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A REPORT OF THE

YNECOLOGIGAL SERVICE OF MOUNT SINAL HOSPITAL

NEW YORK,

FROM JANUARY 1sr, 1883, TO DECEMBER 31st, 1894.!

Prior to the year 1877 there was no separate gynecological
department in Mount Sinai Hospital. 1In this respect this hos-
pital did not differ from the majority of others in this country
at that time. Cases coming under this category were assigned
to the medical and surgical female wardsrespectively, according
to the estimated nature of the case. Gynecological operations
were rarely performed, especially if of a serious or capital nature.
With the establishment in 1875 of the dispensary connected
with the hospital and of a separate gynecological department in
that institution, cases of this nature were seen more frequently,
and if requiring hospital treatment were of course referred to
the hospital wards. In time it became apparent that these cases
could not receive the proper care and attention in the general
surgical ward, and in 1877, consequently, a special gynecological
service was created and Dr. Emil Noeggerath placed in charge,

! Tam greatly indebted for the collation of figures and the collection of
statistics up to 1892 to Dr. L. J. Ladinski, of New York, formerly house

surgeon to Mount Sinai Hospital, and for the collation of the cases of the last
two years to Dr. Thomas D. Tuttle, house surgeon during the year 1894, now

of Fulton, Missouri.
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with the title of gynecologist to the hospital. On his resigna-
tion in the spring of 1882 I was promoted from the position of
gynecologist to the dispensary, which I had held since the in-
ception of that institution, to succeed Dr. Noeggerath as gyne-
cologist to the hospital.

The gynecological service had been gradually increased, until,
on my taking charge of it, it had attained its present dimensions
and comprised twenty free beds in one large ward. This ward
is situated on the northern side of the hospital, occupying the
whole first floor,and is known in the hospital books as the ¢ First
Female Ward.” There are ten beds on a side. The ward mea-
sures seventy-five feet in length, twenty-four feet in breadth,
and fifteen feet in height. Each patient, therefore, has 1,350
cubic feet of air allotted to her. The beds are not surrounded
by curtains, in order to allow free ventilation. There are eight
large windows in the ward, besides seven top ventilators. At
each end of the ward are large folding doors, which are usually
kept open. The ventilation of the ward can therefore be said
to be in every respect first-class, and such a thing as impure air
or overcrowding is entirely out of the question.

At the rear of the ward is a small room used for the purpose
of examination of patients and for minor operations such as can
be performed without special preparation—e.g., dilatation and
curetting of the uterus, opening of small abscesses, etc. Bath
rooms, lavatories, and closets occupy the remainder of this
extension. In the front of the ward is a small private room
designed for patientsin moderate circumstances who are able to
pay a trifling weekly sumn to the hospital, besides another room
with two windows which contains two beds and is specially re-
served for laparatomy cases during the first week after opera-
tion, who are attended by special trained nurses furnished by
the hospital free of charge.

So far as the general wards of a hospital permit, the gynece-
logical patients of Mount Sinai Hospital enjoy all the privileges
which can reasonably be expected by patients from the lower
classes who pay nothing for either board or medical attendance.

The medical care of the ward is in charge of the surgical
house staff of the hospital, which comprises one house surgeon,
one senior and one junior assistant, one surgical dresser, and one

provisional, the latter being assigned to the gyunecological and
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ophthalmological services specially, his duty being to attend
either of the surgeons of these departments during their visits
when the senior members of the surgical staff are otherwise en-
gaged. There are also four nurses constantly in the ward, who
are detailed by the training school connected with the hospital.
It is almost needless to say that the ward is never without suffi-
cient supervision by these nurses either by day or by night.

At the head of each bed is a card bearing the date of admis-
sion, name, age, etc., of the patient, also the diagnosis after it
Lias been made by me, and, if an operation has been performed,
the date and nature of the operation. Besides, the usual tem-
perature, pulse, and respiration chart hangs above each bed, and
the customary mnotes are made at regular hours by the head
nurse. Regular rounds are made by the house staff twice daily,
and I make it a rule to visit the ward every day, with rare ex-
ceptions, and to examine every patient, no matter how trivial
the complaint, at least once a week. Serious cases, of course,
are looked after by me as often as they may require.

Visitors are allowed to see the patients between 2 and 4
o’clock every Wednesday, Saturday, and Sunday—a custom
which undoubtedly is a great comfort to many patients, but at
times is productive of harm, particularly in nervous, excitable,
or very sick patients. Capital cases are not permitted to see
visitors nnless by my special permission.

The number of patients admitted to the gynecological service
has gradually increased from year to year, being 181 in 1883
and 505 in 1894. A reference to the table given later on will
show the relative increase of cases in each year. The number
of operations has increased in proportion. '

The gynecological service has always been and still is a con-
tinuous one, and is therefore a considerable tax upon my time
and strengtli, which I have been able to bear in cousequence of
being allowed to take a vacation every summer of from two to
three months. During this time in former years the service
was supplied by one or the other of the visiting surgeons to the
hospital, notably Drs. Scharlau, Wyeth, Fluhrer, and Gerster,
who have very kindly substituted for me during my absence.
In order to furnish an oflicial substitute during my vacation or
other temporary absences, two years ago the directors appointed
an assistant gynecologist in the person of Dr. Joseph Brettauer,
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who since then has had charge of the service during the summer
months.

For the accommodation of patients able to pay there are
twenty-five private rooms on the second floor. These rooms
are at the disposal of all the members of the visiting staff,
medical, surgical, gynecological, and ophthalmological and aural.
The rules of the hospital permit the visiting physician or surgeon
to charge patients occupying such private rooms for his services,
provided the patient has been sent to the hospital by him as his
private patient or the patient desires the exclusive attendance of
one particular visiting physician.

In the following table will be found a record of the various
diseases treated in my service during these twelve years, of the
operations performed, and of the results obtained. It was not
possible for me to give the figures from May, 1862, when I took
charge of the service, to January, 1883, because the books at

that time were so carelessly kept as to be useless for a report of
this kind.

TABLE I.

LisT oF DISEASES AND THEIR RESULTS,

Unimproved.

Died.

Disease. Remarks

Number.
l Improved.

VULVA:
Abscess (vulvo-vaginal).” . .... . . .....L 11| 10|
Bleptianiasis oo, L. o L, Ak e e 3l 1
Epithelioma ......
Fistula (vulvo-vaginal).. .
Polypus (left labium)..

[

During pregnai ¢y,

PERINEUM :
Laceration
Phlegmon...

14% 41| .. | 1|Death from septicemia.

RECTUM :
Cavememai L L. . on B L e g
Condylomata. st = 8 oo
Fissure in ano.
Fistula in ano........
Fistula (recto-vaginal)
EHemorTHoide - . I e
Ischio-rectal abscess... ...
POIEBUN .3 . e Dl e e i
Proctitis. ..
Stricture. ..

i) Incidental.

e e L )
[S)

GOk N QOOTOOCO DO O

] ] Syphilitic.

-

gl
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TABLE I.—Continued.

-1
Sl
- bl
= [
Remarks. S| onissE Remarks.
gletaldig
Zz|8|8|p|a
URETHRA AND BLADDER:
Urethral caruncle. .... 1l 0kt 7
Urethral prolapse. . .. 1 Tl o
Urethral stricture Ly Reall [ |
EmeERcal ol Mt et oo e [t 1| R e
ixethroeeless ht ool toie b T ol 1 T Salis
Epithellum of urethra. . ke BRI Tl B L R e
Epithelium of bladder.. Ol i 1l
Cystitis p 2RI a4 | 21
Vesico- vapinalfstula: . et i Tl AT 1
Vesico-uterine fistula.......... ... 2| 1| ...|..| 1|Peritonitis from rupture
of ovarian abscess.
60
VAGINA :
AUTBRIA., (o e s adsweaatttin Blei-2 il
Cyst. il | el
Cy stocele ..... A5 oyt
Double s v 1 T e
Epithelioma. L 28t 2l
Occlusion umperforate AYVIOey) vt ihhe: . -a- s i
B ECEOCOIO M Tns 55 Loeits ot vip orTass syaimes 5 05 65| 64| 7| 4..
Rupture o 1 |l B . |Parturient.
Stenosis.. .. i llae s
Uleer (due to pessary) .................. Ol 4l
Vaginitis (venereal)..... ... . 5 ..| 20| 14 6| .
Vaginitis (senile)...coc.... ..o .o 0l 1 NiCann] ke
149
UTERUS:
CervVIX UTERI :

CATCIN DT s vaics 58 4 o eiadeisoresiqmn G ] Ee G e )

Hypertrophy ; gl Al e

Laceration. ... 8 316 169| 33| .

Polypus..... (IR PR

Corpus UTERI :

Abortion..... ......... Bl bk . e [ES R 4|Deaths from septicemia.

AR EXAO eniatvain oo adasinmia bonsn A 82| 20| . |..|Sterility.

Atrophy (senile) . e N [ s

Endometritis (mcludmg cervncal) ..... g 297'197| 94| 6| ..

Fibroid tumor..... ...l 130 56| 60| 7| 7|Cured by galvano-punc-
ture, abdominal hys-
terectomy, or vagmal
enucleation.

Foreign body .cce.oee ves voee coveanns f Sl ISR

Pregnancy and labor (ordmary) ......... (] o1 o] S 15 2

a, Extrauterine..,.c....... 16| J4]5=c3] 2
b, Double uterus. N o e B il VAR
¢, Hydatids....... i T G o 2P S i
d Hydramnion. .......oeeeeeraninnons 1 1 | Fetd e
e, Placenta prevna. G S T e Rlaaedies ol 1

Hyperplasia. TaE LA R a) 2 2|..|..|Uncomplicated.

Infantile.... 5 4| 1| .. |Amenorrhea and sterility

Inversion. 1 3 | . [Complete  amputation

' and odophorectomy.

Lateral flexion ... . . 1l e IEe

Metritis, puerperal ... ik s Gl sl

Prolapse.....coceeecens 15| 22| ? 1 D(:_ath after ventral fixa-
10D.

Retroversion and retroflexion. 85 66| 10 ..

Sarcoma (2) and carcinoma (4) 3..] 8

Sub nvolution.. .. ’ 1) 1B 1 s

bnenoswofuberlnecanal (exL ‘an 67| 22 1]..

TUBES : : i
Salpingitis, chronic (and 00 phoritis)........ 312 52| 237| 22| 1/52 cured by removal.
HydrosalpinX.. .. = .ccceco.ces 4y .4 R
He natosalpinx (probably not ectomc) L B 4
PyoSAlDINX .. ceese secs wenenns cnen g B S S (O R
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TABLE I.—Continued.

L=
s | B
= e
Disease. = S g 3 Remarks.
8|8 |8|3|3
Z|8|8|P|A
OVARIES:
ADBCEEB. ot sl o/ misaiie = SR BN G S Sl 16| 15 1
Cystic tumor 128| 115].. 2 11
Kibroid < et R e 2] 2|.. =
Carcinoma....... e S N T2 3
Hematoma,i-o-s it soase GG e oo
Papiliomanio¥s e i e IR 2
Prolapse 9(1) 2(17 = .
Oophontié (chronic) with salpingitis........ 339| 60| 975| 4| . |19 cured by removal.
523
PEL\EI%I?ERITONEUM AND CELLULAR
TIS
AbseEs.. o ol v 108[ RG] |
Carcinoma ......coeeeecenee L 1 ot el
Cyst of broad ligament. . T ) e (1 P oed]
Cellulitis. . ( ............. e A R ey e o s
Hematocele (intraperitoneal) and $ 5
Hematoma (extraperltoneal) } """ 27 21 L Sl Dt ST rontRE DL
Pevitonitis.d" i 9y 602| 304| 281 10| 7
Sarcoma... .. SN A C IR R S 0
826
ABDOMEN :
Abscessiof wall of. .- .. foco.ioiouili. s 1 U Pt R B
General carcinosis of abdominal organs 5 {12l IS R T
Carcinoma ot peritoneum.. . ......... .... TEErsl Ao
Carcinoma of colon.. ! ol o el el
Sarcoma of wall of......... iy T P
Peritonitis, general 24| 12|... | .. | 12|Secondary and septic.
Peritonitis, tubercular.. s Saes] 1
SinusiofwallloEs i e 0 - Sus S o a (1) [ | et R
Hernia of abdominal wall (ventral hernia)..| 6| 3| 8[.l|.. Following  abdomina
?3 section or pregnancy.
GENERAL DISEASES
Amenorrhea. . ..... 81| 30 1
Abscess of kiduey. 5 ALoEE: ol
Abscess of psoas muscle... ........ A &
Carcinoma mamma Hoel ;
Dermoid tumor of nates.. e 4
Hysteria....... . ThEou Hoalinn i
Floating kidney S (o] fe s | 7 %
Intestinal obstruction.. R B RS e Slracl i
Phlegmasia dolens... ... .... . te ol ol
Phlerrooniof pubESE ™ 1 8 0 el i1 e e
IPErihypAILGE SOl S DAl A b T Afesii e s
Pyemini Bitir ey SCCSErale S K oo ; % ik
(RTICHIOLCOCOYX -+ . biit i G e T e e
Cystictumorof mamma.. ;.0 i+ 00 olligs il
Abscess of mamma.. gl RS ol Afec il Tl
NI PHOIT DI SR or e s ss e - st )1 e 1| .. |Clitoridect my.
85
Total number of diseases treated.............. Ea) 2ZT 14—56 191'102|

Total number of patients treated

cesesen

cetrienan

e lh s e o ol sioe SRS

Admitted and found not to be gynecological, therefore not included in

apboye listisse, .

Total number of patients admitted to gynecological service from J anuary

1st, 1883, to January 1st, 1895,

..

S P 4211

Some patients therefore were afflicted with more than one separate disease
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ReMarks ox THE Disgases TREATED.

Diseases oF tue VuLva.  Vulvo-vaginal Abscess.—Of this
very common disease it will be seen that only eleven cases were
observed, the reason for this relative infrequency being prob-
ably that such cases are usually the result of gonorrheal infec-
tion and that cases of this character were but rarely admitted to

Fia. 1.—Elephantiasis vulvae before operation.

the hospital, venereal diseases being more frequently seen in
the large general hospitals of this city. The treatment con-
sisted in a free incision, thorough antiseptic irrigation, and pack-
ing with iodoform gauze, under which ten of the cases were dis-
charged cured. one leaving the hospital at her own request
before complete cure.
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Flephantiasis of the Vulva was observed once in a mulatto
woman who was four months pregnant. The tumor encroached
upon the vaginal orifice so much (the clitoris and labia majora
and minora being all involved) that delivery at term would
have been impossible. Hence the mass was removed with the
knife, being first constricted with an elastic ligature tied under
three long pins passed beneath the tumor. Bleeding vessels

F16. 2.—Eiephautiasis vulvzae after operation.

were thus secared separately and the wound closed by sutures
Pregn.ancy. was not disturbed. (Figs. 1 and 2.) :

LEpithelioma.—Two cases were observed and apparently cured
by complete extirpation of the disease with the knife. Whether
the disease returned later I cannot say. The disease was limited

entirely to the valva and not sceondary to its occurrence in
neighboring part. (Fig. 3.) 3
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Polypus.—One very rare case of fibrous polypus hanging
from the left labium was observed, and was of course easily
cured by the removal of the tumor.

A Curious Injury of the Hymen was seen in three women, but,
not being of pathological significance, is not recorded as a sepa-
rate disease. It consisted in a tearing away of the whole ring '
of the hymen from its attachment during coition, leaving the
membrane hanging only by a slender strip. The central open-

[

F16. 3.--Epithelioma vuiy g.

ing of the hymen was uninjured, and the membrane hung
loosely over the vaginal orifice. Two of the women had had
children. Coition was of course performed under the loose
hymen and caused no pain. Only if by chance the glans penis
should happen to catch in the small opening of the hymen
would pain and bleeding be produced by traction on the slender
attachments during the effcrts of intromission. This oceurred
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in a case reported by a Swiss physician, who first called my
attention to this pecunliar accident. (Fig. 4.)

Periveom.—Of one hundred and eighty-four cases of lacera-
tion of this body which were admitted, one hundred and forty-
one were cured, of course by operation ; forty-one were improved
only, the operation not having proved an entire success ; but all
the cases were operated upon. Those which were too slight to

RS

F16. 4. —Curious injury of hymen.

require operation are not mentioned in this list. Two of the
cases died, very much to my regret, both of septic infection
the origin of which was never determined.

Recrom. —This organ is not necessarily a part of the gyneco-
logical area, but its diseases are so commonly associated with
pathological conditions of the sexual organs of the female that
they were not infrequently met with in my service and there
treated instead of bzing referred to the 2g‘eneml surgical de
partment. 3

Catarrk of the rectum is not a very uncommon affection in
'wmnen and very often simulates utero-ovarian diseases. | find
it very frequently associated with backward displacement of t},e
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uterus and as a complication of hemorrhoids and fistula or fis-
sure in ano. It is, therefore, well to remember that the rectum
may be the seat of the symptoms of which the patient complains,
and that anything like mucous or bloody discharges from that
canal, or of burning, throbbing, bearing-down sensation in the
region of the coccyx, or of painful defecation may with great
probability indicate a disease of the bowel instead of the sexual
organs. Preliminary to a successful treatment of a diseased
condition of the rectum, dilatation of the sphineter ani is abso-
lutely indispensable. In catarrh of the rectum applications of
nitrate of silver solution, one drachm to the ounce, repeated
every two or three days until improvement is manifest, have
done me excellent service. The tenesmus usnally following
these applications must be relieved by hypodermics of morphine
aud by pouring melted vaseline into the bowel immediately
after the cauterization. Warm carron oil (equal parts of linseed
oil and lime water) used as an enema, two to four ounces, night
and morning, to be retained, is an excellent remedy to promote
healing of the inflamed rectnm after cauterization.

Ulcers of the rectum are best treated by applications of pure
nitric acid made through a cylindrical speculum.

The other affections of the rectum mentioned in the report
differ in no wise from the same conditions in the male as re-
gards either symptoms or treatment.

The interior of the rectum can be easily and fully exposed as
far up as the level of the sacral promontory through an ordinary
vaginal eylindrical speculum, or by elevating the posterior peri-
neum and depressing the anterior perineum with a Sims specu-
lum in each hand, the patient occupying the genu-pectoral
position.

UreTHRa AND Brapper.—It is a curious fact that in the eyes
of some general surgeons the female bladder should still be con-
sidered as not belonging to the sexual system of woman, but
should be looked upon as an organ the diseases of which come
under the head of general surgery. This fact may account for
the comparatively small number of diseases of the bladder which
come into my service. Until recently the admitting physician
of the hospital has sent a very large number of diseases of the
bladder in the female to the general surgical service, where they
have been kept, treated, and operated upon, even to the point
of vaginal cystotomy for chronic cystitis. And still all gyne-



12 MUNDE: GYNECOLOGICAL SERVICE OF

cological text books contain separate chapters devoted to the dis-
eases of the female bladder, Skene even giving as many as three
hundred pages of his book to this subject. It has required a
vigorous protest on my part to at last overcome this custom.

Strange to say, that very common disease, wrethral caruncle,
I find to have occurred only in eleven cases. [ can hardly
inagine this to be true, since my recollection certainly impresses
me that I operated on many more instances of that affection,
but probably it was only secondary to some other disease and
has therefore not been specially noted.

16. 5.—Prolapse of urethra in girl of 9 years. The upper sou isi
F P . nd
s e P isin the urethra, the

Prolapse of the Urethra occurred once, in a girl 9 years of
age. It was cured by excision, the raw edges being united by
catgut sutures. (Fig. 5.)

Stricture of the Urethra I tind to have occurred twice. In m
experience this is a rare disease in the female, quite contrary
to iFs occurrence in the male. It is usually produced by trali
n.latlc influences, mostly during childbirth, and cured by dilata-
tion.

Urethrocele—that is, a sacculation of the lower wall of the
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arethra into the vagina—is mentioned once. This also is a rare
disease in my experience, although I believe others, like Thomas
Addis Emmet, report seeing it quite frequently. It must not
be confounded with cystocele, which consists in a prolapse of
the anterior vaginal wall and bladder without involving the ure-
thra. The cure of urethrocele is entirely surgical and will be
discussed further on.

Chronic Oystitis was met with twenty-eight times, and I know
these figures to mean the condition independent of other pelvie
inflammations. I am sorry to say that only fourteen cases are
reported as cured and that one even died. We all know how
intractable old cases of cystitis are in both sexes ; nothing short
of an artificial vesico-vaginal fistula will succeed in even reliev-
ing, not to speak of curing, an old catarrh of the bladder in
which the mucons membrane has become so diseased by nlcera-
tion, cicatrization, and hypertrophy as to be practically no longer
a mucous membrane. Often it is encrusted with calcareous de-
posits, which have to be seraped out bodily through the dilated
urethra or an artificial vaginal fistula. The want of success in
caring these cases, therefore, must not be a matter of surprise,
since, as a rule, only inveterate forms of the disease come to the
hospital.

Vesico-uterine and Vesico-vaginal Fistule.—Of the former
two cases were observed. One, which was really a combined
utero- and vagino-vesical fistula, was cured by sewing the pos-
terior lip of the cervix—the anterior lip and half of the anterior
vaginal wall being destroyed—to the remainder of the anterior
vaginal wall and then closing what was left of the fistula by
transverse satures, silver wire being used. In all twenty-six
stitches were employed in this case. Union was complete, except
a small stiteh-hole fistula which was cured by a second operation.
Of course the cervical ecanal was turned into the bladder, and
menstruation must hereafter take place through that viscus ; but
that was inevitable under the circumstances, and the patient when
discharged was exceedingly comfortable (Fig. 6). In the other
case, while attempting to draw down the cervical canal in order
to bring the fistula into view, an adhesion between the uterus
and its appendages must have given way, for a fatal peritonitis
developed and the post-mortem showed a rupture of an old
abscess of the ovary which had not been suspected. Of the
eleven cases of vesico-vaginal fistula nine were cured, one im-
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proved, and one discharged uncured. Usnally only one opera-
tion was necessary, the method employed being that of Sims—
namely, broad, rather shallow paring of the edges of the fistula
without wounding the mucous membrane of the bladder, the
stitches also (silver wire) not including the bladder mucosa.
The patient who was discharged only improved, as well as the
one discharged uncured, refused treatment. This injury is now
met with very rarely except by operators who have become
known as specialists in this particular line. I hope, indeed, that

Fie. 6.—Utero-vesical fistula. Anterior lip of cervix
¢ e sloughed awa, i i
cervix (A) sewed to remnant of vesico-vaginal septum (B). (Diagrammyzitiostenor e

th.e recent improvements in obstetrics will soon do away entirel
with an accident which should really almost never occur o
Vacina.—The most common affection of the vaoin:am which

came under observation was that of Prolapse of t/; LPosteri
Vaginal Wall together with that of the anterior wall of the =
tum, com.moPIy known as ZLPectocele. This was met with usu:lalc-
in cqmbmahon with laceration of the perinenm, someti .
. associated with prolapse of the anterior vaginal wall ;nd bl (;:;lnes
or cystocele, together with more or less dropping of the el
itself. The treatment of this condition of course was e:ttiiz:]];
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op(?rative, ounly such cases being mentioned in the list as re-
quired such radical means. The method of operation employed
will be mentioned in detail hereafter under the head of Opera-
tions. In itself rectocele, in my opinion, is not a condition
requiring active surgical interference; it is only when combined

Fic. 7.—Rectocele and cystocele.

with more or less prolapse of the anterior vaginal wall and
bladder and of the uterus that it produces decided symptoms
and requires surgical treatment. (Fig. 7.) :

The next most common affection of the vagina was Vaginitis,
of which twenty cases were admitted. The treatment of acute
or subacute vaginitis, whether of venereal origin or not, consists,
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in my practice, in the application of a solution of nitrate of silver,
sixty grains to the ounce, every other day, the whole mucous
membrane being thoroughly swabbed through a cylindrical
speculum with this solution until it has changed its bright or
dark red color to the pale pink hue of the normal vaginal lining.
When this resnlt has been achieved, astringents, preferably iodo-
form and tannin powder in equal parts, are applied to the vagina
until it is entirely restored to health. A careful irrigation of
the vagina with a 1:10,000 solution of bichloride precedes each

%

Fic. 8‘—G.mnu‘ar vaginitis combined with rectocele and cystocele. The numerous
swollen papillee of the vaginal surface are plainly visible.

cauterization. It usually takes from four to six weeks to cure
such cases permanently. They are really not hospital cases at
all and can be treated just as well in the office or dispensary, but
they are often associated with endometritis or salpingitis,and
hence find their way into Lospital wards, as T presum;a was the
case with us. When the papille are swollen it is called granu-
lar vaginitis (Fig. 8). The treatment is the same.

Senile Vaginitis, or an inflammation of the vaginal mucous
membrane occurring after the menopause as a result of malnutri
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Flon (?f the part, is recorded only once. This is rather surpris-
ng, since it is not an uncommon affection; but it is no more fit
for a hospital ward than the ordinary form of vaginitis, which
I suppose explains its having been mentioned once only in our
report. The treatment is practically the same as that of ordinary
vaginitis.

Cystocele, or prolapse of the anterior vaginal wall and bladder,
isrecorded thirty-seven times (Fig. 7). Asit is met with in every
case of prolapsus uteri et vaginz, it must have occurred very
much oftener than this, but only the cases in which it was the
prominent symptom are mentioned under this heading. This
condition is curable only by a plastic operation, but unfortunate-
ly the results of this operation are rarely permanent, since the
scar which narrows the anterior vaginal wall and keeps it and the
bladder in position is very liable to separate sooner or later after

FI1a. 9.—Gehrung’s pessary for cystocele.

the operation and the old prolapse returns. I have been more
successful in treating cystocele—I do not say curing it, but in
relieving the symptoms and keeping the anterior vaginal wall in
position—by means of a mechanical support than by operative
measures. The mechanical support which I employ is that de-
vised by Dr. Eugene C. Gehrang, of St. Louis, which answers
the purpose better than any other contrivance of the kind which
I have seen (Fig. 9). It has to be watched for fear of producing
erosion of the vaginal wall,and of course it must be properly fitted
and applied to each case; but when so fitted it can be worn for
years with unlimited comfort and satisfaction, the only require-
ment being that every two or three months it should be removed,
cleaned, and, if no abrasion has been produced, reinserted. It
is only when the cystocele is associated with a rectocele and
prolapse of the uterus itself that I perform the plastic operation
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hereafter to be described for this condition. An uncomplicated
cystocele I very seldom think fit for operation, since I can get
much better results with the Gehrung pessary. Hence we find in
the list but fifteen of the thirty-seven cases of cystocele reported

F16. 10.—Epithelioma of posterior vaginal wall.

as cured. Twenty-one were improved, and in these. of course
Fhe pessary mentioned was used. It is only when th; perineum’
is very much torn or the pelvic floor too much relaxed, so that a
Gehrung pessary even of the largest size cannot be retained, that
we are obliged to resort to operative means for the cure 0% tl?e
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condition or to let it alome. Astringents applied either as
powder or in the shape of injections are practically of no benefit.

Stenosis and Atresia of the vagina were met with in fifteen
cases, the cause of the malformation being either congenital or
acquired. The majority of the cases of atresia were congenital,
Fhere being not only an absence of the vaginal canal, but also an
imperfect development of the uterus and ovaries. In seven of
these cases I made a new vagina, separating the rectum and
bladder by blunt dissection to a sufficient depth and keeping the
canal open by packing with iodoform gauze and using glass or

“hard-rubber dilators. In the cases of stenosis of the vagina
where the canal was only partially obliterated the constriction
was due either to congenital bands or to a contraction following
injury received during childbirth. In either case it was easy to
incise the constricted portion and by means of graduated dilators
enlarge and keep the vagina at its normal calibre. In one case
a congenital double vagina was observed. This was easily cured
by dividing the septum and closing the bleeding surfaces with
interrupted catgut sutures.

One case of Cyst of the vagina is mentioned, and another of
Hematoma. Both are rather unusual conditions. The cyst was
situated in the upper portion of the canal and was due probably
to the encroachment of an unusually distended cervical gland.
It was opened and dissected out. The hematoma was simply
opened and packed with iodoform gauze. In both cases a cure
resulted.

Uncomplicated Epithelioma of the vagina was observed in two
instances. This is rather a rare affection, since malignant disease
of the female genital organs usually begins in the cervix uteri,
and the vagina is only secondarily affected. In neither case
was it possible to excise the diseased tissue so thoroughly as to
effect a cure. (Fig. 10.)

Urkrus. Cerviz.—The most common affection of the cervix
uteri which came under observation was Laceration, which was
met with five hundred and eighteen times. In three hundred
and forty-two of these cases the operative repair of the tear was
performed, with tbree hundred and sixteen recoveries. The
operation known as Emmet’s, or trachelorrhaphy, was the one
invariably performed. In one hundred and sixty-nine instances,
the majority of which were not considered worthy of a plastic
oparation, a comparative cure resulted from the palliative
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treatment employed, which consisted mostly in the sharp
curette, nitric acid, or iodized phenol applied to the eroded sur-
faces. It will be seen by these remarks that I do not consider
every case of laceration of the cervix to require a reparative
operation. [t is the symptoms which the tear produces and
the pathological degeneration of the cerviw caused by it which
in my opinion call for the operation, not the mere presence of a
laceration. Thesutures employed in the operation for lacerated
cervix were almost invariably silver wire, the exceptions being
those cases of prolapsus where the cervix could be drawn down
to the vulva, in which catgut was used. As regards the after-

Fia. 11. Fia. 12

I Fia. 11.—Bilateral laceration of cervix, third de v i
L : s gree, ‘seen thro g
a, anterior lip ; p, posterior lip. : e
Fie. 12.—Lacerated cervix with everted lips, showin i
. x g normal shape of cer i
it should be restored by uniting anterior lip, a: to posterior lip, p. g et

treatment of these cases of trachelorrhaphy, I have been in the
habit of keeping the patients in bed for two weeks after the
operation, using tepid carbolized douches once or twice a da

merely for the purpose of cleanliness, allowing them to urinat{;
t%lemselves and permitting any position in bed except the up-
right. At or about the end of the second week I was formerlp
in t}'Je habit of making an examination with the speculum andy
tinding everything in good condition, of removing the suturec,
Of late years, however, I have modified this practice insomu(-i;
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as I have allowed the patients to sit up at the end of a week,
to walk about at the end of the second week, and then, on
examination finding the sutures in good condition, have sent
them home with direction to return after the next menstrual
period for the removal of the stitches. My object in doing this
was to prevent the recurrence of an accident which I had seen
twice in private practice, where removal of the sutures ten days
after the operation allowed the imperfectly united lips of the
tear to separate, requiring a second operation. Even in private
practice I now request patients to call at my office after the first
menstrual period following the operation, and there remove the
stitches, and I have had no reason whatever to deplore my de-
parture from the old-established rule. I really believe that the
majority of patients after an operation for lacerated cervix
would do just as well if they were allowed to be up and about
attending to their daily duties, but if it should happen that
union is not secured or a pelvic peritonitis or cellulitis occurs
the blame would of course be attached to the operator who had
not been careful enough to keep the patient in bed. As such
accidents cannot always be positively foreseen or prevented, I
have thought it wiser, in my own interest as well as that of the
patients, to observe the precaution of keeping them in bed until
all danger of inflammatory action has passed. I will say here
briefly that my results from this operation of trachelorrhaphy in
properly selected cases have been so good, and that so much
benefit both locally and generally has been achieved, that I feel
myself justified in recommending it whenever the symptoms
produced by the laceration are such as appear curable only by
its repair. This condition will probably be found to exist in
about one-half of all lacerations of the cervix which come under
the observation of the physician. In the other half Nature
either cures of her own free will or else the laceration is too
small to be productive of any damage.

One of the most frequent accompaniments of a lacerated cer-
vix is a Catarrh of the Cervical Cavity. It is indeed a rare ex-
ception to meet with a large laceration without finding the lining
membrane of the cervical cavity more or less diseased. The
destruction of this diseased membrane, therefore, with the sharp
curette is part of the treatment of the laceration, and can be
performed either at the same sitting as when the laceration is
united or previously if the case isa particularly bad one. I
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find mentioned only fourteen cases of uncomplicated ce.rvmal
endometritis, which is of course entirely out of proport.lon to
the frequency of this disease. I can only explain th'is discrep-
ancy by the fact that cervical catarrh was not m.entloned as a
separate affection when it occurred with laceration 9f tl}e cer-
vix. Cervical endometritis is so very common, even in virgins,
uncomplicated with any other lesion of the uterus, that it is met

' F16. 13.—Epithelioma of the anterior lip of the cervix, with pregoancy at three months,
cured by amputation with galvano-cautery ; normal delivery at term.

with almost daily in the office of the gynecologist. Such cases
are, however, not usually admitted to the hospitals, since they
can be easily treated with the sharp curette and nitric acid at
the patient’s house, the confinement to bed rarely exceeding a
week ; and this, I suppose, must be another reason why so very
few of these cases are mentioned in the report.

Epithelioma of the Cerviz—that is, limited to that portion of
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the uterus only—occurred fifty-four times. Curious to say, three
of these cases are reported cured. One of them I remember to
have occurred in a woman who had flowed profusely for three
months and vaginal examination revealed a softpolypoid tumor
growing from the anterior lip of the cervix (Fig.13). The bleed-
ing was so excessive that the vagina was tamponed and no further
examination made. There was no suspicion of pregnancy, of
course. The growth was removed close to the vaginal vault by
the galvano.cautery wire and was found to be an epithelioma.
Two months later she returned for observation and reported
that she had not menstruated since, and on examination she was

FIa. 14.—Epithelioma of both lips of cervix, the disease extending up into the body of
the uterus to the fundus. (Diagrammatic.)

found to be about five months pregnant. The cervix was en-
tirely healthy. A year later she returned with the child in her
arms and the cervix was then found to be still in anormal condi-
tion. I think it fair to assume that this case was cured. In the
other two instances the galvano-cautery wire also was employed
and the disease apparently entirely removed, for when again seen,
about six months afterward, the cervix was still healthy. The
treatment in forty of the remaining fifty-one cases of epithelioma
of the cervix consisted in the removal of the bleeding cancerous
tissues by the sharp curette and the production of a slough by the
application of chloride of zine, fifty per .cent, on cotton pads
(Figs. 15 and 16). In one of these cases vaginal hysterectomy was
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performed subsequently. Of course this treatment was only
palliative, but it served to relieve the patient from the weaken-
ing discharges of blood and serum and to arrest the progress of
the disease for a time. In some cases the curetting and caustic
‘had to be repeated once or oftener after an interval of several
months. I have seen life prolonged by this treatment in one
instance four years. Of course it is questionable whether pro-
longation of life under such circumstances is desirable; at the
same time it is our duty to adopt all measures which will allay
suffering and prolong life in cases where we cannot cure. In
eleven cases the disease of the cervix was thought to be suffi-

Fig. 15.—Encephaloid cancer of cervix without ulceration.

ciently circumscribed to permit of a fair prospect of a complete
cure by removal of the whole uterus. Vaginal hysterectomy
was therefore performed, with two deaths and nine recoveries,
in all of which, however, ultimately the disease returned and
the patients succumbed to it. (Fig. 15.)

Booy or tE Urervus. Abortion.—I find one hundred and
forty-seven cases of this accident mentioned, with one hundred
and forty-three cures and four deaths. Obstetrical cases are
not as a rule admitted to the gynecological service of Mount
Sinai Hospital, but it is inevitable that a miscarriage with re.

- tained secundines, or at times even a threatened abo;tion, comes
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to the hospital and, the symptoms being urgent, is admitted.
Of course the indication always was to remove such of the
de.(ndl.la as had been left in utero, with the finger if possible, or
with instruments, the symptoms for such removal being either
hemorrhage or septic infection. If removed early enough the
recovery was prompt, but if the case had gone too far, as in
the four fatal ones recorded, the death was due to septicemia.
T.he instruments used for the removal of the retained secun-
dines were those devised by me some fifteen years ago, namely,

F16. 16.—Chloride of zinc slough from cancer of cervix.

a large, long blunt curette and a broad flat forceps (Fig. 17).
With the curette the attached portions of placenta and decidua
were gently scraped loose and removed with the forceps. The
uterus was then washed out with a hot Thiersch’s solution or, if
there were decided evidences of sepsis and the discharges offen-
sive, with a 1:10,000 bichloride solution. An ice bag was then
usually put over the abdomen in order to insure more thorough
contraction of the uterus, and the usual aseptic pad applied over
the vulva. Occasionally a secondary salpingitis or pelvie peri-
tonitis resulted in these cases. It was of course impossible for
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me to determine whether in these cases the abortion was acci-
dental or induced. I can, therefore, not state whether there is
any difference in the progress and prognosis from either of these
causes. So far as my experience goes it would be difficult to
determine whether a septic endometritis or pelvie peritonitis or
salpingitis following an abortion were due to operative induct.ion
of the abortion or to external causes, unless indeed a distinet
injury of the uterine tissue could be demonstrated.
Anteflewion.—This condition being only pathological.in so far
as it produces dysmenorrhea or sterility, the cases which were
admitted complained solely of these two symptoms, and they

Fi1a. 17.—Mundé’s placental curettes and forceps.

were admitted only for the purpose of the operative treatment
necessary to relieve them.

Sarcoma and Carcinoma.—Only six cases of this disease
restricted to the portion of the uterus above the internal os are
recorded. This number is quite in proportion with the usual
figures mentioned by most authorities as indicative of the rela-
tive frequency of cancer of the cervix and cancer of the body of
the uterus. Twice the disease was of the sarcomatous variety,
four times it was epithelioma. The entire uterus was removed
in each instance—four times by the vagina, twice by abdominal
section—and while in all the cases recovery from the operation
occurred, the disease returned and the ultimate result was death.
Three of these cases died in the hospital, the other three after
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discharge. I ‘confess that my experience in this respect, as in-
deed is the case with cancer of the cervix also, has not given me
great hopes of the permanent cure of cancer of the uterus by a
complete extirpation of the organ. I have still to see the case
in which the disease did not return.

Three times the rare combination of malignant disease of the
endometrium with fibroid tumors of the body was observed ;
twice the disease was an epithelioma and once a sarcoma.
(Figs. 18, 19, and 20.)

Endometritis—It will be seen by the large number of cases

Fic. 18.—Epithelioma of endometrium with fibroids of body of uterus.

of this disease recorded, two hundred and ninety-seven, that it
is of very frequent occurrence. Indeed, this figure by no
means indicates its frequency. since only a small proportion of
the cases seen in my clinic at the Polyclinic and at my office were
considered sufficiently severe to require admission to the hospi-
tal, and many did not avail themselves of the opportunity to
do so. They were sent to the hospital for the purpose of treat-
ment and cure by operation, which could not be safely carried
out either in the clinic or at the office. I have found that
it is useless to try to cure obstinate.cases of endometritis by
palliative, mild intrauterine applications such as are safe and
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can be borne by the patients in an out-door clinic. I have
therefore for a number of years adopted the more radical plan
of putting such patients where I could employ active treatment
with a fair degree of safety. Such active treatment consisted
in thoroughly dilating the uterine canal with a steel two-
branched dilator, curetting the whole endometrium carefully
but thoroughly above the internal os with the dull curette, be-
low with the sharp instrument, and then swabbing the whole
cavity out with iodized phenol equal parts, or in bad cases with

F1c. 19.—Epithelioma of endometrium with fibroids of body of uterus

a fifty per cent solution of chloride of 'zine. A thin strip of
iodoformn gauze was then passed into the uterine cavity to keep
it open and facilitate drainage, and the vagina was loosely packed
with the same. The patient was put to bed, an ice bag applied
over the abdomen, and the case treated like that of aily opera-
tion on the internal female genital organs. A fter f01.‘ty-eioht
hours the gauze was removed, the vagina irrigated with a Tlot
Thiersch’s solution, and a fresh strip of gauze passed up into
the uterus. When the caustic slough had come away, either it oy
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a milder solution was applied and the gauze reinserted. This
treatment was continued for two or more weeks—two usually
sufficing—until the discharge ceased and the mucous membrane
began to assume a healthy appearance. The patient was allowed
to leave her bed at the end of the first week, and subsequent ap-
plications, if necessary, could usually be carried out at the office.
By this treatment I feel that T have cured more cases by far of
chronic endometritis than by the milder measures which I for-
merly employed. Our figures show one hundred and ninety-
seven cures, with ninety-four cases of improvement out of two

F1e. 20.—Sarcoma of endometrium with fibroids of body of uterus. Removed by abdom
inal section. .

hundred and ninety-seven, only six being mentioned as dis-
charged unimproved. The significance of endometritis in its
relations to the causation of sterility, mainly, is so great and so
unquestionable that I feel myself justified in recommending the
treatment here described. It is perfectly safe if carefully and
judiciously carried out; to practise it in the office or in an out-
door clinic would, however, be so hazardous as to be almost
criminal. Relapses of course occur, as in every case of catarrhal
disease of mucous membranes, and the patient should be pre-
pared for the possibility of such an occurrence. The best hopes
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for a permanency of a cure will result from impregnation and a
normal delivery. ey

Fibroids.—Of the one hundred and thirty cases of fibroid tu-
mors of the uterus which were admitted to the hospital the large
majority were those of the body ; only in three instances was
the fibroid growth contained entirely within the tissue of the
cervix and was removed by enucleation and traction. In twenty-
one cases the fibroid tumor had developed into a polypus and
protruded into the cavity of the uterus and partly out of the
external os. It was thus rendered accessible to the fingers and
instruments and was successfully removed, all the patients recov-
ering but one who succumbed to the hemorrhage accompany-
ing the extremely difficult enucleation of the high-seated pedi-
cle of the tumor. Of the other seventy-four cases, in fourteen
the tumor was not thought worthy of either operative or medi-
cinal treatment, since it produced practically no symptoms ; in
the remaining sixty cases seven were discharged unimproved,
operation or other treatment being refused, and forty-six were
improved in course of time by ergot, curetting, and intrauterine
galvanization. By improved I mean the symptoms—hemor-
rhage, pain, and growth of the tumor—were controlled by this
treatment. Seven died, four after hysterectomy and three after
attempted removal of high sessile tumors per vaginam. In three
cases galvano-puncture of the fibroid was practised through the
vaginaanda current up to one hundred and fifty milliampéres was
passed through the tumor and uterus for fifteen minutes under
anesthesia. Only one sitting was given in each case. The ab-
dominal electrode was a large wet clay pad. In each instance a
quite extensive inflammation and sloughing was excited by the
galvano-puncture, which required free incision, curetting, and
drainage, but the tumors gradually disappeared and the patients
were discharged cured.

In twenty-nine cases the entire uterus and the appendages
were removed with the tumor by abdominal hysterectomy, with
four deaths.

Pregnancy.—The cases admitted with this diagnosis, ninety-
seven in number, were mostly urgent in character or they would
not have been received. Of these two died from sej
tion brought in by them from without.

There were fifteen cases of Hztrauterine Pregnancy, with

thirteen recoveries after operation and two deaths; one cace of

vtic infee-
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double uterus with pregnancy, abortion, and recovery; four of
hydatids of the chorion with recovery, one of hydramnios, and
two of placenta previa.

Only one case of Inversion of the uterus was met with, which
was originally of puerperal origin, but was of a year’s standing
when admitted. All attempts at reposition failed, consequently
the ovaries were removed by abdominal section and the uterine
body constricted with an elastic ligature. Gradual sloughing
took place and the patient recovered.

Of Retroversion and Retroflexion there were one hundred
and sixty-one cases, with eightyfive recoveries, sixty-six im-
proved, and ten unimproved. The recoveries were mostly cases
in which Alexander’s operation or ventral fixation had been
performed. The improvements were due to the retention of
the uterus in its normal position by a pessary.

Congenital Constriction or Stenosis of the uterine canal is men-
tioned as having occurred ninety times. The symptoms were
those of sterility and the treatment practically the same in all
the cases—that is, crucial division of the external and internal
os, dilatation and packing of the canal with iodoform gauze, or,
as I used to do in former years, the insertion of a hard-rubber
stem. The stem was worn, except during menstruation, for
several months, care being taken to avoid all danger of either
sepsis or inflammation. What the ultimate result of this treat-
ment was I cannot say, since only a small preportion of such
patients ever return to report whether conception has taken
place or not. In the report sixty-seven are mentioned as hav-
ing been cured—that means, of course, that they were dis-
charged with a normally wide uterine canal ; twenty-two were
improved, and one was discharged unimproved.

Favropian Tuses.—Salpingitis, subacute or chronic (more or
less frequently associated with chronic oophoritis) occurred three
handred and twelve times, with fifty-two recoveries (after re-
moval), two hundred and thirty-seven improved (after palliative
local treatment), twenty-two unimproved, and one death.

Hydrosalpinz was met with in four cases, with one recovery
after removal, and three recoveries after vaginal puncture and
drainage.

Hematosalpinz, two cases, both cured by removal. In these
cases there was no evidence of ectopic gestation.

Pyosalpinz occurred more frequently than either of the two



32 MUNDE: GYNECOLOGICAL SERVICE OF

former varieties, there being forty cases recorded, with twenty-
one recoveries after removal by celiotomy, eleven improved
after vaginal puncture and drainage, three unimproved (refused
operation), and five deaths after celiotomy.

Ovaries.— Ovarian Tumors or Cysts, one hundred and twenty-
eight cases, with one hundred and fifteen cures (operative re-
moval), two unimproved (refused operation), and eleven deaths.

Carcinoma of the ovaries was met with in seven instances ;
Hematoma and Papilloma each in three cases.

Chronic Oiphoritis, more or less with salpingitis, oceurred in
three hundred and thirty-nine cases, sixty of which were cured
(nineteen by removal) and two hundred and seventy-five im-
proved ; no deaths.

Solid Tumors of the ovary occurred twice and both were cured
by removal. They are not included in the one hundred and
twenty-eight cases above mentioned.

Assoess or THE OvAry.—Only since the progress made in
abdominal surgery during the last fifteen or twenty years has
abscess of the ovary become recognized as a not very uncommon
condition. It was formerly admitted, it is true, that suppura-
tion of the ovary might occur as the result of an acute inflamma-
tion of that organ following parturition. Puerperal abscess of
the ovary was therefore mentioned in most of the older text
books and known as a condition of the greatest danger, usually
indeed ending in death through rupture and general peritonitis.
I remember very well how in 1868, when I was assistant to Prof.
Scanzoni at the Maternity Hospital in Wiirzburg, Bavaria, a
puerperal woman died suddenly, a few days after confinement,
from general peritonitis produced by some, to us unknown, cause.
The autopsy showed a ruptured ovarian abscess, the existence of
which had not been suspected, as the woman had no symptoms
of intrapelvic inflammation or suppuration prior to or imme-
diately after confinement. It is probable that this abscess existed
for some time before labor. Prof. Scanzoni demonstrated the
S})ecimen to the class and said that abscess of the ovary was prac-
tlcal'ly unknown e.xeept as the result of a post-puerperal inflam-
mation. Abdominal section, however, has shown us that sup-
Puratlon of the ovary may occur not very infrequently entirely
independent of parturition. I cannot say exactly how frequent

ovarian abscess is, but I find among the records of this seryice
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sixteen cases in which I operated for this condition. Out of
these sixteen only five had borne children or aborted. The fre-
quent non-puerperal origin of the ovarian suppuration is thus
confirmed by these figures. There is no anatomical or physio-
logical reason why the ovary should not undergo inflammatory
changes or eventnally become destroyed by suppuration, any
more than the tonsil or any other highly vascular organ. As it
is well known, the ovary is supplied with numerous blood ves-
sels, lymphatics, and nerves, which enter it at the hilus between
the layers of the broad ligament. The regularly recurring con-
gestions of the menstrual epoch, and the frequent accidental,
often even much greater, congestions attending sexual excite-
ment and exposures to external cold, must necessarily gorge the
organ with blood and often bring about an inflammatory condi-
tion. Let this stimulus be repeated a number of times at inter-
vals insufficient for the return of the organ to its normal vascular
state, and an inflammation of the ovary is very easily brought
about. Now let a catarrhal or purulent inflammation of the Fal-
lopian tube be added to this hyperemic condition of the ovary,
as is even more frequently the case than the ovarian inflamma-
tion itself, and a localized peritonitis with adhesions of ovary
and tube results. In course of time a repetition of these pro-
cesses finally brings about a breaking-down of the elements of
the ovary and the formation of an abscess. Probably one of the
most frequent causes of ovarian abscess is a direct transmission
of septic germs through the lymphatics from the infected endo-
metrium. At any rate, the inclusion of the ovary and tube in
adhesions interferes with the circulation in these organs and cer-
tainly assists in causing their purulent degeneration.
Symptoms.—A woman in whom suppuration of the ovary has
taken place may not appear seriously ill. She may be able to be
about and to attend to her household daties, but she is scarcely
ever free from pelvic pain. This pain is increased at intervals,
chiefly by exertion and at the time of the menstrual epoch. At
these times and on over-exertion there may be slight chills with
moderate rise of temperature. But all these symptoms vary in
intensity according to the acuteness of the process. If the ab-
scess of the ovary follows a puerperal inflammation of the pelvic
organs its course will be much more rapid and severe than in the
cases referred to. The temperature will be high, chills frequent,
pain severe, and indications for active therapeutic interference
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urgent. It is in these acute cases that rupture into the peritoneal
cavity takes place and causes fatal peritonitis. When, however,
the symptoms are less acute or the originally acute stage has,
contrary to the rule, become chronic, abscesses of the ovary may
go on for months, and perhaps even one or two years, without
producing very dangerous or urgent symptoms. As already
stated, there is constant pain in the pelvic region, with more or
less exacerbation at different times. The patients are more or
less chronic invalids, and still there seems to be no special reason
for alarm or for urgent operative interferenee. The reason for
this is that the sac of the abscess becomes enclosed little by little
in firm adhesions which prevent its rupture, and systemic infec-
tion is limited by the comparatively slight absorbent power of
the walls of the abscess. It is only in this manner that we can
explain the fact that women can carry such collections of pus
about in their pelves without symptoms of general septic or
pyemic infection. Of course they are never well, never free
from discomfort, but they may go on in this manner for an un-
limited length of time.

Diagnosis.—So much more has been written about collections
of pus in the Fallopian tubes since Tait some fifteen years ago
first demonstrated the frequency of this occurrence, that but
little attention has been paid to suppuration of the ovary.
Hence, whenever a fluctuating tumor was found in the pelvie
cavity, to one side or the other or behind the uterus, which by its
constitutional symptoms was supposed to contain pus, the dia-
gnosis perhaps being verified by aspiration, it was pronounced to
be a pyosalpinx or pus tube. I do not deny that pyosalpinx is
very much more common than pus ovary. When the pyosalpinx
alone is present its diagnosis is not at all difficult, since the pe-
culiar elongated sausage shape of the dilated tube readily distin-
guishes it from the round ovary. When, on the other hand, an
abscess of the ovary alone e'xists., i'ts rO}lnd, elastic contour, simi-
lar to that of an orange, easﬂ.y distinguishes it from the distended
tube. But when the two exist together, as is by no means un-
common, a differential diagnosis is either difficult op absolutel
impossible. We have then a mass which ig much larger thai
either the distended tube or ovary alone, more irregulaf in out-
line, but usually spherical or irregularly so, the irregular outlj

: : ’ ine
being prodaced by the distended tube, which has curled about
and has become attached to the ovarian sac. Once having pus
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i‘n one of the appendages, it is very immaterial, of course, which
1t is, ovary or tube, since its removal is the only proper course,
with the few exceptions hereafter to be noted. To remove the
tabe without the ovary, or the ovary without the tube, no matter
which is diseased, how much or how little, would be absurd,
since one is useless without the other. It is extremely probable
that purulent accumulations in the tube are much more frequent,
as already stated, and occur much more rapidly than those in the
ovary ; and therefore the more tumultuous in its course and the
more rapid the formation of the pus in the pelvic mass, the more
likely is it to be intratubal. Of course not every collection of
pus in the pelvic cavity is either tubal or ovarian, since accumu-
lations of purulent fluid do occur in Douglas’ pouch as simple
pelvic, that is to say, intraperitoneal abscess, shut off from the
rest of the peritoneal cavity by the superincumbent adherent
intestines. But such accumulations of pus have no distinct out-
line as recognizable by the finger in the vagina ; they are diffuse,
one spot fluctnating and pointing more decidedly, perhaps, but
there is no oval or spherical outline as in pyosalpinx and pus
ovary.

LPrognosis—The eventual outcome of an abscess of the ovary
is usually very much the same as that in the presence of pus
anywhere else—the pus finally succeeds in forcing its way out
in whatever direction the least opposition is encountered. This
process may occupy some time, even several years, and in a few
rare instances the pus may become cheesy and innocuous and
remain ¢z sitw permanently. This result is most likely to occur
in abscess of the ovary, which indeed, except in acute cases, sel-
dom bursts inwardly into the peritoneal cavity, because the
walls of the abscess are thick and embedded in diffuse adhesions.
The case is different in pyosalpinx, where the walls of the sac
are much thinner and the danger of rupture internally far greater.
Of course abscess of the ovary, so long as the pus remains in any
active condition in the sac of that organ, is a constant source of
danger to its possessor.

In accordance with the rule which applies to all inflammatory
conditions of the appendages of the uterus, it seldom occurs that
the appendages of one side are decidedly affected by inflamma-
tory changes ahd those of the other side remain entirely healthy.
The causes which produce inflammation of the uterine appen-
dages—namely, chiefly infection entering from without and
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spreading to the tubes through the uterine mucous membrane—
usually affect both appendages more or less; hence abscess of
the Fallopian tubes is more frequently found double than single.
This does not imply that both tubes are diseased to the same ex-
tent, because one may contain a much larger amount of pus than
the other. With the ovary this does not seem to be the case,
since from my notes of the sixteen cases operated upon by me I
find that in six cases the left ovary alone contained an abscess,
in two the right, and in the eight remaining cases both ovaries
had undergone suppuration. In only three of the cases was
there a pyosalpinx present at the same time, although in all
the cases both tubes were found more or less diseased and were
removed with the corresponding ovary.

Complications.—The most serious complication of an ovarian
abscess, so far as the operation for its removal is concerned, is
the tendency to adhesions between it and the adjacent peri-
toneum and chiefly to the intestine. Perforation of the abscess
into the gut is of not very infrequent occurrence and very much
endangers the recovery of the patient. Such abscesses discharge
into the gut at more or less regular intervals, and may thus at
times be entirely empty after such a discharge, while at others
they are full, distended, and easily recognizable per vaginam.
Systemic infection, as I have already stated, is rare in these
cases, since the absorptive power of the abscess sac is but slight.
Perforations into the bladder and vagina may also occur. If the
opening of the abscess into the bowel should happen to be very
low, so that the contents of the sac drain freely, spontaneous
closure of the abscess may in rare cases take place. On the
other hand, if the opening is near the upper margin of the ab-
scess sac, fecal matter may get into the sac and increase still
furt%aer'the suppuration an.d danger of additional inflammation.

Significance.—1t goes Wlth?ut §aying that an ovary that has
been destroyed by suppuration is of no practical use to its
possessor. The same applies, with a very slight limitation, to
the Fallopian tube, because it is possible that with our recent im.
proved methods of surgery a tube may occasionally be restored
to its normal calibre and functions. An ovary, however, i

. . ) m
which all the Graafian follicles have been destroyed P oup ’ura-
tion can never be rehabilitated. I have already pointed Ouf the
dangers which result from the persistence of an ovarian abscess
and I can but repeat here the old surgical rule that pus, wheri
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ever situated, should be evacuated by the nearest possible ap-
proach as soon as discovered.

PeLvie Prrrroxeum axp Cerrvrar Tissur.— Pelvic Perito-
nitis was the most frequent disease met with. It occurred in six
hundred and two cases, with three hundred and four recover-
ies, two hundred and eighty-one improvements, ten discharged
unimproved, and seven deaths. This proportion of mortality,
about one per cent, is what I am accustomed to see from pel-
vie peritonitis. In general peritonitis, of course, the propor-
tion is rather the other way. My prognosis, therefore, in un-
complicated pelvie peritonitis is usually good, even though the
disease may last a number of weeks or even months. The usual
progress of the disease is a gradual absorption of the exudate,
together with proportionately diminishing pain and fever, and
an entire restoration to health so far as the general condition of
the patient is concerned. Locally, however, adhesions between
intestines and the different pelvic organs, with more or less dis-
tortion of the uterus and appendages and immobility of both,
are rather the rule than the exception asthe result of a pro-
tracted pelvic peritonitis. Suppuration—that is, a breaking-down
of the exudate and the formation of a pus cavity which, while
originally intraperitoneal, is of course entirely closed off by
adhesions from the general peritoneal cavity—is not at all un-
common, the proportion of such occurrence being, however,
probably not more than between five and ten per cent. Pelvie

- peritonitis, as a rule, exerts a very much more decided influence
upon the general condition of the patient than a pelvic celluli-
tis : there is more decided shock, more pain, higher temperature,
and a greater unwillingness of the exudate to yield to treatment
and become absorbed. Hence pelvic peritonitis usnally lasts
much longer than pelvic cellulitis.

The causes of pelvic peritonitis may be either septic infection
or traumatic influences occurring during or following parturi-

tion or some injury to the pelvic organs during perfectly proper

surgical procedures, such as curetting or intrauterine applica-
tions or dilatation of the uterine canal; or it may be the result of

" exposure during the menstrual period ; or, finally, and this is by

no means the least frequent cause, gonorrheal infection entering
the peritoneal cavity through the uterine canal and tubes may
be the cause of the local peritonitis. [ndeed, I am convinced

that in the large majority of cases the starting point of pelvic
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peritonitis is a salpingitis, whether the nature of the latter s
puerperal or not.

Pelvic Cellulitis occurred far less frequently, only seventy-
nine cases being noted, with sixty-seven recoveries, eight im-
provements, and four not benefited (discharged by request); no
deaths. This showing at once demonstrates that pelvic celluli-
tis is a far less serious affection than pelvic peritonitis. The pel-
vic cellular tissue is by no means so sensitive as the peritoneum.
Cellulitis is usually the result of infection during parturition ;
occasionally it may be produced by pressure in the vagina, such
as of a pessary, or by some accidental injury, such as bruising or
laceration by obstetrical instruments. The usual course of the
exudate in pelvic cellulitis is absorption, which takes place much
more rapidly than in pelvie peritonitis. Suppuration, however,
is more common in cellulitis than in peritonitis, the proportion
being fully ten to fifteen per cent.

The differential diagnosis between these two conditions, pelvic
peritonitis and pelvic cellulitis, is often by no means easy. If
we remember that an exudate which is situated where there
is no cellular tissue must necessarily be intraperitoneal, and
another the location of which is outside of the peritoneal cavity
deep down in the pelvis, reaching even to the perineum or situ-
ated between rectum and vagina behind or bladder and vagina
in front, must necessarily be cellulitic, we will usually avoid
mistakes. Still, it is often exceedingly difficult to distinguish
between a hard, brawny mass which extends up on the anterior
lateral abdominal wall and which is situated between the perito-
neum and the muscular fascia, having worked its way up from
between the two folds of the broad ligament, and another which
consists of the agglutinated intestines which have become adhe-
rent to the peritoneum of the anterior abdominal wall. In case
of suppuration in such exudates it is often only when the ab-
scess has l?een opened anq is found to extend down into the
pelvic cavity, closely hugging the bony pelvis, that we are able
to decide that the exudate was extraperitoneal. Often only b
making a median abdominal incision and locating the appen(ia eZ
on the affected side, merely as a matter of diagnosis, would itgbe
possible to distinguish whether the exudate was intra- or extra-
peritoneal. If an abscess has once formed, and, if intraperitonea]
is securely shut off from the rest of the peritoneal cavity b'y:

adhesions, it makes very little difference whether it was origin
gin-
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ally intra- or extra peritoneal, so far as its evacuation and subse-
quent treatment are concerned. Both these varieties of pelvic
abscess, the true or extraperitoneal and the false or intrapexito-
neal (this latter variety usually starting from an inflammation or
a suppuration of the Fallopian tubes), show a great tendency to
burrow down into the pelvis and to leave behind a more or less
deep and tortuous sinus after being opened. Such sinuses are
usually very slow to heal, and bafile the skill and ingenuity of
the surgeon to the greatest degree.

The usual treatment of pelvic peritonitis and pelvic cellulitis
has been in my hands as follows: The diagnosis having been
made, if there is as yet no decided exudate, but only a more or
less distinct tenderness in the vaginal vault as felt by digital
examination or by pressure through the abdominal walls, an
attempt is made to check the inflammation by applying an ice
bag over the hypogastrium. Perfect rest is enjoined, with low
diet and morphine by the rectum or hypodermically, as the pain
may require. If there is a temperature (in the mouth) above
102°, small doses of phenacetin (five grains), with two or three
grains of citrate of caffeine to each dose if the heart is at all
weak, are given according to the temperature. If in spite of
this the exudate develops, or if it is already present when we first
see the case, and the temperature is above 102°, the ice is con-
tinued or applied and kept on until the temperature is reduced
below 101°. Then the ice (either ice bag or ice-water coil) is
removed and replaced by cold-water compresses, which are grad-
ually allowed to become warm, and in the course of a few days,
the temperatare remaining as low as 101° or below, are changed
for hot flaxseed poultices with the object of inducing absorption
of the exudate. If the exudate is large, easily felt and mapped
out through the abdominal wall, whether it be extra- or intraperi-
toneal, I usually order a large fly blister, the poultices being
placed over it immediately and continued after it has drawn.
These blisters may be repeated if the exudate proves obstinate
in its absorption. I do not asa rule employ hot vaginal douches
in the acute stage of pelvic peritonitis, partly because I do not
think they do much good, and partly because the necessary mov-
ing about of the patients does them harm. Absolute rest in the
recumbent posture is one of the essential factors of a successful
treatment of cases of pelvic inflammation. The bowels are kept
moderately free by means of saline laxatives or enemata, if the
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stomach is irritable, as it usually is in the earlier stages. After
a week’s complete absence of fever and pain the patient may
be allowed to try sitting up in bed, and after another week of
favorable progress she may sit in a chair and gradually be al-
lowed to walk. :

Exacerbations of fresh exudate, sometimes indicating suppura-
tion, are very common in both pelvic peritonitis and cellulitis,
and should of course always indicate a return to the measures
employed in the acute or subacute stages. In this way such
cases may run on for weeks and months, taxing the endurance
of both patient and physician to the utmost, and still eventually
recover. After a pelvic cellulitis the recovery is usually more
complete and there are less traces left behind of the inflam-
mation and exudate, such as uterine displacement, adhesions,
etc., than is the case after a pelvic peritonitis. There appear
to be certain seasons of the year when these pelvic inflamma-
tions are much more common than at others. This appears
to be the case in the early spring months, when I have noticed
that for several weeks almost none but patients with pelvie
inflammation apply for admission. I have thus had as many
as seventeen beds out of twenty occupied by such cases at one
time, very much to the disgust of both myself and the house
staff, since all such patients are liable to be difficult cases to
manage, being peevish, complaining, impatient, and not particu-
larly interesting from a scientific standpoint. For this reason
at such seasons operative casesare naturally less common, simply
because there are no beds left for them.

Pelvic Abscess is recorded one hundred and three times, with
eighty-seven recoveries, six improvements, one not improved,
and nine deaths. As I have already mentioned, it is not alwavs
possible to state whether an abscess was originally extra- or i
traperitoneal. I have therefore not attempted to discover how
many of each variety occurred, finding that the records do not
give sufficient data on the subject. Many of these abscesses
pointed through the anterior abdominal wall, many others
through the vaginal roof, and were opened wherever the pus
was mos!‘, easily reached. Thorough irrigation and drainage was
in each instance employed. Asa rule I have found those ab-
scesses which pointed into the vagina much more tractable tq
treatment and more disposed to close than those which had to
be opzned through the anterior abdominal wall. Tle difference
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lr'l ease of drainage in either case will readily explain this expe-
rience. In the nine fatal cases death occurred either from ex-
haustion due to the long continnance of the illness or from com-
plication with interstitial nephritis. So far as I remember, there
is no case on record of an extraperitoneal abscess bursting into
the peritoneal cavity and causing fatal peritonitis, but there are
two of adherent pyosalpinx which caused death in this manner
before the indistinet abscess could be detected and evacuated.
The autopsy showed the cause of death.

Cysts of the Broad Ligament, or Parovarian Cysts, were seen
twelve times and were cured by laparatomy and enucleation of
the cyst, with stitching of the layers of the broad ligament into
the abdominal wound in each instance, the cyst gradually filling
up by granulation. Ovarian cysts which have developed be-
tween the layers of the broad ligament are not included in this
category. In one case the cyst was of enormous size, containing
thirty-eight pints of pure limpid fluid. I believe this is one of
the largest cysts of the broad ligament on record. It had been
tapped several times by other physicians, and I decided upon
removing it because it continued to refill. It was fully six
months before the sac had entirely closed.

Hematocele and Hematoma.—1 have adopted the German dif-
ferentiation between these two conditions, and understand by
hematocele an accumulation of blood contained within the peri-
toneal cavity, whether free or closed off by adhesions above ; and
by hematoma a similar effusion of blood into the pelvie cellular
tissue. '

Of Pelvic Hematocele 1 find recorded eleven instances, with
seven recoveries, one improvement, and three deaths. It is
a well-known theory, originally advanced by Tait, that a sud-
den effusion of blood into the pelvic cavity of a female is in
the large majority of cases due to the rupture of an ectopic
pregnancy, usually of the tubal variety. I think that this view
is correct, although I dare say that once in a great while such
a hemorrhage may take place from the bursting of a varicose
vein situated somewhere in the pelvie cavity. In these cases
of intraperitoneal hemorrhage death may either occur rapidly,
too quickly to permit of surgical interference by abdominal
section and ligation of the bleeding vessel ; or the patient may
linger on for several days and give the surgeon an opportunity
to cure her by such an operation, or, if not so relieved, dies
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from exhaustion ; or the blood becomes encapsulated, the hem-
orrhage ceases, and the patient gradually recovers without
an operation, the blood clot being absorbed after a greater or
lesser lapse of time. It depends upon the peculiar features
of each individual case what the treatment shall be. An exist-
ing hemorrhage not arrested, with the patient in condition to
permit of a surgical procedure, calls for immediate opening of
the abdominal cavity and tying of the bleeding vessel, with re-
moval of the bleeding tube if this proves to be the seat of the
hemorrhage. This was the course pursued in fourteen of the
fifteen cases of tubal pregnancy here reported. When the case
becomes more subacute, time is given for consideration, but
probably the same line of action should be followed. The
hemorrhage arrested, however, and the effused blood encapsu-
lated and shut off from the general peritoneal cavity by adhe-
sions, the treatment is practically the same as for originally
extraperitoneal effusions—viz., vaginal evacuation; and this was
the method employed by me. The three deaths were due to
previous septicemia and exhaustion.

Hematoma, or Effusion of Blood into the Pelvic Cellular Tis-
sue, was met with in sixteen cases, all of which were operated
upon, with fourteen recoveries and two deaths. The exact eti-
ology of extraperitoneal effusions of blood in the pelvic cavity is
not so absolutely certain that I would be willing to lay down a
positive law on this point. It is quite probable, as Lawson Tait
has also stated, that the majority of these casesare due to the rup-
ture of a tubal pregnancy between the layers of the broad liga-
ment. The history certainly in most instances seems to bear
out this conclusion, but an ovum or even embryonic tissue is
very frequently not found in the discharges from these sacs, the
contents of which are merely dark, coagulated or fluid blood.
As it is_ impossible for us to say whether in these cases a vari-
cose vein was or was not present, a rupture of which may have
been the source of .the hemorrhage, the exact etiology can usu
;.ﬂly n.ot be determined. I am, however, inclined to favor the
mtravllgamen.tous rupture of a pregnant tube as the usual source
of the'bleedmg. My treatment in these cases of pelvic hema-
t(fma is the same as that employed by me in encapsulated pel-
vie hematocele. I have always sought the most prominent por-
tion of the .tur.nor protruding into the vagina, and where I could
feel mo_st: distinctly thf: fluctuation and the mass was most tense
I have inserted an aspirator needle, and on verifying the diagno-

'
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sis by the withdrawal of a few dropsof dark blood I have opened
the sac with sharp-pointed scissors, separating their blades, and
between them inserting a steel two-branched dilator. The scis-
sors were then withdrawn and the opening enlarged as much as
possible by the dilator, the finger inserted, and by its means the
blood clot broken up and gradually removed with the finger or
the large dull curette or a Sims depressor. The cavity was
then thoroughly washed out with a hot Thierseh’s solution, a
large drainage tube inserted, and means assured for thorough
irrigation and drainage. In course of time, usually not more
than four to six weeks, these cavities would close completely,
often without any rise of temperature, and the patients make a
comparatively painless and uneventful recovery. Only in one
instance was I induced by some publication of other, more en-
terprising, and 1 think more foolhardy operators than myself
to open the abdominal cavity and endeavor to extirpate the in-
traligamentous sac through such an ‘incision. Finding that
I could not approach the wall of the hematoma to the ante-
rior abdominal wall and attach it there by stitches before
opening it, I closed the abdominal cavity and opened the
hematoma per vaginam as just described, with a perfectly satis-
factory result. The two women who died succumbed, one to
secondary hemorrhage occurring during the night before help
could reach her, and the other to septicemia. In the treatment
-of these cases of pelvic hematoma I have almost invariably fol-
lowed the rules which I have laid down for my guidance in all
cases of fluid pelvic effusions which dip deep down into the pelvie
cavity—namely, that if the tumor can be easily reached and
opened and its contents evacuated through a vaginal incision,
whether they be blood, pus, or ovarian fluid, I have preferred
as a rale so to operate upon them, and have not had any occa-
sion to regret this practice. So far as ovarian cysts are con-
cerned, I would limit this procedure, however, entirely to single
intraligamentous cysts, which in my opinion are the most dif-
ficult and disastrous instances of cysts of the ovary which the
surgeon encounters. Undoubted pyosalpinx also, especially if
double, and double ovarian abscess I likewise would prefer to
remove in ¢oto by abdominal section rather than treat by vaginal
incision and drainage. While the latter might be easier and less
dangerous, a permanent cure would be less likely to result than
if the entire sac of the abscess is extirpated.

It amuses me to see gentlemen here and abroad in medical
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journals and gynecological societies now advocating the open-
ing of pelvic abscesses per vaginam as something quite new and
original, when I can prove by my published writings that I fol-
lowed this practice before 1880 and have since then been an
earnest supporter of it. (See Seguin’s Arch. of Med., 1880 ;
Jour. Osst., 1885 ; N. Y. Jour. Gyn. and Obst., 1892.)

Sarcoma of the pelvie cellular tissue was encountered in four
instances, two being discharged unimproved and two dying, the
diagnosis not being made positively until the autopsy. Of
course such cases are incurable no matter what is done, and, if
the diagnosis can be made beforehand, no operation or treat-
ment is indicated.

ABDOMEN, AND GENERAL Diseases.— General Carcinosis of
the abdominal organs was met with in nine cases, with six deaths
after exploratory incision and three discharged unimproved.

Sarcoma of the Abdominal Wall involving one-half of the left
rectus muscle was met with in two instances. Both were cured
by extirpation of the diseased tissue, during which operation the
peritoneal cavity was opened and as much peritoneum was ex-
cised as was attached to the posterior surface of the diseased
muscle. The operations were decidedly difficult and compli-
cated, but both patients recovered, although I am not able to
say whether a relapse occurred or not, as 1 lost sight of them.

General Peritonitis was very much more rare than the pelvic
variety, being seen only twenty-four times. ~ Of these twenty-four
only twelve recovered and twelve died, the inflammation being
secondary or septic and failing to respond to any form of treat-
ment. In two cases the peritonitis was of the purulent variety,
and abdominal section with thorough irrigation was adopted, but
both patients succumbed.

Tubercular Peritonitis was seen four times, with three im-
provements following abdominal section, and one death. I
have not s?en any favora:b]e results in this form of peritonitis
from.openmg the abdominal cavity, either in hospital or private
practice.

Abdominal Sinus remaining after section for diseased ovaries

. es. It is with regret that I am
obliged to gaport that only three of these ten were cured by
"creatment—that 18, curetting and packing the sinus with sterjl-
ized gauze. The seven others were discharged improved—that

is, with the sinus very much diminished in depth but sti]] yp
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healed. The cases where the sinus penetrated so deeply as to
T‘each the roof of the vagina were treated by through drainage
into the vagina, the practice being to gradually draw the drain-
age tube downward and give the upper portion of the wound a
chance to close by granulation and contraction. Plausible as
this method seemed, it unfortunately was not always successful,
and I know of nothing in my experience more obstinate or
tedious to cure than these deep pelvic sinuses persisting after
pelvic abscess or suppurating laparatomies.

Floating Kidney came into my service accidentally eight times.
In two instances the kidney was found in the pelvic cavity,
sitnated behind and to the left of the uterus, and simulating there
the diseased and adherent appendages of that side. In the first
«case the correct diagnosis was not made until the offending mass
was enucleated, as it was supposed, from the adhesions, but ac-
tually from its capsule,and brought out of the abdominal wound,
when it was found to be the left kidney. It was removed, the
pedicle being tied off in the usual manner and dropped, and the
patient recovered. In the second instance the presumptive dia-
gnosis of displaced kidney was made in recollection of the first
case, and being confirmed by abdominal section, and the kidney
being healthy otherwise, it was not disturbed. This case also
recovered. Once nephrorrhaphy was performed. In the other
cases no operative interference was attempted, supporting trusses
being thought sufficient.

Obstruction of the Intestines was met with three times, ab-
dominal section being performed in all, with one recovery.
This case was a most desperate one, the intestines being uni-
versally adherent and almost gangrenous. Abdominal hyster-
ectomy for fibroid had been performed by another surgeon
some time before. After all the obstructions and adhesions
were loosened and the abdominal wound closed, large oxgall
and turpentine enemata, with calomel and jalap by the mouth,
were ordered, with the result of producing copious fluid and
gaseous evacuations which completely reduced the tympanites
and paved the way for recovery.

Perityphlitis should not really have been admitted to my ser-
vice, but, under the mistaken diagnosis of pelvic peritonitis on
the right side, three such cases were received. In two the dia-
gnosis was made by me before operation; one case recovered
after operation; the other, complicated by pregnancy and abor-
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tion, died of peritonitis after operation. In the third there was
an abdominal tumor of the size of a cocoanut on the right side,
which was correctly pronounced to be an ovarian cyst, and the
temperature and pain present were aseribed to probable torsion
of the pedicle and inflammation of the cyst. On opening the
abdominal cavity, however, it was found that while the diagnosis
of ovarian cyst was correct, the fever was due to a deep-seated
abscess which had burrowed down from the pericecal region
between the layers of the right broad ligament, and had so
destroyed the tissues in that neighberhood as to cause a perfora-
tion into the general peritoneal cavity. This patient died from
general peritonitis. The presence of the ovarian cyst had, of
course, masked the true nature of the case.

Cancer of the Breast occurred five times, and was cured, so
far as the results are known, by complete extirpation of the
mamma and cleaning out of the respective axilla. As this
organ is not really included under the generative organs of the
female in the classification of the hospital, such cases would not
have come under my care unless admitted by me as private pa-
tients, which was the fact in all these five cases. Many authors,
and authorities also, however, claim that the female breast is a
part of the sexual organs and therefore its diseases belong to a
gynecological service.

OPERATIONS.'

The majority of the operations were performed in the large
general operating room of the hospital, which is situated on the
top floor with a sunny southern and western exposure. It is
provided with all the modern appliances for asepsis and for the
antiseptic performance of operations. Unfortunately the ex-
tremely l.arg.e gfeneral sargical service of the hospital at times
ren.ders it inevitable that operations on cases which are not
st.rlct]y clean,'sqch as suppurating and gangrenous wounds of
fhﬂerent varieties, should precede more or less recently—that
is, on the same day—fresh plastic or abdominal operations. In
S i ot s i

, the hospital authorities have

' All operations in my service were performed by myself, with the excepti
of a comparatively small number which were done by the gentlem: & lfln
kindly substituted for me during my annual summer vacation (notabln ; :
Gerster, Wyeth, Fluhrer, and Scharlau, and the assistant gynecolo is?:7 I;s.
Joseph Brettauer, whose service dates since 1893). Occasionally thf re,spe::'

tive house surgeon was allowed to perform minor operations under m

sonal supervision, Y per-
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during the past year had constructed on the same floor a second
operating room, which is used only for absolutely clean cases,
all other doubtful and infectious operations being performed in
the old operating room. In this way I hope that one great
source of danger of infection has been removed. It is to the
credit of the surgical house staff, overworked as they usually are,
that so many large surgical procedures have been carried out
with so much success as the records show, under circumstances
at many times, especially in former years, so decidedly unfavor-
able. So far as my service is concerned, there is one unpleasant
featare connected with operations—namely, that patients are
obliged to be transported from the first floor on one side of the
hospital to the top floor on the other side before being anesthe-
tized, and are after the operation again conveyed along the
same route to the ward. Of course they are carried up and
down on an elevator, but in winter the draughts necessarily pre-
sent in so large an institution cannot entirely be kept away from
patients who have often beeu for along time subjected to a more
or less high temperature in the operating room, and an occasional
pleurisy or pneumonia may possibly be traced to this exposure.
Private patients are usually anesthetized in their rooms, but
even they have to bz carried along two corridors and up one
story before reaching the operating room.

Anesthetics.—The anesthetics used in my service have been
either ether or chloroform, preferably ether in longer operations
and whenever the heart showed the least trace of weakness.
Chloroform was employed for shorter operations and whenever
there was any sign of renal or pulmonary disease. The utmost
care is exercised, of course, in the administration of the anesthetic,
and I have never secn any decided deleterious result from its
immediate administration, but I have seen several instances of
acute nephritis and broncho-pneumonia following the use of
ether which I was obliged to attribute to that form of anesthetic.
Any sign of renal disease (casts, renal epithelia, or albuminuria),
or even renal insufficiency as shown by a decided diminution of
the renal secretion, has usually caused a substitution of chlo-
roform for ether as an anesthetic., Still, I consider ether safer
than chloroform, and I have often had patients under the influ-
ence of ether from two to three hours. On the other hand, I
remember having a private patient deeply under chloroform (to-
be sure, it was an obstetrical case) from 2 to 8 p.m. without any

bad affects.
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A curious and rather unfortunate aceident occurred as an
indirect result of the anesthesia in one case, a private patient.
After the operation, which was an abdominal hysterectomy for
uterine fibroid, the patient complained of inability to use her
left arm. At first it was thought that pressure on the axillary
plexus of nerves during the crossing of the arms behind the
head, as is customary during anesthesia, had produced a tempo-
rary paralysis of the arm which would disappear in a few days.
But as the arm remained useless a more thorongh examination
was made and a fracture of the coracoid process discovered,
which had probably been caused while lifting the heavy woman
on or off the operating table. When she left the hospital the
forearm had not regained its strength, and I heard from the
lady a year later that her hand was still weak. This case should
be a lesson to exercise care in handling patients during anesthe-
sia. I have seen several other cases in which temporary loss of
power in one arm followed an operation on the pelvie organs
and where the operator certainly could not be blamed for this
symptom. 3

The surgical staff, of course, endeavor to be serupulously clean
and aseptic at all operations; the same applies to the nurses. I
myself always put on a clean undershirt and a pair of trousers
which I keep at the hospital and which are baked after every
operative clinic, and of course observe all the usual precautions
as regards scrubbing and disinfection of my hands and arms.
The solution used for disinfection of the hands and arms is a
1:1000 solution of bichloride, that for instruments boiled sterilized
water, and for the irrigation of wounds the same or Thiersch’s
solution ; in unclean wounds, 1: 10,000 bichloride solution. Ido
not believe it possible that more scrupulous antisepsis can be
employed anywhere than is done in the operating rooms or
the wards of Mount Sinai Hospital, and still at rare intervals
an unexpecte.d. and mysterious case of septic infection has
O?Cl_'ll'l‘ed. Vlswors.are admitted to the operations with the
distinet u}lderstandlng that they carry no infection with them
and refrain from conversation or from handlin
anybody connected with the operation.

Each surgeon has his own operatimg day, mine being Wednes-
day, t.he 1'18113.1 hour be.mg 2:30 pm. I have frequently been
occuplefd in the operating room, constantly operating with the
exception of the time employed for the anesthesia of a new

g anything or
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case, t"rom that hour until 6 or even later. The anesthesia is
administered in a room opposite the operating room and is under
the cart% of one of the junior assistants attended by two nurses.
No patient is returned to the ward until she has at least re-
covered semi-consciousness. Urgent cases are of course operated
on at other times, as they may happen to oceur.

VuLva. Abscess of the Vulvo-vaginal Gland —My practice
has always been to open these abscesses thoroughly from top to
bottom, wash them out with 1: 1000 bichloride solution, and
then pack them with iodoform gauze. A smaller incision than
this will usually result in a superficial healing of the abscess,
with the formation of pus soouer or later in its depth, necessi-
tating a new operation, and this process may be repeated a num-
ber of times until finally a radical cure of the abscess is achieved.
Ouly in one instance have [ found it necessary to excise the en-
tire gland. This proved to be quite a bloody operation, requir-
ing from ten to a dozen ligatures on bleeding branches of the
internal pudic artery.

Epithelioma.—This disease is of comparatively rare occurrence
on. the vulva. Of course there is no other treatment but that
of complete extirpation, if possible, and I have found the knife
preferable to the actual cautery, since the latter leaves so large
a sloughing surface as to render its closure tedious and difficult.
Of course the diseased tissue must be so freely excised as to
afford a fair chance for a permanent recovery. The raw surfaces
can be approximated by sutures and should unite by first inten-
tion. If the disease has spread so far that there is no possibility
of securing a union by first intention, it is better to use the
Paquelin cautery and to destroy the tissue as thoroughly as pos-
sible, no matter what time may be required for the closure of the
resulting wound. Relapses, unfortunately, are not uncommon,
hence the prognosis in these cases isusually doubtful. (See Fig. 3.)

Hematoma is usually due to an injury inflicted accidentally.
If it occurs during childbirth it is produced by the rupture of a
vessel during the distention of the parts by the protruding head ;
but when occurring in the non-parturient state there is usually
some extraneous injury at fault, such as a fall on the back of a
chair or some other sharp surface, a kick or other aceidental
bruise. Only when the effusion of-blood is of considerable size
is it necessary to evacuate it; if smaller, Nature usually takes

care of its absorption.
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The Papilloma or elephantiasis mentioned in the report com-
prised the clitoris, labia majora and minora, and occurred in a
mulatto woman four months pregnant. As the growth had in-
creased during the pregnancy and was likely to interfere with
parturition at term, I concluded to remove it and did so by
means of the knife, having first ligated the whole mass with the
elastic ligature, which was kept in place by means of several long
needles which were passed transversely through the base of
the tumor. As the tumor was excised deep stitches were in-
trodnced and tied, which effectually controlled the hemorrhage.
The patient made a perfectly uneventful recovery and preg-
nancy was uninterrupted. (See Figs. 1 and 2.)

Nymphomania.—In the one case of this disease in which an
operation was thought justifiable I excised the whole clitoris to-
gether with the labia minora, the indication being incontinence
of urine, unquestionably produced by a long-persisting habit of
masturbation. Observation in the ward and the general ap-
pearance of the patient sufficed to make this diagnosis. The
wound was closed by catgut sutures and healed by first inten-
tion. The result was surprising, for the tone of the bladder
rapidly improved and on discharge of the patient she had re-
gained its entire control.

PeringuM.— Perineorrhaphy for laceration of the periheum
was performed one hundred and eighty-four times, one hundred
and twenty one times for incomplete laceration and sixty-three
times for complete. Of course there were very many other
cases of laceration of the perineum admitted, but only those are
recorded in which the laceration was of sufficient importance to
require operative repair. During the earlier years of my in-
cumbency as gynecologist of the hospital my method of opera-
tion for laceration of the perineum was that recommended by
Emmet.and Thomas—namely, a semilunar or butterfly-shaped
denl.ldatlon of the Vaginal orifice and posterior vaginal wall, and
the 1.ntroduet10n of silver-wire sutures transversely so as to ap-
proximate the denuded surfaces. In complete laceration the
method described b)t Emmet in his well-known text book was
the one empl.oyed, silver wire also being the suture material.
My resplts with thfese' forms of operation were relatively very
good, since the majority of the cases recovered with a very fair

restoration of the normal condition. Still, there were, in the

complete lacerations, an unpleasantly large proportion, if in the
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aggregate still small enough, of failures, the sphincter ani
ehiefly refusing to unite 'and incontinence persisting more or
less. In this respect my experience did not differ in any way
frpm t.lTat reported by almost every operator in this line. Dur-
ing a visit abroad in 1886 [ saw Tait in Birmingham do a flap-
splitting operation for complete laceration of the perineum.
Althoagh he did it in four minutes (by my watch), and so hastily
that [ presume most of the spectators failed to catch the prinei-

Ffe. 91.—Lines of incision in flap-splitting operation for incomplete laceration of
perineum.
ple of the operation, I happened to be so close to him that I saw
exactly how it was done, and it struck me that, particularly for
complete laceration, it was by far superior both in method and
time of execution to the older procedures. While the opera-
tions of Emmet and Thomas referred to could scarcely be per-
formed in less than half an hour, the flap splitting operation for
both complete and incomplete laceration was easily accomplished
in from four {to ten minutes. Since that time I have without
exception employed this method for the respective injuries and
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have had no reason-to be dissatisfied with the results, since im
these eight years I have had at least.one hundred complete
cures. (Figs. 21, 22, and 23.)

To those who do ‘plastic surgery it is not necessary to say that
such work is always subject to more or less imperfect results,
since primary union is not always obtained throughout a large
denuded surface ; hence it is not surprising that a certain num-
ber of these one hundred and eighty-four perineorrhaphies were

iR

T

F16. 22.—Lines of incision in complete laceration of perineum,

only partially successful. In the main, union was so complete
as to restore practically the perineum to its normal condition

This applies entirely to the cases of incomplete laceration:
those of complete laceration were so fully successful that T d(;
not recall a single instance in which the patient was discharged
w1.th0ut the restoration of the retentive power of her sphin(?ter
ani. I admit that in a number of cases operated on by the old
method the result was produced by secondary contractiz)n of th

wound due to healing by granulation and second intention, b .
substantially the restoration of the bowel to its normal funr:ticl)lzf
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was 9btained in every case. The one case of death has been a
spe(flal cause of regret to me, since it was entirely avoidable,
having been caused by septic infection (how introduced I do not
know), which might have been counteracted had the stitches
been removed early and thorough disinfection of the wound
taken place, no matter whether the operation was a failure or
not. In this case, by an unfortunate chance, I was prevented

LY

Fic. 23.—Wound and introduction of sutures in flap-splitting operation for lacerated
perineum, complete or incomplete.

by illness from visiting the hospital for several days. When I
saw the patient again I at once perceived the urgency of the
danger, removed the stitches, and disinfected the wound, but
unfortunately too late. Thiswas a complete laceration operated
upon by the flap-splitting method, and I am inclined to criticise
myself for having made too-deep.incisions which .involved too
much tension of the sutures and a sloughing of the tissues com-
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pressed by them. This should be a lesson mnot to make these
transverse incisions too deep and to be very careful that the
stitches do not interfere with the circulation.

It has always been my practice, since I assistf%d Prof.
Gustay Simon in Heidelberg in 1872 in a number of cases of
operation for laceration of the perineum, both incomplete and
complete, to thoroughly evacuate the bowels before the opera-
tion and to keep them moved daily afterward, instead of fol%ow-
ing the old plan of constipation and first movement on the ninth
or tenth day after removal of the stitches. This method of
Simon’s was not adopted for quite a time, but I believe is now
the universal practice among gynecological surgeons; and to it
I think are due the recent favorable results after most of these
operations. My plan is first to have the bowels thoroughly evacu-
ated, during at least three days before the operation, by laxa-
tives; an enema is given within two hours of the operation, in
order to be sure that the lower bowel is entirely empty and does
not interfere with the operation. Iusually stretch the sphincter
ani thoroughly before beginning to operate, in order to prevent
tenesmus, or I divide it backward with a knife after tying the
stitches. Besides I always insert a white rubber tube wrapped
with iodoform gauze into the rectum to allow the escape of gas;
this is removed when the first alvine evacuation takes place.
The patient being kept on fluid diet for three or four days after
the operation, it is not necessary to attend to the bowels during
that time, but on the morning of the fourth day I usually order
a laxative—licorice powder or Rochelle salts—and after that
see that the bowels are moved regularly by a mild laxative
every day. Enemata should be avoided unless the fecal matter
is hard and not easily evacuated, because it is easy to tear open
the freshly united sphincter with the nozzle of the syringe.
The bladder after perineum operations should be evacuated by
the patient herself, if she is able to do so in the recumbent posi-
tion, each urination being followed by a careful irrigation of
the perineum and vagina with plain boiled water, precaution
being taken not to interfere with the top stitch. The perineum
then should be carefully dried with lint or absorbent cotton and
dusted with iodoform, and a thin strip of iodoform gauze placed
over it and the legs kept in approximation by a moderately
tight bandage. If the cervix has been sewed or the uterus cu-
retted at the same time there may be some discharge from that
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organ, which of course should be washed ont with warm steril-
ized water once or twice daily as occasion may demand. After
the bowels have been moved the patient’s diet can be as she
pleases. For at least two weeks the patient must not assume a
sitting or erect position, although she may turn on either side
ad libitum. The stitches are usually removed between the
seventh and tenth days, inspection showing that they do not cut
or cause edema, when it may be necessary to remove them,all or
in part,sooner. I seldom allow a patient after a perineorrhaphy
to sit out of bed under two weeks, and if it is a complete lacera-
tion usually not under three weeks.

I would say in concluding this subject that it is not, in my
opinion, a good plan to do a secondary operation on a lacerated
perineum under three months after its oceurrence, simply be-
cause proper involution of the tissues does not take place much
sooner ; the parts are still too soft, too vascular, and too easily
irritated to favor ready union by first intention. While, there-
fore, a primary operation for lacerated perineum may be per-
formed within forty-eight hours after its occurrence with a fair
chance of success, even at the latter date, a secondary operation
should usually be deferred several months. I have noticed
much ignorance on this subject among general practitioners, and
therefore think it well to ernphas1ze this point. Of course no
guarantee can be given that the perineum may not tear again at
a subsequent ,confinement, any more than the cervix after an
operation for its repair. When the lacerated perineum is ac-
companied by a prolapse of the posterior or anterior vaginal
walls a different or an additional operation is required. Of this
I shall speak later on.

I will make no special reference to the Diseases of the Rectum
which are mentioned in the report, except to say that they are
very commonly associated with affections of the sexual organs,
or indeed may simulate such affections, and hence it is well to
remember that a woman, if she has pelvic pain-which cannot be
traced to any appreciable cause within the sexual domain, may
be afflicted with some disease of the rectum, such as stricture,
uleer, hemorrhoids, catarrh, which is the cause of the pains com-
plained of. It is usually necessary in order to make a diagnosis
to examine the patient under anesthesia, dilate the sphmcter
and with the finger or a cylindrical or other appropriate specu-
lum expose the lower portion of the rectum, when it will easily
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be seen whether the suspicion of rectal disease is correct or not.
There is really no difference in the treatment of the diseases of
the rectum in the female from those which obtain in:the same
diseases in the male. In one respect the female has the advan-
tage, since it is easier to evert the lower portion of her rectum
for inspection and treatment than is the case in the male. With
two fingers in the vagina, the patient being on the side, the
lower two inches of the anterior wall of her rectum can be
pushed out through the anus and a fissure, hemorrhoids, or ulce-
ration of that part easily detected. I have already spoken of

F1e. 24.—Digital eversion of rectum through the vagina. Patient on left side.

the treatment of the diseases of the rectum under a previous
heading.

Brapper.  Urethral Caruncle.—My treatment for this affece
tion is to expose it thoroughly under ‘anesthesia. draw the
tumor down with tenacula, excise it carefully from i,ts base, and
after arresting the hemorrhage by pressure, cauterize it’witl;
strong nitric acid. Before using the caustic I’usuall dilate the
urethra thoroughly with a steel two-branched dilator.yin orde

prevent the common consequence of all operations
female urethra—that is, tenesmus.

entirely removed and its base cante

r to

upon the
A caruncle of the urethra, if

rized in this manner, should
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not return. Incontinence will not follow this dilatation of the
urethra, unless it is carried to such an extent as to paralyze the
<anal, which is not at all necessary.

A Prolapse of the Urethra which so closely simulated a ca-
runcle as to be, at first sight, mistaken for it occurred in a girl 9
years of age. [ts true character was recognized by the fact that
a probe passed into the bladder through the centre of the protru-
sion and that the latter could be replaced, which of course is not
the case with a caruncle. (See Fig. 5.) The treatment con-
sisted in excising all the prolapsed mucous membrane and sewing
the raw edges together with interrupted catgut sutures. Result,
recovery.

The one case of Urethrocele mentioned was operated on by
making a buttonhole incision at the lowest portion of the pro-
lapsed urethra, cutting out as much of the redundant mucous
membrane as could readily be drawn through this opening, and
passing a drainage tube through it and the normal meatus. A
care was effccted as soon as the urethral tissue regained its
normal condition, when the drainage tube was removed and the
fistula closed spontaneously.

A Fibroidof the Posterior Wall of the Urethra was met with
in one instance. It was easily removed by simply splitting the
capsule and enucleating it. It was of the size of a hickory-nut.
Its occurrence is exceedingly rare.

Of the cases of vesico-vaginal fistula I have already spoken.

VaeiNa.  Imperforate Hymen.—Strange to say, in all my
experience of nearly thirty years I have met with but one case
of simple imperforate hymen attended by hematometra and
hematocolpos. The diagnosis was so simple that a mere glance
at the bulging hymeneal membrane was sufficient. Without an-
esthesia the membrane was opened and about twenty ounces of
tarry blood slowly evacuated. The utero-vaginal cavity was not
irrigated, but an aseptic pad loosely applied over the vulva and
the organs-allowed to return gradually to their normal state.
Counvalescence was absolutely uneventful. It seems to me not
at all necessary to perform this operation under the many minute
precautions which were formerly advocated, such as allowing a
very slow and gradual escape of the retained blood in' order to
prevent its possible regurgitation through the Fallopian tubes.
This is scarcely likely if the blood is allowed to escape freely
through the new opening in the hymen. Only in one other in-
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stance did I see an imperforate vagina, and that was where there
was a double vagina and unterus, the menstrual blood escaping
freely from the left side, whereas on the right side the hymen
was closed at a point near the vulva. The protrusion of this
portion of the vagina, together with pain on the right side of
the pelvis, were the symptoms which called for an examination.
The bluish, bulging membrane, together with the bimanual ex-
amination and sounding of the left side, rendered the diagnosis
fairly easy, and the opening of the occluded sac confirmed it.
I exsected the whole of the septum and united the raw surfaces

Fie. 25.—Double uterus and vagina. Right side imperforate.

with catgut sutures. A secondary hemorrhage occurred about
forty-eight hours later, probably due to a failure to include thor-
oughly an arterial branch, but it was arrested by tamponade
and the patient made a good recovery.

All the cases of Stenosis of the vagina were acquired, bein
due to contraction following parturition, Division and’dilatf
tion of the constricted portion readily effected a cure. The
cases of atresia were, however, mostly congenital. In t.wo in-
stances the vagina was entirely absent. One was a girl of 21
who had never menstruated nor had she had many Elen;)trual
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molimina. Bimanual rectal and vesical examination showed
apparently absence of the uterus and ovaries, except a small
indistinct body situated in the middle of the cavity of the pelvis.
As the girl was very anxious to have a vagina constructed, with
the hope that possibly a uterus and ovaries might be found, I
acceded to her request and by transverse dissection separated
the bladder from the rectum. The small body previously felt
turned out to be a rudimental uterus containing about a half-
ounce of thick mucus. Its edges were sewed to the newly
formed vagina and the canal kept open by Sims’ dilators. No
ovaries were discovered. When discharged the girl had a re-
spectable vagina. What became of it later on 1 am not able to
say. In the second case the woman was married. She had had
a vagina formed by another operator, who had failed to find
“either uterus or appendages. As neither she nor her husband
succeeded in keeping this vagina open, it closed almost com-
pletely and I was asked to make a new one. On putting the
case before her, however, plainly, and telling her that unless
she and her husband kept the canal open it would close again,
and that there was no prospect of her ever having a child, she
decided not to have anything done and was discharged.
Epithelioma.—While cancerous degeneration of the cervix
uteri is exceedingly common as a primary affection, it is quite
rare to see the disease develop in the vaginal walls, except sec-
ondarily from the cervix. Still, two cases of uncomplicated
epithelioma of the vagina came under observation (see Fig.
10). In neither of these cases was the uterus in any way in-
volved. In both the disease was situated on the posterior wall
of the vagina. Of course nothing could be done except by the
curette and scissors and the actual cautery to destroy the malig-
nant tissue as much as possible. A cure was out of the question.
Colpocystotomy for Cystitis was performed in ten cases. The
operation is by no means difficult. It consists in making an in-
cision through the anterior vaginal wall into the bladder about.
half-way between the symphysis pubis and the cervix. The in-
cision is about an inch in length. Sims’ speculum is used and
the anterior vaginal wall pushed forward by means of a grooved
sound in the bladder. After the bladder is opened the bladder
mucous membrane is sewed to the vaginal wall by a running
catgut suture, in order to prevent its too early closure. The
bladder is then thoroughly washed out two or three times a day,
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according to the virulence of the catarrh, with a 1:1000 boracie
acid solution or with plain warm salt water. Not until the
bladder mucous membrane has entirely regained its normal con-
dition and the urine shows absolutely no trace of cystitis is it
safe to close the opening. This event may be deferred for from
three to six months or longer. The closure of the opening is
quite as simple as its formation. Its edges are pared and the
surfaces approximated by wire or silkworm-gut sutures.
Cystocele.—Cystocele or prolapse of the anterior vaginal wall
and bladder was operated on in forty-three cases, the operation
with one exception being that devised by Prof. Stoltz, of
Nancy. This consists in denuding a circular area from two to
three inches in diameter on the anterior vaginal wall, encircling
it by a stitch of thick silk the ends of which cross each other
just below the meatus urinarius. The denuded surface is then
pushed inward with the sound and the stitch firmly tied, pre-
«cisely as the mouth of a tobacco pouch is closed by its string.
‘This puckers the redundant portion of the anterior vaginal wall
into the bladder, where it unites and soon shrinks so that it in
no way interferes with the functionsof either bladder or vagina.
The stitch is removed at the end of two weeks or allowed to cut
through, there being only one suture to divide just under the
meatus urinarius. For this reason this method is particularly
applicable to cases where the posterior vaginal wall is at the
same time subjected to an operation. In the one case in which
Stoltz’s operation was not used I employed an elliptical denuda-
tion with transverse wire stitches according to Emmet and Sims,
the perineum having been sewed at the same time. It was fully
a month before I could remove the stitches from the anterior
vaginal wall, and within three months the longitudinal cicatrix
gradually separated and the cystocele returned as badly as ever.
Hence I did not repeat this operation, since my experience with
Stoltz’s method has been very much more favorable in this re-
spect. The bladder can usually be emptied by the patient her-
self:‘ If not she sh?uld .be catheterized ; but I much prefer to
avoid the catheter, smc‘e in this particular operation it seems to
be more prone to excite irritation of the bladder than after
perineorrhaphy or other operations. I have already stated that
Ido .not 'em[.)loy this operation for cystocele as a rule unless I
combine 1t.w1th the operation for-rectocele at the same sitting,
because I find that, unsupported by a restored posterior vaginal
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w.all, even a well-contracted anterior vaginal wall is liable to
give way and allow a return of the prolar;se.

Posterior Colporrhaphy, or operation for rectocele—that is,
}?rolapse of the posterior vaginal wall and rectum—was per-
formed one hundred and ten times. In the majority of in-
stance§ the operation was done for this condition only, but in
many {nstances it was performed together with a constricting
operation on the anterior wall, perineorrhaphy, trachelorrhaphy,
and perhaps Alexander’s operation, the indication for this com-
bination being a prolapse of the uterus ard vagina. In the

Fie. 26.—Stoltz’s operation for_cystocele and Hegar’s operation for rectocele.

earlier days I used to operate on rectocele by the old butterfly
denudation method of Emmet, which is fully described in his
text book and all the others who have copied from him. It was
a very ingenious, exceedingly well-devised, and all in all sue-
cessful operation, and I abandoned it only when I saw in Prof.
Hegar’s clinic in Freiburg in 1886 how much superior his method
is to the old process. (See Figs. 26 and 27.) This operation of
Hegar consists in making a triangular denudation on the pos-
terior vaginal wall, beginning at a point corresponding to the
highest elevation of the rectocele as it is drawn up toward the
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symphysis pubis, and ending on either labium at a spot where

it seems to the operator best to locate the posterior commissure
of the new perinenm. The mucous membrane is removed in
longitudinal strips until the whole surface is denuded. Then,
beginning at the upper angle, by means of a thick catgut suture,
which is interlooped and securely tightened before the next
stiteh is taken, the whole denudation is closed from above down-
ward until the vaginal orifice is reached. Particular care is

Fi6. 27,—Stoltz’s and Hegar’s operations with stitches inserted in rectocele and suture
tied in cystocele.

_taken by irrigation and tightening of the stitch to keep the
whole surface clean and in good apposition. When the vulvar
orifice is reached, with a Peaslee needle a deep suture is passed
from labium to labium at the upper border of the denudation,
the catgut stitch is held taut and included in this first suture
of silkworm gut, which is at once firmly tied. The edges of the
remaining portion of the incision, which is now almost entirely
cutaneous, are then approximated by a series of deep silkworm-
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gut sutures which are intended to catch up the separated ftibres
of .the levator ani muscle. If all has been properly done the
iy is bronght up to such a height as to resemble that of
a virgin and the posterior vaginal wall is proportionately con-
tracted. The silkworm-gut sutures which are external are
usually removed at the end of seven to ten days, the wound
being kept thoroughly aseptic by careful irrigation, vaginal and
cutaneous, in the interval. It is well to facilitate drainage from
the vagina by passing a thin strip of iodoform gauze into the
canal at the operation, which’can be removed permanently after
forty-eight hours. The bladder may be either catheterized or
spontaneous urination with subsequent irrigation allowed. The
bowels are moved on the third or fourth day. Other treatment
like that of ordinary perineorrhaphy. My results with this
operation have been so uniformly successful that I now prefer
it to any other form of operation for rectocele.

Urerus. Laceration of the Cerviz.—I have already said so
much on this subject under the heading of diseases that I
will only add that my views on this subject remain very much
the same as when enunciated by me in an article on “The
Indications for the Operation for Laceration of the Cervix”
(AmErioaN JourNaL oF Ossterrics, January, 1879), and in the
chapter on the same subject in the second editionjof my book on
4 Minor Suargical Gynecology,” 1885. I have seen no reason
whatever to change my views either as to the significance of
the lesion, the indications for its treatment and operative repair,
or of the benefits following such operation, during the last ten
years. [ can safely say that wherever the indication was pro-
perly drawn the operation has in every respect answered my
expectations —that isto say, whena cervical catarri, an enlarged,
subinvoluted 6r hyperplastic uterus with or without menorrha-
gia, or a hard, dense, cicatricial cervix called for the operation,
I can scarcely remember an instance in which I was disappointed
in the results. If trachelorrhaphy is performed for doubtful
and obscure reflex symptoms which are supposed, without any
sufficient reason, to depend upon the laceration, it is but natural
that the results of the operation will otten prove disappointing ;
but this is not the fault of the operation, but rather,of the ope-
rator. I will not go into details of the operation, having already
indicated them in my previous remarks. In itself the operation

is not dangerous ; but occasionally, owing to the cutting of one
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or more of the deep stitches, a branch of the circular uterine
artery may become arroded and a secondary hemorrh.age Occhy
toward the end of the first week which may prove quite SG]‘]OI'IS
and require the insertion of deep sutures to check it. A peklc
peritonitis or cellulitis may undoubtedly follow the ()})el'é}tIOIl’
particularly if perfect asepsis has not been observed and if too
much force is used in drawing down the uterus during the ope-
ration. In order to avoid this forcible traction on the cervix I
have devised a counter-pressure hook to be used during the in-
troduction of the stitches, which enables me so to steady the
cervix as to avoid any severe traction. The other instruments
used by me in this operation are long straight or sharply curved,
sharp-pointed scissors, strong tenacula, straight or slightly
curved sharp cutting needles with a square shank (devised by
me), and a Sims or Emmet needle-holder. The suture material
is always silver wire, unless the uterus be so prolapsed as to
render the cervix accessible at the vulva, when I usually employ
thick catgut, which of course need not be removed. According
to the hypertrophy of the tissues of the cervix I excise more or
less of its substance, sometimes even removing all the hypertro-
phic tissue on both lips before inserting the sutures; in order
to prevent a closure of the cervical canal in such cases 1 insert
a strip of iodoform gauze, which is changed every forty-eight
hours until healing is assured. Of recent years 1 have associ-
ated curetting of the cervix and even of the uterine cavity with
repair of the laceration of the cervix whenever there was an
endometritis present, and have not found my results as to heal-
ing of the laceration or a cure of the catarrhal condition of the
endometrium any worse than formerly when I was in the habit
of first doing the curetting and postponing the operation for the
laceration until several weeks later. Of course if these opera-
tions are combined it is not possible to apply iodine or another
caustic to the endometrium, since it would interfere with the
healing of the cervical lesion.

Amputation of the Cervie was performed four times for hy-
pertrophic elongation the result of laceration and prolapsus of
the uterns. My plan was first to dissect up the vaginal mucous
membrane together with the bladder in front and the rectum
behind, if necessary to a point about two inches above the ex-
ternal os, and then to amputate the thus exposed hypertrophie
cervix by the galvano-cautery wire or with the knife, having
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in t.he latter case previously passed deep sutures through the
vaginal and cervical tissue so as to be able to check hemorrhage
pro.m.pt]y after the amputation. I have been exceedingly well
satistied with the results obtained from this procedure in cases
of prolapsus. Of course, if there was a prolapse of the vaginal
walls at the same time, I have repaired it by the plastic opera-
tions already described. In nine cases I amputated the cervix
for carcinoma with the galvano-cautery wire, going up as high
as possible. In three of these cases, as already stated, a cure
is reported, but in the other six I know that a relapse soon
ocecurred.

Curetting for Cancer of the Cerviz was performed thirty-four
times, and was of course merely a temporary means of alleviat-
ing hemorrhage and discharge and possibly retarding the pro-
gress of the disease. The sloughs produced by the fifty per
cent chloride of zine pads applied after the curetting of course
helped to destroy an additional area of cancerous tissue. I have
seen the progress of the disease thus retarded from six months
to four years, both the curetting and zine cauterization having
to be repeated at intervals. I have many times seen the hemor-
rhage entirely arrested by this treatment, the subsequent pro-
gress of the disease being slow and proving fatal by its toxic
effect upon the general health. Hence I think it my duty to
practise this curetting and zine cauterization in cases where I
find it impossible to extirpate the whole diseased tissue, but I
never expect a cure from any such treatment.

Curetting for Endometritis offers a very much better chance
of a cure, especially if the uterus is swabbed out with a twenty
per cent solution of chloride of zine immediately after the
curetting. I have already referred to this subject in this
article.

Curetting of the endometrium for Menorrhagia produced by
fibroids should certainly be employed whenever the removal of
the uterus and appendages does not seem imperative. I have
known great benefit to result from the thorough scraping of the
endometrium and its cauterization with tincture of iodine or
even with nitric acid.

Vaginal Hysterectomy was performed by me eleven times for
carcinoma of the cervix. My first operation was done in Sep-
tember, 1884, and was comparatively so easy that I was quite
enchanted with the method and read a very enthusiastic article
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in its favor before the American Gynecological Society i.n ()'ln-
cago in October of the same year.'! Unfortunately within nine
months the disease returned in the cicatrix, although at the time
of the operation it was thought to have been thoroughly re-
moved. [ am sorry to say that in all the other su.ccessful. cases
of vaginal hystercctomy which I have performed, both in the
hospital and in private practice (twenty-six cases), a speedy
return has been the invariable rule, so that I am now pretty
well satistied that it is a'rare occurrence for a cancer of the
cervix uteri to be seen by me early enough to promise success
from a complete extirpation of the organ. This may of course
be only my misfortune, but I do not sec why patients of this
class should not come under my observation as early as under
that of some of my colleagues who do this operation very fre-
quently and who report excellent immediate and ultimate
results. Of the twenty-seven vaginal hysterectomies which I
have performed for cancer in hospital and private practice, only
three have died from the operation. These were my second
and third cases, where I did not appreciate the danger of the
hemorrhage from the numerous small vessels wounded when
opening the posterior and anterior peritoneal pouches. In both
these cases death seemed to be due to loss of blood from this
source. My last case, operated on last summer in Hanover,
N. H., died of surgical shock, superinduced by excessive pre-
vious anemia, but not from loss- of blood during the operation.
The immediate mortality cannot be said to be so great, being
only eleven per cent. In one case, after removal of the uterus,
it was found that the rectnmn was so badly torn by the traction
on the uterus, which was adherent to its anterior wall, that it
required a very tedious application of catgut sutures to close
the rent. The patient, however, made a very rapid recovery
and was well for over a year, when the disease returned and she
eventually succumbed to it. 7/ hawve made up my mind most
positively that in no case will I ever again remove the uterus
Jor cancerous disease, whether of the cerviz or body, per vaginam
or by abdominal section, unless the organ is so movable that any
possible ectension of the disease to its surroundings can be abso-
lutely excluded. Itis pot worth while to remove a cancerous
uterus unless one can be positiveiy sure that all the diseased
tissue has been excised, even though the patient may recover

'See Gynecological Transactions, 1884,
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without trouble from the operation. I confess that, so far as
technical facility is concerned and a better survey of the field, I
b.y far prefer abdominal hysterectomy in Trendelenburg’s posi-
tion for cancer of the uterus to the vaginal method. I have
always employed ligatures for the vessels, never having been
able to make up my mind that the clamps were reliable as per-
manent hemostaties.

So far I have not happened to meet with a case where I could
conscientiously perform the now so popular operation of extir-
pation of the uterus per vaginam for diseased appendages and
pelvic suppuration. I do not deny that I may see such a case
at any time ; indeed, I had one in my service last spring, where,
after a comparatively simple celiotomy for adherent tubes and
ovaries, for some unknown reason, weeks after the recovery of
the patient, a diffuse pelvic inflammation with large exudates
set in, with the eventual breaking down into pus of one portion
of the exudate after the other. As I was about going on my
summer vacation, I turned the case over to the assistant gyne-
cologist, Dr. Brettauer, with the remark that if I were to
remain on duty I should certainly do vaginal hysterectomy in
this case and open all the pelvic sinuses and abscess pockets.
Dr. Brettauer performed this operation in two sittings, and told
me that he found it exceedingly difficult, the patient almost
succumbing from secondary hemorrhage. However, she even-
tually recovered her health entirely. I do not, therefore, ques-
tion the justifiability of vaginal extirpation of the uterus for
suppuration of the appendages and pelvic tissues in properly
selected cases ; but my experience certainly leads me to regard
such cases as not very common, as rather the exception than
the rale in diseases of the adnexa and pelvic inflammations, and
I cannot help questioning the judgment of surgeons who report
with pride several hundred such operations performed by them
during the last three or four years with but trifling mortality.
It seems to me that these gentlemen are riding a hobby as fas-
cinating as it is likely to be ephemeral, for I believe some
leading German operators (Leopold, of Dresden, for instance),
who sarely are not timid with the knife, are calling a halt on
this indiseriminate and reckless vaginal slaughter of the uterus.
A few more years will doubtless put this operation where it
belongs—that is, in the position of a most excellen't method for
diffuse pelvic sappuration which resists less radical measures,
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but not to be recommended for chronic endometritis or diseased
appendages which can be safely removed by celiotomy. .
Removal of Fibroid Tumors per Vaginam Was perf-orme
twenty-one times when the tumor had become pol:ypmd and
dilated the uterine canal sufficiently to permit its being drawn
into the vagina by volsella forceps, or when Nature herself had
already delivered the tumor into the vagina. Care was always
taken, before cutting through the pedicle, to incise the capsule
of the tumor as near the uterine wall as possible and enucleate
the growth, so as to avoid injuring the uterine tissue proper.

Fia. 28.—Fibrous polypus springing from posterior wall of uterus.

This accident is the more liable to occur, unless this precaution
is taken, because the traction used to deliver the polypus usunally
inverts more or less that portion of the uterine wall to which
the tumor is attached. Some of these operations were exceed-
ingly difficult.

In three cases the fibroid tumor was embedded in the tissues
of the cervix only and projected deep into the vagina. Fig. 29
shows such a hard fibroid, in a virgin 40 years of age. It was
removed with great difficulty by splitting the capsule and enu-
cleating it with the fingers while traction was made on it with
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-volsella. Tt weighed two pounds. The vagina and perineum
were badly torn, and repaired by a secondary operation. The
second case was similar, but the tumor was not quite so large.
In the third case the woman was six months pregnant, the mem-
branes were ruptured, and the umbilical cord was prdlapsed. I
removed the tumor in the same manner, by splitting its capsule
enucleation, and traction. It weighed three pounds. I theI;
removed the fetus and placenta. All three women recovered.

FIa. 29.—Interstitial cervical fibroid removed by vaginal enucleation and traction, weight
two pounds.

Abdominal Hysterectomy for Fibroid Tumors of the Tuterus
was performed by me twenty-nine times with four deaths." Until
the Trendelenburg position was introduced into this country I
always employed the extraperitoneal treatment of the pedicle,

1 Since January 1st, 1895, I have done three additional abdominal hysterec-

tomies for fibroids, all successful. I removed all but the cervix and closed the
.abdominal cavity completely, without drainage, as here described.
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transfixing it with long pins, ligating it with an elastic hg?tltllre
underneath the pins, and attaching it to the lower angle of the

\

£XT 0.
,q/v%FLII?

CERV/X.

Fic. 30.—Pregnancy at six months.

Interstitial cervical fibroid weighing three pounds
removed by enucleation and traction.

abdominal wound. The parietal peritoneum was then stitched
to the peritoneum of the pedicle below the ligature according
to Hegar’s method, and the abdominal wound -closed. My
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results from this operation were very good, but of course it was
not the ideal method, and of recent years I have followed the
plan I believe first described by Chr:)bak, but claimed by Baer

Goﬁe, and other operators in this country. It consists in liuati'
ing the ovarian and uterine arteries on either side, freeing r;;he
uterus down to the vaginal vault, then separating its peritoneum

Fic. 31.—Submucous fibroid removed by dilatation of cervical canal with tupelo tents,
incision of capsule, enucleation, and traction.

in front and behind down to the pelvic roof, and removingthe
aterus with the tumor. All ligatures are then cut short, covered
with peritoneum, and the anterior and posterior flaps of peri-
toneum are united by interrupted or running catgut suture.
The cervix is cut out, leaving only its shell. Its canal is cauter-
with the Paquelin, and then its walls are united with

ized deeply
d covered with peritoneum. The cervical

deep catgut sutures an
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cavity is therefore entirely excluded and the abdominal caV}ty
hermetically closed. Of course in such cases there is no drain-
age downward, and, if the operation has been a cl.eau one a.nd
the edges are carefully approximated, there is nothing to drain.

Fic. 32.—Uterus with interstitial}and subperitoneal fibroids removed by abdominal sec-
tion, Extraperitoneal treatment of pedicle.

I have preferred to keep the cervix in these cases, because it
seems to me to offer a much better support for the vaginal roof
and to be less liable to give way to the superincumbent abdom-
inal pressure than would be a mere linear cicatrix of peritoneum.
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Of eourse there are different opinions on this subject, and I
know that the majority of operators prefer to extirpate the
whole cervix, often leaving the vaginal roof open for drainage ;
still I feel satisfied that the method which I have followed is
superior to that of complete extirpation. I have twice removed

Fig. 33. —Uterus and ovaries with multiple pediculated fibroids removed by'abdominal
section. Intraperitoneal treatment of pedicle.

the uterus for sarcoma of the body by abdominal section, but in
these cases have of course excised the whole cervix.

So far as the indications for removal of the fibroid uterus are
concerned, I desire to place myself again on record as holding
that only in cases where the tumor produces decided dangerous
symptoms, such as rapid- increase -of vgrowl;h, pain, pressure on
vital neighboring organs, or exhausting hemorrhage which is
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not relievable by milder means, is the extirpatio.n of the wl.lole
uterus with its appendages justifiable for fibroid degeneratlf)n-
I think it is wiser to keep cases of this kind under observation

F1c. 34.—Uterusland fovaries with subperitoneal fibroids removed ;by abdominal section.

Elastic ligature ; extraperitoneal treatment of pedicle. Lower part of tumor enucleated
after removal of upper portion.

for some time and to defer radical operation until curetting,
ergot, even that doubtful agent electricity, have been tried in
vain. Only when these methods fail and the symptoms become
more urgent or signs of peritonitis or salpingitis manifest them-
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Z?;Z: (]Shm\];érd} lehe question of total extirpation be seriously con-
be]ieve' i 11;) sEl(;)Ject to exceptions, it is still an axiom, I
diﬁert,t Sl roi tu.mors per se do not kill, wherein they

| otally from ovarian growths. I am aware that I antago-

F1a. 35.—Pediculated fibroid and subperitoneal fibroids, removed by abdominal section
Intraperitoneal treatment of pedicle. i

nize a large portion of the so-called more progressive members
of the gynecological specialty when I make these statements re-
garding the conservative treatment of fibroid tumors of the ute-
rus, but I feel that my experience is sufliciently large to warrant
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me in sustaining my own opinion with quite as much rigll‘t as do
the gentlemen who go so far as to recommend and pract1§e tl.le
removal of the uterus and its appendages as soon as a fibroid
tumor, even of the very smallest size, is detected. I prefer to
stand on my own honest judgment in this matter, rather than to
follow the dangerous and reckless practice of the gentlemen to
whom I refer. It is not necessary to mention names, since the
reports of our medical societies and the pages of our medical
journals speak for themselves. The mere fact that our present
improved technique permits a majority of such patients to re-
cover from the operation is no reason why an unnecessary ope-
ration should be performed.

Ligation of the Uterine Arteriesthrough the vaginal vault has
usually been performed by me preparatory to curetting of the
cervix for carcinoma. The object of this procedure was partly
to arrest hemorrhage and partly to control for a time the advance
of the disease. The former indication was certainly fulfilled.
I have only one experience with ligation of the uterine artery
for the arrest of the growth of a fibroid tumor ; it was not par-
ticularly satisfactory.

Hysterorrhaphy, ventral fixation, or hysteropexy, as it has
been variously called, was performed by me for retroflexion ten
times and for prolapsus twice. One of the patients died—a pro-
lapsus case—from apparent paralysis of the heart due to enor-
mous tympanites. As the woman would not have died from the
prolapsus, I have always felt that the operation was not justi-
fied, and this is the view that I hold of all dangerous operations
for chronic, not dangerous complaints. It is of course perfectly
easy to open the abdominal cavity and stitch the fundus uteri to
the anterior abdominal wall. Naturally the appendages must
be healthy. I do not include in these twelve cases all the in-
stances in which, after removing the diseased appendages, I at-
tached the pedicles to the anterior abdominal wall; this I do
not consider to constitute a hysterorrhaphy. Several times,
however, I detached the adherent appendages and found them
sufficiently healthy to permit me to leave them undisturbed, and
then I sewed the fundus uteri to the anterior abdominal wall
for the purpose of preventing the appendages from again becom-
ing adherent. This I think a justifiable operation, since it is -
conservative in its results, but I am not in favor of opening the
ablomean and attaching a perfectly movable retroverted or pro-
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wall. N9t only that there is a certain amount of danger cou-
nected with the operation itself, but in case of pregnancy the
attachment of the fundus uteri to the abdominal wall must logi-
cally sooner or later interfere with the enlargement of the uterus
f’«nd bring on a premature delivery. This, at least, was the case
in the only instance under my observation where pregnancy fol-
lowed the operation. Other observers have reported a continu-
ance of pregnancy to term and a normal delivery. T can, there-
fore, not deny that this may occur, but it would hardly seem to
me probable in most of the cases. Besides, it does not seem to
me logical to substitute an immovable anteverted or elevated
uterus for a movable retroverted one. The operation which I
have performed with far greater frequency and better success,
and which seems to me logically far more desirable, is that
known as

Alexander’s Operation for Shortening the Round Ligaments.
—I first performed it in December, 1884, after reading its de-
seription by Dr. Alexander, of Liverpool. During the next
two years I repeated the operation four or five times. My first
attempt was a perfect success, both as regards finding the liga-
ments and the retention of the uterus in the normal position.
In my second and third cases I made partial failures, finding the
ligament only on one side. This was my own fault. In 1886 I
saw Dr. Alexander do the operation in Liverpool and was mali-
ciously gratified to see that it gave him some trouble to find one
of the ligaments. Since then, however, I have done itin all
about eighty times, and while I admit its difficulties and some
of its disadvantages, I still am as enthusiastic in its favor as I
was after my first successful results. There are, it is true, cer-
tain very careful details to be observed when searching for the
ligament ; above all, the spine of the pubes must be remembered
as the starting point of the fan-shaped expansion of the liga-
ment, and from this point must the operator proceed if he ex-
pects to distinguish and locate the fibres of the ligament. But I
can safely say that wheneverI failed to find it readily—and that
has occurred occasionally even during my riper experience—it
was my own fault, and that those operators who have not found
it simply have themselves to blame. One very decided objec-
tion to the operation, however, is the fact that one never can tell
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beforehand whether the ligament will prove to be sufficiently
thick to be of service as a means of retaining the replaced ute-
rus in its anteverted position, and, further, it is impossible to
foresee when adhesions of the ligament in the Nuckian canal
may prevent its ready withdrawal. The danger, therefore, of a
ligament either breaking off and retracting or of its being so
firmly adherent as to prevent its withdrawal must always be
borne in mind. As regards the permanency of the results from
this operation, I can safely say that they leave little to be de-
sired. A number of my patients have become pregnant, several
more than once, and the uterus has been retained in its normal
position after delivery. So far as I know I have seen but one
relapse, and that was after an operation for prolapsus uteri
(which I do not consider a good indication). I have seen but one
case in which the uterus was so sharply anteverted as to inter-
fere with the normal expansion of the bladder; and I make this
statement advisedly, as a contradiction of remarks which I have
recently seen alleging this to be an objection to the operation.
I have followed the plan of causing my patients to wear a lever
pessary for several months after the operation, merely as a mat-
ter of precaution until the ligaments were firmly adherent. In
many instances where the retroversion or retroflexion was ac-
companied by more or less prolapsus of the uterus together with
a cystocele and rectocele and lacerated perineum, and usually
with lacerated cervix also, I have restored the parts to their
normal condition by a series of operations at one sitting : thus,
first, trachelorrhaphy, preceded if necessary by curetting ; sec-
ond, Alexander’s operation ; third, cystocele ; and, fourth, recto-
cele and perineorrhaphy—the whole cycle occupying from one
hour to one hour and a half. I have usunally obtained perfect
union in these cases and have had no reason to regret the com-
bination of operations. Of course a rest of from three to four
weeks in the recumbent position is necessary to assure a thor-
ough and permanent healing of such wounds. My experiences
as to Alexander’s operation will be found in various articles
written by me during the last ten years, such as “ Four Cases of
Alexander’s Operation,” 1885 ; « The Value of Alexander’s Ope-
ration, etec., estimated from the Resulis of Twenty-three Cases,”
1888 ; “Ten Years’ Experience with Alexander’s Operation, ete.,
sixty-five operations,” 1894; from which it will be seen that I
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}.1ave steadily adhered to the opinions which T at first felt myself
justified in holding on this operation.

Prolapse of the Uterus and Vagina was cured in fourteen of
the forty cases recorded, by first repairing the usually lacerated
cervix, removing as much of the hypertrophic tissue as possible,
then shortening the round ligaments by Alexander’s method,
and finally narrowing the anterior and posterior vaginal walls
by Stoltz’s and Hegar’s operations, respectively, the latter of
which also restored the perineam. In twenty-two cases this
combination of operations failed to achieve a complete cure, ow-
ing to imperfect healing of more or less of the large plastic
vaginal wounds or the gradual return of the uterine prolapse.
In one case of ventral fixation, already mentioned, death ensued
from cardiac syncope, owing to the impossibility to move the
enormously distended bowels; and in two cases the operations
were refused. The various operative procedures employed for
the cure of prolapsus uteri et vaginze were all carried out at one
sitting and are tabulated under their respective headings. I
am not an advocate of pessaries for prolapsus, for the simple
reason that I kaow of none which give relief without causing
pain or doing harm. Only when the anterior vaginal wall alone
is prolapsed, as occasionally occurs even in complete prolapse of
the uterus, have I found a large Gehrung pessary to retain the
prolapsed vagina and bladder, and therefore necessarily the ute-
rus, perfectly and comfortably within the pelvic cavity. Insuch
cases I have not operated on the cystocele, because I have found
the ultimate results of a plastic operation on a cystocele alone to
be unsatisfactory, since the pressure on the cicatrix when the
patient begins to go about her daily duties is usually so great,
when unsupported by the constricted posterior vaginal wall and
new perineum, as to cause it to give way and allow the cystocele
to return. Hence [ prefer to give palliative relief by the Geh-
rung pessary, rather than perform an operation which experience
has shown me furnishes only a temporary cure. Combined with
posterior colporrhaphy and perineorrhaphy, howevel'-, I have
found anterior colporrhaphy an excellent operation, giving per-
manent relief. In four cases the hypertrophied cervix was
amputated, the vaginal walls being dissected up, and the wound
closed with deep catgut sutures, before performing the other
operations.



80

MUNDE :

GYNECOLOGICAL SERVICE OF

TABLE II
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TABLE II.—Continued.
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Operation. Disease.
UTERUS.
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(OFeng b et s e s AN e A R SRR
Tubercular peritonit.is
Kctopic gestation........ co..oviieeniaitn
Intestinal obstruction
General purulent peritonitis.... ...... ....
Ventral hernia.: . D55
Sarcoma of the rectus muscle...............
Displaced kidney (intrapelvic, removed)

39

126

©O - =3 0O =T 20
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TABLE II.—Continued.

Operation. Disease. No.

OVARIES AND TUBES, AND MISCELLANEOUS.

Celiotomy (median line in-|EXploratory. ... «....coceseneeevncececcs 10
cision. i
Laparatomy (lateral incision)| Pelvic abscess, intra- and extraperitoneal.. .. 95
B & Abdominal SIDUS. .. ceveverceees coconnees 12
397
OTHER DISEASES.
Carcinoma of breast.. .. .... .. ccceeeenns 5
Abscessof breast..... .. ccev cccresecviasn 1
Abscess of kidney (nephrectomy) ........ il
Abscess of pubes ........ccccrceecicaisn . 1
Abscess of psoas muscle.. ... i 1
Floating kidney (nephrorrhaphy) ............ al
Dermoid tumor of nates............ ....... 1
CRLIESIORICOCEYR "L - - - - et il 1
12
ROTRIEE . - oo e D L D 1767

(ODVATITINET S 8 6 A S O B ek S s S Prsro e T Mty R RN P G Ry e 16
(e e Gy st Bl S s s AT e L SR SR e S . Lk i SN 186
Onicechumy S St e e e o L o e L S 29
Oniurethraiandibladden st aaatiin ol e Tt i R o e R N 41
O)n svaginale s e N s L e 173
OnnienusEEcenvix ta9isabody ol i o S S S 913
®On oyaries and tubes: ‘Andimiscellaneous:. i o . oo n o s s o icts i SO 409

Totali sf e s id gl cR el i ol e RS 1767

TOTAL NUMBER OF ABDOMINAL SECTIONS.
Celiotomies (median incision).

Ovarian tumors and cystsiof broad Iigament. 5. ... 0 0io .0 8 i E . 149
(Ovarian tumors, 128; hematoma ovar., 3; carcinoma ovar., 7; papil-

loma ovar., 3; edema acut. ovarii, 1; broad ligament cysts, 7.)
Fibroids of uterus

......................................... R Y
SAREOmasateri L L il R e SEge - 2
Eiysterorrhaphy. .. ..o odigiis. Sl o S el e 12
Intra abdominal shortening of round ligaments.. ......... .... ....... 2
@hronicsalpingo-00phoritis; ete. &t i o el e E e i
IByesAlpInaaEe. =0, L R L E LR R e i s
(O rm e e RS e s T T T 16
Rubenelgiperitonitia. . .x Gt saa s U e i e e 2

Hefopieizestation. ... . ..., ... 0 L0, PR el L BTy 15

intestinalfabstEnetion:. . .. . oo hil oo ool U DRI R A 3
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Celiotomies—(Continued).

General purulent peritonitis
iR SR S S R ST e 1

Displaced kidney (intrapelvic, removed)..............co.uueeeeonnnn.... 1
Eeriivphliietabscess (appendicitis) Sl sl nie e e G 3

Exploratory (ascites from malignant disease of liver, etc. ; displaced kid-
neynotremoved; cancer of intestine, etc.).. ...t ... Lt 16
357

Laparatomies (lateral incision).

Pelvic abscess (intraperitoneal and extraperitoneal) ... .. S R AL 95
hipminglisnns s ot Sl tis Lol Tl e ol S e 12
107

Slotaliabdeminaligeetions e o v e i . 464

Ovarres Axp Tuses anp MisceLLaneous.—It has been for
many years a rule of mine that effusions of serum, blood, or
pus in the pelvic cavity should be evacuated where the sac
points and can be reached the most easily. Hence, in fluid
accumulations pointing into the vagina, unless it was intended
to remove the whole sac, as in the case of ovarian tumors, it was
usually thought best to ascertain the nature of the fluid con-
tents in the sac by aspiration through the vagina, and, if the
diagnosis of fluid contents proved correct, to open the sac by
this channel, evacuate and drain it. In short, I have always
felt that it was a much safer plan to open and drain all pelvic
accumulations of fluid which could be reached most easily
through the vagina by that chaunel, rather than to open the
abdominal cavity from above and take my chances of being
able to enucleate and extirpate the whole sac or sew its edges
into the abdominal wound. Comparatively speaking, the open-
ing of an intraligamentous ovarian cyst or effusion of blood or
pus, or even of a pyosalpinx or pus-ovary which has become
tirmly attached to the bottom of Douglas’ pouch and is em-
bedded in adhesions, is a very much less serious operation,
which usually results in a gradual closure of the sac and a com-
plete recovery, than to attempt to accomplish the same object
by an intraperitoneal operation from above. For this reason I
have opened and drained per vaginam three cases of cysts of
the broad ligament, twenty-five of encapsulated pelvic hemato-
cele and of hematoma of the broad ligament, thirty-nine of true
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- (extraperitoneal) or false (intraperitoneal) pelvic abscess, and
two of intraligamentous ovarian cyst, with scarcely a fatal result.
1t is an absolute condition for the feasibility of this method
that the fluctuating sac should protrude into the vaginal ca'na'l
and be easily reached from below ; further, that, unless 1t 18
intraligamentous, a firm adhesion should exist between its wal'ls
and those of the bottom of Douglas’ pouch, as may be the case in
pyosalpinz or ovarian abscess.

Hematoma of the Broad Ligament, as 1 have already stated,
is probably in a majority of cases due to the rupture of a
tubal pregnancy which happens to have taken place between
the layers of the broad ligament instead of into the free peri-
toneal cavity. This diagnosis is, of course, more or less obscure,
and can rarely be verified because both the fetus and the cho-
rionic evidences are not always recognizable even under the
microscope. Be this as it may, whatever the origin of the in-
traligamentous hemorrhage, when the effusion is large, has per-
sisted for several weeks, and there is no evidence of its absorp-
tion, it is better to open the sac per vaginam, evacuate it (which
can be done with the finger or with a large blunt curette in
order to break down the old coagula), and then thoronghly clean
it by irrigation. A rubber drainage tube should be then in-
serted and the vagina loosely packed with iodoform gauze. In
the course of a few weeks under irrigation and drainage the
cavity will contract, and in at least ninety-nine cases out of a
hundred the convalescence will be uneventful.

I seldom operate on an intraligamentous ovarian cyst by vagi-
nal puncture and drainage, but at times the general health of
the patient does not admit of a protracted and difficult intra-
abdominal operation ; besides, in small intraligamentous ovarian
cysts it is impossible to draw up the layers of the broad liga-
ment so as to be able to stitch them to the edges of the abdom-
inal wound and thus shut off the general peritoneal cavity.
The danger of rupture of the posterior layer of the broad
ligament, and therefore the impossibility of thus shutting off
the peritoneal cavity, is one of the great risks which we run in
attempting to remove intraligamentous ovarian cysts by a me-
dian abdominal incision. In cases where, therefore, this risk
seemed imminent, I have attempted to overcome it by opening
the cyst per vaginam ; and while I have seen one death from
secondary rupture of a large vessel embedded in the wall of the
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cyst, I have succeeded in curing one case which I really believe
would have died from septicemia or peritonitis if T had attempted
to operate from above. It must be left to the judgment of the
operator to select the method of operation in each individual
case.

By true pelvic abscess I mean an accumulation of pus outside
of the peritonenm—that is, within the pelvic cellular tissue. 1
have already said that it is impossible always to say whether
such an abscess was originally extraperitoneal or not. It might
have been a pyosalpinx, or an abscess of the ovary, or accumu-
lation of pus in Douglas’ pouch, but by adhesions of its sur-
rounding parts, notably the intestines, it has become practically
extraperitoneal. It points into the vagina; fluctuation can be
felt there. It does not extend close to the anterior abdominal
wall, although the brawny, hard mass may be felt by bimanual
palpation ; but evidently the nearest point of approach is
through the vaginal roof. Hence, whether the abscess be ori-
ginally extra- or intraperitoneal, when I am sure that it is se-
curely fixed in the pelvic cavity, is not movable, and can best
be reached through the vagina, I have always made it a rule to
open it through this channel, first having satisfied myself of the
presence of pus by careful aseptic aspiration. My method has
been precisely the same as in cases of cysts of the broad liga-
mentor pelvic hematoma—namely, to introduce a pair of sharp-
pointed, long-bladed, straight scissors into the sac, open them
as soon as they have penetrated into the cavity, and introduce
between their blades a blunt two-branched dilator. The scis-
sors are then withdrawn so as to avoid any accidental injury
from their points, the dilator is opened widely, and the sac
washed out with a hot Thiersch’s solution. If the contents are
very offensive a 1:10,000 bichloride solution is used instead.
A white rabber drainage tube, properly perforated, with a cross
piece to prevent its slipping out, is inserted and the vagina
loosely packed with iodoform gauze. So far as I can recollect,
only one of the thirty-nine cases of pelvic abscess thus treated
died ; all the rest recovered in the course of a few wegks under
proper irrigation and drainage. Of course I do not intend to
presume that such abscesses can be perma;nently cured by t}.ns
method so long as the suppurating cavity is allowed to remain.
If, therefore, the puralent discharge persis.ts for severz.;ll tTeekS,
euretting of the cavity with injection of tincture of iodine or



86 MUNDE ; GYNECOLOGICAL SERVICE OF

carbolic acid may be necessary. I think this necessity, however,
will rarely occur. I have found sinuses resulting from these
intrapelvic sacs which are opened per vaginam to be much less
obstinate in closure than those which remained after the supra-
pubic opening of pelvic abscesses, probably on account of the
better drainage through the vagina. I can remember but one
case where, after a protracted drainage of an adherent pyosal-
pinx per vaginam, some years later the removal of the sac was
called for by its persistent refilling and discharging.
Celiotomy—that is, the opening of the abdominal cavity
through the median line—was performed three hundred and
fifty-seven times. In one hundred and twenty-eight cases the
indication was the removal of an ovarian tumor. I but repeat
the universally accepted practice among gynecologists nowa-
days when I say that an ovarian tumor, whether solid, fluid, or
composed of both elements, should be removed by abdominal, or
if small vaginal, section as soon as it is detected. Even an ova-
rian cyst of the size of a hen’s egg had better be removed in this
manner, as it is sure to grow, rather than to allow the patients
to take the chances of the various accidents which may occur to
it before it produces decided deleterious symptoms. Every ova-
rian tumor from the very inception of its growth is liable to be-
come adherent to neighboring organs, to undergo inflammatory
changes in consequence of a twisting of its pedicle, and even to
experience a rupture and escape of its contents into the general
peritoneal cavity with the result of more or less acute perito-
nitis. The more extensive the adhesions, the more friable the
walls and contents of the cyst, and the larger the tumor, ceteris
paribus, unless its contents be entirely fluid, the more difficult
and dangerous will probably be its removal, and any one or all
of these results may be expected in the course of time in the
majority of ovarian tumors. The more fluid the contents of the
cyst, the smaller the opening through which it can be removed
and the more easy and less dangerous the operation. As is
common in hospital practice, quite a number of these cases of
ovarian cyst did not apply for admission until an operation could
no longer be postponed ; they were therefore not always in as
good physical condition as could have been desired. Several
times, indeed, the operation was performed as a last resort,
and, proving exceptionally difficult, the patients did mnot long
survive it. In forty cases the right ovary alone was the geat
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of the tumor, in fifty-four cases it was the left ovary, and in
thirty-four cases both ovaries had undergone degeneration. In
thirteen cases the cyst was intraligamentous, one of the most
unfavorable positions for operation; seven times cancer and
three times papilloma of the ovary with general ascites were
the indication for the operation, an explorative incision being
the means of assuring the diagnosis.

F16. 36.—Polycystic tumor of right ovary, weighing forty-six pounds. Numerous adhe
sions. Recovery.

Torsion of the Pedicle.—In tweuty-.three cases the Ped'icle. of
the cyst was found twisted, this tv.vistlng being the .mdxeatlon
for a speedy operation. It is curious that the Pedlcle of an
ovarian cyst may be twisted even two or three times, so as to
shut off almost completely the circulation of the cyst, and still
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there are no decided constitutional symptoms, but very slight
temperature, some pain, it is true, and occasionally a chill; but
most of these patients are up and about, and would not have been
supposed, judging from their appearance, to be suffering from
an abdominal condition which might at any time cause their
death—I mean that at any moment the black, semi-gangrenous

F1e. 37.—Torsion of pedicle of cystof right ovary. Cyst attached to left abdominal wall.
Recovery. (Diagrammatic.)

ovarian cyst might rupture and general peritonitis ensue.
Curious to say, in none of the cases which I have observed did
this occur, and I presume this immunity can be explained by
the fact that the walls of the ovarian cyst became agglutinated
to neighboring organs and were thus more or less perfectly
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nourished. In some of the cases, indeed, nutrition through the
pedicle was absolutely out of the question, since it was so
tightly twisted as to entirely interfere with circulation ; in one
instance the pedicle was at least six inches long and as thin as a
piece of twine and quite as bloodless. In these cases, of course,
nuatrition of the cyst took place through the adhesions. With
one exception all these twenty-three cases recovered. In ten
instances the right ovary was at fault, in thirteen the left. The
direction of torsion was almost invariably from the affected
side—that is, if it was a cyst of the right ovary the twist was
toward the left; if of the left ovary, toward the right. Thus
was accounted for the fact that the ovarian cyst in these cases
was usually found on the side of the pelvic or abdominal cav-
ity opposite to that from which it sprang. The causes of this
twisting of the pedicle of ovarian cysts are not entirely clear,
but it is probable that the normal peristaltic movements of
the intestine, together with habitual or accidental changes in
the position of the body, are instrumental in turning the axis
of the pedicle upon itself. Only comparatively small ovarian
cysts are for obvious reasons liable to this accident, and I have
made up my mind that whenever an ovarian cyst not larger
than a cocoanut or an adult head causes more or less acute
pain with variable degrees of elevation of temperature, such
symptoms are very probably due to a torsion of the pedicle
and an inflammation of the cyst. The indication for early re-
moval of cysts with such symptoms is therefore sufficiently
apparent.

In the case represented in the illustration the cyst was situ-
ated high on the left side of the abdomen and was apparently
not connected with the pelvic organs. Its true nature was un-
certain, and the incision was therefore made directly over it
instead of in the median line. Only on opening the peritoneal
cavity did I recognize that it was an ovarian cyst which was
completely attached by fresh adhesions to the parietal perito-
neum. Peeling the cyst loose, I evacunated its contents and drew
it out of the incision. Its long, thin, entirely bloodless pedicle
then appeared, and, before I could prevent it, broke a f.ew inches
from the right horn of the uterus, from which side it sprang.
There was no bleeding whatever from it. The appendages on
the other side were adherent and removed. Recovery un-

eventful. (Fig. 37.)
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Dermoid Cysts of the Ovary occurred in twent).r-ﬁvefczsegi
ten being of the right, ten of the left ovary, and ﬁ.ve of bo 4
ovaries. The contents of dermoid cysts of the ovaries are we
known to be hair more or less matted or developed, usually of a
blonde color, teeth more or less well developed, an.d bone em-
bedded in the walls of the sac, together with a peculiar pea-soup
fluid. Whether these cysts are an embryonic formation pro-
duced by the accidental inclusion of the external blastodermic
membrane with the formative elements of the Wolffian body

Fic. 38.—Balls of fat from dermoid cyst.

and therefore of the ovary, or whether they are the result of a
formative degeneration of the elements of the ovum, is a ques-
tion still to be decided. They certainly contain tissues which
pertain to the embryo, and a natural supposition would be, and
has for many years been, that they were the result of a blighted
conception or a probable ovarian pregnancy. This, however, is
now well known not to be the case, since they have been found
in young children and in virgins of different ages, entirely irre-

spective of any approach of the other sex. These tumors are
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simply a freak of Nature and may occur in other portions of
the bf)dy, but the ovary in the female aund the coccygeal and
thyroxd.regions in the male are the favorite spots of selection.
Acco.rdmg to my experience dermoid cysts of the ovary wmay
remain dormant for a number of years, finally springing into
activity at three chief periods of life: first, that of puberty;
second, that of marriage ; and, third, that of childbirth. Ea.c];
of these different periods seems to exert a stimulating influence

FIc. 39.—Switch of hair, five and a half feet long, from dermoid cyst.

upon the growth of these tumors. One of their peculiar fea-
tures is that at a very early period, when the tumor is not larger
than an egg or an orange, it gives rise to pain and evidences of
inflammation which are not common in the ordinary ovarian
eysts. When I therefore find small ovarian tumors causing
pain and more or less rise of temperature, I am inclined, as I
have already stated, to attribute these symptoms to a twisting
of the pedicle, and, if the tumor has a solid feel, am frequently
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disposed to add to this the diagnosis of a dermoid tumor. Der-
moid cysts are usually supposed to be uni]atef'al, but I have
seen in the hospital five cases of double dermoids and several
more in private practice, in one of which there was even preg-
nancy in the fifth month, although the ovaries were so-degel.le-
rated by the dermoid disease as to seem to'be entirely in-
capable of the production of ova. In two instances I have
witnessed very peculiar contents of dermoid cysts, the one

F16. 40.—Solid tumor of ovary, weighing one and a half pounds. Recovery.

being numerous small buttons of sebaceous matter, eacl: contain-
ing a hair, and the other that of a development of hair which
is almost unique in medical literature. The cyst was removed
from a virgin 41 years of age, the other ovary containing hair,
teeth, and bones, but in a much less marked degree. The tress
of hair which is shown in the cut was closely matted together
and surrounded by a small amount of thick pea-soup fluid. On
dissolving the sebaceous material in ether the hair became clean,
and, after suspension, now measures nearly seven feet in length.
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All this mass of hair sprang from one small nipple inside of
th.e cyst not more than an inch in diameter. I cannot deter-
mine whether all the strands of hair extend to the whole length
f)f the switch, because they are so matted together that it is
impossible to properly isolate it. It is of a dark blonde color
and as perfect in formation as the hair of the female head, but
perhaps a trifle finer.

I have seen but two Solid Tumors of the Ovary which 1 was
able to remove (see Fig. 40). Several others which I diagnosed
as such have come under my observation but did not submit to
an operation. The one represented in the cut was from a young
single lady from the South, in whom I was for some months in
doubt as to whether the hard, movable mass in her abdomen was
a pediculated fibroid of the uterus or a solid ovarian tumor.
'l.‘he pain finally induced me to decide upon an abdominal sec-
tion, when I found that the mass was a solid tumor weighing a
a pound and a half and springing from the left ovary, the hilus
of which was still visible at the base of the tumor. Finding
the other ovary slightly cystic, I exsected the cystic portion and
closed the wound with catgut and dropped it back. The patient
made an uneventful recovery. Solid tumors of the ovary are so
rare that Spencer Wells, I believe, records only two instances in
over a thousand ovariotomies.

Of my one hundred and twenty-eight ovariotomies for cystic
disease eleven died. I do not think that this rate of mortality
(about 8.7 per cent) is too great under the circumstances, con-
sidering the various disadvantages which pertain to operating
on such cases in a general hospital, to which I have already
referred in my introductory remarks, and the desperate condi-
tion of some of the cases when admitted.

Of the seven cases of Carcinoma and Sarcoma of the Ovary
I am sorry to say three died ; but that can hardly be a matter
for surprise, since the ultimate result was a foregone conclusion.
Of the three cases of papilloma of the ovary also associated
with ascites two recovered. It must be understood that papil-
loma is not a malignant disease in itself, becoming so only in
course of time. It usually produces general ascites from the
irritation of the rapid growth of the tumor on the neighboring
peritoneam, but if removed early and entirely it is quite as cur-
able as any other ovarian tumor. When, however, the papillo-
matous growths have already encroached upon the parietal or
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visceral peritoneum separate from the ovarian tumor, and are
therefore not removable with any degree of certainty, tl.le pro-
gnosis as to the return of the growth, not in the original s1te.but
on the peritoneum, is not so good, and subsequent operatl?ns
usually fail to effect a permanent cure. The patient who died
succumbed to the drain upon her general health before the ope-
ration. In one instance I performed four abdominal sections
on the same patient—two in 1887, both being exploratory, since
it was found impossible to remove the growth, which involved
both ovaries, the uterus, bladder, and rectum. For five years
the patient remained in perfect health, and then the original

F16. 41.—Papilloma of both appendages. Recovery.

papilloma, which had been quiescent all this time, broke down
and formed a foreign body with firm walls of adhesion. A
fistulous opening through the old incision enabled me to insert
my finger into the sac and make the diagnosis. I removed all
of the papilloma which I could with my fingers and packed the
cavity with iodoform gauze. During convalescence a coil of
intestine which had become closely adherent to the upper por-
tion of the sac and near the upper angle of the wound opened
and a fecal fistula was established, which healed in course of
time after another operation. The patient has since drifted
out of sight. The difference in diagnosis between papilloma
of the ovaries with ascites and carcinoma of the ovaries with
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ascites is that in papilloma there is comparatively little general
cachexia, although physically the signs may be almost identical.
Of course it is impossible to differentiate between these two
conditions until the abdomen has been opened ; and, indeed, it
is often difficult to decide, without a microscopical examination,
whether the peculiar cauliflower growth of the ovaries is malig-
nant or papillomatous. If not removed thoroughly and at an
early date, a papilloma, as already said, is sure to become even-
tually quite as malignant as if it were originally of the carcino-
matous type.

Intraligamentous Ovarian Cysts—that is, those which de-
velop between the layers of the broad ligament instead of
growing away from the attachment of the ovary—are by far the
most disagreeable, difficult, and dangerous pelvic tumors which
I have found it my duty to operate upon. In the first place,
the diagnosis is often exceedingly difficult. The pelvie cavity
is occupied by a tense, more or less solid tumor which pushes
the uterus upward and forward or to one side. The vaginal
vault is more or less obliterated by the tumor growing down
into the pelvie cavity, and the abdominal wall is more or less
distended by the growth, according to its size. The uterus is
immovable, and one gets the idea that the tumor. is more or
less closely connected with that organ. At the same time
we have the general cachexia peculiar to ovarian cysts in the
advanced stages. If the tumor is so large as to visibly distend
the abdomen an abdominal section is indicated, since it can
scarcely be thoroughly treated or removed by a vaginal open-
ing. If the enveloping layers of the broad ligament are suf-
ficiently thick to permit of their secure attachment to the ab-
dominal incision, all is well; but if they are friable and easily
broken down it is absolutely impossible to separate the cavity of
the cyst from the general abdominal cavity, and we are then
obliged to remove by enucleation as much of the sac of the
tumor as we can, stitch such of the broad-ligament tissue into
the wound as still remains unbroken, pack the pelvic cavity with
iodoform gauze, partially close the abdominal wound, and trust
that the reparative efforts of Nature will do the rest. Unfor-
tunately slonghing of the brittle and torn portions of the broad
ligament not infrequently results, and septicemia and general
peritonitis bring on a fatal termination. I am sorry to say tl']at
of the thirteen cases of intraligamentous cyst of the ovary which
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I find recorded in this report, five died from these very causes.
Of the two others which were operated on by vaginal incision
and drainage one died, making fifteen cases with six deaths.
The percentage of recovery will thus be seen to be about equal
for either method. Still, during 1894 I operated by celiotomy
on a desperate case of suppurating ovarian cyst of the right
broad ligament, which had not been diagnosed by the former
physicians, by enucleating the whole pus sac, stitching the broad
ligament into the wound, and packing it with iodoform gauze.
In four weeks the woman was well. This case was certainly a
triumph for the abdominal method.

A Cyst of the Broad Ligament was operated upon by me by
abdominal section in seven cases. Such cysts indeed are not very
common, They produce comparatively no symptoms, grow
very slowly, seldom affect the general health of the patient, and
come under observation only because their increasing size at-
tracts attention. It is not always easy to differentiate between
them and an ovarian cyst. As a rule, being situated between
the layers of the broad ligament, a cyst of the parovarium grows
more downward into the pelvic cavity, and only when it has at-
tained considerable size becomes apparent through the abdomi-
nal walls. This prominence of growth into the pelvic cavity,
its situation to one side of the uterus entirely—which organ it
has pushed upward and to the other side—the immobility of the
cyst, its evidently unilocular character, and finally the perfectly
clear, limpid appearance of the fluid removed by aspiration, will
usually serve to make the diagnosis of broad-ligament cyst per-
fectly clear. These cysts seldom attain a greater size than that
of a uterus at six months of pregnancy. I have met with one
case, however, in which the cyst contained thirty-eight pints
of fluid. DBeing intraligamentous, these cysts have the disad-
vantage of possessing no pedicle,and in removing them through
a madian abdominal incision it is therefore necessary to first
sew the broad ligament to the edges of the abdominal wound,
then to open the cyst and enucleate its sac entirely from its
bed in the pelvic cellular tissue. If this is not easily possible
it is better not to insist upon it, but to pack the cavity with
gauze, as should be done after complete enucleation of the ecyst,
and to trust to the gradnal closing of the cavity by contraction
and granalation. This is usnally a matter of some weeks’® or
even months’ duration, but such cases almost without excep-
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tion terminate favorably. As I have already said, I prefer

Fra. 42.—Double pyosalpinx; double ovarian abscess, with rupture on right side during

" removal. Recovery.

opening cysts of the broad ligament through the vagina, if they
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point pre-eminently in that direction, since the risk is much
smaller and it is hardly worth while to expose patients to any
great danger from removing these cysts, because they by 1o
means have the deleterious effect upon the general health which
is so distinctive of ovarian cysts.

Hematoma of the Ovaries was found three times on opening
the abdomen, the exact diagnosis of this condition not having
been made beforehand. The operation was performed solely
for persistent pain in the ovarian region which had failed to
yield to all treatment. Bimanually no evidence of a distention

F16. 43.—Ovarian abscess ; rupture during removal. Universal adhesions. Recovery.

of the ovary could be felt, which was doubtless due to the fact
that the sac in each instance was not fully distended, but was
flaccid and could no more be felt through than could coils of
small intestine. The sacs in each instance were about the size
of a mandarin orange, completely adherent, but easily enucle-
able. Rupture took place each time, but recovery was unin-
terrupted, the pelvie cavity being thoroughly washed out with
Thiersch’s solution before closure. In one case I employed a
glass drainage tube, but found it unnecessary in the later cases.
All recovered.

Abscess of the Ovary, more or less connected with inflamma-
tory disease of the tube, was operated on by celiotomy in sixteen
cases, with fifteen recoveries. (See page 32.)
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Celiotomy for Chronic Inflammation of the Ovaries and
Tubes together was performed seventy-one times. It must be
understood that in these cases of so-called chromic salpingo-
odphoritis the tube is usually the chief feature in the case, the
inflammation having been transmitted from the endometrium
to it and the pathological changes being confined usually to it.
The ovary is only involved secondarily and may in many cases
be practically perfectly healthy. Both ovary and tube are liable
to become adherent to the bottom of Douglas’ pouch and to be
curled up-by the contraction of these adhesions so as to be en-
tirely immovable. The tube in the milder cases is simply af-
fected by a catarrhal inflammation which produces no hyper-
trophy of the tube walls, but often closes the peritoneal end of
the tube. The contents of such a catarrhal tube are not pus but

- mere thick, discolored mucus. In the older cases the frequent
repetitions of inflammatory action in the tube gradually bring
about hypertrophy of its walls until the tube may become as
thick as the little or even the index finger. It is more or less
curled upon itself, twisted and tortuous, with sacculations at
various points due to the accumulation of muco-pus. Both the
uterine and abdominal ends of the tube are usually closed by
adhesions, chiefly the abdominal end. The ovary, as I have
already remarked, may be entirely healthy, although it is bound
down by adhesions and often covered by the infundibulum of
the tube which is spread over and adherent to it. Conception
in such cases is of course impossible, since even if the uterine
end of the tube were open the spermatozoa could not escape
from the abdominal end, even supposing that they succeed in
passing the various constrictions on the way. Besides, the adhe-
sions covering the ovary would interfere with the escape of the
ova from the Graafian follicles. In operating on such patients
we must therefore consider that practically they are sterile,
and that therefore the removal of their diseased appendages
does not in any way affect their prospects of maternity. They
are no more sterile after the removal of the appendages so dis-
eased than they were before. It is, however, usnally impossible
to determine by any physical examination, even by Fh.e‘ mosfg ex-
perienced hands, exactly what the path?logical conditions of the
appendages are after a series of local inflammatory at.tack.s. i
have therefore, after a fairly large experience, n}lrnbel'xng in all
probability several thousand cases in both hospital and private
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practice, come to the conclusion that we are not justified in re-
moving appendages which have undergone a certain amount of
inflammatory action, even though they may be entirely useless
for the purposes for which they were originally intended, unless
the patient suffers so much pain from their diseased condition
that she is practically rendered a bedridden invalid and prefers
to undergo the risks of the removal of the diseased organs rather
than to continue to suffer the discomforts which they cause. As
I have already said, the question of mutilation or of removing
organs which are necessary to possible maternity does not come
under consideration in well-marked cases of this kind, since an
occluded tube and an adherent ovary are sufficient causes for
sterility. I do notexpect or pretend to restore such appendages
to their normal condition by any method of treatment ; it is not,
therefore, for this reason that I am conservative as regards advis-
ing their removal ; I simply do not believe that organs, even if
they are diseased, which produce no decided discomfort to their
possessor, should be removed hy an operation which will never
be entirely devoid of danger, no matter who performs it. It is
only when these organs become the source of decided and other-
wise irremediable distress that I think we ought to remove
them. Let it be well understood that I am not now speaking of
accumulations of pus in the tubes or ovary, but merely of tubes
more or less diseased by chronic inflammatory processes, which
tubes, if allowed to remain, will, however, in all probability
never expose their possessors to any serious danger. The fore-
going statements will account for the fact that I have operated
on comparatively so few cases of chronic salpingo-oéphoritis. I
could have easily done ten times as many such operations had I
believed that I was justified in doing so. I may have erred on
the side of ultra-conservatism, but if I did the error could easily
be corrected at some later date, whereas I have never known
ovaries and tubes once removed to be capable of replacement.
The operation is not necessarily a very serious one, since only
one out of seventy-one died, slightly more than one per cent.
While therefore nearly all the patients recovered from the ope-
ration, I cannot say that all were cured thereby, for in a certain
proportion of the cases the pains of which the patients com-
plained before and for which the operation was done continued
fo.r a year or more af-terward in very much the same intensity.
Still, the large majority of the patients were eventually cured
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entirelzy, and I therefore do not regret having performed the
operation. Occasionally if the adhesions were very dense an
exudate would appear around the pedicle, which would persist
for several weeks and retard convalescence accordingly.

In ftcertain proportion of cases, perhaps ten per cent, men-
struation continued with more or less regularity for a year or
longer after the removal of the diseased appendages, although
I am sure their removal was complete. In one instance the
ovary was divided into two parts, so as to appear like two ovaries.
If by accident the pedicle ligature was so applied as to leave the
portion of the ovary next to the uterus behind, the persistence

F16. 44.—Chronic interstitial salpingitis with hypertrophied walls (pachysalpingitis).
(Diagrammatic.)

of menstruation would be easily explained. This malformation
is, however, very rare. The cause of the continuance of men-
struation after removal of the appendages is not understood. I
have noticed it only when the appendages were diseased and
adherent. :

It has been my practice in all celiotomies to make as small an
incision as I could conveniently work through, probably scarcely
ever longer than three inches. 1 have usually employed my fin-
gers as the agents for detaching the adherent appendages, and
only when intestinal adhesions were present or when the case
was one of exceptional difficulty, such as splitting of the broad
ligament or severe hemorrhage, have I found it necessary to
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place the.patient in Trendelenburg’s position and expose the
field of operation to the eye. As long ago as 1886 1 became
convinced that the indiseriminate use of drainage after abdom-
inal section was a mistake, and that if the operator was clean and
careful, avoiding not only the introduction of septic germs into
the peritoneal cavity, but also particularly removing all the dis-
eased tissue and checking all hemorrhage before closing the cav-
ity, drainage was not only unnecessary but harmful. This ap-
plies particularly to the old form of drainage by glass tubes,
which drained very little and irritated more than they did good.
Whenever I have been obliged to drain in late years I have used
either iodoform or sterilized gauze after the principle of Miku-
licz, removing it within twenty-four or forty-eight hours, as the
case might be, and then usually closing the wound entirely.
The use of such gauze drainage was limited almost entirely to

Fia. 45.—Mundé’s perforating forceps for abdomino-vaginal drainage.

cases where there was considerable parenchymatous oozing which
was not checked completely when the abdominal wound was
closed. Ina few instances, particularly abscesses and intraliga-
mentous ovarian tumors, I have perforated into the vagina and
drawn a white rubber drainage tube ora thin strip of iodo-
form gauze through the abdominal incision, thus affording free
downward drainage. I think I have saved some lives by this
procedure. The instrnment shown in the cut is one which I
have devised for the purpose of perforating Douglas’ pouch
and the vaginal roof and drawing through a drainage tube for
such cases.

In concluding this portion of my subject I will say that I con-
fess that I consider it one of the most difficult questions to de-
cide whether a given case of diseased ovaries and tubes warrants
the operation for their removal or not. There are so many dif-
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ferent opinions on this subject, and so many undoubtedly per-
fefztly honorable and straightforward men aﬁvise and practise
this operation in cases where I cannot make up my mind to it,
tha.t I am afraid T will have to leave the indication for this ope-
ration to the individual judgment of each operator. Iam aware
that I have laid myself open to very decided and, I regret to
say, from some quarters violent criticism for a plain expression
of my opinion on this subject; but I feel that [ have acted and
am acting for what in my judgment is best for my patients. If
o.ther men think differently and act otherwise the responsibility
lies with them. Pyosalpinx, or a tube distended by pus, is quite

F1c. 46. —Left pyosalpinx adherent in Douglas’ pouch. Ovary to right.

a different thing from a tube simply diseased by chronic inflam-
mation. A pus-sac, whether it be of the ovary or the tube, is
always a source of imminent danger to the woman who carries
it, for it may raptare internally at any time and produce a fatal
peritonitis. The indication, therefore, for an operation in cases
of pyosalpinx is always imperative. I often see reports of ope-
rations for ¢ pyosalpinx” in which the amount of pus found in
the tube amounted only to a few drops or a teaspoonful or so.
These are recorded as instances of successful removal of a pyo-

salpinx. Such a tube, however, is not what I call a pus-tube or

a pyosalpinx.
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It seems that I operated on forty cases of true p_yosalpinx, ac-
cording to the record. Of these five died. By operation for
pyosalpinx, however, I do not mean that in every case the abdo-
men was opened and the pus-tube enucleated and removed.
‘Whenever the pus-tube was movable or but slightly adherent, so
far as an examination could determine, or whenever the accu-
mulation of pus was present on both sides (twenty-six cases), I
have invariably opened the abdomen and removed the entire
pus-sac together with the ovary. In a certain number of cases
(fourteen), however, where the distended tube was firmly adhe-
rent, was present only on one side, and bulged deeply intc the
vagina so that it could be easily opened through that canal, I
have so operated upon it,and have usually succeeded, after some
months of drainage and irrigation, in bringing about a closure of
the sac. This method is of course much less dangerous than
that by abdominal section, although I will admit that it is also
less certain of a permanent cure. As a rule, of course, if the
whole of the sac of an abscess can, be safely removed, such a
course is by far preferable.

Lematosalpine, or a distention of the tube by blood, I find
recorded twice. It is now a well-known fact that an effusion of
blood into the Fallopian tube is in ninety-nine out of a hundred
cases due to the intramural rupture of an ectopic pregnancy, and
still I suppose there are some cases of blood-tube where abso-
lutely no history of pregnancy can be elicited. As we have
apoplexy of the ovary, which forms the hematoma of which I
have spoken, so we may have a rupture of a varicose vein into
the tubal canal which may distend it with blood. So far as it
was possible to ascertain, the two cases of hematosalpinx re-
ported here had nothing to do with ectopic pregnancy ; but of
this fact I cannot be perfectly sure.

Letopic Pregnancy is recorded sixteen times, six of the right
and ten of the left side, with two deaths. In one of the fatal
cases, I regret to say, I failed to operate, although I made the
probable diagnosis by the history and bimanual palpation. The
patient was in good condition but quite tympanitie, and I pre-
ferred to reduce the tympanites before opening the abdomen.
Unfortunately a secondary hemorrhage came on during the
night, and before help could reach her she died. The post-mor-
tem showed .the whole abdominal cavity up to the diaphragm
permeated with dark clots, and a raptured tubal pregnancy the
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sac of which was adherent in Douglas’ pouch. She could easily
have been saved by an operation. In the other fifteen cases &
made the diagnosis, at least presumably, in the majority, in sev-
eral qf them with absolute certaintyu, and verified it by the
speedily performed operation. In a number the sac had rup-
t}lred previously and the effused blood was surrounded by adhe-
sions, but in several others the sac was unruptured and burst
only during its removal. One very desperate case was trans-
ferred to me from the medical service, where she had been for
f(.)ur or ﬁve weeks, having been admitted there with a doubtful
dla.g{losm. The. history as given me pointed distinctly, in my
opinion, to a ruptured tubal pregnancy. The abdomen was much

Fig. 47.—Tubal pregnancy on right side. Rupture during removal. Recovery. Fetus
not found.
distended, complete dulness existed below the umbilicus through-
out, and there was fairly distinet fluctuation. The patient’s
temperature was 104°, her pulse above 130 and poor, and her
tongue furred and dry—evidently a septic condition. An aspira-
tion made by the medical staff in the right iliac region had re-
vealed putrid fluid blood. Half an hour after I saw her I opened
the abdomen and was astounded at the gush of foul bloody fluid
from the peritoneal cavity. It poured forth in a torrent, so
much so that the spectators suggested that I must have opened
an aneurism of the abdominal aorta. The intestines were uni-
versally glued together, and in the bottom of the pelvic cavity
I found what proved to be a distended and adherent tube
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which was split in the middle. Peeling this loose 1 found
behind it the retroverted and adherent uterus. The adhesions
were all fresh and e'asily detached. Tying off what I could of
the rotten tube which was on the left side, I washed out the ab-
dominal cavity with gallons of warm Thiersch’s solution, packed
Douglas’ pouch loosely with iodoform gauze, and closed the rest
of the wound. The patient’s condition was then such that it
was scarcely thought that she would survive the night. By dint
of several hundred stimulating hypodermics (camphor and
ether, strychnine and whiskey) she rallied, the temperature fell
to about 100°, the pulse to 112, and there appeared some slight

Fi1G. 48.—Tubal pregnancy on left side; previous repeated intramural hemorrhages.
Ruptured just before removal. Recovery. Umbilical cord in centre ; fetus not found.

hope for her recovery. Two days after that the temperature
went up again, and, though there was no discharge from the
wound, I removed the gauze, when at least a pint of very offen-
sive fluid escaped from the abdominal wound. Seeing that
drainage could not be effected in this way, I perforated the
vaginal vaalt with the instrament seen in the cut and drew a
large perforated rubber drainage tube through from the vagina.
By this means the wound was kept fairly clean and in course of
time granulated up completely and the patient made a good re-
covery. I think this was without exception the most desperate
case of abdominal surgery which I have seen recover.

In one instance I was misled by the history of a case which
was sent in as one of pregnancy of the right tube, and did not
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find out my mistake until I had opened the peritoneal cavity.
Then I discovered that the tube was normal and that the lateral
tumor on the right side was due to irregular distention of the
uterus. I thought I had an interstitial pregnancy before me.
There being no doubt about gravidity, I drew the uterus out of
the wound with volsella, intending to open the supposed ectopic
sac, deliver the fetus, and sew that horn of the uterus into the
abdominal wound. In order to facilitate the delivery of the
uterns I inserted an aspirator needle and drew off some ounces
of amniotic fluid. Before proceeding I directed an assistant to
pass a sound into the uterus, in order to see where I should open
the supposed distended right horn. To my surprise I found
that the sound entered to the left side and only to the depth of
three inches. On requesting him to reinsert it toward the right
it passed up to the very end of the right horn to a distance of
five inches, and at once the diagnosis was made plain—it was a
case of pregnancy in the right horn of a double uterus. I closed
the small wounds of the aspirator and volsella by catgut, re-
turned the uterus into the abdomen, and closed the wound.
The woman aborted the same night, but made an uneventful re-
covery. My experience with the diagnosis of ectopic pregnancy
before operation very distinetly contradicts the assertion which
Tait made some years ago, that this diagnosis can never be made
until after the abdominal cavity is opened. I can prove by the
records and by my assistants that with scarcely an exception I
made the probable diagnosis with sufficient assurance to warrant
me in sending out the invitation cards to the operation so printed.

Celiotomy for removal of the ovaries and tubes for other than
decided disease of those organs—that is, for reflex hystero-
epilepsy—was done by me in five instances. These cases are
included in the seventy-one reported as for chronic salpingo-
oophoritis. It may be considered strange that, with the con-
servative views which I hold upon removal of the appendages,
I should have allowed myself to be induced to remove clinically
apparently normal appendages for the cure of epilept.iform
convulsions which were supposed to be due to the function of
ovulation. I admit this eriticism, but I can say in explanation
that all of the cases had been under the observation of several
prominent gynecologists and neuro.logl‘sts for several years, had
been subjected to all kinds of constitutional and lo'cal trea'tment
(massage, rest, electricity, and all the known nervines), without
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any benefit whatever, and only after prolonged deliberation on
my part did I consent to the operation. They were brought to
me from different parts of the country, and, with the exception
of the first one, were young unmarried women. I will admit
that the indication is at best a dubious one, but the results proved
that it was well taken. In all of the four unmarried cases the
attacks were distinctly associated with the menstrual function
and recurred in the intermenstrual period at frequent, irregular
intervals. On removing the appendages the tubes were found
normal, but the ovaries cirrhotie, shrunken, and even to the
naked eye decidedly diseased. There was no enlargement of
the ovaries, be it understood, but decidedly the reverse, the
number of Graafian follicles being in each case markedly dimin-
ished and their size below the average. In one case the ovarian
tissue was more like that of the kidney. All four of these girls
recovered from the operation and from their neurotic symptoms.
In one the attacks persisted for several months, but finally dis-
appeared. Three of these young girls became trained nurses.
I have often, in speaking of these cases, jokingly suggested the
possible influence which removal of the appendages had upon
the tendency of a woman to become a trained nurse. The
fourth married a clergyman and I have since seen her in per-
fect health. The first case of the series was in a widow, and it
was the only failure. I think myself that the indication was
badly taken, since the derangement was more of a mental char-
acter, which finally developed into insanity and induced her to
commit suicide some time after recovering from the operation.

Only in two instances did I Remove the healthy appendages to
arrest the growth of fibrosd tumors, both times with perfect sue-
cess. Menstruation was at once checked, and a year later the
tumor had in each instance shrunk to less than one-half its size
when I operated. One was a married woman, the other a Virgin.
In the first case I operated for pain, in the second for metror-
rhagia. The latter called on me a year afterward to introduce
her husband! She was then in perfect health.

Abdominal section was twice performed for Zubercular Peri-
tonitis, the diagnosis having been made with some probabilit
beforehand. One patient died from the exhaustion of t} o

1e dis-
ease, not so much from the operation. I have not been able to
agree with those operators who have experienced such favorable

results from this operation for this disease, since of the six cases
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in all in which I have done it, five of whom recovered from the
operation, the tubercular disease has evidently continued in the
a.bdornen or made its appearance in the lungs and the patients
lived but a comparatively short time. I suppose this has been
.mere.ly my bad luck, and I shall therefore not fail to try again
1n a suitable case.

Ip three cases I opened the abdomen for General Septic Peri-
tonitis, with which the patients were admitted; two of these
died from exhaustion, the third recovered. What the cause of
the peritonitis was I was unable to determine.

In three cases I opened the abdomen for Zntestinal Obstruction.
This accident does not really belong to my service, but, the
cases having been admitted and the diagnosis made, there was
no time to transfer them to the general surgical service. They
were all desperate cases and two died soon after the operation.
In the fourth, after the obstruction had been discovered and
relieved, the enormously distended, almost black intestine was
with difficulty returned into the abdominal cavity and the wound
closed. Feeling sure that if this distention was not relieved the
intestine would rupture, I ordered a large ox-gall and sulphate
of magnesia high enema, and- ten grains each of calomel and
compound jalap powder, to be given as soon as the patient was
returned to the ward. In a few hours an enormous evacuation
of flnid fecal matter and gas took place, the intestines collapsed,
and recovery, with the exception of some stitch-hole abscesses,
was perfectly uneventful. 