplicity, it 
is necessary to state that it is not in harmony with the teachings of 
most modern authorities. Tait admits the possibility of ovarian preg
nancy, but claims that its existence has not yet been proved. On the 
other hand, the majority of writers accept the recorded testimony of 
Parry, Kammerer,* Porter,t Larsen t and others, as proving conclu
sively that ectopic pregnancy may be located within the ovary. Again, 
the scheme implies the inevitable rupture of the tube before the four
teenth week of gestation; that it is impossible for pregnancy within the 
tube to progress to term without rupture in one of the directions indi
cated. In refutation of this statement many cases are recorded show
ing that it is entirely possible for gestation to continue to full term 
without such rupture. Pozzi states that at least twelve cases of tubal 
pregnancy at term are known. Finally, the teaching that all cases of 
abdominal pregnancy are secondary ( i.e., result either from rupture of 
the Fallopian tube directly into the abdominal cavity , or rupture of 

* v. "Illustrative Cases.'' 
t Am. journal of ~led. Sciences, January, 1853. 
t v. "Illustrative Cases." 
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the tube first into the folds of the broad ligament and then into the ab
dominal cayity) is contended against by some of the best and most 
original investi gators. Tait bases his assertion upon his large expe
rience as au operator, which , it will be admitted by all 1 is most val-

B. 

DIAGRAMMATIC SECTION OF FALl.OPIAN' TUBE, REPRJ.~SENTING THE Two DIREC

TIONS OF R UPTURE. 

A. Into the peritoneal cavity. B. Jnto cavity of the broad ligament. a. Clot at 
point of rupture. b. \Vall of Fallopian tube. c. Cavity of the broad liga
ment, with folds separated by hemic effusion, a. ( Tail. ) 

uable evidence. He maintains that the peritoneal ca\"ity is inimical 
to the life of an ovule, whether impregnated or not; that the serous 
membrane will quickly digest and absorb an early ovum which 
comes in contact with its surface. It is, then, according to Tait, both 
physiologically and pathologically impossible for an abdominal preg
nancy to have its origin in this way. Other observers, on the con
trary, teach that it is not only entirely possible, but altogether prob
able, that the spermatozoa and ovules may remain in the peritoneal 
cavity for a long time without losing their vitality. Lecluyse records 
a case of abdomiual pregnancy which occurred through an unclosed 
opening in the uterus after C::"esarean section; and Koeberle one which 
occurred through a patulous cervical canal which remained after 
hysterectomy for myorna. Keller met with a case of abdominal preg
nancy two years after an almost complete hysterectomy (Greig Smith ) . 

Tubal abortion is a term applied to that condition where the ectopic 
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ovum is extruded through an unclosed abdominal ostium of the Fallopian 
tube without rupture. Tait's classification does not include this termi
nation. Tubal abortion usually occurs early and the o\·um frequently 
escapes detection. The resulting intra-peritoneal bleeding is, as a rule, 
profuse and often fatal. 

This much in the way of introduction and to guard the reader against 
accepting in tolo the teachings of Tait. Although Tait speaks dogmati
cally, be has the right to do so. His experience as an abdominal sur
geon is both unique and remarkable. He does not reason from the 
standpoint of a theorist, but rather from that of one who is thoroughly 
familiar with his premises. 

If, then, we accept the classification given, we ha,·e to do with but 
three primary varieties of ectopic pregnancy-o\·arian, tubal, and tubo
uterine or interstitial. The secondary varieties are 1 abdominal and 
intra-ligamentary . 

For all practical purposes this classification is sufficient, though not 
absolutely correct. The exceptions noted are practically pathological 
curiosities. In dealing with suspected ectopic pregnancy, it is quite 
enough, during the early period of gestation, for the clinician to locate 
the fetus without the uterine cavity. N icety of diagnosis, as regards 
its exact location, is insisted upon by the "arm-chair" theorist rather 
than by the practical surgeon. 

Etiology .-The greatest confusion prevails regarding the causes of 
ectopic pregnancy. This is not strange, inasmuch as many points per
taining to the physiology of uormal menstruation and conception are as 
yet unsettled. Tait teaches that the uterus alone is the seat of normal 
menstruation and conception; that the ciliated lining of the Fallopian 
tubes prevents spermatozoa from entering them and facilitates the 
progress of the ovule into the uterus; and that the chief object of the 
plications and crypts of the uterine mucous membrane is to lodge and 
retain the ovule until it is impregnated, dies, or is discharged. Any
thing, therefore, which interferes with the function of the cilia of the 
tube may not only interfere with the passage of the ovule into the 
uterine cavity, but may permit spermatozoa to enter the tube and im
pregnate the retained ovu le. 

Bland Sutton* bolds this view to be mere speculation, though ad
mitting that it contains some elements of truth. Sutton, however, 
maintains that it does not explain all cases. He contends also that the 
usually accepted doctrine that the tubes are normally the meeting place 

*London Lancet, February, 1891. 
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of the ova and the spermatozoa in the human family is pure conjecture. 
He has devoted much thought and research to the subject. "In the 
first place," he says, u salpingitis so severe as to promote destruction 
of the tubal epithelium causes such profound changes in the tubes as to 
lead to stricture and complete occlusion of the abdominal ostia. It is 
exceedingly rare to meet in tubes denuded of their epithelium patent 
abdominal ostia.'' He further affirms that a careful microscopic exami
nation of se\·eral specimens of very early tubal pregnancy failed to 
disclose any evidence of loss of epithelium, or of old salpingitis. 

While in the light of the present conflict of opinion, due modesty of 
opinion regarding the causes of the accident is most becoming1 the 
probability of preexisting tubal disease acting as a causative factor, in 
at least a goodly number of cases, must be admitted. Ectopic preg
nancy occurs oftener in women who have never had children, or who 1 

after having had one or more, have gone for a long time without again 
becoming pregnant. There is, in the language of Tait, a seeming 
11 inaptitude" for conception, and a careful inquiry into the history of 
these cases will often elicit preexisting symptoms of more or less pelvic 
distress, which are at least suggestive of tubal disease. 

To make ectopic pregnancy possible, the spermatozoa must find their 
way beyond the uterine cavity into the Fallopian tube, for of course it 
is most improbable that an ovule after impregnation will pass from the 
uterine cavity again into the tube. This much is certain, and from a 
practical standpoint it matters but little whether the point of contact of 
the spermatozoa and the ovule is within the tube, the ovary, or the 
abdominal cavity. Any disease interfering with the passage of the 
ovule into the uterine cavity will, therefore, predispose to ectopic preg
nancy. Of the various affections, preexisting inflammation, especially 
salpingitis, with destruction of the ciliated epithelium, is undoubtedly 
the one most frequently responsible for the accident. Adhesions and 
malpositions of the tubes, obstructions from polypi, erosion, etc., must 
also be noted as probable mechanical causes. It is not difficult to com
prehend an occlusion of the tube sufficiently great to prevent the pas
sage of the ovule into the uterine cavity, thus causing it to lodge at 
some point within the tube, while permitting the passage of spenna
tozoa upward. The mucous membrane of the tube is very like that 
of the uterus, and since the ovule cannot find its way into the uterine 
cavity, it accommodates itself to the unnatural site, the Fallopian 
tube making a vicarious effort to care for it. 

To conceive of other causes than inflammation as giving rise to the 
accident, requires no great stretch of the imagination. The effect of 
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moral and mental emotions in arresting the downward progress of the 
ovule is at least worthy of consideration. \Vllen it is remembered that 
excessive joy, grief or fright may arrest or bring on menstruation, 
may arrest labor pains or precipitate labor, it is not difficult to compre
hend that such emotions may arrest the ovule at any point within the 
genital tract, or, indeed, may so reverse the action of the cilia as to con
vey spermatozoa entirely through the Fallopian tube into the abdominal 
cavity. Nor must we ignore the part played by traumatism, by uterine 
displacements, by tumors of various kinds, and, indeed, by those blood 
changes which so often exert a potent influence for evil upon all of the 
pelvic organs. 

Ectopic pregnancy may complicate normal pregnancy. Two interest
ing instances of this kind have recently been recorded. Hertzfeld * 
delivered a woman 1 aged tbirty·tbree, of her third child. The unusual 
size of the abdomen after labor led to the detection of a second living 
fetus without the uterine cavity. Laparotomy was perforrned 1 and the 
child, which died before the operation was commenced, extracted. 
Hertzfeld considered this to be a case of true ovarian pregnancy, basing 
his belief upon the fact that the right tube presented uo evidences of 
solution of continuity. The funis was attached to the uterine adnexa1 

and the appendages of the opposite side were in every respect normal. 
Byford t has removed a small lithopedion from each tube at one 

operation. Worrall t removed, at the Sydney Hospital (N. S . \\'. ) ,a 
fetus weighing nearly five pounds from a woman whose uterus contained 
a living child. The operat ion precipitated a miscarriage, both children 
perishing, though the mother recovered. 

P a t hology .-Pathological changes will vary according to the loca
tion of the fetus. The uterus in all cases takes on an increased vascu
larity, and its mucous membrane1 in anticipation of normal pregnancy, 
forms an imperfect decidua. The inner surface of the decidua shows 
no evidences of the attachment of the ovum, though its outer surface 
has chorionic villi. These will serve to distinguish the decidua of 
ectopic pregnancy from the membrane characterizing membraneous 
dysmenorrhea. 

The nearer the ectopic pregnancy is located to the uterus the more 
marked will be the changes within this organ. The tube takes 
on hypertrophic changes because of its increased turgescence and 
vascularity. In iuterslilial pregnancy the walls of the corresponding 

* Le Bulletin Medical, Paris, April, I891. 
t Manual of Gynecology, i895, p. 463. 
t 1\Iedical Press and Circular, London, March, 1891. 
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side become decidedly thickened, and the whole organ is markedly in· 
creased in size. In Fallopian pregnan01 1 on the other hand, and espe· 
cially if the ovum is lodged near the fimbriated extremity of the tube, 
the increase in the size of the uterus is not so great. Admitting the 
possibility of 01.'arian pregnancy, it is probable that, were it to occur, 
the \·ascularity of the uterus would be even less than in Fallopian preg. 
nancy proper. In all forms of ectopic pregnancy the size of the uterus 
never corresponds to the period of gestation, although it always under· 
goes certain hypertrophic changes. In the early months of gestation a 
corpus luteum is usually present. Strangely enough, it is sometimes 
located in the opposite ovary. 

In abdominal pregnancy the sac may be composed either of the m·ular 
membranes alone, or in addition to these an ad\•entitious membrane, 
the result of peritoneal irritation. The modus operandi of the forma· 
tion of this adventitious membrane does not differ materially from that 
enclosing an intra·peritoneal hematocele due to any cause. 

In abdominal pregnancy, whether primary or secondary, the fetus is 
sometimes found without any encysting membrane of any sort. It is 
claimed by Tait, as has been shown 1 that this form of pregnancy 
(abdominal) is of exceedingly rare occurrence; that a rupture into the 
free peritoneal cavity, whether primary from the tube or secondary 
from the folds of the broad ligament1 is almost invariably fatal unless 
an operation is at once resorted to. As an exception to this rule he 
cites the now famous Jessop case, in which the fetus was not encap· 
sulated, but was absolutely free in the peritoneal cavity. In Jessop's 
case, Tait believes that the ovum was primarily within the Fallopian 
tube; that a rupture occurred at the tenth week, the ovum escaping 
into the right broad ligament; and that a secondary rupture took place 
at the seventh or eighth month, the fetus then escaping into the peri· 
toneal cavity, where it continued its life amongst the intestines. The 
placenta was found 11 plastered over the pelvic contents.'' Instances 
where the fetus is found in the free peritoneal ca\1 ity with absolutely 
no investing membrane are not of common occurrence. I think, how· 
ever, that the case of my own, (Plate XXXI) can be placed side by 
side with Jessop's case. 

The placenta may be attached to any, or, indeed, to all of the pekic 
and abdominal organs. In broad ligament cysts it is often attached to 
all of the pelvic contents; at other times it may be found in intimate 
contact with some portion of the abdominal walls, the intestines, or the 
omentnm. In my own case of intra·peritoneal pregnancy, it was ut· 
terly impossible to define its attachments. 
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The position of the uterus will depend upon the location of the 
ectopic cyst. When within the folds of the broad ligament it is pushed 
to the opposite side and upwards; when in the cul-de-sac of Douglas 
it is carried forward and abo\·e tbe pubes; and in the rare instances in 
which the cyst is located in front of the uterus. the organ is pushed 
backward. 

A UTERl'S ANO ITS APPENDAGES, SHOWlNG GRE.\T DILATATION 01~ THE RIGHT 

FALtOPIAN TUBE, \\'HJCH CONTAINS A FETUS OF ABOUT THE THIRD l\IONTH. 

(11/useum R. C. S. Pltofograp!ted bJ' lite Aul/tor.) 

"From a woman, aged 22, admitted into hospital with severe pains in the hypo· 
gastrium, of a month's duration. Had menstmated regularly. A hypogastric 
tumor was discovered; it appeared to contain fluid and to be surrounded by large 
pulsating ,·essels. Because of the peculiar discoloration of the inner aspect of the 
\'Uka, pregnancy was suspected. The tumor was tapped /JO' rectum with an aspi
rator, and a pint of bloody fluid was thus remo,·ed. ..\styptic solution was injected 
to control hemorrhage and at once drawn ofT. The patient dierl suddenly four days 
later, having- passed a decidua 011 the third day. Blood was found diffused over 
the peritoneum and i•suing from an aperture i11 the upper part of the back of the 
tubal cyst. "-/Jr. C. !-.'. F. Nn11tl1. 

55 
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After the death of the fetus the cyst aud its contents take on marked 
changes. In the yast majority of cases the fetus undergoes decompo
sition and suppuration. Occasionally, howe\·er, the liquor anrnii is ab
sorbed and the cyst shrinks. The fetus may also undergo calcareous 
degeneration and become converted into a lithopedion ( Plates XXXIII 
and XXX IV ) ; it may be transformed into a peculiar matter termed 
adipocere ( a union of fatty acid with ammonia ) ; or it may become mum
mified a nd indurated from absorption of its fluids. In rare instances it 
remains for an almost indefinite period unchanged. \Vhen the cyst 
undergoes degenerat ion it usually becomes attached to some of the sur
rounding organs; if to the Yagina or bladder or the intestinal canal, its 
contents may be discharged through one of these channels after disin
tegrat ion , or they may escape externally through the abdominal wall. 

FIG. 259. 

A VTERt;S WITH THE FALLOPIAN TunEs AND OVARIES. 

The right tube is lairl open and contains a fetus ahout an inch in length, with the 
extremities just budding. There is a large corpus luteum in the right O\·ary 
which is not shown in the illustration. ( !llus£•um N. C S. Pliotographed by 
tlte//utltor. ) 

Tait asserts that in tub::>·interstitial pregnancy rupture invariably 
occurs into the peritoueal cavity. The case coming under my own ob
servation1 whose record I append to this chapter, is, I believe, one of 
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interstitial pregnancy in which the rupture occurred into the uterine 
cavity. ~imilar cases are recorded by Parkes, Monteil, Hodge, Muncie, 
Thomas, and others. 

Symptoms.-In by far the larger number of instances the existence 
of ectopic gestation is not suspected until the symptoms of rupture 
present themselves. Very pretty clinical pictures of the early symp· 
toms are put forth in most of the text·books, which, if in harmony 
with the facts, would enable the physician to diagnose ectopic gestation 
with but little difficulty. Unfortunately, clinical manifestations often 
occur with an obstinate disregard for set rules. This is preCminently 

FIG. 26o. 

A l°TERUS WITH ITS APPENDAGES. 

The fimbriated extremity of the left Fallopian tube is dilated into a thick.walled cyst 
two inches in diameter, which contains a fetus three.quarters of ~n inch long, 
with its membranes and placenta. The right O\·ary is cystically degenerated. 
Covcriug the peritoneum which invests the back of the uterus is a thick layer 
ofdecolorized fibrin which is partially turned down. (tJluseum R. C. S. Photo. 
graphed bJ• the "' Jut/tor. )* 

"From a lady aged 31, the mother of three children. Four months before her 
death she ceased to menstrnate: two months later an attack of severe hypogastric 
pain and collapse occurred, and in eight days a perfect decidua was discharged. 
This was followed in a few days hy a second attack of pain in the hypogastrium, 
and a swelli11g above and to the left of the vagina was detected. She died within 
ten minutes of a third attack. Three thin layers of coagula were found in Douglas' 
pouch: the cl eepest 1 displayed in this specimen, most probably represents the first 
attack of hemorrhage; the middle layer was decolorized. but soft, and may ha\'e 
been the result of the second attack; the third was soft and dark red , evidently quite 
recent." tSee "Trans. Obstet. Soc.," Vol. XXL, p. 169. )-Atbert Doran 
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true with the accident under consideration. A careful review of the 
clinical history, after rupture, will usually disclose the preexistence of 
more or less peldc distress, associated, possibly, with amenorrhea or 
irregular hemorrhages from the uterus; yet how many women suffer 
from quite as much distress and quite as decided irregularity of the 
menstrual function because of other causes than ectopic gestation. It 
must, therefore, be understood that what is said regarding the symp
tomatology during the early months, and up to the period of rupture, is 
subject to innumerable exceptions. The symptoms may, however, be 
looked for in something like the following order:-

!. Very often a considerable period of sterility followed by general 
and reflex symptoms of pregnancy. 

2. Associated with general and reflex symptoms of pregnancy are 
those of disordered menstruation-usually irregular uterine hemorrhage 
attended by severe pelvic pain . 

3. Symptoms of pelvic inflammation, especially marked by tender
ness in one or the other iliac region. The tender area is frequently 
the seat of irregular spasmodic pains. 

4. The presence of a pulsating tumor in the region of one or the 
other broad ligament, which is dense, sensitive and continues to grow. 

5. Lateral displacement of the uterus, which is slightly enlarged but 
empty. 

6. Au attack ol severe pain in the pelvis followed by shock, collapse 
and all of the symptoms of hematocele. 

7. Renewed uterine hemorrhage with the expulsion of the decidua, 
wholly or in part. 

A clinical history such as the foregoing would, if presented entire, 
make the diagnosis very certain . I know of no means, however, 
whereby the average woman, otherwise healthy, can be made to con
sult her physician previously to the period of rupture, much less to 
subject herself to a careful physical examination. If she be wise 
enough to adopt such a course, and there should be found at one side 
of the uterus a gradually growing tumor, possessing the characteristics 
given and attended by the symptoms enumerated, the patient should at 
least be carefully watched. 

The condition most liable to be confounded with early ectopic gesta
tion is a retroflexed pregnant uterus. J aggard * reports a case of this 
kind in which the vaginal portion of the cervix was so much elongated, 
and the lower uterine segment so thin and compressible, as to occasion 

*Journal Am. l\Ied. Ass., January, 189r. 
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great doubt. To add to.the confusion there were pain, hemorrhage, and 
the expulsion of a supposed decidua. The genu-pectoral posture cleared 
up the diagnosis. Had the fundus been adhered the confusion would 
have been still greater. 

If the life of the fetus is not destroyed by the rupture, or if it con
tinues to grow in the region where primarily located without rupture, the 
symptoms will become more marked as time progresses. After the 
heart sounds are heard there is, of course1 110 longer any doubt as to the 
existence of pregnancy i it then remains only to determine its variety. 

As gestation advances the usual signs of pregnancy become more dis
tinct. Irregular uterine hemorrhage may continue, especially if the 
decidua has not been entirely thrown off, for an indefinite period. The 
fetal heart sounds are often intensified because of the thinness of the 
intervening tissue. For the same reason the fetal movements are felt 
with greater distinctness than in normal pregnancy. After rupture, 
the spasmodic pains usually disappear for the time being, to recur1 if 
the ovum survive, at a later period. They become unusually severe as 
gestation approaches term. 

Pftysica/ exploration will reveal the uterus enlarged, but the increase 
in size does not correspond to the period of gestation . The cervical 
changes, although marked, are not as decided as in normal pregnancy. 
The entire organ is usually displaced laterally, upward, and forward. 
A tumor will be found in the posterior cul-de-sac1 or in the region of 
one or the other broad ligament, and it is often possible to outline dis
tinctly the fetal parts through the posterior vaginal wall. 

Upon inspection the absence of symmetry of the abdomen is very 
noticeable-the enlargement being greater upon one side. The increase 
in the transverse diameter is especially prominent. 

Palpation will indicate the superficial location of the fetus, though 
a reliauce upon this sign is sometimes misleading. There is in this 
connection one source of error, alluded to by Parry and Tait, which 
may make the diagnosis very uncertain. I refer to extreme thinness 
of the abdominal and uterine walls in otherwise normal pregnancies. 
Such a case recently passed under my observation. The patient , ret. 
27, was unmarried and had a kyphotic pelvis. The tissue intervening 
between the examining hand and the fetal parts did not seem much 
thicker than parchment. The distorted pelvis caused au irregularity 
in the abdominal enlargement which added greatly to the confusion. I 
first saw the case at the beginning of the eighth mouth of gestation, 
and remained in doubt as to the actual location of the fetus for four 
weeks, though making repeated examinations. At the beginning of 
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the ninth month the uterine tissues began to increase in thickness, and 
I succeeded in reaching the presenting part through the cen·ix 1 which, 
of course, determined beyond all doubt the presence of the child within 
the uterus. During the past year another similar case was brought to 
me for the purpose of ba\·ing an operation, a diagnosis of ectopic preg
nancy having been made by a surgeon of extended experience. Exami
nation under ether re\'ealed the fetus within the uterus, the uterine 
walls being so thin and distended as to make it impossible to locate the 
fetus without anesthesia. 

In order to emphasize the importance of this point I cannot do better 
than quote in detail from Lawson Tait.* He says:-

" This condition of extreme thinness of the uterine walls, in a preg
nancy perfectly normal in every other respect, is a point which has not 
yet received the notice it deserves. It is, however, of sufficiently com
mon occurrence to be a source of difficulty and danger, and, therefore, 
I propose to say here what I have noticed about it, in the hope that it 
may draw the attention of some one engaged in obstetric practice who 
may be able to investigate it more fully. I can now recall eight cases 
in which I have been consulted concerning a supposed extra-uterine 
pregnancy, yet in which there ·was only an extreme thinness of the 
uterine wal1s. I have no record of three of the cases, but of the others 
I have more accurate data than mere recollection. The features of all 
of them have much in common, and the known histories of four quite 
established this. The ordinary symptoms of pregnancy were present 
in all of them, and in only one was there any doubt as to its existence. 
The question generally was: Is the child in the abdominal cavity? and 
sometimes I had great difficulty in persuading the gentlemen who 
brought the patients to me that the position of the child was normal. 
Save in one case-that seen by me with Dr. Whitwell, at Shrewsbury
there was a marked absence of the liquor amnii, so that the movements 
of the child could be seen and felt in a most striking manner. In the 
pelvis the finger came upon the presenting part of the fetus, as if it lay 
immediately under the mucous membranei and it was only on very 
careful investigation that the attenuated cervix uteri could be made 
out, spread over the body of the child." 

At the end of the normal period of gestation in ectopic pregnancy a 
spurious labor usually sets in. The pains are so much like those of 
natural labor that nothing wrong may be suspected until a physical ex
amination reveals the unnatural state of affairs. They are intermittent 

* "Diseases of Women and Abdominal Surgery." 
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and periodical in character. This spurious labor ,·aries in duration 
from a few hours to two or three weeks. Occasionally it does not occur, 
but in most instances a careful inquiry into the history will reveal the 
fact that pains not unlike those of labor were present at or about the 
time fetal mo\·ements ceased to be felt. The pains vary greatly in 
severity, and it is their occasional trivial a11d fugiti\'e character that 
causes the patient to forget e\·er hadug had them unless her memory 
is especially j"gged. 111 most instances, howe,·er, they are sufficieutly 
severe to cause most excruciating suffering. 

A hemorrhage from the uterus usually accompanies the spurious labor. 
It is followed by a discharge much like that of the lochia. 

It is probable that the fetus lives but for a short time after the occur
rence of the false labor, and its death is to be accounted for by the 
changes which occur in the utero-placental circulation. Nature, even 
when working under great disadvantages, makes an effort to observe 
certain fixed laws. The time has come for fetal expulsion and ces.sa
tion of the utero-placental circulation. The fetus, of course, cannot 
be expelled spontaneously, but the placental circulation can be cut off, 
and is, though gradually . How Jong after the full period of develop
ment the child can live is a mooted question; it is possible that, in 
certain cases, life may be maintained for some time after the end of 
normal gestation is reached 

After the death of the fetus it may undergo any of the changes which 
have been indicated under the head of pathology, though rarely does 
the system tolerate its existence for any length of time. An effort is 
usually made, ~ooner or later, to expel it through inflammation and 
suppuration. It is true that an encysted fetus is not incompatible with 
life, and, indeed, with a fair degree of health and comfort. The condi
tion is, however, one nc,·er de,·oid of danger, for with the slightest 
provocation the cyst is liable to become inflamed and to undergo sup
puration. In those rare instances where the fetus has been carried for 
years it is transformed into a lithopedion, or undergoes calcareous 
degeneration. ( v. Plates XXXllI, XXXIV. ) 

Diagnosis.-Ectopic gestation is to be differentiated from
Acute pekic cellulitis aud peritonitis; 
Pelvic hematoc.ele due to other causes than ectopic pregnancy; 
Conception in a rudimentary born of a double uterus; 
Peh-ic abscess: 
Pyosalpinx; 
Uterine myofibromata. 
In arn/e pelvic celtulilis and peritonitis no history of pregnancy will 



be elicited. There will be a history of inAammation, with the sudden 
formation of a tumor within the pelvis ( within the space of a few days). 
The peculiar, spasmo<lic. colicky pains so characteristic of ectopic preg
nancy are wanting; there are no mammary changes and the uterus is 
but slightly enlarged. 

In pelvic ltematocele due to causes other than ectopic pregnancy, it 
will many times be utterly impossible to make an absolute diagnosis. 
The absence of all preexisting signs of pregnancy will at least lead the 
examiner to suspect that the source of the effused blood is some other 
than a ruptured extra-uterine pregnancy cyst, but, as I have already 
endeavored to shmv, these signs and symptoms are so often wanting in 
ectopic gestation as to make their absence of little value in determining 
the actual cause of the hematocele. 

As a rule when rupture takes place into the free peritoneal cavity the 
pain is less severe, though the constitutional symptoms are more marked, 
than when the blood escapes into the folds of the broad ligament. 
Then, too, in the latter condition (pelvic hematoma) the tumor is cir
cumscribed, it is fixed laterally, and frequently causes stricture of the 
rectum. 

When conception occurs in one side of a double uterus certainty of 
diagnosis is oftentimes utterly impossible. The changes in the uterus 
are very much greater than is the case in ectopic pregnancy proper, 
and our chief reliance wi 11 ha Ye to be placed upon these changes. 

In pelvic abscess, due to causes other than suppuration of an ectopic 
pregnancy cyst, there will be a clinical history of the primary lesion
inflammation, pyosalpinx, etc. 

Pyosa!pinx is, perhaps, oftener confounded with ectopic pregnancy 
than any other condition. None of the symptoms of pregnancy will, 
however, be elicited. Should the pyosalpinx rupture, the symptoms of 
shock and peritonitis are much the same, though the collapse is not as 
a rule nearly so profound as that which follows upon rupture of an 
ectopic pregnancy cyst. The early symptoms of sepsis are, however, 
more pronounced. 

In uterine 11lJ'ofibromata there is no history of pregnancy. The 
tumors are painless. Their presence does not ordinarily give rise to 
spasmodic, colicky pains, and they do not grow with the same rapidity 
as does a cyst due to ectopic pregnancy. Should fibroids complicate 
intra-uterine pregnancy the confusion may be very great ( p. 657). In 
none of the foregoing conditions is there a mass expelled from the 
uterus whose surface is covered with chorionic villi. 

It is not often possible to determine the varieiJ' of ectopic gestation. 
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There are certain peculiarities, howe\·er , pertaining to each \·ariety 
which are worthy of consideration . In abdominal pregnant)' , for in
stance, the uterus will be found but slightly enlarged. Its size will not 
be increased as markedly as in the other two forms, and the child can 
be moved about in the abdominal cavity Yery much more readily than 
is the case when enveloped either by the tube or the folds of the broad 
ligament. In tubal pregnan01 the enlargement will be more unilateral 
and the tumor somewhat separated from the uterus. Ballottement is 
much more distinct than in the abdominal var iety. Interstitial preg
nancy is the rarest of all forms. It gives rise to an irregular enlarge
ment of the uterus and is intimately connected with it, though the 
organ will be found empty . 

The diagnosis, after tlu deatli of tlte child, may present many difficul
ties unless, indeed, suppuration has already occurred and pieces of the 
fetus have been expelled through the bowel, vagina, abdominal wall 1 

or bladder. The history of the case will ordinarily afford much valu 
able information. Patients believe themselves to have been pregnant, 
and, if they also relate a history of spurious labor followed by cessa 
tion of the fetal movements, the diagnosis is pretty certain. After 
the death of the fetus the abdomen decreases in size and the cause of 
the enlargement may be attributed to some other condition-ovaria'.n 
cyst, fibroid tumor, cancer, etc. While the examiner should rely much 
more upon physical signs than upon the history given by the patient, 
the most careful physical exploration may fa il to reveal the actual con
dition. If the symptoms of suppuration present themselves, the pus 
should be evacuated as soon as expedient and the remains of the fetus 
removed. This will, of course, clear up the diagnosis, and in most 
instances promote a cure as well. 

Prognosis.-Ectopic pregnancy is always a serious condition . It is 
said that the abdominal variety is the most favorable of all, but even 
here the prognosis is quite bad enough. If rupture does not occur before 
the fourth .month, there is strong probability that gestation will continue 
until term, at which time there is again the greatest liability to rupture. 
In the e\·ent of rupture, if it occurs into the free peritoneal cavity, the 
larger proportion of cases die as a result of the hemorrhage unless 
operative interference is immediately resorted to . Rupture into the 
folds of the broad ligament, as we ha\·e seen in dealing with extra
peritoueal hematocele, is a much less fatal accident. 

After the death of the fetus, suppuration and blood-poisoning usually 
terminate life. It is true that a patient may carry an extra-uterine fetu 
for an indefinite length of time without serious incon venience or dis-



866 A TEXT-BOOK OF GYNECOLOGY. 

tress, but this is a rare exception to the general rule, and she is never 
free from danger while so doing; a slight accident of any kind may 
excite suppuration. 

It is true also that spontaneous recoveries are reported after suppura
tion had set in, the fetus being expelled piecemeal through some of the 
avenues already mentioned. That a few recoveries under these circum
stances should have taken place only proves the physkal endurance of 
some women; it certainly does not justify an expectant plan of treat
ment after the diagnosis has been made. 

Treatment.-\Vith the frightful mortality attending unmolested 
ectopic gestat ion confronting us, there is little need of argument in 
favor of some form of operative treatment. Death from hemorrhage, 
peritonitis, septicemia or exhaustion, is the termination in such a \·ery 
large proportion of cases as to have caused a general acceptance of the 
proposition laid down by \Verth to the effect that " Extra-uterine 
pregnancy is a malignant neoplasm and should be treated as such.'' A 
woman's life is in jeopardy as long as she carries an ectopic cyst, and 
the danger begins from almost the very inception of pregnancy. Even 
after the fetus has been transformed by degenerative changes into an 
'• inert mass," the danger is very great. The treatment, therefore, is 
simply reduced to a queslion of method and lime for operative inter
ference. 

The conflict of opinion that exists among modern authorities has to 
do largely with the management of the gestation when the patient's 
life is not immediatel y threatened by rupture or hemorrhage. In the 
treatment of ruptured cyst with active hemorrhage into the free peri
toneal cadty the dictum of Stephen Rogers, enunciated as long ago as 
1867, to the effect that '·.The peritoneal cai1ity must be opened; the bleed
ing vessels must be ligated,''* has become the guiding principle of all 
surgeons. 

* I desire again to call attention to the fact that the credit of this dictum belongs 
to the late Stephen Rogers, an American surgeon. The quotation given is taken 
from the "Transactions of the American :Medical Association" for 1867. the essay 
(which fairly teems with suggestions which ha,·e now become recognized surgical 
principles ) being reprinted in pamphlet form. In reviewing Lawson Tait's" Lec
tures on Diseases of the Q,·aries ," in i888, T called his. attention to Rogers' essay. 
A copy of the review falling into Mr. Tait's hands led him to write me thanking me 
for calling his attention to the essay of Rogers, of which he had never pre,·iously 
heard. I sent him my only copy, but he does not allude to it in his "Diseases of 
Women and Abdominal Smgery," which was given to the prnfessiou early in 1889, 
except in a quotation taken from Parry. Parry gives Dr. Herbert (also an Ameri· 
can surgeon ) the credit for first suggesting celiotomy to save a woman dying from 
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Pre\'iously to the period of primary rupture the questions, then, 
which confront the surgeon are: Shall the abdomen be opened and the 
cyst remo,·ed as soon as discO\·ered? Shall measures be resorted to 1 

having for their object the destruction of the o\'um? Or shall the preg· 
nancy be permitted to continue to term with the hope of deli,·ering a 
living child through the abdomen? 

I. Shall the abdomen be opened and the l)'SL removed as soon as dis
covered.) As has already been intimated, ectopic pregnancy is not sus
pected in by far the larger number of cases until rupture occurs. If a 
fairly certain diagnosis can be made of an ovum within the Fallopian 
tube, or if the patient present symptoms which in themselves gh·e rise to 
suffering sufficiently great to justify an exploratory operation, I think 
that the indications are clearly to open the abdomen, and, if an ectopic 
pregnancy cyst be found, to remove it at once. This I did in one of my 
recent cases and have no cause to regret the course pursued. The possi
bility of ectopic gestation continuing to term without interruption is so 
remote, and the maternal dangers are so great, as to make this course 
almost imperative. But let the uncertainties of diagnosis at this period 
be borne in mind. The surgeon who is go\'er:ned in all cases by dog
matic rules will probably more than once open the abdomen to find that 
the tumor is not due to ectopic pregnancy, but to some other patho
logical condition. Since an exploratory incision in the hands of a 
skilled laparotomist under modern antiseptic methods is not a dang
erous procedure, the mistaken diagnosis will ordinarily be followed 
by no bad results; and if the local symptoms are such as to simulate 
ectopic pregnancy, the disease, usually a pyosalpinx, can be removed. 
After the fifth month, if the fetus is dead, I think that an abdominal 
section should undoubtedly be made. There !nay be some question as 
to the advisability of celiotomy immediately after death occurs,£. e., 
before the cessation of the utero-placental circulation. The majority 
of authors advise against the immediate operation because of the 
increased danger from hemorrhage. In its favor there is to be said that 
there is much less danger from peritonitis and septicemia, and since we 
hm·e learned to control hemorrhage by gauze packing the danger from 

early rupture of the cyst. Whether :\Ir. Tait has elsewhere acknowledged the bold 
teaching of Rogers (and it was indeed bold at that early elate) I do not know. 
Parvin, and Thomas (the last edition of Thomas & :Munde ) also mention the teach
ings of Rogers only in an incidental way. This rather surprises me, for, in the 
light of 1867, Rogers' radical arguments show him to have been a man of clear 
co11ception and great originality. Greig Smith in the last edition of his work on 
Abdominal Surgery ( 1896) refers to the essay of Rogers. 
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bleeding is reduced to a minimum. As soon as sepsis manifests itself, 
an operation is not only indicated but imperati\·e. 

I think , too, that even in those instances where the fetus bas been 
transformed into a lithopedion, and tolerance of it is practically estab
lished, the danger of non-interference is much greater than is an opera
tion for its removal. A "quiescent lith opediou, " as shown by Tait, 
Campbell, Parry, and others, is of decidedly rare occurrence, and a 
woman is never for a moment safe while carrying within her abdomen 
any of the products of an ectopic gestation. 

Other considerations calling for immediate operative interference are: 
suppurating fetal cysts, and pregnancy in a rudimentary uterine cornu. 
In the first instance, even though the cyst abscess is already discharg
ing, the processes of nature must be hastened. In the majority of cases 
it is not necessary to open into the abdomen, the fistula indicating the 
preferable point for incision . Wh : n the fetus is within a rudimentary 
cornu the mortality in unmolested cases, according to the statistics of 

· Bandl, is o"Uer seventy-seven per cent. Owing to the difficulty of ob
taining a suitable pedicle; it is best to remove the entire fundus, as in 
Porro's operation. 

2 . Shall measures be resorted lo, /iaving for tlui1· object Ifie destruction 
of tlze ovmn before laparotomy is peiformed? It is a well-known fact 
that if the ovum perish during the early weeks of gestation it ordi
narily gives rise to no further trouble. \Ve have seen that it is alto
gether probable that when Fallopian pregnancy ruptures into the broad 
ligament, ovular death with absorption is the rule rather than the ex
ception. This, at least, is the teaching of Tait and others of extended 
observation. \Ve have seen, too, that it is utterly impossible, in by far 
the larger number of cases, to distinguish a broad ligament hematocele 
due to ruptured ectopic pregnancy from one due to other causes. Since 
this is the case it seems to me eminently proper, when the rupture has 
evidently taken place into the broad ligament, to resort to measures 
which tend to destroy the life of an early ovum. From present data it 
is difficult to estimate the rnlue of electricity for this purpose. The 
accuracy of diagnosis is ever to be questioned, even in the hands of 
men whose reputation is established; yet I think that the utility of elec
tricity can hardly be denied in properly selected cases. I would not 
use it if I thought that the ovum were still within the Fallopian tube 1 

for fear of inducing rupture; nor should I use it in large ectopic cysts. 
I should limit its use to broad ligament hematoceles, whether due to 
ectopic pregnancy or to other causes, with a view, first, of destroying 
the vitality of the ovum should it be alive, and, secondly , of promoting 
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absorption of the hematocele. \Ve have in gakauism an iuYaluable 
agent for the latter purpose, and it is reasonably certain that a strong 
galvanic current p'.lssed through the tumor will also kill an early ovum. 
Since this is so I cannot conceive of gakanism doing harm, and it may 
do much good . It is at least worthy of trial. 

On the other hand, I cannot conceive of anything more Hnsurgical 
than the destruction of the fetus by galvanism, or by any of the methods 
presently to be mentioned, after the fourth mouth. After this period 
the changes following the death of the fetus are such as to make its 
destruction, to my mind at least, a most unwise procedure. 

E lectro-puncture and faradization have also been used with alleged 
success. Electro-puncture strikes me as a more dangerous expedient 
than is exploratory laparotomy, and infinitely less satisfactory. The 
faradic current, restricted to the class of cases which I have described, 
would probably be harmless, though the recent experiments of A. 
Martin go to prove the greater destructive properties of the galvanic 
current. Martin passed a strong faradic current, and a galvanic cur
rent of fifty milliamperes. through a large number of eggs in different 
periods of incubation. Eighty per cent. of those acted upon by farad
ism hatched, while none treated by galvanism did so. 

The injection of morphin, strychnia, ergoti11, etc., and the internal 
administration of iodid of potassium, mercury, and other similar agents 
for the purpose of killing the ovum, have been resorted to in the past, 
and are still mentioned by a few writers as justifiable procedures. At
tention is called to them under this head only for the purpose of con
demning their use. They are all inferior to electricity and infinitely 
more dangerous. 

In those rare instances where maternal death does not immediately 
result from intra·peritoneal rupture and hemorrhage, the blood becom
ing encysted, I do not think it wise to operate if the patient rallies and 
does not show symptoms of sepsis or serions peritonitis. Nature will 
sometimes take care of a large hematocele of this kind and the p3tient 
regain her health perfectly. I have in mind , of course, those instances 
where the surgeon does not see the case until some days after the hemor
rhage has occurred and the blood has already become encysted. The 
surgeon should, howe\·er, hold himself in readiness to operate at once 
should symptoms of sepsis or renewed hemorrhage supervene. 

3. Sha/L the case be permitted to contimte lo term with I/le hope o/ 
delivering a Living clu"Ld through lite abdomen? Iu considering this 
question we are again confronted with the most diverse opinions of men 
whose authority is established beyond peradventure. It seems to me 
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that the rights of the fetus have been in the past too much ignored. 
After the fifth month there is certainly a fair prospect of gestation con
tinuing to term without rupture, and, should rupture occur, the danger 
attending celiotomy is not much greater than is the operation preYi
ously to the accident-providing, of course, the patient is easily acces
sible. This is especially true if we can convince ourselves that in all 
probability the pregnancy is abdominal. Jessop, Eastman, Braum, 
Breisky, Tait,* and Koeberlet have all succeeded in delivering living 
children through the abdomen. In my case of intra-peritoneal preg
nancy I believe that the child could have been saved had the operation 
been performed earlier. At any rate the results already obtained force 
the claims of the fetus upon us after the fifth month. During the early 
period of ectopic gestation the maternal dangers are so great, and the 
chances of the ovum surviving the period of rupture so slight, that we 
are compelled to ignore these claims. After the fifth month, however, 
we can only look upon any operation having for its object the inevitable 
death of the fetus as a sfi'gma upon lite obstetric art. The brilliant re
sults obtained by Tait and others justify the hope that during the 
coming ten years feticide, even in ectopic gestation, will be practised 
much less often than formerly. Nevertheless, here, as in all branches 
of abdominal surg~ry, fixed rules and dogmatic teaching will ever be 
set aside by the surgeon whose skill and ingenuity make him equal to 
any exigency or emergency. Such a one will look upon the delivery 
of a living child at term through the abdominal wall, from a living 
mother, as "the crowning triumph of obstetric surgery." He will 
not, however, when the odds are greatly against the mother, hesitate 
to sacrifice the fetal life for the sake of saving hers. 

The general principles to be observed in the management of ectopic 
pregnancy may be summed up as follows:-

1. When life is threatened by hemorrhage from a ruptured cyst, no 
matter what the period of gestation may be, Ille abdomen should be im
mediale(y opened, lite bleeding point secured, and Ille products of the con
ception removed. Immediate laparotomy should also be resorted to if a 
fairly certain diagnosis can be made predously to the fifth mouth; if 
symptoms of septicemia present themselves at any period of gestation; 
if suppuration occurs; and 1 finally, if the products of ectopic pregnancy 
are found in the form of a lithopedion, even though apparent tolerance 
has been established. 

*Tait has sa,·ed three children and two mothers. 
t Koeberle sa,·ecl four mothers and se,·en children out of nine operations 
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2. \Ve are not justified in resorting to measures for destroying the 
life of the fetus except when rupture occurs into the broad ligament 
folds previously to the fourth month, when galvanism may be used. 

3. After the fifth month if the fetus is living we are justified, if the 
conditions are favorable, in temporizing, with the hope of delivering 
at term a lidng child through the abJomen. This with a full con
sciousness that many cases will present elements of danger demanding 
immediate operative iulerference. 

Technique of the A pplication of Electricit y .-One pole is ap
plied as closely to the tumor as possible, either through the vagina or 
the rectum. If the galvanic current is used, the negative pole should 
be the direct one. A large dispersing electrode is placed over the ab
domen. The strength of the current should range from twenty-five 
to seventy-five milliamperes. The sittings should continue for from 
ten to fifteen minutes, and should be repeated every other day until the 
tumor ceases to grow and diminishes in size. A sharp faradic current 
may be passed for a short time after the galvanic. 

Technique of L aparotom y fo r E ctopic Gestation.-The general 
principles of abdominal section, applicable to all cases of laparotomy, 
are, of course, to be observed. These have been elsewhere discussed 
(Chapter XLVI), and I shall at this time refer to a few special points 
only. 

Before and soon after the death of the fetus the great element of 
danger is hemorrhage. In early tubal pregnancy there is no difficulty 
in obtaining a pedicle, and the entire mass should be ligatured and cut 
off, either before or after rupture. The abdominal wound may then be 
closed either with or without drainage, as the case may require. 

From the fifth month on, such a course as this is rarely ever practi
cable, for it is usually extremely difficult to remove the entire mass. If 
the sac can be more easily reached by making a lateral abdominal in
cision, this should be done. Indeed, the lateral incision made parallel 
to Pou part's ligament, when the pregnancy is intraligamentary, is ordi
narily preferable to the central, for there is less danger of opening into 
the peritoneal cavity. If it is possible to reach the sac without invading 
the peritoneal cavity, Tait recommends the following procedure:* 
0 When the sac is opened the fetus is to be carefully lifted out by the 
feet, using great care not to lacerate the sac or abdominal wall. If the 
child is living some one disengaged should take immediate charge of 
it. The umbilical cord should be cut off quite close to the placenta, 

*''Extra-uterine Pregnancy,'' Strahan, 1889, p. 111. 



the placenta squeezed as empty of blood as possible, the sac cleansed of 
all blood, loose membranes, etc., and then washed with warm water, 
the sutures carefully placed, the sac again washed out with clean water 
by means of a siphon trocar, and the stitches drawn tight , with a small 
trocar still in the wound. The sac should then be emptied of all the 
water possible, the trocar taken out with precautions against the ad
mission of air, and the wound Lota/Ly closed." 

Tait thinks that this is the best method of dealing with the placenta, 
and he has tried all, tbough most American surgeons prefer to leave 
the cavity open and pack it with gauze. He has twice removed it 
entire, in each case saving both the mother and child. The hemorrhage 
was controlled by perchlorid of iron. Occasionally it is possible to 
secure the main vessels of the pedicle, when the placenta should always 
be removed; or it may be possible, in certain instances, to create a 
pedicle and remove the entire sac. Oftener the attachments are exten
sive, and the placenta should be left unmolested. 

\Vhen the peritoneal cavity is opened into1 care should be taken not 
to injure the placenta in opening the sac. If it is clear that the re
moval of the sac will be attended with great difficulty it should be 
stitched to the abdominal wound. No traction should be made upon 
the placenta and cord. The sac may now be treated as recommended 
by Tait, or it may be washed out with a 1: 4000 bichlorid solution and 
packed with iodoform gauze. The gauze can be safely left in the cavity 
for three or four days. After the removal of the gauze the cavity is 
kept thoroughly clean by frequent irrigation. The placenta is detached 
piecemeal and the cavity gradually closes by granulation . A glass 
tube may be introduced instead of the gauze. 

If the vagina can be easily penetrated without injuring the placenta 1 

a drainage-tube may be passed into it through the bottom of the sac, 
and if the cavity is not too large the abdominal wound may be closed. 
As the sac fills in the tube can be gradually withdrawn. Should de
composition supervene when the placenta is hermetically sealed by the 
method of Tait the sac can be reopened and the decomposed placenta 
removed with but little danger from hemorrhage. 

If the fetus has been dead for some time, matters are much simplified. 
It is now no longer advisable to close the wound hermetically. If 
placental decomposition is already established the organ can be removed 
at once and hemorrhage controlled by gauze packing or by ligatures. 
An effort should be made to remove the entire sac. Drainage is here 
a sine qua non. 

In those rare instances where the fetus is intra-peritoneal and with-
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out auy investing membrane, as in Jessop's case and my own, there is 
no sac other than the entire abdominal cavity to deal with. In Jessop's 
case the child was living and the placenta 11 covered the inlet of the 
pelvis like the lid of a pot, and extended some distance posteriorly 
abo\·e the brim, where it apparently had an attachment to the large 
bowel and posterior abdominal wall" (Strahan). Jessop did the only 
possible thing to do under the circumstances, and left it entirely un· 
touched. In my case, the placental attachment was quite as extensh·e, 
involving the uterus and aduexa as well as the omentum. I had to do 
with a large putrid mass within the free abdominal cavity of a patient 
whose system was already surcharged with septic poison. To have left 
it behind would have been criminal. I therefore took away all 
removable sources of hemorrhage and septic infection. In so doing, 
although observing a broad surgical principle1 I had to create a prece· 
dent, for I had not, up to the time of operating, been able to find a 
recorded instance of ectopic pregnancy other than interstitial in which 
the entire uterus and adnexa were re1110\1ed with the fetus and placenta. 

In ruptured interstitial pregnancies it is as a rule necessary to perform 
the Porro operation . If it is possible to control the hemorrhage without 
sacrificing the uterus, this should be done. 

Elytrotomy or Vaginal Extraction.-Elytrotomy in ectopic preg
nancy still has its advocates. I can imagine that with one inexperi
enced in abdominal surgery the temptation to extract a fetus easily felt 
projecting into the vagina, by elytrotomy1 would be \·ery great. \Vhen 
rupture has taken place into the broad ligament and suppuration has 
set in vaginal puncture and drainage cau be easily made. Kelly* 
reports ten cases thus treated. In one case an active hemorrhage oc
curred which be was unable to control through the yagina. The ab
domen was opened and the sac extirpated. "For this reason, 1 1 Kelly 
remarks, 11 any one who undertakes the vaginal puncture must be pre· 
pared to make an abdominal section.'' 

Kelly's method of operating is as follows:-
" I do not consider it necessary any more to make the abdominal 

incision. After an accurate diagnosis of the case, outlining the sac and 
its relations by abdominal and rectal palpatiou 1 and after careful \·aginal 
palpation, to determine the proximity of the sac to the upper vaginal 
wall, a point is located behind the cer\'ix in the Yagiual fornix close 
to the ~ac and a sharp scissors plunged upward in the direction of 
the axis of the pelvis. The scissors is then opened and some of 

johns Hopkins Hospital Bulletin, ~o,·ember and December, 1896. 
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the fluid blood usually trickles out at once. A large scissors is then 
introduced, if need be, and the opening widened by withdrawing it 
with blades open. It is important to have a large opening, both for 
the purpose of getting two fingers in to clean out the sac and for good 
drainage afterward. The torn edges of the wound never bleed exces
sively. The sac must be delicately cleaned out, and everything be 
brought away down to the shell of the sac and surrounding adhesions. 
In one of these cases I brought out a well-defined Fallopian tube cast, 
due to hemorrhage in the tube. The cleaning out is followed by irri
gation, after which the sac is plugged with gauze, which is left in for 
several days, and sometimes longer, and then the wound is washed out 
daily until it closes. I know of no instance of more than moderate 
suppuration following this plan of treatment.'' 

Illustrative Cases. 

CASE !.-Non-Encysted Intra-Peritoneal Pregnancy; operation; Re
covery.-Mrs. E. C., actress, aged 23 years, dark hair and eyes, petite 
and very intelligent. Patient of Dr. Sara J . Allen, of Charlotte, Michi
gan. Married, June, r888, just thirteen months previously to the 
operation, at which time she was menstruating regularly, but the flow 
never appeared after marriage. The following November, fearing 
pregnancy, she for the first time consulted a physician, ·who made an 
ineffectual effort to produce an abortion. After a rest of four or five 
days she returned to the stage. 

\Vhile engaged in her work as an actress, she sustained three bad 
falls, suffering as a result much and continuous pain. In February of 
this year ( 1889) she had a severe attack of peritonitis, preceded by col
lapse and syncope. She was confident of feeling motion and life previ
ously to and during this attack, notwithstanding the assurance of several 
physicians who at the time examined her that no pregnancy existed. 
Going from town to town, numerous medical men were appealed to, 
and not in vain, to undertake an abortion. The repeated criminal 
efforts were unavailing, and she, too, became dissuaded, believing her 
condition to be due to other causes than pregnancy. 

On the morning of July 23, Dr. Allen sent for me. I found tbe 
patient in a precarious condition, with a pulse r45, and a temperature 
104° F. Sepsis was marked, as was shown by the pulse, temperature, 
color of skin and profuse perspiration. The abdomen was the size 
of a full-term pregnancy and very sensitive; the enlargement was uni
form and symmetrical. The vagina was equally sensitive, and the 
patient cou1d not tolerate an examination which was in the least satis-
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factory. I could, however, feel a large fetal head low down between 
the vagina and the rectum, the cranial sutures being felt with distinct
ness and the plasticity of the head easily observed. The intervening 
tissues did not seem to be thicker than heavy parchment. This exami
nation made me mistrust an extra-uterine pregnancy, a condition which 
Dr. Allen strongly suspected before my arrival, and I requested that 
another assistant be secured, so that", if our suspicions were confirmed 
by an examination under ether, an operation might be proceeded with . 
\Ve accordingly got everything in readiness to meet any emergency. 

At I :30 P . .M. the patient was placed on the table under the influence 
of ether. The head was found in the position described, evidently oc
cupying the Douglas pouch. The cervix was high up above the pubes, 
and could be dragged down but a short distance by the volsella. The 
finger could be passed through the canal only to the internal os. A 
probe penetrated the uterine cavity three inches. The fetal parts could 
be easily detected through the thin abdominal walls, and I imagined 
that I could hear the placental bruit, though I fully appreciate the 
deceptive nature of this sound, especially under the circumstances with 
which I had to contend. Feeling confident that the child was not 
within the uterine cavity, and with the concurrence and assistance of 
the attending physician and Dr. J. \V. Siegfried, now of Ashtabula, I 
prepared to open the abdomen. 

Operation.-Observing antiseptic precautions as thoroughly as pos
sible, an incision was made midway between the pubes and the um
bilicus, in the median line. I did not make a lateral incision because 
the perfect symmetry of the abdomen gave no clue as to the side upon 
which the sac was located-if it were upon either side. The first stroke 
of the knife brought me to a membrane resembling the peritoneum as 
found o\·er adherent ovarian tumors. Catching this between two forceps 
and nicking it, a stream of fluid, either amniotic or ascitic, gushed out . 
The abdominal walls were quite vascular, and several catch-forceps had 
to be applied to spurting arteries. It now became necessary to enlarge 
the abdominal incision so that it extended at least two inches above the 
umbilicus. The feet of the child were then grasped by the left hand 
and an effort made to deliver it through the wound. This could not be 
done until the head was peeled out, as it were, from the cul-de-sac of 
Douglas, after which a five-pound putrid fetus, thickly cO\'ered with 
i•ernix caseosa and with the skin broken in many places owing to the 
high state of putrefaction, was delivered through the abdomen. The 
hemorrhage at this stage became frightful, the patient exsanguinated, 
and it was evident that something had to be done, and that quickly. 
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Instructing Dr. Siegfried to throw some brandy under the skin, 
I threw an elastic ligature around the entire mass and packed 
sponges about the pedicle. This controlled the hemorrhage very 
effectually and gave me au opportunity to wash the clots from tbe ab· 
domiual cavity by pouring hot water into it from a pitcher. The next 
point to contend with was the management of the placenta. It was 
very evident that the peritoneal cavity could not be excluded from the 
cyst cavity 1 for the only cyst cavity that I could detect was the perito· 
neum, unless, indeed, the cul·de·sac occupied by the head could be 
called such. 

I found no traces of a gestation sac other than the attachment of the 
0111entu111 to the mass which I had iucluded in the elastic ligature, and 
several bands of inflammatory tissue springing from the pelvis and at· 
taching themselves to the transverse colon. A more careful examina· 
tion showed that my ligature had embraced the broad ligani.ent, be· 
tween whose folds the placenta was attached, the entire fundus of the 
uterus and both tubes. The inclusion of the uterus could only be 
determined by the failure to find it in any other locality, for it was 
utterly impossible to distinguish or separate the various structures of 
the mass; indeed, in my opinion 1 it would have been the most reckless 
folly to have undertaken it. To detach the placenta was entirely out of 
the question; to leave it within the abdominal cavity, the peritoneum 
being more or less destroyed at the lower border of the broad ligament 
and the system already saturated with septic material, seemed equally 
unsafe. I therefore transfixed the pedicle above the ligature with 
a couple of Wilcox pins and cut away the entire mass-placenta, uterus 
and appendages-permitting the stump to rest at the lower angle of 
the wound, as in supra-vaginal hysterectomy. The omentnm seemed 
unhealthy 1 very much thickened and even gangrenous, and this too was 
tied and cut away. The bands of inflammatory tissue were secured in 
the same way. In short, both the abdominal and pelvic cavities were 
completely emptied of any tissue or substance that could slough or de· 
compose. The abdomen was again thoroughly '''ashed with hot water 
and sponged dry, but owing to the continued oozing of blood from 
the Douglas cul·de·sac a glass drain was passed into the bottom of 
the cavity . The patient's condition would not permit of longer delay 
in contending with the hemorrhage, so the pelvis was packed with iodo· 
form gauze, one end of which was left projecting from the abdominal 
wound. T'he abdomen was then closed and the stump dressed in the 
usual manner, when the patient was placed iu bed 1 Yery weak 1 but soon 
rallying under the influence of warmth and hypodermic stimulation . 



The pulse dropped in nine hours after the operation to 116, and the 
temperature to I01° F., without any evidences of profound shock. The 
temperature for a short time fluctuated between IOI 0 and 102° F., one 
day reach ing 10-1-° F., approaching the normal about the sixteenth day. 
Nourishment was freely taken and retained from the first. The gauze 
·was removed at the end of the second day, blood-stained but sweet . 
Smaller drainage tubes were substituted from time to time, but drain· 
age was entirely discarded on the twenty-sixth day. The cavity was 
kept thoroughly clean by suction.and frequent washing. The pedicle 
and ligature were removed on the sixteenth day, the entire cervix 
coming away through the vagina on the seventeenth day. This seemed 
to me most unusual, and, to make sure that it was the cervix and not 
a decidua, I bad the mass sent to we for examination. I also had Dr. 
Allen make a vaginal examination before completing my record , and 
she reported an entire absence of the cervix. It is probable that the 
elastic ligature fell below the utero-vaginal mucous membrane, thus 
severing the cervix and permitting it to fall into the vagina, the fundal 
end of the stump adhering to the lower end of the abdominal wound 
for se\·eral days longer. 

The patient was able to take a drive just one month from the day of 
the operation and ultimately recovered perfectly. 

CASE II. (Plate XXXII. )-Ectopic Pregnanc;y; Fetus in Free Peri
toneal CaviLJ 1; Operation,- Recovery.-Patient a::t. 3r. Had one child 
seven years ago, since which time she has neyer been pregnant; has 
done nothing to prevent conception. Menstruated last on May 3, 1897. 
Very soon after this period she complained of sharp pains in the ab
domen; more severe on the right than on the left side. Prof. George 
H . Quay, of Cleveland, examined her on July 4, 1897, and found the 
womb pushed to the right. She was seized witlI hard pains in the ab
domen in the early part of June, with symptoms of shock, but had no 
hemorrhage from the uterus. She first felt motion in September; 
motion seemed more marked from the first than it should have been and 
caused much distress . After the middle of No\·ember the motion 
ceased. No history of false labor at that time, but she began to flow, 
which continued more or less profusely up to the time of the operation. 
An examination three weeks ago revealed a dilated cervix, with a soft 
spongy mass at the internal os, which led me to believe that the case 
was one of placenta previa. She says that the abdomen was unnatur
ally flat from the first, and that she felt the child was located higher than 
it should have been. Believing the condition to be that of placenta 
previa, she was removed to the Huron Street Hospital two weeks ago1 
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and placed under the care of Prof. Harlan Pomeroy. However, an ex
amination under anesthesia, made January 4, 1898, revealed the uterus 
empty, and I accordingly opened the abdomen at once. 

Operation.-Cervical canal first dilated and uterus packed with 
gauze; patient placed in Trendelenberg posture and abdomen opened 
in median line. A large mass presented itself when the abdomen was 
opened, which was intimately attached to the pelvic floor and base of 
left broad ligament. This proved to be the remains of the sac and the 
placenta, together with a large organi~ed blood clot. An elastic ligature 
was thrown around the base and the entire mass was amputated aboYe 
the ligature. The umbilical cord was traced to the upper part of the ab
domen, where an eight months' fetus was found in intimate contact with 
the stomach and diaphragm. After the fetus was delivered and the upper 
part of the sac cnt away the remaining portions of the sac, place11ta, 
and left broad ligament were entirely enucleated. Io doing this two or 
three arteries, the size of a goose quil1 1 were cut and secured in a run
ning catgut suture, which covered all the raw surfaces of the perito
neum. The sac was attached to the posterior uterine wall, and there 
was free oozing from the raw surfaces left behind, which necessitated 
the use of the cautery to control the hemorrhage. The abdomen was 
washed with a normal salt solution, three quarts of which was left be
hind. A glass drain was inserted. Abdominal wound closed with in
terrupted silk sutures. Patient was extremely shocked at the termina
tion of operation, and after being placed in bed thirty ounces of normal 
salt solution was infused into the subaxillary regions. Active heart 
stimulation was necessary. In three hours she rallied 1 though her pulse 
remained rapid ( 120-r40) for seventy-two hours and her temperature 
somewhat high ( 101-102° F.) for four days, in spite of free purging 
with the salines. 

On the second day thirty ounces of the normal salt solution was again 
infused in the subaxillary regions with marked benefit. Energetic 
heart stimulation was required for four days. At this writing (] anuary 
20, 1898) her pulse and temperature are normal, she eats and sleeps 
well, and bids fair to recover perfectly. 

The fetus weighed five pounds and seemed perfectly developed. 
Putrefaction had set in and the skin was broken in many places. The 
placenta and sac weighed two and one-half pounds. The sac was rup
tured at one point , but the opening intO it wasuot large enough to have 
permitted a fetus the size of this one to pass through. As there was 
no history of secondary rupture it seems probable that the fetus passed 
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into the peritoneal cavity when tlie first rupture took place in June and 
continued to grow. The fetus bad been dead at least three weeks. 

CASE III.-lntcrstitial Pregnancy Rupturing into Ufcrus; Rccoi•e1') 1.

l\Irs. S., aged +o; brunette. Commenced menstruating at 15. Her only 
child is ten years old, and twelve months after the birth of this child 
she had a miscarriage at the second month. The miscarriage was not 
followed by any serious sequelre, menstruation recurring at regular in
tervals, being normal in quantity and duration the following seven 
years. Three years before I saw her she had an attack of pelvic perito
nitis, caused by undue exposure of some sort, which came very near 
prO\·ing fatal; an inflammatory deposit was left behind which caused 
considerable pain and inconvenience. From that time on she suffered 
from menorrhagia, which at times was alarming. One year before I 
saw her this became so bad that she was compelled to take to her bed 
and place herself under the daily attendance of Dr. James l\.I. Long, of 
Coldwater, whose patient she "·as. The examination then made re
vealed, besides the inflammatory deposit, a fibroid invoking the pos
terior wall and fund us of the uterus. She was \·ery much emaciated and 
Yery anemic from the loss of blood, but by the properly selected reme
dies, in conjunction with daily local treatment, she so far recovered as to 
be able to spend a season at the Northern Lakes, which added to the 
improvement already begun at home. The menorrhagia, however 1 

remained more or less severe. 
About the middle of the following January she was again taken with 

unusual symptoms, which for the second time necessitated almost daily 
attendance. She suffered from dull, heavy bearing·down pains in the 
pelvis extending to the back and down the thighs; great lassitude, with 
an obstinate hacking cough; anemia from the long-continued drain 
upon the system; leucorrhea, with at times clots of matter and blood 
in the discharges. There was no nausea or vomiting. 

On the 29th of March, 1885, Dr. Long requested me to examine the 
<:ase with him. Besides the facts given above I elicited the following: 
The usual menstrual flow made its appearance in January. In February 
she was unwell but one day, aud in 1\Iarcllt just four weeks from the 
day she was unwell in February, menstruation again appeared, and so 
far as quantity and duration were concerned this was the most natural 
period she had bad for three years. She had ceased flowing three days 
before I was called as counsel. I found her very much in the con
dition described above. The uterus could be plainly outlined through 
the lax abdominal walls, extending as high up as the umbilicus, the 
fundus tipping backward and to the left. There was, in the region of 
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the left Fallopian tube, a distinct tumor about as large as a small fetal 
head, with a broad base continuous with the left uterine wall. It seemed 
bard and gave a perfectly resonant sound on percussion. Upon making 
an examination per vaginam the cervix was found hypertrophied, elon
gated, and directed forward; the os was dilated so as almost to admit 
the index finger, and from it there oozed a thick, sanious discharge. 
As far as could be discerned with the finger through the posterior cut
tle-sac, the uterus was indurated and irregular. The uterine ca\'ity 
measured five inches. I could discover nothing in the interior of the 
womb 1 though the whole cavity was explored as thoroughly as pos
sible with the sound. The history of the case, as well as the physical 
signs, seemed to point unmistakably either to a sub-peritoneal or an 
interstitial fibroid . 

For the purpose of curing the hemorrhage the curette was thoroughly 
applied and brought a~rny the usual debris found in fungoid endome
tritis. An application of pure carbolic acid followed the use of the 
curette . 

On the morning of April 28, she began to bave peculiar bearing· 
down pains, but no more severe than had often preceded the advent of 
the menstrual period . The pain increased in severity until the first of 
May-thirty days after the use of the sound and fifteen days after the 
cur~tting-when a somewhat distorted but well preserved fetus of three 
months was expelled. The flooding was alarming, but by the timely 
arrival of Dr. Long this was controlled, and the patient, under the in
fluence of stimulants, soon rallied from her syncope. The following 
four or five days she was very low from a condition simu lating shock, 
with much tenderness and pain in the region of the left Fallopian tube; 
there was retention of urine and evidences of circumscribed peritonitis. 
Under the influence of china, veratrum, and bryouia, with antiseptic 
vaginal injections, she rapidly impro\·ed, and, I believe, regained her 
health perfectly A subsequent examination revealed no evidences of 
a double uterus and I believe that the case was one of interstitial preg
nancy which ruptured into the uterine cavity . 

CASE IV. - Laparolomy for Ruptured Ectopic Preg11a110•; Dea/It 
From Uremia.-Mrs. M., aet. 24; referred tome by Prof. G. J. Jones, 
of Cleveland. One child five years ago; sterile since. Ten days ago 
she was suddenly taken with the characteristic symptoms of ruptured 
ectopic pregnancy. She rallied from the primary rupture and shock, 
but in the course of five or six days symptoms of sepsis set in. 

Operation on February r3th, r89i. The abdomen was found full of 
clotted blood, the left tube was ruptured, and a blighted ovum of ten 
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·weeks was adhered to the left broad ligament. The abdomen was 
emptied of all clots and irrigated and a drainage tube inserted. The 
tube, ovum and sac were all removed. The patient did well for the first 
twenty-four hours, when suddenly the urine became completely sup
pressed and she died twelve hours later from uremia. I had not up to 
that time used intravenous infusions of the normal salt solution for 
uremia. Chloroform was used for an anesthetic. 

CAS!l V.-Abscess of Left Broad Liga111ent Resuliing fro111 Ectopic 
Preguan91.-Patient aet. 22; referred to me by Prof. P. A. Cole, of 
Cleveland; prostitute. Some two months previously patient believed 
herself to be pregnant, and one day while ou the street was suddenly 
taken with a severe pain in left side, which was followed by loss of 
consciousness and collapse. Patieut was removed to her home in au 
ambulance. She rallied in a few hours, but soon noticed an enlarge
ment immediately above the left Poupart ligament the size of a fetal 
head, which was hard and tender. Symptoms of sepsis supervened, 
which profoundly impressed the system. The temperature ranged 
from 99° to 104° F., and the pulse was feeble and rapid. 

On August 21st, 1895, I made an exploration through the vagina 
with an aspirator, but could not locate the abscess. An incision was 
then made above and parallel to Poupart's ligament and the tumor 
entered. It was filled with a soft broken down mass which contained 
the products of an ectopic pregnancy. The cavity contained at least a 
teacupful of pus. It was washed out and a drainage tube passed into 
the vagiua. The cavity was then packed with gauze and left open from 
above. A catheter passed into the bladder drew off a large quantity 
of pus, which she had been passing per urethram for some time. The 
vaginal tube was gradually withdrawn as the cavity closed in from 
above 1 and while the convalescence was tedious, perfect recovery ulti
mately occurred. 

CASE Vl.-Ovarian Pregnancy.-The following case, reported by 
Larsen, is one of such rarity as to merit full mention:*-

"The patient was thirty-three years old and previously healthy . 
Her menses began at twenty, aud were regular except on one occasion, 
when one or two months were missed. A profuse flow was exceptional. 
She last menstruated in the beginning of August, 1891. Immediately 
after this she was seized with cramps, vomiting and some pelvic pain. 
Three months later she had retention of urine, at which time, on ex
amination, a uteriue pregnancy at three months and enlargement of the 

* Am. Year Book of .l\ied. Sciences, 1897. 
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right ovary were diagnosed . During the remainder of her pregnancy 
the patient's condition was good. :Motion was felt by the middle of De
cember, and ou the 10th of the following April there were seyere shoot
ing pains accompanied by some hemorrhage and the passing of a firm 
lump the size of a hen's egg. Motion ceased at the same time. A 
thin, light, sanguineous discharge continued from the vagina, and at 
every return of the menstrual epoch this discharge acquired the appear
ance of the menstrual flow; otherwise the patient's general condition 
was good . On the 22d of September the diagnosis was made, under 
anesthesia, of a dead fetus retained in the uterus. Upon dilatation of 
the cervical canal, howeyer, the body of the uterus, which on palpation 
could not be differentiated from the tumor, was found to be empty. On 
September 27th abdominal section was performed, with extirpation of 
the tumor, which was attached by a single rectal adhesion, but otherwise 
freely movable in the abdominal cavity, and united to the uterus by 
the right tube and broad ligament, which were also tied off. The right 
ovary could not be seen and the left tube and ovary were normal. 

''Convalescence was une\·entful. Upon opening the fetal sac a quart 
of chocolate-colored, thin and Yery flocculent fluid, with a macerated, 
flattened and apparently fully-developed fetus, placenta and cord, was 
found. The placenta was attached to the posterior wall of the sac, 
while the anterior wall was adherent to the broad ligament, though this 
was easily separable except at the upper and outer part. At this place 
it was immediately continuous with the fetal sac, and this in turn was 
firmly attached, for a distance of 4Yz cm., especially thick at the under 
part, to the posterior surface of the tube. The inner and upper part 
of the sac, near the uterine end of the tube, was also firmly united to 
the posterior surface of the ligament by a small adhesion. The portion 
of the tube that was removed measured IO cm., and was much dilated. 
In the broad ligament could be seen three brauches of the internal 
spermatic artery, the middle branch going to the fetal sac, which was 
also supplied with branches from the outer ones. The posterior surface 
of the sac was as thin as paper, while the anterior was fibrous in char
acter and studded with the open mouths of the torn vessels; it was 
about 8 mm. in thickness. The microscopic examination of the anterior 
wall showed here and there small groups of follicles with a distinct 
membrana granulosa, and in several of these appeared more or less well
preserved ovules with germinal vesicle and germinal spot.'' 

CASE VIL-Extra-Uterine Gravidity.- 11 Dr. Kammerer presented a 
specimen of extra-uterine gravidity from a woman 30 years of age, who 
died last year. She had been under treatment for chronic metritis, and 
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had passed from under his care, with the exception of the introduction 
of a large sound once a mouth to keep the cervix open. SeYen or eight 
years previously she had had a child. She became again pregnant, and a 
little time subsequently was taken suddenly ill with symptoms of internal 
hemorrhage and peritonitis, and in the course of a few hours died. 
Upon post-mortem examination several quarts of blood were found 
within the peritoneal cavify, and on the left O\·ary a rent revealing the 
source of the hemorrhage. Opening the ovary an embryo was dis
covered about four weeks old. Dr. Kammerer replied to a question of 
Dr. Peaslee that he could see no decidua within the uterine cavity.''
Ne«' York Jl/edical Joumal, 1865, p. 161. 

CASE VIII.-Lilhopedion in tile Free Peritoucal Catiily; Carried for 
.Nineteen Vears; Operation; Recovery.-).Irs. S., ret. 52. \Vas first 
married in 1865 1 and had one child by this husband, who died two 
years after marriage. \Vas married again in 1876, the second hus
band living for ten years. She never supposed herself pregnant be
fore or after the birth of her first and only child. She has no recol
lection of a sudden acute pain in the abdomen with symptoms of shock 
and collapse. However, nineteen years ago she was treated for a severe 
at'tack of ''inflammation of the bowels,'' which attack was associated 
with, and followed by, profuse uterine hemorrhages and suppurative 
mastitis. She did not recover from this attack for a year, and has 
never been free from paiu since, though at no time has she been con
fined to her bed. Has never been able to stoop over without severe 
abdominal pain. This pain is also excited by ascending the slightest 
incline, sweeping, etc. Has been anxious to have children and has 
never clone anything to prevent conception . Has flowed excessively 
at her periods since the attack of severe illness nineteen years ago, and 
has suffered from occasional attacks of metrorrhagia, which were 
attended with much pain. For three months previous to operation she 
flowed almost continuously, and it was this fact which led her to consult 
her physician, Dr. Edward F. Gifford, of Erie, who at once recognized 
some unusual condition within the pelvis aud called me in council. 

Examination revealed a bard irregular mass tbe size of the double fist, 
which was intimately attached to the uterus. The sound showed the 
uterus of normal depth with fundus crowded backward. The uterus 
was curetted and packed with gauze. The abdomen was then opened 
in the Trendelenberg posture, and the lithopedion shown in Plates 
XXXI!I. and XXXIV. discovered. The head was crowded into the 
posterior cul-de-sac, while the body was attached to the right side of 
the fundus . An effort was made to grasp the mass in volsella forceps, 
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but owing to its extreme hardness this was impossible. The abdominal 
incision was enlarged sufficiently to admit the left hand, when the mass, 
which I then supposed was a calcified fibroid, was lifted into the wound 
with much difficulty. Several loops of intestine were intimately ad
herent to it and had to be dissected off with care. The lithopedion was 
then delivered. There were no evidences of a sac of any kind around 
the lithopedion. Deep down and firmly fixed in the pelvic cavity of the 
right side there was a calcareous mass the size of a silver dollar, which 
might have been the placenta, or possibly the remains of the fetal sac. 
The fundus of the uterus was crowded into the hollow of the sacrum. 
The left ovary was bound down by adhesions and not larger than a 
Lima beau. The tube was distended with water and sausage·like in 
shape and size. Both the ovary and the tube were tied off with catgut. 
No traces of the right ovary or tube could be found. The abdomen 
was drained with a glass drain and closed with catgut. The operation 
was done on January 28, 1897, and the patient made an uneventful 
recoyery. The hemorrhage from the uterus ceased at once. For the 
first two months following the operation there was a slight bloody dis· 
charge from the uterus at the menstrual periods. This has now entirely 
ceased and she is free from the old abdominal pain and perfectly well. 

Description of Lilh.opedion.-Length, six inches; circumference of 
head, nine inches; weight, one pound. General appearance, front view, 
not unlike ''skull and crossbones.'' Solid throughout, except a small 
spot at vertex. Head contained a purulent fluid. Humeri, bones of 
forearms, carpal and metacarpal bones distinct. Femora, tibire, fibulre, 
tarsal and metatarsal bones distinct. Eyes and nose distinct. Outlines 
of cranial sutures distinct. No trace of skin or muscles. Portions of 
body covered with a thin membrane resembling periosteum. The 
whole mass solidly moulded together and covered with a phosphatic 
deposit. 

From the history of the case I am inclined to think that rupture 
occurred when the patient had the attack of 11 inflammation of the 
bowels 11 nineteen years ago, though she is very sure that there were 
no symptoms of shock or collapse. It is possible that the case was one 
of primary abdominal or ovarian pregnancy. She denies the possibility 
of pregnancy since the death of her last husband, and there is every 
reason to believe her statement regarding this point. 

True lithopedions are rarely met with. Tait* publishes the twelve 
cases recorded by Fales, of Boston, in the Annals of G;lllecology, and 

* Diseases of Women and Abdominal Surgery, Vol. I., p. 634. 
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says that he himself has seen but one case where it was 11 suspected to 
have occurred. '' 

A case is recorded by Lusk* very similar to mine. Dr. A. Martin, t 
of Berlin, has also placed on record two cases. 

Appelt has recorded an interesting ·case of lithopedion, and has 
tabulated fourteen additional cases. The length of time during which 
the tumors were carried varied from seven to fifty-seven years. 

Dr. J. G. Clark records a still more interesting case in the November, 
1897, number of Tiu johns Hopkins Hospital Bulleliu. The patient was 
a colored woman, aged 45. He publishes Kuchenmeister's table of forty

seven cases, all that were recorded between the years I 582 and 1880. 
I am unable to find described in any of the recorded cases so typical 
and perfect a specimen of lithopedion as the one shown in Plates 
XXXIII and XXXIV. 

Dr. Robert Barnes, at the October, 1881, meeting of the London 
Obstetrical Society, referred to several cases of alleged lithopedions 
which, in his opiniou, were not true lithopedions. In commenting 

upon Dr. Barnes' paper, Dr. 1\fansell-Moullin, the president, said: 
"The paper impressed him with the necessity of greater care than 
he and other authors had used in applying the word 'lithopedion.' 
The observation confirmed the remark which he made on the reading 
of Dr. Barnes' original paper, that there was never a stone child really, 
but only petrifaction of the membranes and adjacent fetal parts.'' 

I quote the above J.o show the skepticism which is extant regarding 
the existence of true litbopedious. 

The following case I present as one fairly illustrating the outcome of 
ruptured extra-uterine pregnancy cysts if not interfered with. The 
older literature abounds with numerous illustrations of the kind. 

C.\SE VIII.-" Extra-Uterine Pregnanq; Rupture; Deallt.-").Irs. 
M., married, aged twenty-nine years; has had two children at term; no 
miscarriages. She called at my office February 6, 188-f., complaining 
of dull pain in the right iliac region 1 back and rectum. There seemed 

to be a tendency to hysteria. She had only a slight flow at her last 
menstrual period, and was afraid she might be pregnant. Great diffi
culty attended a vaginal examination, the mucous membrane being hy

peresthetic. The uterns was in its normal position. On its right side 
a round, soft body could be felt, appare:itly of about the size of a wal

nut. Conjoined manipulation was rendered impossible by the rigidity 
--- -

* .\m. Journal of Obstetrics, Oct., 1892. 
tZeitschr. f. GeburtslJ. '"· Gynaek. III. Bd., 2 Hft. 
t Annual of Universal ::\Iedical Scieuce, Vol. IL, iSS9. 
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of the abdominal muscles. The patient had not had connection with 
her husband since the completion of her last menstrual period. I did 
not think she was pregnant, and considered her case one of chronic 
oOphoritis. I was called again on the night of the 24-th of February. 
After haying been up most of the day, the patient was taken with very 
severe neuralgic-like pains referred to the region of the heart 1 and suf
fered from globus hystericus. It was learned from her attendant that 
the symptoms developed while she was having some dispute with her 
husband. 

c' The following week I attended her husband for alcoholism, and at 
that time Mrs. M. was not complaining much, but worried a good deal 
about her husband, and had one or two hysterical attacks, with pain in 
the abdomen and rectum. On March 7th she had another attack similar 
to the first, and from that time the attacks became more frequent, 
some pain over the abdomen and in the rectum existing in the in
tervals. The patient was confined to her bed most of the time. On 
one or two occasions there was some nausea and vomiting, which I at
tributed to morphia. I had now gained the confidence of the patient, 
and learned that she was troubled a great deal, mentally, on account of 
domestic difficulties, and that the acute attacks were always preceded 
by mental strain and excitement. At no time was there an increase of 
temperature. It was almost impossible to make a satisfactory examina
tion of the genital organs, which was attempted on several occasions. 
On the 16th she had another severe attack, one or her children having 
had a fall in her presence. She described the location of the pain as 
bei ng 'in front and back passages;' also over the abdomen and heart. 
There was nausea, with pallor, and coldness of the extremities. A 
vaginal examination could not be made, but I thought I could feel a 
tumor, by external palpation, situated (lirectly over the symphysis 
pubis. The patient soon felt quite well again, and I left the house with 
my mind fully made up to call Dr. George T. Harris in consultation 
the next day, g ive ether, and make a thorough examination; but, find
ing the patient well the next morning, and being busy, I neglected to 
do as I intended. The patient passed a good night, and was feeling well. 
Shortly afterward she called for the chamber, but had some trouble in 
passing her water, immediately followed by cries of distress and 'Go 
for the doctor; I am dying.' When I arrived I found her in a condi
tion of collapse, with hardly perceptible radial pulse, pale and ex
sanguiuated. I at once suspected internal hemorrhage, ordered ex
ternal heat, gave hypodermic injections of brandy, ether, etc., and sent 
for Dr. Harris, who confirmed my fears of hemorrhage, and, from the 
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history, suspected extra-uterine gestation with rupture of the sac. The 
patient gradually sank, and died at 3 P. ?.t. "-American Journal of Ob
stetrics, \' ol. X\'III., p. 406. 



CHAPTER LI. 

I NJUR I E S RESULTING FROM CH ILDBI RTH. 

LACERATIONS OF THE CERVIX UTERI. 

H istory and General Cons iderations .-Laceratious of the cervix 
are produced in nearly all instances by parturition. Sir James Y. Simp
son first called attention to the frequency of the accident, and, later, 
Dr. Gardner, in his work on r• Sterility/' described somewhat in detail 
cerdcal lacerations and their results. Dr. Gardner's work was pub
lished in 1856. Five years later Professor Rose, of l\larburg, drew at
tention to ectropium of Hie cervix, especially dwelling upon the condi
tion as a cause of cervical ulceration. He, however, like Simpson and 
Gardner, did not appreciate the full importance of the subject and its 
frequent association with lacerations. The true significance of cervical 
lacerations was first recognized by Dr. T. A. Emmet, who published 
his first paper upon the subject in 1869. This paper was unquestion
ably one of the most important contributions ever made to the litera
ture of gynecology. Kevertheless, it was not unti l the publication of 
his second paper, five years later, that its full importance was appreci
ated . Since 1874 trachelorrhaphy, by which name the operation for 
the closure of cervical rents is known, has steadily grown in fayor, 
though 1 like most innovations in medicine, it has met with bitter oppo
sition. 

Not a few men have undertaken to build np a special uterine pathol
ogy based upon cervical lacerations. Dr. Emmet called attention to 
the various symptoms liable to arise from the deposition of cicatricial 
tissue within the cerdx , and from the resulting ectropium, not the least 
important of which being certain reflex neuroses. He, however, never 
claimed that trachelorrbaphy is a ''cure-all. 1 ' Indeed, he has been 
most earnest in his efforts to impress upon the profession the fact that 
operative cases must be selected with care and discrimination, especially 
when the operation is performed for neurotic troubles. Notwithstand
ing his protests a certain class of men do not look beyond the cervix 
for the origin of reflex phenomena. If a cervical rent, no matter how 
slight, is found, further investigation ceases. Trachelorrhaphy is ad-

888 
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vic;:cd and performed, but the promised relief does not follo\Y, because 
the operation was not indicated. I t is not strange that indiscrimi· 
nate work of this kind should have induced the more conservative 
specialists to call a halt. Fortunately, tbe operation has now reached 
its proper level, and the indications for it are pretty clearly defined. 
As a result slight tears are repaired by men of experience muclI less 
often than formerly for reflex nen•ous symptoms. \Vhen the operation 
is indicated, however, there are few gynecological procedures more 
beneficent, and the profession owes to Dr. Emmet unst inted gratitude 
for his labors in this direction. The connection existing between cervi· 
cal lacerations and carcinoma of the uterus is discussed on p. 679. 

Frequency .-The accident is of frequent occurrence. There are 
few women who have given birth to children at term whose cen-ices 
are not more or less torn. As a general rule the rents heal spontaneously, 
though some trace of them is usually left behind. It is eyident 1 there
fore, that if all women having cervical lacerations were operated upon, 
nearly every woman who gave birth to a child would have to sub· 
ject herself to the surgeon's knife. Clearly defined lacerations arc met 
with in only about thirty· three per cent. of parous women. 

Etiology .-Under this head it will be necessuy to consider only 
those causes connected with p:irturition. One of the most prominent 
of these is early rupture of the membranes, followed by uterine pains 
sufficiently strong to force the head through the undilated canal: the 
cervix not being sufficiently dilated, and more or less hard and unyield
ing, a tear is almost ine\'itable. An abortion as early as the third or 
fourth month may gin: rise to such an accident, for, in early abortion, 
the cervical tissues have not undergone marked changes and the un
yielding cerdx is ,·ery liable to gi,·e way. 

Cervical hyperplasia and endometritis, by their degenerative in
fluence, predispose to lacerations, especially if associated with cystic 
disease. 

Unquestionably the unskilful use of obstetric instruments is responsi
ble for cerdcal injuries in many instances; yet, as in perinea! lacera
tions, the accident is oftener due to the tardy application of the obstetric 
forceps than to its skilful and timely use. Howe,·er, cen-ical tears of 
the most serious character will occur in the hands of the best ob::.tetri
cians; it is, therefore, unjust to censure the attending physician, as is 
often done, when the injury is discovered by another. It occurs oftener 
at the birth of the first child than at subsequent labors. 

V arieties.-These are:-
1. Lateral; uni- and bi-lateral ( Plates XXX\' and XXXVI. ) ; 
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~[ultiple or stellate ( Fig. 26r ) ; 
3. Antero-posterior, the posterior lip being the most frequent site; 
+ Incomplete. Here the solution of continuity is limited to the 

mucous membrane and muscular wall of the cervix, and does 
not extend to the mucous membrane of the vagina. (Fig. 262. ) 

Lateral lacerations are oftener located on the left side of the cervix, 
probably because of the greater frequency of the left occipito-presenta-
tion. 

Frc. 261 

STEr.r.ATE LACERATION OF THE 

CERVIX. (Emmet . ) 

FlG. 262. 

I\"!UtTIPI.E JNCOMP l,ETE LACER

ATION. lSke11e.) 

P a th ology .-Cervical lacerations are so intimately connected with 
subiuvolution, endometritis (cervical and corporeal), areolar hyperpla
sia, cellulitis, inflammation of the uterine appendages, etc., as to make 
it impossible to discuss their pathology without frequently referring to 
these complicating lesions. 

After the production of a laceration the wound may heal sponta
neously without in any way interfering with the involution of the uterus. 
If, howe\·er, the healing process is interfered with because of septic or 
other influences, nature may make an effort to close the rent by the 
deposition of cicatricial tissue. This interferes with the uterine circula
tion, keeps the organ constantly congested, arrests im-olution, and, 
in time 1 gives rise to fungoid endometritis. The tubes, O\·aries and 
broad ligaments likewise participate in the congestion. The uterus, 
as a result of the increased weight, frequently becomes displaced. 
There is besides more or less squeezing of the terminal nerves by the 
cicatricial plug, aud as a consequence pain in the peh-is, thigbs1 and 
indeed in any part of the body may be produced. Emmet insists that 
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general anemia of a most profound character may result indirectly from 
the cicatricial deposit. 

If the rent is not filled in by this unnatural tissue the os remains 
gaping and the whole cervical mucous membrane is more or less ex
posed . It is consequently subjected to constant friction against the 
vagina, which gi\'es rise to congestion, hyperplasia, and cystic or 
papillary degeneration. The epithelium is destroyed by the resulting 
friction, and the underlying surface is left raw and exposed, which ~on
stitutes au erosion (Plate XXXVI). When the hyperemia and hyper
plasia involve the fundus of the uterus, fungoid enclometritis, with men
orrhagia or metrorrhagia1 results. If the rent is a lateral one, and bas 
extended to the base of the corresponding broad ligament, cellulitis of 
that ligament is of frequent occurrence. This is due primarily to the 
absorption of septic matter through the rent, but it is perpetuated in a 
subacute or chronic form by the resulting cicatricial tissue, which inter
feres with the uterine and peldc circulation. 

It is necessary in studying the pathology of the accident to refer to 
the possibility of malignant degeneration following iu its train. Emmet, 
Breisky and others have especially emphasized the importance of 
cer\·ical lacerations and injuries as causative factors in the production of 
epithelioma. It seems to me not unreasonable to believe that cystic 
and papillary degeneration, which so frequently result, the presence of 
lowly organized cicatricial tissue, and the constant friction due to the 
ectropium, must necessarily favor malignant degeneration. At any 
rate, carcinoma uteri occurs much oftener in women who have borne 
children than in nullipane (p. 679). 

Symptoms.-These are most variable in intensity an<l character. 
The a\·erage woman will go through life with a cen·ical laceration 
without suffering the least inconvenience from it. Even when the 
pathological changes referred to have taken place the symptoms are not 
necessarily distressing. The type of temperament asserts itself here as 
in all gynecological affections. In one patient a slight laceration, with 
comparati\·ely insignificant complicating lesions, will produce the most 
intense distress. In another an extensive laceration, with erosion, e\·er
sion, subinvolution, and hyperplasia, will create little if any general 
disturbauce. Usually, howe\·er, the endometritis 1 metritis, subinvolu
tio11, and other complicating factors, give rise to more or less local and 
general distress. Menstrual irregularities, particularly menorrhagia 
and dysme11orrhea

1 
are common symptoms. There is likewise more or 

less leucorrhea clue to the endometritis. 
The most common seal of pain is the sacro-lumbar region. Ovarian 
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tenderness is frequently a marked symptom also. In short, auy of the 
phenomena studied under the head of the \'arious lesions enumerated 
as complicating factors may occur. As time goes on malnutrition due 
to disturbance of the gastro-iutestinal tract, with consequent anemia, 
often becomes marked. 

The rej!ex SJ 1mptoms are most variable. 1\Iany of these have been 
studied in the chapters devoted to the hystero-neuroses, to which the 
reader is referred. Pain in the head and lower limbs, infra-costal and 
infra-mammary neuralgia, profuse salivat ion, hysterical joints, supra
orbital neuralgia-these and reflex phenomena without number may, 
aud often do, result from cen·ical lacerations. 

Upon d1/ritaf examination the changed condition of the cervix will be 
noted. If there is eversion the external os will be gaping, and often 
the finger can be passed almost to the internal os. If hyperplasia exists 
the tissues will feel hard and resisting. There is increased sensiti\·e
ness at the angles of the rent where the deposit of cicatricial tissue is 
greatest. The cervix loses its uormal shape, the degree of distortion 
depending upon the extent and character of the laceration. In cases 
of erosion there will be seen through the speculum a raw, vascular sur
face, which is sometimes partially concealed by the two lips of the 
cervix. Occasionally the external os is but little larger than normal, 
yet if the sound is passed through it into the cerYical canal the latter 
may be fo und greatly distorted. This is the so-called "circular lacera
tion 11 described by Emmet. It is easily overlooked by the inexperi
enced examiner, because of the absence of e\·ersion. The erosiou may 
be entirely wanting, even in the worst cases. I have many times found 
it absent in cervices markedly enlarged by the deposition of cicatricial 
tissue and hyperplasia. If the cervix is not indurated by hyperplasia, 
and the amount of cicatricial tissue in the angles of the rent is not 
great, the eroded surface may be entirely rolled in by temporarily 
coaptating the lips with two tenacula. 

Differential Diagnosis.--It is sometimes difficult to differentiate 
simple erosion in nullipan:e from laceration. Care must, therefore, be 
obsen·ed to guard the reputation of \·irgins where such a condition 
exists ( p. 458 ) . It is impossible in nulliparre to reinvert the lips of 
the cervix as can ordinarily be done when laceration is responsible for 
the eversion. In cases where papillary and cystic degeneration are 
marked the condition may be mistaken for epitheliorna (p. 459 ) . Here 
the. microscope must be the final test. Should there be much hyper
plasia the disease may be confounded with scirrhous cancer (p. 473). 

Prognosis.-Eliminating the possibility of malignant degeneration, 
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the prognosis, as regards life, is always fa\·orable. Cervical lacerations 
alone ne\·er kill, and, as we have seen, may give rise to no incon
venience whatever. It is the complicating lesions which must be con
sidered in determining the prognosis. The presence of the laceration 
is often first made known by some undue exposure, unusual strain 
upon the nervous system, or the onset of pelvic inflammation. In 
chronic pelvic inflammation and uterine congestion the presence of the 
cicatricial plug perpetuates the difficulty, and in order to cure these 
affections this must be removed. So, too, in cervical and corporeal 
endometritis, especially if eversion and erosion are marked. ::\1uch 
relief, and even a temporary cure of the more distressing symptoms, 
may be brought about by proper palliative treatment. But unless the 
parts are restored to their normal condition by a suitable operation the 
patient will usually relapse into her former state of ill health after the 
treatment is discontinued. Clearly, then, the significance of cen·ical 
lacerations depends rather upon the symptoms produced than upon 
the extent of the tears. This fact must be borne in mind in consider
ing the prognosis. 

Immediate impro\·ement following trachelorrhaphy, except in the 
neuroses, is not the rule. This fact must be impressed upon the patient. 
The operation will place her in a condition so hat gradual improvement 
will continue until she is perfectly restored to health . This may re
quire from three months to a year, depending upon the existing lesions, 
as well as upon the general symptoms which such lesions have induced. 

Treatment.-The palliati'lre treatment should be directed to any of 
the various complicating lesions, which have been enumerated, that 
may exist. Cervical catarrh and hyperplasia, sub-involution, cystic 
and papillary degeneration, periuterine inflammation, etc., can all be 
greatly benefited by the various measures which have been elsewhere 
recommended for these conditions when they present themselves as 
pathological entities. In all, the intelligent use of the hot douche is 
invaluable. It should be used for its thermic properties; hence, in 
very large quantities and very hot. The application of the compound 
tincture of iodin to the cervix and vaginal fornices, followed by boro
glycerid tampons medicated with ichthyol, will do much good when the 
hyperplasia is marked. In cases of cystic and papillary degeneration 
local scarification will hasten the cure. The vaginal tampon, made of 
cotton-wool and properly medicated, will not only support the parts, 
but by the pressure produced will promote the absorption of existing 
inflammatory exudates. In the event of contraction of the utero·sacral 
ligaments this should be overcome by intelligently applied pelvic 
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massage. If there is relaxation of the vagina, with cystocele or 
rectocele, the saturated solution of alum may be ackantageously used 
in connection with the boro-glycerid tampon. This treatment, repeated 
twice or three times a week, and persisted in from one to three months, 
will ordinarily afford the greatest relief; indeed, in the slighter forms 
of laceration this may be all that is necessary. In the worst cases, 
however, the only way to bring about a permanent cure is to resort to 
trachelorrhaphy. If the perineum and pelvic floor are injured, these 
should be repaired at the same sitting. 

Indicati ons fo r Trache lorrhaph y.-When called for, there is no 
operation more satisfactory than is trachelorrhaphy. The cases which, 
in many hands, ha\·e been most benefited by it are of two classes: sub
i1wolution1 wilb menorrbagia due to fungoid endometrilis; and hyper
plasia of the cen·ix with a large amount of cicatricial tissue. If reflex 
and ner\'ous symptoms are particularly marked this is an additional 
indication for the operation, even though the laceration is not extensive. 
Should dysmenorrhea and menorrbagia attend the laceration it is nec
essary, ordinarily, to combine with trachelorrhaphy di\'ulsion and 
curetting. 

I shall first describe, in order to make this section complete, the 
ordinary surgical methods of dealing ·with the injuries of childbirth, 
giving in the succeeding chapter my own technique. 

Ope r a t ion.-Tbe patient is prepared, as for all operations in or about 
the genital tract, in the follow ing way: 1f possible on the night preced
ing or the morning of the operation she should take a bath. The 
bowels should be emptied the day before the operation by means of a 
cathartic, and, not later than two hours before coming to the operating 
room, with a large soap and water enema. A hot bichlorid douche 
( r: 2000) is given on the morning of the operation, the mons veneris 
and external genitalia scrubbed and shaved, the \'agina packed with 
iodoform gauze and a pad of the same placed O\'er the genitalia. After 
being etherized the hips are brought to the edge of the table onto a 
Kelly pad, the gauze remoyed and the genitalia again washed with soap 
and water and then douched with a 1: rooo bichlorid solution. The 
nozzle of the irrigator is next carried into the vagina and this canal is 
thoroughly cleaned with the fingers. Finally, the rectum is thoroughly 
dilated by means of a large bivah-e rectal speculum (Pratt's sigmoid ) , 
the blades of the instrument being carried well into the sigmoid so as 
to dislodge any scybalous masses that may be beyond the bend in the 
gut; during the dintlsion a stream of sterile salt water is kept play-
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ing between the blades of the speculum so that there may be no sub
sequent embarrassment from the escape of fecal matter. 

In order to expedite the operation there should be four assistants
one to give the anesthetic: one on either side of the patient to support 
the knees, hold the upper speculum, and make themselves generally 
useful during the operation; and a fourth to look after the sponges. 
There should be conveniently at hand two trays containing the follow
ing instruments: Two tenacula; one Munde's counter-pressure hook; 
one \Vood 1s wire twister (Fig. 138); one Sims' shield; one pair of 
Emmet's cervical scissors; one blunt-pointed uterine scalpel; one pair 
of wire scissors; six trocar-pointed cen·ix needles, straight and curved; 
four Wood's sponge holders (Fig. 137), containing sponges of suitable 
shape; one uterine sound; perforated shot; one needle holder; two 
coils of pure silver wire, Nos. 27 and 28; braided silk and catgut. 

After the vagina and external genitalia are thoroughly cleansed the 
thighs and nates are covered with a perforated gauze apron. The upper 
blade of a Fritsch speculum is attached to au irrigating apparatus con
taining a r: 5(X)() bichlorid solution. The anterior lip of the cervix is 
first seized between the points of Skeue's volsella and transfixed with 
a needle armed with a long braided silk. This is next passed through 
the posterior lip, then drawn from the cervical canal with a tenaculum, 
severed, and the separate loops tied. These 1

' guy sutures" wilt give 
the operator perfect control of the cervix. Their introduction requires 
but a moment's time and the trouble is more thau compensated for by 
the advantage gained. An applicator dipped in impure carbolic acid is 
now passed into the uterine cavity. If the nervous symptoms are at 
all marked, or if there is a history of obstructive dysmenorrhea, the 
cervix is forcibly di\·ulsed. If there is subiuvolution and menorrhagia, 
the sharp cnrette is next applied to the eut irE: endometrium, the debris 
wiped away, and a second application of the impure carbolic acid 
made to the eudometrium. This practice I consider very important 
and undoubtedly tlie good results obtained from trachelorrhaphy are 
enhanced by it. Should the case be one of gonorrheal endometritis the 
uterine ca\'ity should be irrigated with a 1: I(X)() bichlorid solution 1 

care being taken to remove all of the fluid with a strip of gauze. 
\\Tith the patient upon her back the mucous membrane CO\'ering the 
right border of the posterior lip is caught in a tenaculum, from which 
point it is removed to the corresponding apex. That of the an
terior lip is dealt with in the same way, care being taken to make the 
dissection extensive enough to remove all of the cicatricial tissue, par
ticularly at the angle of the rent. It will be found that this tissue is 
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much more abundant close to the cervical canal than immediately 
beneath the mucous surface of the cervix. \Vhile an undenuded strip 
should be left for the purpose of preventing occlusion of the canal, the 
scissors at the angle of the wound should, in removing the cervical plug 
which is usually found at this point, work a little distance from the 
cervico-vaginal mucous mernbraue in order to avoid cutting any of the 
branches of the uterine artery which may be imbedded in the sub
mucous cellular tissue. A like denudation is made 011 the right side. 
The denudation of the right rent, in cases of bilateral tears, is done iu 
exactly the same way. Ordinarily, a strip of mucous membrane a 
quarter of an inch wide is left between the two vivified surfaces, as 
shown in Fig. 203 . This is for the creation of the new cervical canal. 
It is, however, of the greatest importance that alt of the cicatricial 
tissue and diseased glands should be removed, e\·en if the cervical canal 
must be invaded in order to accomplish this. I do not hesitate to seyer 
the circular artery if necessary to do so in order to reach all of the 
cicatricial tissue. I once unwittingly penetrated the folds of the broad 
ligament on each side, so that the two fingers could be readily passed 
to the fund us uteri.* Under a stream of bichlorid the requisite num
ber of sutures was inserted, and before the wound was closed the uterus 
was packed with iodoform gauze for the purpose of controlling the free 

ARF.A OF DENUDATION IN TRACHEI,ORRHAPHY. Patient 011 her side. 

oozing of blood. The gauze was removed on the second day and the 
patient made an uninterrupted recovery . However, so extensive a dis 
section as this is unnecessary and not advised, but the danger attend
ing injury to the circular artery has, I believe, been greatly exagger
ated. 

For the removal of the cicatricial tissue I use almost altogether the 

* North American journal of Homeopathy, juue, 1891. 



!~JURIES RESULTING FRO:\I CHILDBIRTH. 89i 

scissors shown in Fig. 264. By picking up with a tenaculum the hard 
deposits, which can be felt distinctly with the finger , they are easily 

removed with the scissors. Some operators prefer for this purpose the 
uterine scalpel shown in Fig. 265 . 

After the diseased tissue has been removed and the denudation com· 
pleted, the parts are temporarily brought together by the aid of the 
guy sutures to determine whether or not approximation will be com

plete when the cervical sutures are introduced. If the hemorrhage is 
profuse and comes from the circular artery it can be controlled by pass
ing deeply in the angle of the wound a wire suture, and temporarily 
twisting it; or the spurting arteries can be secured in a fine catgut liga

ture. In Sims' posture the upper row of sutures is first passed; in the 

FIG. 264. 

EM:\lln''S CERVICAL SCISSORS. 

lithotomy posture it is a matter of indifference whether the right or the 
left side of the wound is first closed. Care must be taken to insert the 

sutures farthest from the operator as high up as possible to insure com
plete closure of the angles of the wound. A cervical needle armed 
with a silk leader, in the loop of which is placed a silver wire ten or 
twelve inches in length, is sefzed with the needle holder and carried 
from without inward ( Fig. 266). The number of sutures will vary 

FIG. 265. 

SCOTT'S UTERINE SCAtPEl.. 

from two to six on each side, depending upon the extent of the tear. 

It is not wise to place them too close together-ordinarily about four to 
the incb. After a suture is passed, the ends are quickly twisted to
gether and given to an assistant, or placed under the blade of the 

speculum. \Vheu all are passed, the operator approximates the two 
sides of the wound, securing first the sutures at the upper angles; this 
is done under a stream of bichlorid. Instead of twisting the sutures, 

perforated shot may be used for the purpose of securing them, because, 
if the twisted wire is uo;:ed, no matter how cautiously the ends are bent 
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upon themselves 1 they are liable to become buried and lost. More than 
once have I left twisted sutures behind. That this experience is not 
peculiar to myself is proved by the writings of l\Iunde, Emmet and 
others. After the sutures have all been secured the vagina is again ir
rigated, wiped dry with sponges, and a strip of iodofonn gauze packed 
about the cervix with one end left projecting from the ostium rngime. 
The gauze is introduced to support the parts should the patient vomit 
from the effects of the ether, and is removed as soon as the retching 

Flc. 266. 

lN'rRODUC'flON OF SUTURJ:o;S IN 'fRACHlU.ORRRAPHV. 

The after-treatment is \·ery simple. The patient is placed in bed, 
where she is kept for two weeks. The sutures are removed on the 
tenth day, unless menstruation should make its appearance at or about 
that time, or unless the perineum was restored at the same sit ting. 
She is permitted to urinate spontaneously from the first, if able to do 
so. After urinating, a small boric acid douche should be given. \Vhen 
the catheter is used the cleansing douches are not called for. 

Lumbar pain from dragging upon the cervix is the most constant 
symptom, and is usually made better by a few doses of cimicifuga. If 
there is much tenderness or soreness over the abdomen an ice-hag may 
be applied. Muncie recommends that if there is retro-displacement a 
Hodge pessary be introduced before the patient is removed from the 
operating table. In retroversion the anterior lip should be well drawn 
down with the guy while the sutures are being passed (p. 599). 

In order to remove the sutures the patient should be placed before a 
good light and the parts exposed with a Sims speculum. The first 
suture is caught in catch-forceps and severed with wire scissors. This is 
repeated until all are removed. The higher sutures can be located with 
the finger if they are not brought into view by the speculum. The 
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patient is permitted to get up and about at the end of the second week, 

although if there is marked subinvolution and pelvic congestion it is 

well to keep her quiet longer than this. In the meantime the ,·arious 

measures having for their object the relief of existing complications 

should be brought into requisition. 
It cannot be said that trachelorrhaphy is entirely free from danger, 

but the danger, if counter·indications do not exist, is practically nil. 

The operation should not be done if acute inflammatory symptoms are 

pre!'ent, or if the uterus is bound down by adhesions. The danger 

from sepsis, if antiseptic precautions are resorted to, is Yery slight. A 

few deaths ha\•e resulted from this and from pelvic inflammation; 

usually, however, serious pelvic inflammation is due either to unclean

liness or to the fact that the counter-indications have not been carefully 

observed. I have made at least four hundred trachelorrhaphies without 

a death. Except for two cases of cellulitis which resulted in my early 

experience from want of proper antiseptic precautions, I have not had to 

contend with serious complications of any kind. 

If the operation is properly performed the parts rarely, if ever, fail to 

unite. \Vhen imperfect union takes place it can be attributed, iu most 

instances, either to excessive suture tension, to sepsis, or to the de

pressed state of the general health. 
Should !typcrtropllic elongation ef tile cervix complicate the laceration 

the redundant tissue must be amputated. In dqing this care must be 

observed not to injure the bladder, rectum, or pouch of Douglas ( Figs. 

169 and r70). The hypertrophy may be limited to the vaginal portion, 

or it may implicate the supra-vaginal portion and body of the uttrns 

\\Then met with in virgins, it is probably due to inflammation. The 

diagnosis is easily made by digital and conjoined examination. I 

prefer Simon's method of amputation. This is done by excising a 

wedge·shaped mass from the two lips, after which the vaginal and 

cerdcal mucous membranes of each lip are stitched together ( p. 

607). Regar removes the tissues by a circular amputation, and then 

brings together the vaginal and cervical mucous membranes by a cir

cular row of interrupted sutures. 
In conclusion, it is necessary to allude to the probability of the recur

rence of the laceration should the patient again become pregnant. The 

statistics of \Velis show that a relaceratiou occurs only in about twenty 

per cent. of all cases in which the condition was noted after labor 

(MundC). It is not probable that, unless conception occurs very soon 

after the operation, the patient is any more liable to sustain a subse

quent laceration tbau are nulliparre. 



CHAPTER LII. 

INJUR I ES RES ULTI N G FROM CHIL D BI RT H. 

( Conti nued .) 

LACERATIONS AND INJURIES OF THE PF.RINEUi\l AND PELVIC FLOOR. 

General Considerations and Anatomy.-There is no subject con
nected with gynecology more important than the one under consider
ation . The frequency of these injuries, the distressing symptoms 
resulting from them, and the numerous methods which have been 
devised, especially during the last ten years, for their correction, make 
them, I think, of unusual interest. By all odds the most valuable con
tribution to the literature of this subject accessible to the English reader 
is, in my opinion, the chapter by Dr. Howard A. Kelly in Vol. II. of 
the "American System of Gynecology." In the present chapter I 
have drawn liberally from Dr. Kelly's writings. 

The almost countless operative procedures having for their object 
the restoration of the perineum and pelvic floor are the outcome of 
numerous and widely differing theories put forth by specialists and 
anatomists regarding the funct ion of the structures involved. The 
student is earnestly advised to study carefully, before considering in 
detail the symptoms and treatment of these injuries, the chapter 
devoted to the anatomy of the pelvic organs. It is absolutely essential 
for him to comprehend the relationship of the several structures of the 
pelvic floor if he expects successfully to contend with the accidents and 
injuries following in the train of parturition. 

The pekic floor, considered as a whole, is made up of muscular and 
connective tissues which are so interlaced as to form a firm and resist
ing diaphragm. These extend from the pubic rami and ischia to the 
coccyx and !-aero-sciatic ligaments, thus closing the pelvic outlet 
(Figs 2, 5, and 7). The pelvic floor is pierced in the female by the 
vagina and the rectum. The anus and lower extremity of the 
rectum are separated from the lower extremity of the vagina by a 
triangnlar body known as the perineum (Fig. w). The importance 
of the perinea} body as a supporting structure is variously estimated. 
Thus, Kelly maintains that its efficiency is inversely proportionate to 
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its depth-\·ery deep periueums being weak 1 and shallow short ones 
strong. If the perineum is considered as a separate part of the peh·ic 
floor, this \'iew is unquestionably correct. If, on the other hand, we 
look upon it as intimately connected with the pelvic floor by the com
bination of muscl~s. fascire, vessels, nen·es 1 fat 1 and areolar tissue, its 
importance as a supporting structure will be neither under-estimated 
nor unduly exaggerated. Being intimately blended with these struc
tures, it helps to sustain the posterior vaginal and the anterior rectal 
wall, thus preventing their prolapse, at the same time furnishing a sup
port upon which tile anterior vaginal wall and bladder rest Again, it 
directs the contents of the rectum during defecation backward, thus 
preventing the rectum from being forctd into the \·agiua in the form of 
a rectocele, as it also pre,·ents a cystocele by the support giveu to the 
bladder. 

The le\·atores ani, which, together with their fascia l coverings, are 
by all odds the most important structures of the pelvic floor, extend 
trans\·ersely acros" the pelds at the upper portion of the median line of 
the perineum. These muscles, together with the trausversus perinei 
and infra-vaginal portion of the triangular ligament, can be felt by 
carefully palpating the posterior vaginal wall just behind the hymen. 
They appear to the examiner as a band or sling of fibers1 which is suf
ficiently under the control of the patient so that by it the vaginal orifice 
can be contracted or relaxed. The fibers of the levatores ani hug in 
their embrace both rect um and vagina, as is shown in Fig. 7. If these 
fibers are separated from their lateral attachments to the rectum 1 the 
pelvic floor is weakened and the vaginal outlet relaxed. The rectum 
will

1 
as it were

1 
fall away from the vagina, so that the space occupied 

by the perineal body is increased in its antero-posterior diameter 1 pro· 
viding the fourchette has not been torn. It is this sort of a deep peri
neum which is weak, and which undoubtedly has given rise to the too 
sweeping assertion that all deep periueums are weak, whereas shallow 
short ones are strong. If the fibers of the levatores ani are neither 
separated nor relaxed the functional activity of the pelvic floor, as a 
whole, is preserved, whether the perineum be deep or shallow. 

\Vhile, then, it is true that very deep perinemns may be weak, they 
are weak not because of the large quantity of areolar tissue in them, 
but rather because the muscles and fascire are separated from their 
median attachments. 

As the presenting part of the fetus impinges upon the pelvic floor 
during parturition, it forces the fibers downward and rolls them out
ward and forward from under the pubic arch. The pelvic floor, in 
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common with the entire parturient canal, is softened by the changes 
incident to gestation, and, as the head descends and recedes with each 
succeeding pain, the muscular fibers are gradually stretched and dilated 
until, in normal cases, the head is delivered without injury to the 
mother (Figs. 9 and 267). If there exist a disproportion between the 

DIAGRAM OF VAGINAi~ OUTLET, SHOWTNG REI,ATlONS OF THE LEVATOR, REC· 

TUM1 AND VAGINA. (Kelty.) 

size of the parturient canal and the fetus which has to pass through 
it, or if the peldc floor is not thoroughly relaxed before the fetus is 
expelled, injuries are almost inevitable . 

Forms of l njury.-Injuries to the pelvic floor resulting from child· 
birth may be divided into two classes:-

1. Visible tears, varying from a slight rent of the fourchette to a 
laceration extending into the rectum. 

2. Invisible or subcutaneous tears. Here the muscular fibers and 
fascire are either lacerated or over·stretched. This condition permits 
of great relaxation of the outlet, the injury being frequently unrecog· 
uized because of the fact that it is concealed by the mucous membrane. 

A slight rent involving only the mucous membrane at the fourchette 
is of frequent occurrence, especially in primiparre, and, except as it 
furnishes an avenue for the entrance of germs, is of little consequence. 
If it does not extend beyond the sphincter the peh-ic floor remains un· 
weakened. \Vhen the rectO·\·aginal septum is itwoked it may extend 
as far up the vaginal canal as the cervix; usually it is confined to the 
lower inch of the septum. Central perforation of the perineum is a rare 
injury, though it occasionally occurs. It is the result of faulty posi· 
tion of the presenting part, or of deformity of the pelvis which drags 
the head backward instead of forcing it forward under the pubic arch. 

Invisible or concealed tears often extend up one or both \·aginal sulci, 
beginning at the posterior columna rugarum (Fig. 268). . 

Oue sulcus is usually more extensively involved than the other, the 
separation even extending as high as the cervix. The perineum may 
or may 11ot be involved. These lateral injuries correspond to the axis 
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of the vagina aud, extending in the direction of least resistance, sepa
rate the rectum from the lerntor ani muscle. The rectum itself is left 
uninjured. In those injuries extending through the recto-vaginal 
septum the muscular fibers of the peh-ic floor are ordinarily not sepa
rated (Fig. 268, D) . 

FIG. 268. 

'~ l@\ 
'~~ 

A. Relation of levator, rectum, and vagina (diagramn1atic). B. Same, showing 
deep tear separating levator fibers from rectum in right sulcus. C. Same, 
showing relaxation of outlet, separation 011 both sides. D. Same, showing 
tear into rectum; levator fibers not injured. (Kelly . ) 

Causes .-The various causes tending to produce laceration and re-
laxation of the pelvic floor are:-

Occipito-posterior presentation and malpresentations in general; 
Excessh·e uterine contractions; 
Narrow and too acute pubic arch; 
\Yeakening of the perineum from syphilis; 
Excessive rigidity, especially in elderly primiparre; 
Obstetric operations, particularly forceps deli\•ery. 
The use of the obstetric forceps oftener produces superficial injuries 

than concealed. E,·en in the bands of the most skilled obstetrician, 
tears more or less extensive in character will e\·ery now and then 
result from its application. Xevertheless the concealed injuries are 
oftener due to long-continued distention of the pelvic floor by the pre
senting part of the fetus than to the intelligent use of instruments. 

Spontaneous Reparation . -~ature, ever conservative, endea\·ors 
in her own way to repair injuries resulting from childbirth. Thus, in 
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relaxation from over-stretching of the fibers, the outlet is more or less 
completely closed by the levator fibers next beyond those which are 
injured. A constant spasmodic effort, when the patient is not at rest, 
is made by these fibers, though the contraction usually is insufficient to 
replace the natural support. In visible tears not extending into the 
rectum complete union may occur if the parts are kept clean and in 
apposition. Usually, however, such union is not possible without 
surgical interference. If the parts do not heal in this way, granula
tions are thrown out and scar tissue is created at the site of the tear 
which often gives rise to distressing reflex distmbance . This, in a 
measure, though it may pinch terminal uen·e fibers, serves as a substi
tute for the original tissue, the cicatricial mass affording a point of 
attachment for the muscular fibers which are a part of the perineum. 

In tears involving the recto vaginal septum nature is also able to do 
much to remedy the accident. If the rent extends into the anal border 
of the sphincter muscle only, subsequent cicatrization will pre\·ent ex
tensive separation. If the septum is involved higher up, the sphincter 
tends to contract at a point within the rent and more or less control of 
the bowel is preserved. However, after a certain point is reached the 
sphincter no longer works concentrically and the rectum is so separated 
as to destroy all retaining power. 

Results of Relaxation and Laceration of the Pelvic Floor.
Immediately after labor, it is impossible to recognize mere relaxation. 
After the patient is up and about she will complain of indefinite bear
ing-down pains and a feeling of insufficient support at the vaginal out
let. As time goes on this distress becomes more and more marked. The 
symptoms are particularly aggravated by being on the feet, especially 
if the patient is compelled to lift and do manual labor. In due time 
there is often developed prolapse of the vagiua, with cystocele, rectocele 
and e\·en euterocele. 

Uterine congestion and the various forms of displacement. especially 
prolapse, are not infrequently associated ·with relaxation and laceration. 
In complete laceration there is incontinence of feces and gas. 

The formation of a cystocele in these instances is due to the intimate 
attachment of the bladder to the anterior \·aginal wall. The bladder 
loses the support afforded by the peh-ic floor and perineum, which causes 
it to descend in the form of a pouch into the vagina . At first this is 
small, but as time goes on it increases in size until the tumor becomes 
sufficiently large to protrude from the labia. Because of the inability 
to completely empty the bladder, cystitis. dysuria, etc. , result. The 
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nature of the tumor can readily be determined by passing a sound into 
the bladder or by placing the patient in the genu-pectoral posture. 

A rectocele or recto-·vaginal hernia is produced by the same causes 
which, acting in front, gi\•e rise to cystocele. As the rectum pouches 
into the vagina, it becomes filled with fecal matter, which is evacuated 
with difficulty . This gives rise to tenesmus, hemorrhoids, obstinate 
coustipation 1 and even serious inflammation. The tumor yaries in size 

from a simple protrusion to one as large as an orange. The diagnosis 
is readily made by rectal exploration . 

Enleroceie or enLero-vaginal hernia is caused by the descent of a por
tion of the small intestines in such a way as to encroach upon the 
vaginal canal. It is oftener located posteriorly. The intestines in 
Douglas' pouch may gradually stretch this serous prolongation, which, 
pushing before it the posterior wall of the vagina, may present at the 

vulva in the form of a tumor. This condition is sometimes associated 
with hypertrophic elongation of the cervix (Fig. 170 and Plate XII). 
The SJmtp!oms of enterocele are usually not distressing. The diagnosis 
is made by rectal exploration and by the tympmitic character of the 
sound elicited upon percussion. It is important to bear iu mind the 
possibility of enterocele if the \·aginal tumor is first discovered during 
labor. Strangulation at this time is not impossible and if the condition 

is mistaken for other forms of vaginal tumor, serious consequences 
may result from an incision. In all cases of doubt, capillary puncture 
and aspiration are wise precautions to observe before thrusting a knife 

into the tumor. 
In cases of relaxation inspection will show that even though the 

perineum is actually deeper than normal the ostium vaginre is not 
properly dosed. The anal cleft, instead of presenting as a sharp, deep 
furrow, is flat and shallow, and the anus drops backward instead of being 
drawn up under the pubic arch. As the finger is carried into the vagina 

the distinct transverse ridge of fibers, extending from one pubic ramus 
to the other, cannot be felt. The only resistance met with upon push
ing the posterior vaginal wall backward is the large open muscular loop 

which rises low down on the pubic ramus, and passes around the rec
tum and \·agiua just in front of the coccyx. If the patient is upon her 
back, and the perineum is retracted with a finger in either vaginal 

sulcus, the anterior and posterior rnginal walls will roll out (Fig. 269); 
in cystocele and rectocele the pouching is \'ery marked. Or, if she is 
placed in Sims' posture, the ostium is not normally closed, but is suffi

ciently gaping to permit of the entrance of air. If the finger is now 
carried into the yaginal suki the line of separation can be distinctly 

58 
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felt. In the erect posture intra-abdominal pressure tends to force the 
pelvic contents from the weak outlet. There is usually more or less 
descent of the uterus connected with relaxation. 

This resolves itself into-

TREATMENT. 

( 1) Palliative; 
(2) Surgical. 

Palliat ive T reatm en t.-The palliative treatment consists of those 
measures having for their object the relief of pelvic congestion and the 
temporary support of the uterus and vaginal walls-the hot douche, the 

FIG. 269. 

SHO\VING RECTOCELE AND RELAXATION. ( Wood. ) 

glycerin tampon, and a properly fitted pesssary, should there be uterine 
or vaginal displacement. Elderly women, especially, often decline to 
submit to operative interference, and it is possible to keep them fairly 
comfortable by the various palliative measures recomrue"nded in Chapter 
x . 
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Surgical Treatment-Primary Operation. . .:_Recent superficial tears 
should be repaired at once. This will not only make a secondary oper
ation unnecessary, but it closes one, and a very important, avenue for 
the transmission of septic matter. If the tear is a simple one, and does 
not extend into the sphincter, its closure is not in the least difficult, and 
any physician capable of assuming the responsibilities of an accoucheur 
ought to be able to repair it. 

The patient should be placed across the bed with her hips projecting 
over its sides. After washing away the clots and debris with a 1: 4000 
bichlorid solutio11 1 the surfaces of the wouud 1 if at all irregular, are 
trimmed with scissors so as to make coaptation perfect when they are 
brought together. I prefer wire for suture material in puerperal cases, 
because of the more or less septic character of the 1ochia1 discharge. 
This is threaded into au ordinary straight perineal needle, which is car
ried through the tissues by means of a needle holder. From one to four 
sutures will be necessary1 according to the extent of the tear. The 
first two sutures are buried in tbe recto-vaginal septum, and are en
tirely concealed. The third and fourth, if used, are introduced in such 
a way as to make their appearance within the vagina. If, however, 
the tear is more extensive and involves the posterior vaginal wall, 
sutures must be passed within the vagina so as to approximate the torn 
surfaces. The sutures are secured by twisting or by perforated 
shot, care being taken not to cause too great tension. The external 
sutures are entered about a quarter of au inch from the margin of the 
wound and are made to reappear at the corresponding point on the op
posite skin surface. After the sutures are secured the knees are tied 
together. The sutures are left in from seven to ten days. If the parts 
are kept scrupulously clean, union will result in nearly every instance. 
The patient is allowed to urinate spontaneously, if she can do so, after 
which a ten per cent. boric acid douche is given. If she cannot urinate 
spontaneously the catheter must be used. 

If the tear extends through the sphincter1 the technique of the opera
tion for its immediate closure will have to be modified. Failures are 
here much more common than is the case in dealing with superficial 
injuries. The failure may be due to wound infection from fecal and 
lochial contamination; or to a bruised condition of the tissues ·which 
favors sloughing. 

If the rent does not extend too far up the recto-vaginal septum, it 
may be closed by passing the sutures according to the method shown 
in Fig 270. It is best, however. when the tear extends any distance 
into the septum, to pass a sufficient number of interrupted sutures from 
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the vaginal and rectal sides of the wound to coaptate the surfaces 
nicely. Silver wire may be used for the vaginal surface, and silk or 
cbromicized catgut for the rectal surface. These should be introduced 
about four to the inch. 

In the after-treatment of complete tears great care is necessary to 
prevent hardened fecal matter from stretching the parts during defeca
tion. 

Secondary Operation.-By this is meant an operation upon the peri-

F IG. 270. 

CO:.IPf.ETE LACERATION. DEKUDATIO:-: AND DISPOSITION OFTRE SUTURES. 

( Emmel. ) 

neum and pelvic floor after the parts have cicatrized-from two months 
to several years following the injury. All granulations and inflamma
tion at the site of the iujury have disappeared, and in order to restore 
the parts to their normal condition, raw surfaces must be created, either 
by denudation or by flap-splitting. 

There are certain general measures which should be attended to pre-
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viously to any of the secondary operations upon the perineum and 
pelvic floor. It is not wise, especially in complete lacerations, to 
operate while the patient's health is greatly depreciated. Unless the 
indications for immediate reparation are imperative, sufficient time 
should be taken to build up the general system. In complete lacera
tions, the bowels should be thoroughly emptied by a cathartic twenty
four hours before the operation and the lower bowel washed out by an 
enema two or three hours before the patient is placed upon the operating 
table. She should be instructed to make a final effort to evacuate the 
bowels just previously to taking the anesthetic. Unless this last pre
cautio1l is taken , water will be left behind which, together with the 
liquid contents of the lower bO\vel, will be expelled during the oper
ation, much to the annoyance of the surgeon. \Vhen the recto-vaginal 
septum is involved, a longer time s~ould be taken in order to insure 
complete emptying of the intestinal canal of all fecal and scybalous 
matter. A cathartic should be given every day for at least three days 
previously to the time set for the operation. The patient should, dur
ing this time, live almost entirely upon liquid food. The parts should 
be kept clean by antiseptic vaginal douches. For the enemata a 
boric acid solution should be used. 

FIG. 271. 

SDIS' SHARP CURVF.D SCISSORS. 

General anesthesia is advisable in nearly all cases. Unless ether is 
counter-indicated because of some kidney or lung lesion, it is prefer
able to chloroform owing to its greater safety. In superficial rents, 
and particularly if the patient is not very nervous, it is entirely possible 
to operate with but little pain under the hypodermic use of cocaine. 
Occasionally patients are met with who dread the anesthetic more than 
the operation. As a rule, however, general anesthesia is advisable. 
Immediately before the anesthetic is administered 1 a large hot vaginal 
bichlorid douche is given, for its hemostatic as well as its antiseptic 
effect. 

A large number of instruments is unnecessary. There should be a 
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pair of scissors curved on the fiat ( Fig. 271 ) ; a pair of angnlar scissors 
( Fig. 272 ) ; two tenacula; two or three straight round perinea! needles 
(ordinary darning needles about two inches long) ; two short curved 
needles; three or four catch-forceps; a needle holder; cbromicized cat-

FIG. 272. 

E)D.IE'T'S DOUBLE-CURVED SCISSORS. 

gut; an irrigator; and a Kelly pad. The crutch is, in my opinion, en
tirely unnecessary. Emmet's right and left scissors curved on the Oat 
are a convenience rather than a necessity. 

Assistants.-Four assistants are necessary: two to support the 
patient 's limbs; hold the speculum and assist the operator in various 
ways; one to aid with the instruments and sponges; and one to give the 
anesthetic. 

Position of the Patient.-For all operations upon the perineum and 
posterior vaginal wall the lithotoruy posture is t he preferable one. In 
anterior colporrhaphy it will be necessary to utilize the Sims or semi
prone posture in order to expose the anterior vaginal wall. 

The character of the operation will depend upon the extent and 
nature of the injury. 

RESTORATION OF THE PERINEUM ONLY. 

Simple Denudation and Coaptation.-The assistants, one on 
each side of the patient, support the limbs which are flexed upon the 
abdomen, and with the unoccupied hands separate the labia so as fully 
to expose the parts. The operator hooks a tenaculum into the muco
cutaneous surface of the left side at a point corresponding to the upper 
margin of the rent ( this is indicated by the scar tissue) , and with 
curved or straight scissors dissects up a strip of mucous mem
brane at its junction with the skin surface and extending from this 
point to a corresponding point on the opposite side (Fig. 273) . The 
tenaculum is now discarded and the strip of mucous membrane is held 
in the left hand . With a pair of scissors curved in the opposite direc· 
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lion another strip is remoYed from right to left. This is repeated until 
the denudation is carried to the required height; usually an area cor
responding to that shown in Fig. 274 is denuded. 

The sutures ( silkworm gut. sih-er wire or chromicized catgut) are 
now passed. I prefer for needles ordinary straight darning needles. 
They are inexpensive, readily penetrate the tissue, and, because of their 
shape, give rise to no hemorrhage. The lower suture is first introduced 

FIG. 273. 

FIRST STEP; DENUDATION BEGUN. (Skene.) 

a short distance from the skin surface and made to reappear at a cor
responding point ~on the opposite side of the wound. From three to 
five sutures, depending on the size of the denuded area, are ordinarily 
required. The ends of each suture are secured in catch-forceps. All 
except the last are entirely concealed and should be passed with the 
finger in the rectum as a guide so that the rectum may not be pene
trated. In inserting the last suture it is better, instead of introducing 
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it as is shown in the illustration, to pass it through the tissues at the 
upper angle of the wound on the left side, then carry it through the 
apex of the vaginal mucous membrane close to the point of denudation, 
causing it to reappear on the skin surface of the opposite side of the 
wound . When this suture is tightened it will elevate the vaginal 
mucous membrane to the highest point of the wound, thus preventing 

FIG. 274. 

SURFACE DENUDED AND SuTURl~S IN POSIT I ON. (Thomas.) 

the formation of a sulcus just above the newly-made perineum, which, 
by the retention of secretions, may interfere with union (Emmet). Dur
ing the entire operation constant irrigation if. kept up with a 1: 5000 bi
chlorid solution. It is rarely if e\·er necessary to do anything more 
than to temporarily compress spurting arteries in order to control the 
hemorrhage. 

The lower suture is first tied ( twisted or shotted if wire), and each 
succeeding suture from below upward is dealt with in the same way. 
There is danger of creating too much tension in securing the sutures. 
The tension should be only great enough to hold the parts in nice 
coaptation, making due allowance in all cases for more or less swelling. 
It is a good plan wlien wire is used, after the twisting, to shoulder the 
sutures with two tenacula . There should be but little pain after peri
neal operations, and when it occurs it is due to excessive suture tension. 
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After the wires are twisted the ends are cut about two inches from the 
skin surface. The several ends are then twisted into one ~oil and pro
tected either with absorbent cotton or a piece of rubber tubing. The 
limbs are brought together before the sutures are twisted. When the 
operation is completed the parts are carefully cleansed, wiped dry ( the 
vagina being cleansed with a sponge held in a holder), sprinkled with 
iodoform, and strips of iodofonn gauze packed into the vagina. Au 
antiseptic pad should also protect the newly-made perineum. The 
patient is then placed iu bed with her limbs tied together until she re
covers from the anesthetic. 

FIG. 275. 

FLAP-SPr,ITTING OPERATION FOR lxCOMPLETJ:! LACERATION OF THI': PERINEU~I. 

(LINES OF INCISION. ) ( /Jf1111de. ) 

The buried animal suture may be utilized for coaptating the denuded 
surfaces instead of the outside sutures. If used, great care must be 
observed to prevent suture infection. Catgut should be chromicized in 
order to prevent too rapid absorption. The suture should not be per
mitted to touch any part of the patient or the table during the opera
tion. A long catgut is threaded in a suitable needle, passed at the 
apex of the wound and tied. It is then reintroduced, grasping only a 
portion of the denuded surface, and interlooped. The sutures are 
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passed about four to the inch until the lower angle or skin surface of 
the wound isreached. The catgut is pulled taut and held by an assist
ant as it is each time drawn through the tissues, until finally the wound 
is completely closed, the last row approximating the mucous and skin 
surfaces. The chief advantage of the animal suture is that it does not 
require removal. To prove successful, however, the strictest antiseptic 
precautions must be observed in its use. 

Flap-Splitting Operation.-This operation, now so popular with 
the larger number of specialists, was reintroduced by Lawson Tait and 
bas received the imprimatur of his name. It is admirably adapted to 

FIG. 276 

FLAP-SPI.l'M'ING OPERATION FOR COUPLETE LACERATION OF THE PERINEUM. 

( LINES OF INCISION. ) (Alunde.) 

those cases of simple laceration uncomplicated with pelvic relaxations, 
and complete lacerations involving the inferior extremity of tbe recto
vaginal septum. It possesses the great advantage of being quickly 
and easily performed. In order to prevent confusion I will describe 
under the present head the operation for both complete and incomplete 
tears. 

The patient is placed in the lithotomy posture, the index finger of 
the left hand is passed into the rectum for a guide, and with a pair of 
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angular scissors (Fig. 234) introduced into the left side of the recto

vaginal septum, the tissues are split from left to right ( Fig. 275 ) . 

Tait makes this median incision from a quarter of an inch to half an 

inch deep. If the laceration is an incomplete one the incision is carried 

up on either side to a point corresponding to the upper angle of the 

perineal rent. If the recto-vaginal septum is involved in the tear it is 

also extended downward and backward on both sides of the transverse 

incision to a point just beyond the edges of the sphincter ani muscle 

( Fig. 276) . 
The upper and lower flaps are now caught in tenacula or catch

forceps, the upper being drawn upward and the lower downward 

( Fig. 278 ) . The sutures are passed from left to right and from below 

upward by means of a needle with a fixed handle (Fig. 277 ) . The 

FIG. 277. 

PEAS!.F.E'S Pi!RINEAL NEED!,ES. 

sutures should be passed very close to the edge of the wound, Lawson 

Tait even recommending that the skin surface be left untouched. I 

agree with Munde, however, that it is better to include a small portion 

of the skin surface, for by so doing coaptation is made more complete. 

After all of the sutures have been introduced they are secured in the 

ordinary way. The puckering of the posterior commissure, which in

evitably results, is closed by a continuous catgut suture. I shall speak 

of my modification of this operation in dealing with relaxations of the 

pelvic floor. 
This is a most ingenious, and, ordinarily, a most successful operation . 

For complete tears I think that it is unexcelled. Its superiority over 

the older method was most forcibly impressed upon me by a case sent 

to me some years ago by Dr. Sutherland, of South Bend, Iud. The 

recto-vaginal rent extended for at least two inches above the lower 

border of the sphincter. The operation was done six weeks after con

finement, while the parts were yet subinvoluted and exceedingly 

vascular. The hemorrhage was most profuse, and it became necessary 

to tie a good many arteries with catgut, which was evidently con

taminated; at any rate, wound infection from some cause ensued . 

Sloughing occurred , but not until after the. rectal and vaginal portions 

of the wound had united. The sloughing gave rise to an excarntion 
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in shape not unlike that shown in Fig. 278. This, in time, entirely 
filled in by granulation, and the patient recovered with perfect control 
of the sphincter. 

Other Methods of Closing Complete T ears .-Various other 
operations having for their object the reparation of complete tears are 
now, and have been for many years, in vogue. Of these H egar's, 
Hildebrandt 's, Simon's, Baker Brown's, Emmefs, Freund's and Good -

F1c. 278. 

FLAP-SPLITTING 0PF.;RATION FOR LACF.RATED Pr;RINEUM. APPEARANCE OF 

WOUND AND INTRODUCTION OF SUTURES FOR IlOTH VARIETIES. (/lf1mdf.) 

ell's are best known. In the first four the vivification is confined to 
the posterior vaginal wall and is median; in the last three it is bilateral 
and is made in the vaginal sulci. Of these \·arious operations Emmet's 
is the most popular in this country, although, in my opinion, infinitely 
more difficult and unsatisfactory than the flap-splitting method. I will, 
however, for the sake of completeness, briefly describe it. 

Emmet's Operation .-The area of vivification is well shown in Fig. 
270. It represents a triangle on either side of the lacerated perineum. 
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At tht apex of the tear the two triangles are connected in the median 

line, the denudation being carried some three centimeters above the 

point of the laceration. It will be seen by studying the figure that the 

median denudation represents the body of a butterfly aud the lateral 

portions its wings. The parts are closed with silver wire of medium 

size and the introduction of the sutures is of great importance. The 

point of the needle armed with the first suture is introduced oue centi

meter and a half behind and outside the anus, on the left side. This is 

carried through the inferior part of tbe recto-vaginal septum and is 

FIG. 279. 

5UPERD1POSEO DIAGRAMS OF FRITSCR'S, HEGAR'S, BISCHOFF'S, SIMON'S ANO 

E:-.1:-.1ET'S OPERATIONS. 

made to appear on the right side of the anus at a corresponding point. 

The sutures must be guided by the left index finger in the rectum. 

Four or five sutures, one above the other, and all concealed within the 

,·agiua
1 

are passed in this way. They are secured as in incomplete lacera

tion. If perfect coaptation of either the mucous or the skin surface is 

not secured, superficial catgut sutures may be introduced. The first 

suture is by all odds the most important one and must catch the ends 

of the broken sphincter muscle in such a way as to bring them into 

perfect coaptation when the suture is secured. The vivification is 

carried only to the border of the rectal mucous membrane. 

If the rent extends more than two inches upward it may be closed 



91 8 A TEXT-BOOK OF GYNECOLOGY. 

by continuous or interrupted vaginal and rectal sutures. For the rectal 
suture chromicized catgut should be used; for the vaginal suture wire, 
silk, silkworm gut, or chromicized catgut, as the operator may elect. 

In all operations for complete tears the operator must keep in mind 
the three objects to be attained, viz., the restoration of the perinea! 
body; the closure of the rectal opening; and, finally, the restoration of 
the sphincter ani muscle. Of these three objects the last is by all odds 
the most important; unless complete union of the two ends of the sev
ered sphincter muscle is obtained, failure, either partial or complete, is 
inevitable. 

OPERATIONS FOR RELAXATION, WITH RECTOCELE AND CvsTOCELE. 

The various operations which have been devised to overcome relaxa
tion of the pelvic floor, with rectocele, are shown diagrammatically in 
Fig. 279. 

These, embracing as they do various degrees and shapes of denuda
tion, have all been devised for the purpose of picking up the relaxed 

FIG. 28o. 

HEGAR'S OPERATION. 

tissues underneath the vaginal mucous membrane, which condition is re
sponsible for the rectocele and for the deficient pelvic support. They all, 
if properly performed, narrow the posterior nginal wall . The breadth 
of denudation in all is greatest just within the vaginal outlet, which 
brings together at this point the lower border of the triangular liga
ment and the relaxed levatores ani muscles. Of the median operations 
I will describe Hegar's as being the one oftener performed. It is 
especially applicable to cases of complete procidentia in elderly \Yomen 
where the rectocele is very pronounced. \Vheu indicated it is usually 
necessary to make an anterior colporrhaphy at the same sitting. 



INJURIES RESULTING FROM CHILDBIRTH-CONTINUED. 919 

Hegar's Operation.-The patient is placed upon her back with the 
thighs flexed upon the abdomen. The field of operation is fully ex
posed by a retractor passed underneath the pubes, when the cervix is 
caught by its posterior lip in a stout tenaculum or vo]sella and drawn 
downward ( Fig. 280). Two tenacula are fixed at the highest point of 
the perinea! tear, one on either side, and retracted. This procedure 
will nicely expose the area to be denuded. \Vi th a scalpel two lateral 
incisions are made, beginning at the crest of the rectocele, which is 
usually just below the cervix, and extending down the sides to a point 

FIG. 28t. 

DENUDATION IN TRF. EMMET OPERATION. SUTURES PASSED. (Kelly. ) 

corresponding to the tenacula. The apex of the denuded area is 
caught in a third tenaculum and dissected from above downward. Or 
the dissection may be made from left to right and right to left with 
properly cnn-ed scissors (Fig. 272). After a flap large enough to be 
held by the fingers is dissected up, the tenaculum is discarded and the 
triangular section is removed to the skin surface. This is then incised 
either with the scissors or the scalpel. Bleeding surfaces are temporarily 
caught in snap forceps. Constant irrigation is maintained during the 
operation. 

The wound is closed by continuous catgut1 or by interrupted sutures. 
If the continuous buried suture is used it is carried from above down
ward in superimposed rows until the parts are perfectly approximated. 
It is sometimes best to introduce one or two rows of buried catgut, 
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bringing the mucous meruhrane together with interrupted silver wire 
sutures. After the vaginal surface is approximated the perinea I wound 
is closed by silver wire sutures passed from ·without. 

Emmet's Operation.-In Emmet 's operation the denudation is 
''posterior median in front and bilateral on either side of the columna. '' 
extending into one or both sulci for a variable distance. In Fig. 268, 
the manner in which the fibers connecting the levator and rectum are 
separated is shown diagrammatically . The object of Emmet's opera
tion is to utilize the vaginal suki in such a way as more thoroughly to 
catch these fibers and bring them together. The operation is performed 
as follows:-

An elliptical surface in each lateral vaginal furrow is denuded (Fig. 
281). This is accomplished by separating the labia and catching the 
crest of the rectocele in a tenaculuru. Two other teuacula are hooked 
into the tissues near the caruncles on either side. If, now, the tenacu
lum which is hooked into the rectocele is pulled to the left, a triangle 
is formed which extends from this tenaculum to the tenaculum on the 
right side. A strip of tissue is removed between these two tenacula 
varying in width according to the extent of the denudation required. 
The crest of the rectocele is next drawn to the opposite side and a strip 
of tissue extending between this tenaculum and the one on the left side 
removed in the same way. This will leave an area of uudenuded tissue 
between the crest of the rectocele and the skin surface, which is to be 
removed with a pair of curved scissors. As a result there will be cre
ated a denuded surface extending into the sulcus of both sides. If 
the relaxation is greater in one sulcus than in the other, the denuda
tion may be carried higher on that side. 

The mauuer of passing the sutures, devised by Dr. Emmet1 is all
important, and is also shown in Fig. 281. Either silver wire, silkworm 
gut, or chromicized catgut may be used as suture material. In order 
to expedite the operation I use the continuous catgut suture, and 
cannot see but that the results are quite as good as with interrupted 
silver wire or silkworm gut. Beginning at the apices of the triangles 
they are passed transversely , the first not extending deeper than the 
mucous membrane. The subsequent stitches enter the vaginal mucous 
membrane close to the margin of denudation and are passed deeply 
toward the operator, brought out at the bottom of the sulcus lower 
down than the point of entrance, reentered near the same point and 
made to appear on the lateral vaginal wall close to the margin of de
nudation. Care should, of course, be taken not to injure the rectum. 
If interrupted sutures are used they may be secured as soon as passed . 
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Usually from three to eight inside sutures will he sufficient to complete 
the operation. There will be left a small perineal surface unapproxi
mated after the internal sutures are secured ( Fig. 282). This is closed 
by two or three sutures passed from the outside iust within the pos
terior commissure1 not upon the skin surface. 

FIG. 282 . 

INTRODUCTION OF THE SUTURES IN Ell.DIET'S 0PERATIO=--. THE VAGINAL 
Su'rURRS ARE TIED. (Thomas and tllwrde.) 

T he Aut h or's Method of D ealing with All L esions of the 
L ower O rifices o f the Body at One S itting.-I shall not at this 
time discuss the pathology or the symptoms of the several injuries and 
lesions to be dealt with . I have in Chapter VIII dwelt upon the 
unity of the pelvic organs and, indeed, of the entire organism. I 
desire, however, to again emphasize the fact that the operator who 
does not look beyond the cervix and the perineum in doing minor gyne-

59 
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cological work will be doomed to many disappointments. The pel\"ic 
floor as a whole, the urethra, the bladder, the clitoris, the hymen, the 
labia minora and the rectum are, from a pathological standpoint, equally 
important and should receive from the operator due attention at the 
same sitting at which the cervix is repaired. unless urgent counter
indications exist. I exclude. of course, the more serious affections and 
malformations of these organs, requiring for their correction prolonged 
operative work. But dilatation of the cervix and curetting, tracbe
lorrhaphy, reparation of the pelvic floor and perineum, removal of 
irritable carunculre from about the hymen and urethra, remo\'al of 
clitorideau adhesions, amputation of hypertrophied nymphre, din1lsion 
of the urethra and rectum when called for, the removal of hemorrhoids, 
etc., can and should be done at one sitting in from thirty to sixty 
minutes, and in a thorough manner. A simple technique is, howeYer, 
necessary for quick work, no matter how skilled the operator may other
wise be. I ha\·e gradually e\·olved a technique of my own which, I 
presume, is nothing more than a combination of the various methods 
given by various writers. This explanation I make for my own pro
tection, for doubtless many operators have adopted practically the same 
methods which I am about to describe, though I am not aware that this 
is the case. 

Trachelorrhaphy .-The patient is prepared and the parts \·ivified 
according to the methods described on page 895. 

A Martin's curved needle (I have these needles made in smaller sizes 
than the original), armed with a No. 2 chromicized catgut suture, is 
now passed high up in the angle of the left wound in such a way as to 
bring together the opposing surfaces underneath the mucous membrane 
at this point. The suture is drawn through and tied. It is then car
ried downward as an interloopecl continuous suture to the lower angle 
of the wound and tied ( Fig. 283) . The right side of the 1Yonnd is 
closed in the same way, care being taken that too much tension is not 
made on the suture as it is being iuterlooped. Before securing it in the 
final knot the tension can be relieved, if necessary, by means of a 
tenaculum. Constant bichlorid irrigation is maintained during both 
the clissectiou and the suturing. The needle is passed from below up
wards-a little point but an important one; by so doing, as it emerges 
from the tissues, it is not buried iu the irrigating fluid and blood which 
naturally gravitate into the posterior fornix, and can be readily grasped 
by the needle-holder. 

An ordinary trachelorrhaphy performed in this way is converted into 
a perfectly simple operation and can be done easily in ten minutes 1 and 
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even in fiYe. I ha Ye now used the chromicized catgut suture in O\'er one 
hundred trachelorrhaphies and without a single failure. In one case I 
used the carbolized gut and absorption took place before union was com
plete. No further attention need be given the cen'ix except to use a 
1 :sooo bichlorid douche after each urination. The patient is not haunted 

l\IETIJOD OF SUTURING THE CER\'IX. ( Wood.) 

with the idea of having the sutures remQ\·ed, nor is the operator haunted 
with the possibility of having his operation spoiled by inexperienced 
attendants, to whom he often has to entrust the post-operative treatment. 

R epa ra tion of th e P e lvic Floo r and P e ri neum.-Tait's method 
of flap-splitting is, as I ha\·e endeavored to show, a most ingenious 
one when the perinea! body alone is to be built up. I have, how
ever, been led to modify somewhat the technique given by Tait, 



Munde and others. As ordinarily performed, there is left at the 
site of the newly created commissure a superfluous amount of tissue 
which is of no use whatever for supporting purposes; the vaginal 
mucous membrane, being drawn downward without the ostium vaginre, 
is liable to become irritated upon walking and during sexual congress. 
To overcome this I remove a small triangular portion of tissue at the 
upper angle of the wound and bring the opposing surfaces together 
with a cbromicized catgut suture, which is further utilized for the more 
perfect coaptatiou of the skin surfaces between the external wire 
sutures. This restores the fourchette to a virginal state as nearly as 
can be done by any operative procedure. 

If relaxation of the pelvic floor, with rectocele, is associated with the 
perinea! rent, the flap-splitting operation, as ordinarily performed, will 
overcome neither the relaxation nor the rectocele. If the recto-vaginal 
septum is split high enough to bring together the separated underlying 
muscles and fascire, and the wound is closed by external sutures alone, 
there will exist a degree of tension which will probably defeat the chief 
end of the operation; besides, the diaphragmatic pelvic muscles and 
fascire, instead of being restored to their normal relationship, are, when 
the external sutures are tightened, pursed in a most unnatural way 
underneath the pubic arch. Of course this operation can be supple
mented by any of the forms of posterior colporrhaphy which have been 
described, and in this way the rectocele and relaxation overcome. But 
when colporrhaphy is performed according to the method of Emmet, 
Hegar, Fritsch and others, it is a somewhat tedious operation, involves 
an unnecessary loss of tissue, and leaves behind avenues for septic 
infection. To overcome these several objections I have devised a 
method which, I believe, will more perfectly restore a relaxed pelvic 
floor than any yet enunciated. It is, indeed, an extended flap-splitting 
operation and was suggested to me because of the conservative nature 
and extreme simplicity of the latter method of restoring the perineum. 
It is a combination of Lawson Tait's and Doleris' flap-splitting 
methods, of Schroeder's method of detaching the mucous membrane, 
and of Emmet's method of suturing. I proceed as follows:-

The patient is placed in the usual lithotomy posture, with an assist
ant on either side, who retract the labia with the fingers. The index 
finger of the left band is carried into the rectum to serve as a guide. 
The character of the transverse incision will depend upon the perinea} 
rent. If the body is not torn, and the condition is one of simple relax
ation, it is made with a pair of angular scissors close to the fourchette, 
and is carried below the mucous membraue ouly (Fig. 284) . At the 
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muco·cutaueous surface this need not be more than half an inch in 
length, the separation being carried laterally as far as is necessary 
underneath the mucous membrane. If the perinea! body is to be 
restored it is made exactly as is shown in Fig. 27 5, with corresponding 
vertical incisions, except that the vertical incisions should not extend 

FrRST STEP OF TllE AUTHOR'S SUBCUTANEOUS 0PF.RATION. 

a, b, Line of Incision. 

quite as high as in the original Tait operation, and, at their upper 
extremity, should extend into the muco·cutaneous border. In either 
event the dissection, instead of being extended into the recto-vaginal 
septum for half an inch only (which is the extreme limit of the Tait 
operation ) , is carried as high as the crest of the rectocele, even though 
this requires a separation of two inches or more in depth. This dissec
tion, after the skin and deep layer of superficial fascia are severed, is 
best made with the finger and is carried well into the sulci so that the 
separated fibers are exposed. I think it best to use the finger only, for 
the tissues are easily separated, and by tearing them apart the hemor
rhage is reduced to a minimum; there is also much less danger of pene
trating the rectum or the vagina than when a cutting instrument is 
used. This step of the operation is facilitated by catching the two flaps 
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in catch-forceps and separating them (Fig. 285); it can be completed 
in thirty seconds. A stream of hot bichlorid solution should be kept 
playing upon the parts during the entire operation. 

From one to three interrupted sutures of chromicized catgut are now 
introduced through the vagina. These sutures are best passed by 
means of a small curved needle which is made to penetrate the vaginal 
flap a little to the left of the median line at the apex of the rectocele, is 

FIG. 285. 

SEPARATING VAGINA FROM RECTUM WITH FINGER. (Wood. ) 

reintroduced into the lower border of the vaginal flap and carried 
around the left sulcus1 again introduced into the rectal flap at the point 
of exit, buried in the rectal flap and carried around the right sulcus, 
reintroduced into the vaginal flap and made to again appear within the 
vagina near the point of entrance. Fig. 286 shows diagrammatically 
this suture introduced from left to right. I think that it is more con
veniently introduced from right to left. 

When the sutures thus introduced are tightened the separated 
muscles and fascice will be drawn together underneath. the vaginal flap. 
Formerly I utilized the sulci alone in passing the sutures, but the 
sutures were not brought together in the median line, as they will be 
if the needle is made to entirely encircle the wound. 

A triangular piece of tissue is removed from the lower angle of the 



INJURfES RESULTlNG FRO:'![ CHILDBIRTH-CONTINUED. 927 

wound, to which is attached the lower forceps. Unless this is done the 
tissues will project at this point after the wound is closed. From three 
to five chromicized catgut sutures are now passed from the skin surface. 
For passing these sutures I have foun<l nothing better than ordinary 
darning needles, such as can be secured in any dry goods store for a 
nickel a paper. They should be an inch and a half long and not too 

FIG. 286. 

VAGINAf~ SUTURES SHOWN DIAGRAMMATICAL[,V. (Wood.) 
V. Vaginal Flap; R. Rectal Flap. 

light. The point of the needle should penetrate the skin not more 
than an eighth of an inch from the left border of the wound . With 
the forefinger of the left baud in the rectum as a guide, which also 
pulls down the recto-vaginal septum, the suture is made to completely 
encircle the wound from the skin aspect and to reappear at the corres
ponding point at the right margin of the wound . The vaginal sutures 
will have diminished the depth of the wedge-shaped excavation so that 
it will not be more than half an inch deep. All of the outer sutures 
are buried in the tissues, but care should be observed that they do not 
extend high enough to include the lower vaginal suture; in the latter 
event strangulation of tissue might result ( Fig. 287 ) . 

This will create a firm, solid perineum, the width of which will depend 
upon the length of the vertical incisions, and the depth upon the dis· 
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section into the recto-vaginal septum. I next remove a small triangular 
portion of tissue at the point of the newly formed fourchette, as in 
operations for the restoration of the perineum only, bringing the edges 
of the triangle together with interrupted catgut sutures. This does 
away with the superfluous teat of tissue at this point and destroys 
the cicatrix, should one exist . If the skin borders are not perfectly 
coaptated they should be brought together with superficial sutures. 
All sutures will disappear by the twelfth day and no further attention 
need be given them. 

PASSING ExTER~AL SUTURES. (Wood. ) 

It should be borne in mind that this is essentially a submucous opera
tion,£. e., the separated muscles and fasci~ are drawn together under
neath tile mucous membrane, .though the sutures are passed through the 
vaginal canal. By it the vagina is converted into a mere slit in the 
pelvic floor, and it therefore corrects any existing prolapse of the an
terior vaginal wall. (Except in elderly women I now rarely perform 
anterior colporrhaphy.) It also restores the perineum and fourchette 
to nearly a virginal state, while it draws the anus and vaginal outlet 
toward the pubic arch more effectually than does any other operation 
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that I have performed or seen performed. Finally, it can be done more 
quickly than can any of the colporrhaphies which necessitate the denu
dation of the vaginal mucous membrane, especially if the denudation 
is made lateral. I have many times performed the entire operation in 
five minutes and do not hesitate, unless the capital operation is a par
ticularly severe one, to repair the pelvic floor at the same sitting at 
which a laparotomy or a vaginal hysterectomy is done. 

I claim for this submucous method of perineo-colporrhapby the follow
ing advantages:-

!. It is more simple and can be more qnickly performed than can any 

FIG. 288. 

,r 
STOLTZ'S OPERATION FOR CvSTOCELE .• ( Tl1omas and .llfu11dt.) 

of the colporrhaphies which necessitate the denudation of the vaginal 
mucous membrane, especially if the denudation is made lateral. 

2 . It unites the separated muscles and fasci~ at the median line, 
their normal relationship 1 which is not the case when the denudation 
is confined to the sulci. 
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3. The wound is entirely closed, except at the \·aginal orifice1 so that 
the possibility of septic infection is reduced to a minimum. 

Anterior Colporr haph y or Elytrorrhaphy.-In elderly women 
when prolapse of the anterior vaginal wall, with cystocele, is at all 
marked it wilt be necessary to perform an operation haying for its 
object the relief of the cystocele. Innumerable operations ha\·e been 
devised for this particular purpose, all of which involve more or less 
denudation and destruction of tissue. Thus H egar denudes a surface 
the shape of an ellipse, which is \·ery blunt at the upper extremity. 
Emmet recommends giving the denuded surface the form of a mason's 
trowel. Stoltz makes a circular denudation. The fact is, the form of 
denudation is not of great importance. It is simply necessary to incise 
freely the exuberant portion of the vagina. Pozzi includes in the jaws 
of two or three forceps the folds of mucosa to be removed, which extend 
about three centimeters from the orifice of the urethra to about two 
centimeters from the cervix . The tissue seized is removed with scissors, 
and after the forceps are detached the wound is brought together either 
with the continuous suture in superimposed rows or with silver wire. 
Stoltz closes his circular denudation with a suture armed with a needle 
at each end, which he passes as shown in Fig. 288. This is a most 
satisfactory and expeditious way of closing the wound. During the 
dissection Stoltz depresses the anterior vaginal wall with a sound in the 
bladder. Catgut may be substituted for the si lk. 

Should there exist a urethrocele with prolapse, one of the operations 
recommended on page 539 may be made . If dilatation and pro
lapse of the urethra are tn?rked I prefer, especially if more or less in
continence attend the condition, to close the incisions made parallel to 
the urethra, with sutures passed longitudinally instead of transversely. 
By doing this the urethrocele is not only overcome, but the patient is 
given perfect control of the bladder. 

Adhesions of the Clitoris and H ype r troph y of t he Nymphre.
I have in another place discussed the importance of clitoridean adhesions 
( p. 348 ) . I shall at this time simply affirm that in my opinion they are 
even more pernicious than are adhesions of the prepuce in the male, for 
the reason that the nervous system of women is more impressionable 
than that of men. Clitoridean adhesions are easily recognized and quite 
as easily removed. There is no better instrument for the latter purpose 
than an ordinary director. The prepuce should be separated from below 
upwards, care being observed not to unduly lacerate the tissues. \Vhile 
it is important thoroughly to free the orgau, it is equally important not 
to go beyond the base of the clitoris. The whole operation, if indeed 
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the procedure can be so dignified, should not require for its completion 
more than two minutes. The separated surfaces should be subsequently 
dressed with sterile vaseline to prevent the adhesions from reforming. 

Disease and hJ'/JCrlrophy ef tlie 11:J'111filuz, unlike lesions of the clitoris, 
ha,·e not received the attention from specialists which their importance 
justifies. It is to be presumed that in all cases of pruritus vulvre the 
operator will, before unnecessarily mutilating the parts, seek carefully 
for the cause of the itching and remove such cause if it is possible so to 
do. In the vast majority of instances it will be found lo result from an 
unnatural discharge from the uterine cavity. However, after the 
nymphre have undergone certain hypertrophic changes, so that they are 
an inch or more in length, amputation should be resorted to. They will 
be found upon examination to present a roughened osage orange-like 
appearance. According to H. Carrard, there is, in this form of hyper
trophy, "au increase of the nerve fibers, in the form of i\leissner's 
tactile bodies, also in the form of club-shaped terminations and peculiar 
tactile bodies having an aggregation of adenoid tissue 1 ' ( Winckel). This 
condition is very frequently found in nenous affections, especially in 
epilepsy and hystero-epilepsy, and usually gives rise to intense itching 
-not infrequently to onanism. Indeed, my obsen·ation leads me to 
believe that the nymphre are hypertrophied, and have undergone the 
changes just descri&ed, in nearly every case of abnormal sexual excite
ment and nymphomania . Of course the fact must not be lost sight of 
that lesions of the external genitalia may be the result rather than the 
cause of masturbation; but I am led to belie,·e that in the larger number 
of cases of masturbation occurring in girls and women the vicious habit 
is secondary to actual disease of the external genital organs. Be this 
as it may, when the nymphc:e are found in the condition described, it is 
best to reduce them by surgical measures to their normal size. The 
operation is a most simple one. One nympba is put upon the stretch 
with two catch-forceps, one above and the other below, and removed 
with one stroke of the scissors. The incision at its upper part should 
not approach the clitoris too closely. A small arterial branch will be 
cut, but the bleeding is easily controlled by temporary compression. 
By means of a curved needle, armed with a catgut suture, the opposing 
edges of the wound are neatly approximated from above downward, 
the stitch being continuous and interlooped. The nympha of the oppo
site side is dealt with in the same way, when the operation is completed. 
A bichlorid compress is placed over the vulva until the final dressings 
are applied, which consist of iodoform, iodoform gauze and sterile 
cotton, all of which are held in place by a T bandage. 
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The Removal of H emorrhoids.-Various operations ha\'e from 
time to time been devised for the removal of hemorrhoids. Those of 
to-day which are best known are the clamp and cautery 1 the Whitehead, 
the slit, the ligature, and the American. The clamp and cautery are, 
theoretically, objectionable, first, because the more powerful clamps 
give rise to sloughing of tissue; aud second, because the application 
of the cautery necessarily leaves a cicatrix behind . I am not sure 
but this objection is more theoretical than practical, and it is probable 
that the clamp and cautery will remain indefinitely a popular operation 
with many . The slit operation impresses me as being unsurgical 1 for 

FIG. 289. 

HE~IORRHOID CLAMPED, SUTURED AND TIED. ( Wood.) 

the reason that the wound is left open. It is, too, decidedly more 
tedious than the one soon to be described . The use of the ligature is 
painful and is always attended with more or less sloughing. Both the 
\Vhitehead and the American operation necessitate unnecessary mutila
tion and are not infrequently followed by incontinence and stricture. 
In a paper read at the r 884 session of the American Institute of Home
opathy I dealt in detail with the evils attending the American opera-



INJURIES RESULTING FRO:tl CHILDBIRTH-CONTINUED. 933 

tion. The discussion which followed the reading of this paper, even 
though most of the speakers were advocates of the American operation, 
emphasizes more than my own words that it should be resen-ed for the 

most desperate cases. One prominent surgeon analyzed his own series 
of fifty-two cases, and his results as gh·en would· kill, professionally, 
one of less reputation and skill in general surgery. I cannot belieYe 
that the American operation is justified except in very rare instances. 

In the paper referred to I described a method, infinitely more simple, 
which I have been following for the last seven years and which is shown 
in Fig. 289. Other operators have since described almost exactly the 
same niethod and I do not suppose that it is original with me, nor do I 
care whether it is or not. I never saw or beard of it until I did it 
myself. My chief object is to limit the number of American opera
tions1 which are becoming all too frequent. 

The operation is done as follO\vs: If the pile presents itself as an 
isolated tumor it is seized at its apex with a Pratt's ·T forceps and 
drawn downward. Its hase is next clamped in an ordinary catch-forceps 
with a strong shank. The tumor is removed with scissors close to the 

forceps applied to its base. Next a curved needle, armed with a 
cbromicized catgut suture, is carried from the shank of the forceps to its 
tip, the needle passing underneath the forceps and the suture over it, 
with about three inferruptions to the inch. It is then carried down
ward toward the shank, the needle being inserted midway between the 
upward running sutures. The forceps is now unlocked and removed; 
the free ends of the suture are drawn sufficiently tight to overcome the 
slack caused by the instrument and tied. If there are other hemor

rhoids they should be dealt with in the same way. When it cau be 
done I think it best to apply the forceps which clamps the base of the 
pile parallel to the axis of the gut, for the reason that by so doing the 
action of the sphincter is in nowise disturbed. However, when the 

tumors completely encircle the rectum they can be removed in sections 
by the same method, the forceps being applied at right angles to the 
rectum. Care must be observed in passing the sutures that the needle 
hugs the lower surface of the forceps so that the sphincter may not be 

caught in them. \Vere this to happen, unnecessary and distressing 
sphincteric spasms would follow. Parsons & Son, of CleYeland, have 
devised for me a special clamp which is preferable to ordinary catch

forceps. though the latter will answer \'ery well. 
I claim for this operation the following advantages over the Ameri-
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1. The time required for its completion is not one-quarter of that re
quired for the American. 

2. The shock is almost nil, for there is practically no blood lost. 
3. There is no danger of slipping of tissue with resulting stricture 

or incontinence. 
4. The suffering during convalescence is infinitely less than in any of 

the other methods enumerated, unless it be the slit operation, and it is 
free from any of the objectionable features of the latter. 

All minor lesions of the rectum, urethra, and genital tract, not speci
fically dealt with in the foregoing description, should be removed at 
the same sitting. These include carunculre, fistulre, and rectal pockets 
and papillre. The manner of dealing with urethral caruncles is described 
on page 54i. Rectal pockets and papillre are shown in Figs. 290 and 
291 . \Vhile I am inclined to believe that their importance has been 

FIG. 290. 

REC'rUM PRESENTING PAPIJ.I~.tE . 

S l-IARP-POl);Tl';O VARIETY. 

(Prall.) 

FIG. 291. 

Dounu•: PAP I J,LA~ WITH POCKE'l' 

BETWEEN. (Pratt. ) 

exaggerated by Dr. Pratt and his followers, their removal can do no 
harm and may do much good. Pockets should be carefully lifted up 
with Pratt ' s blunt hook and snipped off ·with curved scissors. Papillre 
are elevated with a tenaculum and cut away . Nothing more than 
passing bleeding results. Should it persist a rectal plug of iodoforrn 
gauze may be introduced . 

lt is absolutely cruel, in my opiuion 1 to compel a patient to 
undergo two, three1 or even four , separate operations for the correc
tion of the several lesions considered, unless insuperable obstacles 
exist in the way of marked systemic depression or heart complications. 
However , I do not believe in sacrificing thoroughness for rapidity. As 
a matter of fact, under favorable conditions, and with ether as an an
esthetic1 the patient can remain on the operating table for an hour or 
an hour and a half with perfect impunity. One who cannot do the 



INJURIES RESt:LTING FROM CHILDBIRTH-CONTINCED. 935 

'vork which I have outlined in that length of time had better, for the 
good of the patient, assign her to some oue who can. \\Tith strict anti
septic precautions no subsequent trouble will ensue. Animal sutures 
have been used throughout and the patient on regaining consciousness 
will look forward to an uninterrupted conyalescence, her peace of mind 
being disturbed neither by the thought of a secoud or a third operation, 
nor the nightmare "that the stitches must be removed on the tenth 
day." 

After-Treatment of Colpo-Perineorrhaphy and Operations 
upon the Lower Orifices .-The post-operath,oe care of all plastic cases 
is very important, if union by first intention is to be obtained. The 
patient is placed in bed with her knees tied together. If she can 
urinate spontaneously she is permitted to do so from the very first, 
after which a small 1: 5000 bichlorid douche is administered. If she 
cannot urinate spontaneously a catheter must be introduced every six 
hours; in this event the cleansing douche is not called for. In those 
cases in Yoking the recto-,·aginal septum the greatest possible care must 
be observed in the management of the bowels. I think it is better to 
keep them confined with small doses of opium for the first three days. 
A cathartic is then given which is supplemented by an enema of 
glycerin in order to insure complete liquefaction of the feces. During 
the evacuation of the bowels the nurse should watch the patient care
fully and if any scybalous masses present themselves at the anus they 
should be dissolved by permitting a stream of warm sterile water to 
play upon them. In incomplete perineorrhaphies and rectal operations 
the bowels may be moyed on the third day by a cathartic, supplement
ed by an enema of glycerin and water. Subsequent evacuations are 
secured in tlle same way upon alternate days. If wire sutures are U£ed 
they are removed from the tenth to the twelfth day. Catgut sutures 
will care for themselves. Should the pain be very great in rectal opera
tions, half grain opium suppositories may be introduced every hour 
until the patient is relie,·ed. Fresh external dressings should be ap
plied after each urination. 

There should be no persistent rise of temperature following the se\·
eral operations described if the case progresses normally. A persistent 
elevation usually indicates suppuration which, in the larger number of 
cases, is along the tract of some suture which is twisted or tied too 
tightlyi or, if the buried suture bas been used, is due to wound infection. 
The temperature will often temporarily rise a degree or a degree and 
a half soon after the operation, but this quickly subsides and is purely 
reactionary. Should it remain persistently elevated the wound should 
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be inspected, and if there is suppuration along the tract of one or more 
of the sutures, these should be remo\·ed or their tension relieved. 

Mortality.-A few cases are on record where death has resulted 
from tetanus and septicemia following perineorrhaphies and rectal 
operations. As a rule none of the operations enumerated are danger
ous, and the few deaths which have been recorded were due to causes 
which might have set up fatal complications in any cutting operation. 
The operator should, nevertheless, bear in mind that the perinea! region 
is particularly rich in lymphatics-hence the importance of strict anti
septic precautions. 



CHAPTER LIII. 

OPERATIONS F OR MAT E R N A L AND FET AL 
DYSTOCIA . 

I shall briefly consider the several operations upon the gravid uterus 
necessary to save the life of either the child or the mother. While the 
subjects included in this chapter are essentially obstetric in their nature 1 

the gynecologist and abdominal surgeon is oftener called upon to per
form them than is the obstetrician. In addition symphysiotomy will 

receive consideration. Laparo-elytrotomy has been so rarely performed 
that it cannot be said to be fully established. 

CAlSAREAN SEC'l'ION. 

This operation is very old,· and it derives its name from the fact that 

Julius C::esar was supposed to have been delivered through the abdo
men. However this may be, it is well known that the Greeks were 
acquainted with the operation now known as Cresarean section and 
called it "Hysterotomia. 11 It received new impetus when abdom inal 

surgery approached its present degree of perfection. 
When P e rformed.-The majority of operators prefer to wait until 

labor pains set in, but before the liquor amnii escapes. Harris 
and Coe maintain that it should be made before labor is estab· 

Jished. The advantages of the latter course as set forth are, that prepa· 

ration for the operation ca"ll be deliberately made, and the patient 
placed under the most favorable conditions for capital work. These 
gentlemen also maintain that the uterus contracts even mo're thoroughly 
before labor sets in than after it is established. Unfortunately, the 
surgeon has to operate in the majority of instances at a time most un· 

favorable for the patient. As a rule, the necessity for the operation is 
not determined previously to labor. J\fany times it has to be performed 
in a room ill·fitted for surgical work of any kind, and often while 

the patient is in extremis. 
I ndications.-C::esarean section is called for when the pelvic contrac

tion or the dystocia is so great as to make any operation having for 

its object the delivery of the c;hild through the natural passages imprac
ticable. Pelvic tumors, either benign or malignant, incarceration of 

60 937 
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a backwardly displaced fund us, or yentro·fixation of the uterus may ne
cessitate the operation. The operation may also be justifiable in the 
impending death of the mother, when it is probable the child's life can 
be saved by speedily opening the abdomen. Indeed, in all instances of 
contraction of the pelvis, which makes it impossible to drag the present· 
ing part through the parturient passage without serious or fatal injury to 
the child, the operation may be called for, unless symphysiotomy is in· 
dicated. ·when the uterus is septic the Porro operation, or total hyste
rectomy 1 is preferable to Cresareau section. So, too 1 in malignant cou
ditio11s of the uterus, where there is a prospect of eradicating the 
disease, the more destructive operations should be substituted for the 
Cresarean. 

Operat ion.-\Vhenpossible the patient should be prepared as for all 
celiotomies, by having the bowels thoroughly emptied, tlie genital tract 
and abdomen disinfected, and the diet properly regulated. When the 
operation is immediately called for the abdomen should be thoroughly 
scrubbed with a 1: 1000 bichlorid solution, the parts sba\·ed and 
finally washed in ether; the vagina should be washed with a 1: 1000 

bichlorid solution. Full antiseptic precal1tious should be observed (v. 
Chapter XII). 

The following instruments are necessary: 
One elbowed scissors; 
One scalpel; 
Twelve hemostatic forceps; 
Six needles (three full-curved and three straight); 
One needle holder; 
An elastic ligature; 
A large fountain syringe for irrigation. 

The abdominal incision is made in the median line1 extending from 
two inches above the sympbysis to an inch below the umbilicus. If it 
is determined to deliver the uterus before it is incised, the abdominal 
incision will have to extend abO\·e the umbilicus nearly to the sternum. 
I think it best to cut to the left of the umbilicus. Because of the eleva
tion of the bladder, the incision should not approach the pubes closer 
than two inches. 

If the uterus is incised inside the abdominal cavity, the first assistant 
is instructed to crowd it against the abdominal incision by pressure ex
erted on either flank . The uterus is incised longitudinally. An incision 
is first made an inch and a half in length corresponding to the abdominal 
incision . Care should be observed not to open the membranes if they 
are still intact. A finger is inserted into this incision, when it is ex-
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tended upward and downward by means of the elbowed scissors. It 
should be at least six inches in length, and its lower border should not 
extend beyond the bladder reflexion of the peritoneum. Should it be pos
sible to locate the placenta the incision should be made so as to avoid this 
organ. However, the placental attachment can rarely bedetennined, and 
should the incision be over the placenta it will have to extend through 
it. The membranes are now opened and the amniotic fluid permitted to 
escape. The hand is gently, but quickly, passed into the uterine cavity 
and the child is grasped by the neck if possible; if this is not possible, 
by the feet. If the body is delivered first the uterus may contract 
down upon the neck, so that it will be necessary to liberate it by en· 
larging the incision . The cord is cut between two catch forceps, and 
the child is turned over to a third assistant, whose special duty it is to 
care for it. At this stage of the operation a hypodermic injection of 
ergotin should be administered. Should the uterus fail to contract, 
and a faradic battery is conveniently at hand, it may be utilized for 
the purpose of exciting contractions. Unless the patient's condition is 
critical it is best to wait a few moments for the spontaneous detachment 
of the placenta. Should the hemorrhage be troublesome it may be 
controlled by gauze packing, or an elastic ligature may be thrown 
around the cervix . It is quite important that all of the secundines be 
delivered, and it is equally as important that drainage be secured 
through the cervical canal. Many operators insert a piece of gauze 
through the uterine incision into the vagina. Should the uterus fail to 
contract, after waiting a reasonable length of time, the Porro operation 
will have to be resorted to. If the placenta is not spontaneously de
tached the uterus should be emptied with the hand. 

Personally, I prefer to deliver the uterus before it is incised. The 
chief objection to this procedure is the longer incision required. How· 
ever, in my opinion this is more than offset by the greater accessibility 
of the parts. The fund us is carefully lifted out of the abdominal cavity 1 

after which one or two temporary sutures may be passed to prevent the 
intestines from protruding from the abdominal opening: \Varm sterile 
towels are now packed about the uterus and o\·er the opening, so that 
the intestines may be kept warm and the amniotic fluid not find its way 
into the abdominal ca\'ity. The operator can now proceed to open the 
uterus according to the method already described. Should the hemor· 
rhage be troublesome, the first assistant can control it by compressing 
the cervix with the fingers. 

Many methods have been devised for suturing the uterine \\1ound 1 

but all were more or less imperfect until Stinger and Leopold devised 
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the present technique. This is well shown in Fig. 292 . The aim 
should be to hermetically seal the uterus by bringing together the 
peritoneal surfaces. This is accomplished by two layers of sutures

1 

deep and superficial. The peritoneal covering should first be detached 
for a short distance from its underlying muscttlar layer along each 
border of the wound. Some surgeons remove a section of muscular 
tissue immediately underneath the peritoneum thus detached. This 

FIG. 292. 

DIAGRAM TO SHOW THE PI.ACL~G OF SUTURES IN THE UTERINE WOUND AFTER 

CA<:SAR.EAN SECTION. (.5a11ger. ) 

P, Peritoneum; F, Uterine wall; M, Mucous or decidual layer; U, Deep uterine 
suture; S, Superficial serous suture. 

precaution is not considered necessary by the majority of modern opera
tors. The deep sutures are first introduced, and are passed half an inch 
from the edge of the wound, and made to emerge at its bottom in such 
a way that 110 suture enters the uterine cavity. They should extend at 
least half an inch beyond the ends of the incision. Between each deep 
suture two superficial sutures are passed . The superficial sutures are 
even more important than the deep sutures. They are first passed 
through the peritoneum and muscle of one side, coming out a little be
low the left lip of the wound. Then they are made to catch the edge of 
the peritoneum of the corresponding stde, reintroduced from above 
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through the edge of the peritoneum of the opposite side, made to describe 
a curve through the muscular tissue and peritoneum, so as to correspond 
with the opposite wound. When the sutures thus introduced are 
tightened the result will be that the peritoneal surfaces are turned in, 
and the wound perfectly closed. The deep sutures will approximate 
the muscular structures, and will relieve the tension of the superficial. 
Should it be found that apposition is not complete additional inter
rupted sutures may be passed; or perfect approximation may be secured 
by a running catgut suture. 

Medium-sized silk should be used for the deep interrupted sutures1 

and fine silk for the superficial. 
If the abdominal cavity has been soiled it should be flushed with a 

normal salt solution; if it has not, irrigation is unnecessary. The 
abdominal wound may be closed either with or without drainage as the 
case demands. As a rule I think it safer to introduce a drainage tube 
for twenty-four or forty-eight hours. The tube will at least give timely 
warning of internal hemorrhage should it occur. Greig-Smith uses, 
instead of the glass drain, a piece of rubber tubing which is cut 
obliquely and fixed in the lower angle of the abdominal wound . 

The abdomen is to be closed according to one of the methods given on 
page 787. Personally I prefer to close it by three successive layers of 
chromicized catgut. 

Prognosis. -In the hands of the best operators Cresarean section has 
resulted in a mortality of but 10 per cent. for the mothers and with 
a saving of from 90 to 95 per cent. of the children. Nothing more 
need be said regarding the wisdom of the operation when it is indi
cated. 

PORRO'S OPERATION. 

The so-called Porro operation was first performed by Porro in the 
Maternity Hospital, of Pavia) in 18761 as a sequel to the Cresarean 
operation. It was suggested to Porro by the extra-peritoneal treatment 
of the stump in hysterectomy. While other operators preceded Porro 
in the removal of the gravid uterus1 it never became an established pro
cedure until Porro performed it in 1876. 

The operation is nothing more than a sequel to Cresarean section. It 
is indicated when for various reasons the unmodified Cresarean section 
is impracticable. Such indications are: failure of the uterus to con
tract, with bleeding from the site of the placenta; fibroid tumors of the 
uterus; septic conditions of_ the uterus; bleeding from the uterine 
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wound; difficulty in detaching the placenta; and malignant disease of 
the fundus of tlie uterus. 

The same conditions which preyent the delh·ery of the child per vias 
natura!es, and which call for the Cresarea11 section, call for the Porro 
operation, when the various conditions suggested in the foregoing 
paragraph prevail. The statistics show that the mortality attending 
the Porro operation is rather higher than that attending the modern 
Cresarean section. 

Operation.-The parietal incision does not differ from that required 
for Cresarean section, except that it must be sufficiently long to deliver 
the uterus at once from the abdominal cavity. Hemorrhage can be 
controlled either by an elastic ligature or by constriction of the cervix 
with the hand. The uterine incision is made in the usual way, and the 
child deli,·ered. The placenta may or may not be removed before 
amputating the uterus, as the case may require. Ordinarily I think it 
wise to leave it unmolested. The stump is secured by transfixing it at 
the internal os with steel pins and passing a Koeberle serre-nceud 
around it underneath the pins; or, should the serre-nceud not be avail
able, the elastic ligature may be left on permanently, exactly as in the 
extra-peritoneal method of dressing the stump in hysterectomy for 
fibroids ( p. 650). The uterus is amputated three-quarters of an inch 
above the wire or ligature, when the abdomen is cleansed and the peri
toneum carefully approximated to the lower border of the stump ·with a 
running catgut sulure. The abdomen is uow closed in the usual way. 
Unless the peritoneal cavity has been contaminated drainage is unnec
essary. The stump is trimmed and dressed with iodoform and gauze. 
In subsequent dressings the tissues may be mummified by applying to 
the stump the dry perchlorid of iron. The parts can be kept sweet by 
frequent dressings and applications of boric powder. The serre-nceud 
is tightened from day to day; the stump will separate in from seven to 
fourteen days. 

The after-treatment of Cc:esareau section and Porro's operation differs 
in no wise from that given for celiotomies in general ( p. 795). 

Both intra-peritoneal treatment of the stump and total hysterectomy 
have been advocated and practiced in lieu of the Porro operation, but 
as yet the statistics are all on the side of the latter procedure. 

PUERPERAL CELIOTOMY FOR RUPTURE OF THE UTERUS. 

Rupture of the puerperal uterus may be due:
r. To some obstruction to labor; 
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2. To grinding or crushing of the tissues compressed between the 
pelvic wall and bony prominences of the fetus; 

3. To abnormal thinness of the uterine walls; and 
4. To external violence. 
The uterus may be simply perforated, the opening may be irregular, 

or the fundus may be completely detached from the cervix or vagina. 
The symptoms of rupture are, as a rule, sudden and pronounced, 

depending of course upon the size and nature of the opening. \Vhen 
the accident occurs during labor the patient will be seized ·with acute 
pain in the abdomen, which is speedily followed by shock and collapse. 
There will be vomiting, fainting, pallor, and almost extinction of the 
pulse. Uterine contractions cease, and if the child finds its way into 
the abdominal cavity the abdomen becomes flattened. The intestines 
may protrude through the cen·ix and even through the vulva. Usually 
the child dies quickly, but if it does not its movements will be felt in 
the free abdominal cavity . In the event of slight rupture the collapse 
is much more insidious and the lesion may not be suspected for some 
days. When the fetus escapes through the rent into the abdominal 
cavity the presenting part can no longer be felt per vaginam. 

The statistics show that without surgical treatment at least six cases 
out of seven are fatal. Fifty per cent. of the cases operated upon were 
saved by celiotomy. At the 1897 meeting of the American Institute 
of Homeopathy Dr. J. M. Lee, of Rochester, exhibited two uteri re
moved per vaginam, for disease, which showed cicatrices of old ruptures. 

O perative Treatment.-Should the head be in the pekis and the 
body in the peritoneal cavity an attempt at delivery through the 
vagina should be made with forceps. After the abdomen is opeued 
the surgeon should be governed in his operative work by the nature of 
the uterine rent and the condition of the patient. If collapse is not 
marked and the rent is not too irregular it should be closed by the 
method recommended for Cresarean section. If the condition of the 
patient will not warrant an attempt to repair the uterus, it should be 
delivered, constricted and dealt with exactly as in the Porro operation. 
The abdomen should be flushed, and drainage, either through the 
abdominal wound or vagina, resorted to. 

Every precaution should be taken to revive the patient. The timely 
use of the salt solution, introduced directly into the circulation or in
fused into the cellular tissue, will saYe many lives. From one to three 
quarts of it, in cases characterized by marked shock, should be left be
hind in the abdominal cavity. 
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SYMPHYSIOTOMV. 

Syrnphysiotomy is more than one hundred years old . It was revived 
by Prof. Morisani 1 of Naples, in 1891, and is speedily growing in popu
larity. It is indicated in those instances where labor is obstructed by 
the diminished diameters of the bony pelvis, and where the conjugate 
diameter is not below three inches. If below three inches, either the 
Cresarean or the Porro operation is the preferable procedure. Morisani 
himself limits symphysiotomy to cases of impossible delivery at term 
where labor is well advanced, the head low and the cervix dilated. If 
the child is known to be dead, embryotomy should be substituted for 
symphysiotomy. 

O peration.-The patient is placed on a good operating table with an 
assistant in charge of each limb. The pubes are shaved and disinfected 
and the vagina cleansed. The surgeon stands between the thighs. The 
bladder is emptied with a catheter and a sound introduced. The neces
sary instruments are:-

Flc. 293. 

HARRIS' GALDl.o\Tl KNIFE. 

A strong scalpel; 
A blunt pointed curved bistoury; 
One fine Adams or a wire thread saw; 
Six catch-forceps; 
Obstetric forceps. 

Galbiati and others have devised special knives ( Fig. 293 ) for divid
ing the pubes, but they are superfluous. The operation has been made 
to appear especially difficult by men who have introduced into their 
descriptions a multiplicity of both words and instruments. 

An incision is made through the mons veneris extending from the 
clitoris to an inch above the pubes. The prevesical space is entered 
between the recti immediately above the pubes, and the forefinger 
introduced. Should more room be necessary to permit the introduction 
of the finger the recti may be divided on each side of the middle line 
close to the pubes. The pubes are next freed from fat posteriorly, 
when they are ready for division. 

With the forefinger of the left hand as a guide, division is made from 
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before backward with the scalpel. Great care is required at this step 
of the operation not to injure the urethra. Some operators use to pro
tect the urethra a grooved guard (Lusk). With reasonable care , how
ever, this is not necessary. The division should be made cautiously by 
separate cuts. It is well to keep the thighs together during this step 
of the operation, as after division the bones may suddenly spring apart 
and seriously lacerate the underlying structures. Harris recommends 
that the sub-pubic ligament (ligamentmn arcuatum ) be not divided. 
This ligament extends downward on the rami of the pubes and forms 
the upper boundary of the pubic arch. Harris maintains that its 
division exposes to injury the deep layer of perinea} fascia, together 
with its underlying vascular tissues. Harris, by means of a blunt-pointed 
bistoury, guided by the forefinger from above, separates this ligament 
from the pubic rami. As this ligament is divided the pubic bones will 
gradually separate for a distance of from five to seven centimeters. 
Greig Smith says that the separation should not exceed six centimeters 
(two and one·third inches). The urethra can be kept out of the way 
by the sound in the bladder previously introduced. 

The forceps is now applied and the child delivered. The placenta 
is immediately delivered. 

Should the symphysis be ossified it will have to be sawed through . 
Operators are not agreed as to the necessity of suturing the bone and 

periosteum. Pinard unites the bones with four deep and four superficial 
sutures. Lusk introduces strong si lk sutures through the longitudinal 
bands. Farabceufhas invented a fixation forceps to bring the pubic bones 
in close contact while the sutures are being secured. A small tube or a 
strip of gauze is placed in the prevesical space, when the cutaneous 
wound is closed with a running catgut suture. Harris recommends 
that a broad strip of adhesive plaster be carried around the pelvis. In 
lieu of the plaster a many-tailed binder may be tightly applied. The 
wound is dressed in the usual antiseptic way. 

It may be necessary to resort to acupressure or the Paquelin in order 
to control bleeding. 

Should laceration of the urethra or bladder occur a catheter should 
be kept in situ until the rent is healed . The patient should be kept 
quiet in the dorsal posture for at least a month. Otherwise the after
treatment does not differ from that of the ordinary obstetric case. 

Prognosis.-The maternal mortality attending symphysiotomy is 
still high-above 1 o per cent.; the fetal mortality in the hands of the 
best operators ranges from ten to twenty per cent. Doubtless this rate 
will be reduced in the near future by a more careful selection of cases. 



Symphysiotomy should be looked upon as a substitute for high forceps operations, the induction of premature labor, and version in slight degrees of peh·ic deformity. It should make the performance of embryotomy much less common. 
It is a much easier operation for the average general practitioner than either the Cresarean or the Porro. 
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therapeutics of, 134 

Contents of ovarian cysts, 737 
Creolin, 187 
Curelte, description of, 95 

in uterine hemorrhage, 28o, 284 
Cystic and allied diseases of the 

uterine appendages, 734, 
745, 770, 795 

adenoid ovarian tumors, 734 
multiple cysts, 737 
proliferous cysts, 737 
simple cysts, 734 

cancer of the ovary, 747 
contents of simple and multiple 

cysts, 737 
course and termination, 749 

adhesions, 752 
hemorrhage of cyst, 752 
inflammation of cyst, 752 
obstruction of the bowel, 753 
rupture of the cyst, 751 
spontaneous disappearance, 

750 
twisting of the pedicle, 751 

cysts of the broad ligament, 741, 
746 

dermoid cysts, 738, 746 
causatiou, 738 
pathology, 739 

diagnosis of ovarian tumors, 754 
differentiation from, 756 

ascites,762 
cancer ofpyloris, 764 

INDEX. 

cysts of abdominal wall, 761 
cysts of omentum, 761 
distended bladder, 758 
distention of gall bladder 

with fluid, 766 
enla1geclspleen, 761 

Cystic and allied diseases. 
extra-uterine pregnancy, 761 
fibroid thickening of pyloris, 

765 
hematometra, 766 
hydatid disease of peri-

toneum, 762 
hyclramnios, 758 
hydrometra, 766 
hyclrosalpinx, 761 
molar pregnancy, 76s 
morbid growths of stomach, 

765 
nephric and perinephric ab-

scess, 767 
obesity, 764 
ovarian abscess, 766 
pendulous abdomen, 764 
renal cysts, 76o 
scybala in rectum and bowel, 

76 1 
solid g rowths of kidney, 765 
solid growths of liver, 765 
solid tumors of gall bladder, 

765 
tumors of colon, 766 
tumors of omentum, 766 
tumors of uterus, 759, 76o 
tympanites, 763 

diagnosis of small ovarian 
tumors,767 

from ectopic pregnancy, 768 
feces in rectum, 767 
pelviccellulitis, 767 
pt:lvicbematocele, 767 
retroversion and retroRexion 

of uterus, 767 
small fibroids of uterus, 767 

en largement of the hydatid of 
Morgagni, 742 

fibroid tumors of the ovary, 747 
ovariotomy, 770 

abdominal incision, 776 
after-treatment, 795 

septicemia and peritonitis, 
Boo 

therapeutics, 8o2 
tympanites, 8oo 

a11esU1etics, 776 



Cystic and allied diseases. 
arrangement of instruments, 

i73 
cause of death after, 792 

hemorrhage, 792 
intestinal obstruction, 792 
sepsis, ;92 
shock, ;92 
uremia, 793 

cleansing the peritoneal 
cavity, 784 

closing the abdominal wound, 
787 

clothing, 772 
drainage, 785 
dressing the wound, 788 
encapsulated ovarian cysts, 790 
illustrative cases, 8o3 
incomplete ovariotomy, 789 
intra-abdominal manipula-

tions, 779 
management of adhesions, ;Sr 
operating table, 772 
tapping the cyst, ;So 
temperature of room, 773 
treatment of the pedicle, 782 
when to operate, 771 

papillomatous cysts, 740 
parovarian cysts, 741 
pedicle of ovarian tumors, 744 
prognosis, 753 
simple aud multilocular cysts, 

745 
solid tumors, 742 

carcinomata, 743 
fibroid tumors of the ovary, i42 
sarcomata, 744 

symptoms, 745 
tapping for diagnosis, 768 

Cystic degeneration of cervix, 453 
polypi, 667 

Cystitis, acute ( v. Acute Cystitis ) , 

522 
chronic (v. Chrouic Urethritis 

and Cystitis), 527 

Cystocele, 904, 930 
Cysts of the broad ligament, 741, 746 

enlargement of the bydatid of 
1\lorgagni, 742 

Cysts of the broad ligament. 
papillomatous, 741 
parovarian, 741 

Cysts of vagina, 399 

D 
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Deciduoma, malignant, 669 
Defecation, significance of pain dur-

ing, 74 
Depressor, Nott's, 95 
Dennatoses, 234 
Dermoid cysts of ovary, 738 

causation, 738 
contents, 739 
pathology, 739 
symptoms, 746 

Dennoid cysts of uterus, 661 
Development, defects in or absence 

of, 26 
Development of 11ew growths and 

maliguantdisease, 33 
Diagnosis of large ovarian tumors, 

754 
of small ovarian tumors, 767 

Diarrhea during menopause, 317 
Diet in nervous prostration, 136 
Digital eversion of rectum, 1 18 
Dilatatio11 of the urethra, 539 
Dilator, Hank 's, 94 

Wylie's, 95 
Dipsomania during menopause, 315 
Discharges, significance of, 77 
Diseases of the urethra and bladder, 

522 
acute cystitis, 522 
acute urethritis, 522 
chronic cystitis,527 
chronic urethritis, 527 
dilatation of the urethra, 539 
exstrophy of the bladder, 546 
fissure or the urethra, 540 
hematuria, 544 
irritability of the bladder, 5..J5 
irritable urethra, 542 
malformations of the urethra, 

536 
neoplasms o f the bladder, 543 
polypi of the urethra, 542 
prolapse of the mucous and sub-
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Diseases of the urethra and bladder. 

mucous tissues of the ure

thra, 537 
retention of urine, 545 
stricture of the urethra, 536 

ureteral fistula, 562 

ureteritis, 533 
urethral caruncles, 54r 
vascular neoplasms of the ure-

thra, 541 
vesical and urethral fistulre, 548 

vesical calculi, 543 
vesicalparasites, 544 

Disinfectants, local use of, 153 

boric acid, 153 
eucalyptus glob., 153 
icbtbyol, 153 
iodoform, 153 

Disorders of the gastro-intestinal 

canal,230 
gastric neuroses, 230 

illustrative cases, 231 

intestinal neuroses, 232 
illustrativecases,233 

Displacements of the uterus, 5 7 2, 

603 

anteversion and anteflexion, 576 

etiology, 574 
inversion, 615 
lateral displacement, 6o3 
prolapse, 6o3 
retroversion and retroflexion, 

583 
symptoms, 574 
varieties,572 

Double hymen, 398 
Double vagina, 398 
Douglas' cul-de-sac, 55 
Drainage in celiotomy, 785 

Drainage tubes, preparation of, 195 

Dress, improper, 28 
Dressings, surgical, disinfection of, 

191 

Dysmenorrhea, 286 
congestive and inflammatory, 

290 
electricity in, 173 
general considerations, 286 

membranous, 293 

INDEX . 

Dysmenorrbea. 
neuralgic, 288 
obstructi\"e, 29 1 
ovarian, 289 
treatment, 295 

divulsion in, 297, 3o6 
general, 295 
illustrative cases, 302 
therapeutics, 299 

varieties, 287 
Dyspareuuia, 344 

E 

Ectopic pregnancy, 850 
diagnosis, 863 

from acute pelvic inflamma-

tion, 863 
pelvic abscess, 864 
pelvic hematocele, 864 
pyosalpinx, 864 
tumors of uterus, 864 

etiology, 853 
illustrative cases, 874 
lithopedion, 883 
pathology, 855 
prognosis, 865 
symptoms, 859 
treatment, 866 

electricity in, 871 
elytrotomy for, 873 
laparotomy for, BF 

varieties, 850 
Eczema, reflex, 235 
Edema of labia majora and nymph~, 

362 
Electricity in gynecology, 157, 18o 

application, 169, 171 
electrodes, 168 
faradism, 158 
franklinic current, 16r 

Ranney's observations on, 162 

galvanism, 158 
gakano1:peter, 167 
general considerations, 168 

rheostat, 167 
Electrodes, 168 
Elephantiasis of vulva, 352 

Elytrorrhaphy, anterior, 930 



Elytrotomy for ectopic pregnancy, 

873 
Emmet's operation, 894, 916, 920 

Encapsulated ovarian cyst, i90 

Endometritis, acute, .p5 

cenical,453 
chronic (v. Chronic Endome

tritis). 453 
corporeal, 453 
electricity in, t79 

Enterocele, 905 
Entero-vaginal fistulre, 570 

Entero-\·esical fistul~, 57 1 

Epilepsy, renex, 244 
illustrative cases, 246 

Etiology of gynecological diseases, 

25 
Eucalyptus glob., 153 

Examinations, antisepsis in, 201 

Excretions, anomalies of, 225 

Exstrophy of the bladder, 546 

External genita ls, 37 
External organs of generation, dis

eases of, 346 
cavernous tumors of the ,·ulva, 

364 
deformities of the vulva, 347 

atrophy of clitoris, 348 

atrophy of labia majora and 

nymph~. 347 
hypertrophy of labia majora 

and nympha.!, 347 
edem~ of labia majora and 

nymph~. 362 

eruptions, 351 
hydrocele, 361 
inflammation and abscess of 

vulvo-\·agfoal glands, 357 

kraurosis ,-uJv;:e, 366 

neoplasms of nth'a, 363 

phlegmanous inflammation of 

labia majora,356 
pudenda\ hematocele, 359 

puclendal hemorrhage, 359 

pudt:ndal hernia, 36o 

tuberculosis of vulva, 366 

vuh•itis, 352 
follicular, 354 
gangrenous, 355 

61 

External organs of generation. 

purulent, 352 
therapeutics, 355 
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Extra-peritoneal hematocele, 492 

etiology, 492 
pathology, 493 
symptoms, 49-t 
treatment, 494 

operative, 496 
therapeutics, 497 

Extra-uterine pregnancy (v. Ectopic 

Pregnancy), 850 

Fallopian tubes, anatomy of, 58 

Faradism, 159 
Fascire, pelvic, 42 

Fecal fistulre, 567 
entero-vaginal, 5i0 

entero-\'esical, Sil 

recto-labial, 5i0 

recto-\iaginal, 567 

Fibro-cystic tumors of uterns, 66o 

Fibroid tumors of ovary, 742, 747 

Fibromata of vagina, 400 
of uterus (<•. l\lyofibromata of 

Uterus), 623, 639 

of vulva, 363 
Fibrous polypi, 664 

Fissure of the urethra, 540 

Fistulre of the female genital organs, 

548 
entero-\'aginal, 5iO 

enlero-vesical,5jr 

recto-labial, 5iO 
recto-\•aginal, 567 

uretero-uterine, 562 

uretero-\'aginal, 562 

urethral, 56-t 
yesico-vaginal, 548 

Fixation of uterus, 595, 598 

Follicular vulvitis, 354 

Forceps, dressiug, 95 
Formalin, use of. 187 

Fossa navicularis, anatomy of, 38 

Fourchette, anatomy of, 38 

Franklinic current, 161 

Furunclesof n1lva, 352 
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G 

Galvanism, 158 
m amenorrhea, 171 

chronic metritis, 478 
chronic pelvic inflammation, 

177 
c.lysmenorrhea, 173 
endometritis, 179, 476 
ovamlgia, 176 
ovaritis, 177 
vaginismus, 382 

Galvanometer, 167 
Gangrenous vulvitis, 3S5 
Gastric neuroses, 230 

Gast:~~~;s~:;~sr:~1:~~;y ~·~1~~~i~1;; 231 
Gehrnng's anteversion pessary, 582 
General pathology, 125 
General treatment, 131 

constipation, 131 

indigestion, 131 
nervous prostration, IJS 

Glamlulardisturbances, 236 
Ji,·er,236 
m::unmre, 237 
thyroid, 237 

Glycerin, local use of, 148 
Gonococcus, examination for, 81 

Gram's method of staining for, 
83 

Gonorrhea as a cause of acute pel vie 
inflammation, 433 

Gonorrheal vagiuitis, 403 
differentiation from simple, 406 

Graafian follicles, 59 
Graily llewitl's anteversion pessary, 

581 

~~:::~:::~ ~~;~1:~~=.t~o~ of cervix. 453 

Hands, preparation of, 188 
Heart, irregularity of, 220 

palpitalion of, 220 
H cgar 's operalion, 91 9 
Hematocele ( l'. lnlra- and Extra

Peritoneal Pekic Hemato
cele), 484 

Hematosalpinx (v. Inflammalory 
Diseas;es of the Uterine Ap
pendages), 8 13 , 830 

Hematuria, 544 
Hemorrhoids, the author's operation 

for, 932 
Hermaphrodis1n, 402 
Hodge's closed lever pessary, 588, 

590 
Hydrastis can., T501 283 
IIydrocele, 361 

treatment, 362 
1-Iydrosalpinx (z1, Inflammatory 

Diseases of the Vterine Ap
pendages), 813, 830 

Hymen, anatomy of, 37 
Hymen , double, 398 

imperforate, 389 
persistent, 393 

Hyperemia, forms of, 127 
sequel.:e of, 127 

Hyperesthesia, illustrath·e cases, 214 
Ilyperesthesia of genito-urinary 

system, 212 

of n~~:cles, fascire and joints, 

of scalp, 212 
of ~ight and hearing, 211 
of smell and taste, 211 
of spine and coccyx, 213 
of touch, 212 
of vulva, 376 

causes,376 
pathology, 376 
symptoms, 377 
therapeutics, 377 
treatment,377 

Ilypertrophic elongation of cen·ix, 

6o7 
amputation for, 6o<) 

Hypertrophy of labia wajora, 347 
of uymphrc, 930 

Hysterectomy for myofibromata, 
645, 646, 618, 649 

Bantock's method, 651 
Hegar's method, 651 
Kelly's method, 653 
vaginal, for cancer, 714 

accidents attending, 719 



Hysterec-tomy for myofibromata. 
modifications of the operation, 

720 

vaginal, for complete pro-
cidentia, 613 

for myofibromata, 643 
for pelvic abscess, 5o8 
for puerperal sepsis, 447 
for uterine inversion, 621 

vagina-abdominal, for 
712 

H ysteria, 203 
H ysterical cough , 226 
H ysterical paroxysm, 252 

therapeutics, 255 
Hystero-neurosesand hysteria, 203, 

210, 230 
definition, 203 
diaguosis, 207 
forms of hystero-neuroses, 205 
general considerations, 20..J 
prognosis, 2o8 
symptomatology, 210 

alterations of motility, 218 
anesthesia, 216 
a nomalies of secretion and 

excretion, 225 
circulatory disturbances, 2r9 
disorders of the gastro-intes

tinal canal, 230 
disorders of nervous system, 

238 
disorders of respiration, 225 
glandular disturbances, 236 
hyperesthesia, 210 

treatment, 253 
therapeutics, 255 

Hystero-psychoses, 238 

Ichthyol, 153 
Imperforate hymen, 389 

anatomy, 389 
symptoms, 390 
treatment, 391 

Impotence, 334 
Incomplete ovariotomy, 789 
Indigestion, treatment of, 131 
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Inflammatory diseases of the uterine 
appendages, 813, 830 

cystic oOphoro-salpingitis, 818 
differentiation, 823 

early tubal pregnancy, 825 
fibro-cystictumc.rsofuterus, 

824 
intraligamentous cysts, 825 
small ovarian cysts, 825 
uterine myofibromas, 824 

hematosalpinx, 820 
hyrlrosalpinx, 819 
pathology, 825 
prognosis, 828 
pyosalpinx, 820 
symptoms, 820 

illustrativecases,834 
non-cystic oOphoro-salpingitis, 

814 
differentiation, 817 
etiology, 814 
pathology, 825 
prognosis, 818, 82$ 
symptoms, 816 

treatment. 830 
couservative, 834 
salpi ngo~oOphorectomy for, 

83 1 
Infundibnlo pelvic ligament, SI 
Infusion or normal saline solution 

foruremi::t,i93 
Inherited feebleness of constitution, 

26 
Injuries resulting from chi ldbirth, 

888, 900 
Inspection, external, 117 

per speculum, 119, 121, 122 
Instrument cabi net, 97 
Instruments, disin fection of, 191 
Interstitial pregnancy, Sj9 
Intestinal neuroses, 232 

membranous en teritis, 233 
Intra-peritoneal hematocele, 484 

diagnosis, 490 
etiology, 484 
pathology, 486 
prognosis, 491 
progress, 490 
signs of suppuration, 490 



Intra-peritoneal hemalocele. 
sources of blood, 486 
symptoms, 488 
treatment , 49-l 

therapeutics, 497 
Intra-peritoneal pregnancy, 874, 877 
Inversion of the uterus, 615 

etiology, 616 
physical signs, 618 
symptoms, 618 
terminations, 619 
treatment, 619 

amputation in, 621 
hysterectomy for, 621 
manual reduction, 620 
reduction by gradual compres-

sion, 620 
taxis with instruments, 621 

Jadin, local use of, 149 
Iodoform, 153 
Jodoformized celloidin, 199 
Iron, local use of, 152 
Irrigation during operation, 197 
Irritability of the bladder, 545 
Irritable urethra, 542 

Kelly's method of exploring bladder 
and ureters, 122 

Kleptomania during menopause, 316 
Kolpokleisis, 565 
Kraurosis vulvre, 366 
Kustuer's glass catheter, 200 

Labia majora, anatomy of, 37 
atrophy of, 347 
hypertrophy of, 347 
phlegmanous inflammation of, 

356 
Labia minora, anatomy of, 37 
Lacerations and injuries of the peri-

neum and pelvic Roor, 900 
anatomy, 900 
causes. 903 
forms of injury, 902 

invisible or subcutaneous 
tears, 902 

Lacerations and injuries. 
visible tears, 902 

results, 904 
cystocele, 9<=>4 
enterocele, 905 
rectocele, 905 
relaxation, 905 

treatment, 906 
palliati,·e, 906 
surgical, 907 

after-treatment, 935 
anterior colporrhaphy, 930 
mortality, 936 
operations for relaxation, 

918 
Emmet's, 920 
Hegar's, 919 
the author's operation for, 

923 
primary operation, i;p7 

secondary operation, 9J8 
assistants, 910 
Emmet's operation, 916 
flap-splitting method, 9141 

921 
instruments,909 
ml!thods, 910, 916 
position of patient, 910 

Lacerations of the cervix uteri, 888 
differential diagnosis, 892 
etiology, 889 
frequency, 889 
history, 888 
pathology, 890 
prognosis, 892 
symptoms, 891 
treatment,893 

palliative, 893 
trachelorrhaph:,', $94, 922 

Laparotomy for rupture of the uterus, 
942 

Lateral displacement of uterus, 6o3 
Lateral pouches of Douglas, 55 
Lcucorrhea, 77 

hemorrhagic, 79 
mucous, jS 
ofTensi,·e, 79 
purulent, iS 
sanious, 79 



Leucorrhea. 
therapeutics of, 85 
treatment of, 83 
vicarious,329 
watery, 78 

Ligatures, preparation of, 192 
Lithopedion (v. Ectopic Pregnancy), 

850,883 
l,iver, reflex disturbance of, 236 
Local applications, 148 

boro·glycerid, 149 
calendllla, 150 
carbolic acid, 151 
glycerin, 148 
hydrastis, 150 
ioclin, 149 

Local treatment of gynecological dis-
eases, 144 

astringents and styptics, 152 
caustics,153 
disinfectants,153 
local applications, 148 
narcotics, 152 
vaginal douche, 144 
vaginal tampou, 154 

Malformations of urethra, 536 
Maliguantdeciduoma, 669 
:Malignant diseases of the uterus, 

675, 700 
carcinoma of the body of the 

uterus,693 
pathology, 693 
physical signs, 694 
prog-nosis, 695 
progress, 695 
symptoms, 693 

carcinoma of the cervix, 683 
cause of death, 692 
differentiation, 688 
histology and pathology, 683 
ph)sical signs, 687 
prognosis, 691 
progress of, 690 
symptoms, 686 

t'liolog-y, 679 
general considerations, 675 
origin and nature of cancer, 675 
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Malignant diseases of the uterus. 
sarcoma of the uterus, &)6 

diffuse, of the mucosa, 696 
etiology, 697 
fibroid sarcomatous tumors,&)7 
symptoms, 698 

treatment, 700 
curative,712 

accidents attending hyster
ectomy, 719 

illustrati,·e cases, 724 
modifications of operation, 

720 

Pratt's operation, 722 
vagino-abdominal hysterec

tomy, 712 
\·aginal hysterectomy, 714 

palliath·e, 702 
prophylactic, iOO 
therapeutics, io6 

l\Iammary glands, reflex disturbance 
of, 237 

Massage, 139 
uterine,579 

l\lasturbation, 239, 24 1, 243 
l\lelancholia, 242, 243, 244 
Membranous dysmenorrhea, 293 

borax in, 299 
causes,293 
pathology, 293 
prognosis, 294 
symptoms, 294 
treatment,295 

therapeutics, 299 
l\Ienopause, 308 

anatomical changes, 309 
cancer, during, 311 
definition, 308 
illustrativecases,314 
symptoms, 309 
treatment, 312 

therapeutics, 313 
l\lenorrlmgia (zi. Uterine 

rhage), 269 
l\lenstrual retention, 388 
1\lenstruatiou and its disorders, 269, 

286 
l\Ienstruation, disordHs of, 257 

amenorrhea, 262 



Menstruation, disorders of. 
therapeutics, 266 
treatment, 265 

physiology of, 257 
vicarious, 318 

Menstruation, exposure during, 28 
significance of pain during, 74 

Metritis,acute, 425 
chronic, 453 

Metritisaud endometritis, acute1 425 
anatomy, 425 
causes,425 
differentiation, 427, 452 
pathology, .p6 
prognosis, 427 
symptoms, 426 
treatment,443 

Metrorrhagia ( v. Uterine Hemor· 
rhage), 269 

Microscope in diagnosis, 81 
Micturition, significance of pain dur· 

ing, 74 
Mikulicz'sdrain, 195 
MilliampE!remeter, 167 
Mole, hydatidiform, 81 
Motility, alterations of, 218 

clonicand tonic spasms, 218 
paralysis, 218 

Mucous polypi, 664 
Multilocular ovarian cysts, 737 
Myofibromata of cervix, 631 
Myofibromata of uterus, 623, 639 

definition.623 
etiology, 632 

age, 632 
celibacy, 632 
child bearing, 633 
e1wironment, 632 
heredity, 633 
menstrual disorders, 633 
race, 6,)2 

pathology, 623 
mode of growth, 627 
number, size and location, 626 
structure, 626 
varieties, 624 

physical signs and differential 
diagnosis, 635 

prognosis, 637 

)Iyofibromata of uterus. 
progress and termination, 637 
retrogressive changes, 629 

calcification, 630 
induration, 630 
sarcomatous degeneration, 630 
softening, 629 
suppuration, 629 

symptoms, 633 
dysmenorrhea, 634 
hemorrhage, 634 
leucorrhea, 634 
pain and pressure symptoms, 

634 
sterility, 635 

therapeutics, 673 
treatment,639 

palliative, 639 
surgical, futo 

celiotomy, 646 
illustrative cases, 66r 

Kelly's method, 653 
ligation of uteriue arteries, 
644 
myou1ectomy, 656 
removal of during preg· 

nancy, 657 
salpingo-oOphorectomy, 643 
supravaginal hysterectomy, 

649 
total abdominal hysterec~ 

tomy, 648 
vaginal enucleation, 640 
vaginal hysterectomy, 645 

Myomata of uterus (v. Myofibromata 
of llterus), 623 

M yomectom y, 656 

Narcotics, local use of, 152 
belladonna, 152 
chloral hydrate, 152 
conium maculatum, 252 
opium, 152 

Neoplasms of the bladder, 543 
Nerves of peh1is, 64 
Nervous and blood supply of pelvic 

organs, 126 



Nervous prostration, treatment of, 
135 

therapeutics of, 141 
Nen·ous system, disorders of, 238 

hystero-psychoses, 238 
nymphomania, 238 

Neuralgia of the O\•aries, 847 
Neuralgic dysmenorrhea, 288 

diagnosis, 288 
etiology, 288 
prognosis, 289 
symptoms, 288 
treatment, 295 

therapeutics, 299 
Neuroses, f28 
Nitrate of silver, local use of, 154 
Normal salt solution, 187 

in hemorrhage, 797 
inuremia,793 

Nymphre, hypertrophy of, 930 
amputation of, 931 

Nymphomania, 238, 242 

0 
Obstruction of the bowel from 

o\·arian tumors, 753 
following celiotomy, &H 

Obstructive dysmenorrbea, 291 
causes,291 
diagnosis, 292 
prognosis,293 
symptoms, 292 
treatment, 296 

therapeutics, 299 
OOphoritis ( v. Inflammatory Diseases 

of the Uterine Appendages), 
813, 830 

Operating gown, 189 
Operation, aseptic, 191 
Operation for creation of new \•agina, 

397 
Operations for maternal and fetal 

dystocia, 937 
Cresarean section, 937 
celiotomy for rupture of uterus, 

942 
Porro's operation, 941 
symphysiotomy, 944 

Opium, local use of, 152 

Ovaralgia, 817, S.n 
diagnosis, 8.tS 
electricity in, 176 
symptoms, S.t8 
treatment, 848 

0\'ariau dysmenorrhea, 289 
etiology, 289 
prognosis, 290 
symptoms, 289 
treatment, 296 

electricity in, r77 
therapeutics, 299 

O\'arian pregnancy, 881, 882 

959 

Ovarian tumors (v. Cystic and Allied 
Diseases of the Uterine Ap
pendages), 734, 745, 770, 
795 

Ovaries, anatomy of, 59 
Ovariotomy {t'. Cystic and .\llied 

Diseases of the Uterine Ap
pendages), 770 

Ovaritis, electricity in, 177 
Ovary, congestion of, 845 

neuralgia of, 847 
prolapse of, 846 

symptoms, 846 
treatment, 847 

therapeutics of ovarian conges
tion and neuralgia, 848 

tuberculosis of, 827 
Ovum, development of, 36 

Pain during intercourse, 344 
Pain, significance of, 68 

as regards function, 74 
as regards location, 68 
as regards posture, 76 

Palpitation of the heart, 220 
Papillre, rectal, 934 
Papillary vaginitis, 4o8 
Papillomatous cysts of ovary, 740 
Paralyses, reRex, 218 
Parasites, vesical, 544 
Paravesical pouches, 55 
Parturition, improper care during, 29 
Pathology, general, of gyuecological 

diseases, 125 



960 

Patient, preparation of, for operation, 
189 

Pedicle of ovarian tumors, 744, 782 
Pelvic abscess, 499 

dilTerentiation, 501 
distention of Fallopian tubes, 

502 

extra-uterine pregnancy, 502 

hematocele, 502 
uephric and perinephric ab

scess, 502 

ovarian abscess, 502 
illustrative cases, 512 
pathology, 500 
prognosis, 502 

symptoms, 500 
treatment, 503 

of sinuses, 51r 
surgical, 503 

hysterectomy for, 5o8 
vaginal section for, 507 

Pelvic fascire, 42, 47 
Pelvic floor dissected from above, 45 

relaxation and injuries of, 900 
Pekic innammation, acute, 424 1 452 

electricity in, 177 
Pelvic pouches, 54 
Pelvimeter, 96 
Percussion, 123 
Perinea! body, 38 
Perinea! fascire, 43 

• Perinea! septum, 44 
Perineorrhaphy ( v. Lacerations and 

Injuries to Perineum and 
Pelvic Floor ), 900 

Perineum, muscles of, 38 
lacerations and injuries of, 900 

Peritoneum, pelvic, 50 
Peritonitis, acute p~lvic (v. Acute 

Pekic Cellulitis and Peri
tonitis ) , 427 

Permanganate of potash 1: rooo, 187 
Persistent hymen, 393 
Pessaries in antedisplacements, 58r 

in prolapsus uteri, 61r 
in retrodisplacemeuts, 588 

Physical examination, 86, 103, 113 
Physiological hystero-neuroses, 2o6 

of menstruation, 2o6 

Physiological hystero-neuroses. 
of pregnancy, 2o6 
of puberty, 2o6 
of the menopause, 2o6 

Physiology of menstruation, 257 
Platina in dysmenorrhea, 302 
Pockets, rectal, 934 
Polypi of the urethra, 542 
Polypi of the uterus, 664 

cystic, 667 
fibrous, 664 
mucous, 665 
placental, 669 

diagnosis, 670 
symptoms, 66g 
treatment, 67r 

therapeutics, 673 
Porro's operation, 941 

history of, 941 
technique of operation, 942 

Positions for examination, 98 
Postural drainage, 785 
Posture, abdominal, 100 

dorsal, 98, 99 
erect, 101 

genu-pectoral, 100 

Trendelenberg, 101 
Pratt's hysterectomy, 722 

Pregnancy, removal of myofibromata 
during, 657 

Procidcntia uteri ( v . Prolapse of 
Uterus),603 

Prolapse of the mucous and sub
mucous tissues of the 
urethra, 537 

Prolapse of the ovary, 846 
diagnosis, 846 
symptoms, 846 
treatment, 8.p 

Prolapse of the rectum, 6o4, 6o5, 614 
Prolapse of the uterus, 603 

etiology, 6o4 
pathology, 6o6 
prognosis, 6o9 
symptoms, 6o6 
treatment 1 6o9 

operative, 612 
pessaries in, 611 

Proliferous ovarian cysts, 737 



Pruritus vulvre, 369 
('auses, 36<) 
local applications, 372 
patholo_gy, 370 

symptoms, .371 
therapeutics, 375 
treatment, 371 
vaginal injections, 373 

Pudenda! hematocele, 359 
hemorrhage, 359 
hernia, 36o 

Puerperal sepsis, hysterectomy and 
celiolomy for, 417 

Pyosalpinx (z•. Inflammatory Dis
eases of the Uterine Ap
pendages ), 8 13, 830 

Rectal pockets and papillre, 934 
Rectal specula, 12 1 
Rectocele, 6o7, 905 
Recto-labial fistul;:e, SiO 
Recto-vaginal fistulre, 567 

physical s:igns, 5bj 

prognosis, 568 
symptoms, 567 
treatment, 568 

operation through rectum, 569 
operation through vagina, 568 
perineal operatio11, 569 

after-treatment,56<) 
Rectum, examination of, 118, 121 

digital eversion of, 118 
for urethra, 529 
prolapse of, 6o4, 6os. 614 

Reflex disturbances as a cause of 
gynecological diseases, 31 

Reflex symptoms, 126 
Reflux catheter for bladder, 530 
Relaxations and injuries of the pelvic 

floor, 900 
Respiration, disorders of, 225 

illustrati,·ecases,226 
Rest cure, 136 
Retention of urine, 545 
Retroversion and retroflexion, 583 

diagnosis, 585 
etiology, 584 
pathology, 584 

Retroversion and retroflexion. 
symptoms, 585 
treatment,5&6 

961 

Alexander operation for, 593 
gastro-hysterorrhaphy for, 595 
illustrati,·ecases,6o::> 
massage in, 586 
pessaries in, 588 
reposition of, 588 
vaginal fixation for, 598 

Round ligaments, 53 
shortening of, 594 

Salivation, reflex, n5 
Salpingitis (t•. IuAarnmatory Dis

eases of the Cterine Ap
petJdages), 8 13, 830 

Salpingo-oOphorectomy for inflam-
mation, 83 1 

Salt solution, normal, 187 
Sarcoma of O\'ary, ;44 
Secretion, anomalies of, 225 

salivation, :225 
Senile or adhesh·e vaginitis, 4 14 

diagnosis and prognosis, 4 18 

etiology and pathology, 4 19 
history, 414 
illustrative cases, 42 1 
t reatment, 420 

Sensibility, disorders of, 210 
Silk, preparation of, 192 

Silkwonu gut, 192 

Simple vaginitis, 403 
Sims' v::iginal dilator in vaginismus 

383 
Sitting, painful, 76 
Skin, disorders of (clerm::itoses), 234 
Sound, uterine, 93, 113 

couuter-indications, 113 
dangers, 113 
indications, 113 
method of using, 1 q 

Sound, ,·esical. 117 
Spasms, clonic and tonic, 218 
Specific vaginitis, 403 
Specula, 85 

rectal,91 
urethral, 92 
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Specula. 
vaginal, 86 

Sponges, preparation of, 194 
Sterility and impotence, 334 

causes destroying the vitality of 
the semen, 340 

causes interfering with gesta
tion, 340 

causes interferiug with ovula
tion, 339 

causes pre,·enting insemination, 
235 

causes preventing or interfering 
with coitus, 338 

causes preventing passage of 
ovule into uterus, 339 

causes preventing passage of 
semen from \·agina into 
uterus, 338 

treatment,341 
Stoltz's operation for cystocele, 930 
Structure of urethra, 536 
Subinvolutiou, electricity in, 175 
Superinvolution, electricity in, 176 
Symphysiotomy, 9-14 

history, 944 
instruments, 944 
operation, 944 
prognosis, 945 

Tait's flap-splitting operation, 914 
Tampon, vaginal, 154 

after operations, 156 

INDEX . 

as a carrier of medicaments, 155 
in uterine and o\·arian displace-

ments, 155 
to control hemorrhage, 155 
to retain other bodies in utero, 

156 
Tannin, local uses of, 152, 153 
Tapping ovarian cysts, i68 
Technique, surgical, 200 

'femperament and constitutional 
bias, 130 

Tenacula, 94 
Thomas' anteversion pessaries, 581, 

583 
retro,·ersion pessary, 588, 592 

Thomas'-Cutter's cup pessary for 
prolapse, 6rr 

'fhomas'-Hewitt's anteversiou pes 
sary, 58o 

Thyroid gland, reflex disturbances of, 
237 

Touch, conjoined manipulation, 11 o 
double, 110 
immediate IOJ 
rectal, 109 
recto..abdominal, 112 
recto..vesica1. 112 
vaginal, 105 
\"esical, 110 

Trachelorrhaphy, 894, 922 
Treatment of vaginitis, 410 
Trendeleuberg posture, 101 
Triangular ligament (perinea! sep-

tum), 44 
'I'uberculosis of the ovaries and 

tubes, 827 
of vagina, 401 
of vulva, 366 

Twisting of the pedicle in ovarian 
tumors, 751 

u 
Uremia after celiotomy, 793 

normal salt solution in, 793 
Ureteritis,533 
Uretero-uterine fistulre, 562 
Uretero-,·aginal fistulre, 562 
Ureters, exploration of, 122 

relations of, 62, 533 
Urethra, dilatation of, 539 

diseases of {v. DiseasesofUrethra 
aud Bladder ), 522 

fissure of, 540 
irrigation of. S39 
irritable, 542 
malformations of, 536 
polypi of, 542 
prolapse of the mucous and sub

mucous tissues of, 537 
stricture of, 536 
vascular neoplasms of, 54 r 

Urethral carunc\es, 541 
fistulre, 564 
specuh, 122 



Urethritis, acute, 522 
chronic fv Chronic l'rethritis 

and Cystitis), 527 
therapeutics, 534 

l"rine, retention of, 545 
Uterine displacements as a cause of 

gynecological diseases, 34 
Uterine displacements, electricity in, 

•78 
Uterine l1emorrhage, 269 

accidental causes, 274 
climacteric,276 
couclusions, 276 
constitutional causes, 269 
general causes, 27r 
malignant lesions, 273 
nervous causes, 272 

non-malignant causes, 274 
pregnancy, 275 
treatment, 276 

curette in, 28o 
during period, 277 
general, 276 
illustrative cases, 283 
immed iate control of hemor-

rhage, 277 
injections, 278 
therapeutics, 28r 
treatment of local causes, 279 

l"terine inversion as a cause of hem
orrhage, 274 

trterine sound, 93, 113 
l:term., acleuomaof, 668 

anatomy of, 56 
carcinoma of (z•. ::Haligna!tt Dis-

eases of Cterus), 675, 700 
chronic inflammation of, 465 
dermoid cysts of, 661 

displacements of ( v. Displace-
ments of l"terus), 572, 603 

fibro-cystic tumors of (z•. ::\lyo-
fibromata of the T:terus), 
66o 

fibroid tumors of. 623 
hypert1ophy of, 465 
myofibromata of, 623 
polypi of (<'. Polypi of L"tenis} 

664 
rupture of, 9.p 

celiotomy for, 9-13 

l~DEX. 

t..:terus, adenom:i of. 
subi1wolution of, 465 

Vagina, anatomy of, 6o 

atresia of, 394 
prognosis, 395 
symptoms, 395 
treatment, 396 

congenital and acquired malfor. 
matious and diseases of, 
388 

atresia of the vuh-a, 389 
atre!>ia vaginre, 394 
carcinoma, 400 

cysts, 399 
double hymen, 398 
double vagina, 398 
fibroid tumors, 400 
hennaphroclism, 402 
imperforate hymen, 38g 
symptoms of obstrnction, 388 

results,388 
tuberculosis, 401 

double, 398 
operation for creation of new, 397 
prolapse of, 6o4, 6o5 

Vaginal douche, 144 
counter indications, 147 
indications, 145 
mt!lhod, q5 

\ 'aginal fixation of uterus, 598 
hysterectomy for cane.er, 7f4 

hysterectomy for pelvic abscess, 
5oS 

orifice, 37 
section for peh-ic abscess, 507 

for pel\·ic hematocele, 496 
\'aginismus, 379 

pathology, 379 
symptoms, 3Sr 
treatment,38r 

galvanism in, 382 
Sims' \·aginal dilator in, 383 
surgical, 38:.! 
therapeutics, 38.i 

\'aginitis, 403, 414 
anatomy, 403 
granular or papillary, 4o8 



Vaginitis. 
symptoms, 409 

senile or adhesive, 414 
simpfe and specific, 403 

causes, 404 
course and termination, 407 
differentiation, 4o6, 452 
pathology, 404 
symptoms, 405 

treatment, 410 
therapeutics, 41r 

\·arieties 1 403 
\'agino-abdominal hysterectomy for 

cancer,712 
Vascular neoplasms of the urethra, 

541 
\"entral fixation of uterus, 595 
Vesical calculi, 543 

parasites, 544 
VesicO-\'aginal fistul~, 548 

etiology, 549 
pathology, 548 
physical signs, 550 
prognosis, 551 
symptoms, 550 
treatme11t,55 1 

after-treatment, 558 
operative, 552 
special operations, 561 

Vestibule, anatomy of, 37 
Viburnum op. in dysmenorrhea, 303 
Vicarious menstruation, 318 

definition and synonyms, 318 
illustrativecases,327 
phenomena of, 320 
schema of, 319 
theories of, 322 
treatment,325 

therapeutics, 326 
Vomiti11g, reflex, 231 
Vulva, diseases of, 346 

atresia of, 389 
ca\·ernous tumors of, 364 
condylomata of, 363 
eczema of, 351 

Vulrn, diseases of. 
treatmeut,351 

elephantiasis of, 352 
fibromataof, 363 
furuncles of, 352 
hyperesthesia of, 376 
kraurosis of, 366 
lichen of, 352 
malignant growths of, 364 
neoplasms of, 363 
pruritus of, 369 
tuberculosis of, 366 

Vukitis,352 
follicular,354 

treatment,355 
gangrenous, 355 
purulent, 353 

treatment,353 
simple, 3~2 

treatment,353 
therapeutics of, 355 

Vuh•o-va&rinal glands, inflammation 
of, 357 

treatment,357 

Watery discharges from genital 
canal, 78 

Wood's needle forl1ysterectomy, 509 
operation for hemorrhoids, 932 
operation for lacerations and 

relaxations of the perineum 
and pelvic floor, 923 

operation for lacerations of cer-
vix, 922 

operation for prolapse of rectum, 
614 

speculum, 89 
sponge holder, 55i 
wiretwister,557 

Xanthoxylmu in membranous dys
menorrhea, 340 
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