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Introduction

The study and practice of medicine presents many ob-
stinate problems, of which the menstrual disorder dysmen-
orrhea is one of the most prominent. The seriousness of
this situation is further accentuated when we recall that
dysmenorrhea is not a recent discovery in medicine. Hip-
pocrates deéscribed it twenty-five hundred vears ago. TFrom
that time up to the past few years dysmenorrhea has been
considered a minor ailment. Recently this condition has
been considered a major one by our noted gynecologists.

One finds, in the practice of medicine, that 50 per
cent of a physicians patients are women, and statistics
show that 46 to 75 per cent of women suffer from dysmen-
orrhea. The average practitioner does not have adejuate
knowledge of etiology and treatment of this disorder.

The main reason for its having been considered so
lightly is that the average woman considered it immodest
to converse on this subject. Even at the present, many
of our women are reluctant to make mention of their menses.
However, with'the advent of a "broad-minded society" this

ancient pride, much to society's benefit, is being cast

aside and now these problems are being discussed with phy



sicians, permitting, therefore, a thorough study of this
abnormal phase of menstruation. With this feeling of
freeness existing between patient and physician, proper re-
search has been instituted in hopes of determining the ex-
act cause and accurate treatment of dysmenorrhea. lack

of knowledge of this phase of gynecology infiuenced ny
choice of subjects.

Dysmenorrhea or "painful menstruation" as Dorland
terms it, is one of the many intangible conditions we have
to deal with in medicine., Numerous theories as to its
etiology and treatment have been advanced, but none have
been satisfactory. The results, indeed, have been very
disappointing even thbugh the literature in connection with
it is voluminous. This massive amount of knowledge has
only resulted in new theories of etiology, new classgifi-
cations, and new terms, but with little progress in re-
gard to pathology, accurate etiology ahd treatment. Dis-
coveries and real contributions in modern medicine have
not been numerous; yet a few have lent a happier color
to many unsettled problems the physicians must facfb To
this group we rmust add dysmenorrhea. Even though the his-
tology of menstruation, and the elaborate studies on ovu-
lation and female sex hormone have been given us, dysmen-
orrhea remains as much a "riddle" today as it was fifty

years ago. This étatement is true when statistics of earli-



er and present timé are compared. "In 1877, Jacobi noted
that 46 per cent of women complained of menstrual painj
ard in 1927, fifty years later, in a study of college
women and nurses throughout the United States, we found
47 per cent similarily afflicted." (1)

"Some authorities estimate as high as 75 per cent of
our American girls suffer from dysmenorrhea." (2) This
seems juite high in comparison to results obtained by others,
but geographical distribution may be a factor in etiologye.
It has been said that the percentage is highest in those
who lead a sedentary life. The girls who have the advant-
age of out-door life and exercise run a considerably lower
percentage.

Be the percentage what it may, there is scarcely a
school, office, store or factory that is not interfered
with on account of young women being either reduced in ef-
ficiency or entirely incapacitated once a month from this
ailment. Dysmenorrhea is perhaps the most troublesome of
the rmenstrual disturbances with which women experience.
Some suffer from one to several days. In most cases the-
suffering is so severe that it constitutes a monthly tor-
ture, which aside from the immediate pain leaves the patient
worn and weak for days afterward, and she lives in con-

stant dread of the next menstrual period. ‘This continued



recurrence of pain and mental depression often leads to
neurasthenias and malnutrition, Though some authors con-
sider dysmenorrhea of minor importance others believe it
important both from standpoint of the patient and the ec-
onomical value.

Generally speaking dysmenorrhea is referred to as being
only painful, "However, there are usually accompanying it
a#umber of symptoms due to the functional disturbances in
remote organs because the central and peripheral nervous
system also take part in the menstrual process. These dig-
turbances occurring in the stomach cause indigestion, in
the intestines give rise to diarrhea or constipation, in
the heart are followed by nalpitation, and when they occur
in the peripheral nerves of the head result in headache." (3)

It is a notorious fact that most of our crimes for
which women have been tried have been committed during
the menstrual period. Graves (4) contends that menstrua-
tion should not be accompanied by pain. physical or mental
disturbances; and yet, a large number of our women suf=-
fering mental distress from marked discomfort to pain
and despondency, which may be as great as that suffered
by the average woman during her first confinement. This
also is of great economic importance, and stresses the

fact that dysmenorrhea is of major importance even though



many noted physicians place it in the category of minor
ailments.

The unfounded advice given by mothers, sisters, and
friends (who always mean well) makes the proper approach
to this condition,so far as the treatment is concerned,
very difficult. This leads to neglect. If it occurs in
young girls the parents tell them that the periods have
not vet been properly established and later, when it does
not improve, that it will do so after marriage; and after
this has occurred with still no relief from pain.and psy-
chic disturbances, they then encourage the unfortunate
woman with the statement that following the birth of a
child it will surely cease . The cycle goes on until the
patient, in desperation,finally zoes to the physician for
relief., However, in most cases, it is of no avail because
the condition has been of such long duration that the
meager treatrent that he can give is of little or no bene=
fit.-

Dysmenorrhea, by most authorities, has been accepted
not aé a disease in itself, but as a symptom. It is caase
ed by a variety of conditions and is a symptom of many
pelvic diseases. However, no one organic lesion has been
shown to be the essential or sufficient cause of menstrual
pain; for every condition so considered at one time o¥

another has been found to exist in some instances without



accompanying menstrual pain. This leads us into a com-
plicated group of classifications; each man having proof
for his own efforts,

The classification given by Graves (4) seems to me,
the most logical. It is as follows:

1. XNeuralgic or Ovarian Dysmenorrhea.

2. Congestive or Inflammatory Dysmenorrhea.

3, Obstructive or Mechanical Dysmenorrhea.

4, Membranous Dysmenorrhea.

The field is covered very adejuately when one considers
the overlapping of the above facts. However, I wish to
add to this classification the following factors:

1. Endocrine Dysfunctidon Dysmenorrhea (partially
covered in numbers 1 and 4),.

2. Traumatic Dysmenorrhea.

3. Pyschic Dysmenorrhea.

4, Allergic Dysmenorrhea.

5. Roentgenological Dysmenorrhea.

Of course, these have not besn accurately demonstrated
to everyone's satisfaction. but the meager knowledge and
proof already collected seems juite convincing. I have no
definite reason for attempting a classification of dysmen-
orrhea, but ever; classification I have read, other than

Seewed
the primary and secondary dysmenorrhea, hasftoo limited or



complicated. I feel that the above claséification should
replace the latter mentioned (primary and secondary), be-
cause there is a certain amount of overlapping that would
complicate and confuse us all. However, when the etiology
is discussed no classification will be followed.

The exact cause of dysmenorrhea is still unknown.
Consejyuently, the inadejuacy of all the theories of its
causation makes it a "bug-bear" of gynecology. With this
in mind, I shall attempt to present a review of the most
important theories propounded during the last twelve years.
Even though many oiithese theories are only interesting
from the standpoint of literature, I believe that they have
some practical value in that when a physician attempts
therapy he should use those therapetutic agents that take
into consideration any of the etiological factors I will
soon mention., This has been mentioned with only one
tnought in mind, in as much.as, I believe that dysmenorrhea
is not a condition which can be treated with any specific
agent but by a combination of them. After having read all
theories of etiology and treatment of dysmenorrhea written
in the past twelve years, I feel that this condition is not
due to one but to a combination of the etiological factors
to be discussed.

Before proceeding with the etiology I wish to present



three axioms that the physicians should employ when he is
confronted with a patient suffering with dysmenorrhea.
These were taken from Graves (4). He should:

1. Determine the abnormal conditions present in that
particular case.

2., To form an estimate as to how important each fac-
tor is in that case.

3. To treat the patient properly.



ETIOLOGY




ETIOLOGY

I. Mechanical Obstruction:

The theory that mechanical obstruction of the menstru-
al flow is the cause of dysmenorrhea is the oldest we have.
It was thoroughly expounded upon by Macintosh in 1832--even
- Hippocrates 2500 years ago described it. It had achieved a
general acce)tance for many years and treatment was insti-
tuted along that basis. This theory was endorsed by the
early leaders in synecology. For example, Marion Sims said
"there can be no dysmenorrhea if the canal of the neck of
the uterus is straight and wide enough to allow free pass-
age of menstrual blood."” (20) The other men in gynecology
conceded their acceptance of this theory by fact that they
treated it by dilatation. Xs the years have passed this
theory has been pushed into the background; occasional 1y
finding somenne who cures a patient by simple dilatation
of the c ervical c#nal and he in turn re-introduces the
theory of mechanical obstruction only to have it fade as
in the past. The pain produced results from violent con-
tractions of the uterus brought about by a damming back
of the menstrual flow in the uterine cavity due to some
obstruction., Graves (4) states that "this stagnant blood

becomes clotted and the uterus in an attempt to rid itself

of this foreign body sets up violent contractions. As a



result pain originates from the passage of these blood
clots through the narrowed cervical canal." However, it

is now known that the menstrual blood does not clot. (3,

'5, 9, 18, and 45) We also have in the obstruction theo-

rys in conjunction with the damming back of the menstrual
flow, the added feature of the swel ing of the endome-
trium which may be either premenstrual edema or a true
patholngical hypertrophy, which is supposed to increase
obstruction by narrowing the internal os., This hypertrb-'
phy may be explained on the endocrine basis, hence stress-
ing the nearly impossible task of accurately classifying
theories of etiology of dysmenorrhea. Gebhard describes
an endometritis dysmenorrhea, in which the mucosa, at the
time of menstruation is greatly thickened and filled with
a finely zlotted exudate. He thinks this exudate presses
on the uterine nerves and produces dysmenorrheic pain. His
conclusions are juestioned by many. Graves says thet Mthe
clotting of the blood is due to abnormal chemical influence
of the ovarian inner secretion". (4)

Theilhaber denies}that the obstruction theory has any-
thing to do with dysmenorrhea, but instead attributes it to

a spastic contraction of the circular muscles around the in-

ternal os, evoked by an increased irritability of the uter-

ine nervous supply.



The obstruction theory was very much accepted be-
cause the first few cases theated by dilafation of the
uterine canal brought relief. However, this theory has
now been considerably shaken by numerous observations |
showing on one hand, that dysmenorrhea may occur in the
entire absence of any mechanical obstruction, while on
the other hand, it may be absent when a greater or less-
er degree of obstruction is present. It has been convin-
cibly shown in cases of dyémenorrhea, supoosedly due fo
mechanical obstruction, that a uterine sound could be eas-
ily passed through the cervical canal into the uterine ca-
vity at the height of dysmenorrheic pain without meeting
any resistance and cecnsejuently allowing the free passage
of menstrual flow with dysﬁenorrheal pains still existing.
This would certainly disprove, or tend to disprove, the
obstructive theory. To further show this, it has been de-
monstrated that the "normal rate of menstrual flow, with
all conditions being normal, is two-thirds dreps of blood
per nminute®. (5) This flow is very slight when one actu-
ally thinks about it, and it is difficult to conceive of
such a small flow of blood producing such colicky pains
witnessed in dysmenorrhea.

The main argum=nt in favor of the obstructive theery
is that many cases of dysmenorrhea said tec be due to this

factor have been entirely relieved by dilatation of the



" cervical canal. This argument, I feel, in the face of

so little evidence---granting that relief of dysmenorr-
heic pains is not to be accepted as a cure---is over-
shadowed by two phases cited above; mainly, that at the
acme of the dysmenorrheic pain a uterine sound can be
passed without relievding the pain, andlthat the normal
rate of flow of blood, two-thirds drop per minute, is too
small a stream to produce the pains of dysmenorrhea,

II. Hypoplasia:

While the obstructive theory of dysmenorrhea was be-
ing condemned, another one came into vogue--this being the
hypoplastic theory. BHypoplasia is a "condition of defect=-
ive or incomplete formation" (Dorland) This theory was re-
garded very highly when it first appeared, but later it was
severely 4ue§tioned. With lessened éredencé.in the obsts
ructive theory the view was taken that hypoplasia of the
uterus was the cause of dysmenorrhea. The exabt physio-
l%gy of this was not explained adejuately by anyone when
it first appearec, but later Vietor Schultz proposed an ex-
planation which was regarded very highly by Graves. (4)
Schultz said that normally the infantile uterus transformed
into the mature form gradually. During this change the con-
nective tissue in the outer layer of the uterus is very ab=-
undant and with radial processes is converted into muscular

tissue., If this failed to happen then at each menstrual



period as uterine contractions begin no muscle is pre-
sent to "stretch" and as a result this connective tis-
sue is put under a strain which in turn stretches ser-
ous membrane covering the uterus and pain would result
due to the fine nerve endings being irritated from this
"gtretch". Schultz in several hundred cases showed dys-
menorrhea only to be present in these cases where hypo-
plaxtic genital organs existed. The spontaneous cure
which one frejyuently sees following childbirth he says
"signifies structural changes in the uterine wall". (4)
Some link hypoplasia and the obstructive theory to-
gether. They say that the hypoplasia produces anteflex-
ion'of the uterus and that the latter accounts for the
mechanical obstruction. ®This condition of anteflexion
is seen in both fetal and postnatal life.™ (5) It is
also known that anteflexion is present with fully matur-
ed uterii. If one were to rely on clinical evidence no
definite proof could be clearly shown for it, and on the
other hand, much proof against this theory can be shown,
Even when the uterus is hypoplastic as seen in the infant-
ile uterus, there is often no menstrual pain, while on
the other hand it has b een shown that ménstrual pain is
present where the patient has a normal uterus., If this is

summed up no definite conclusion can be reached. The chief
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factdr against the developmental theory is that dysmen-
orrhea.is often an acjuired diéorder. A carefpl history
often discloses that the patieht follow:ng the onset of
puberty, menstruated normally and without pain for a
iong time then she developed these colicky pains. Novak
and Reynolds (5) reports the above to be true in over
one-half o{‘their cases. Even if their reports are true
it is difficult to explain dysmenorrhea as being due to
developmental factors. Novak says that no definite ex-
;lanation of the pain has been given to cate. However,
Graves (4) accepts Schultz's description of the pain pro-
ducing mechanisam found where the hypoplastic uterus is
present. |

III. Psychogenic:

Nothing is more certain thasm that the psyche plays an
important role in the production and perpetuation of men-
strual pain. Many men such as Menge (31), Crossen (18),
Graves (4), Novak (i), and others believe most all cases of
dysmgnorrhea explainable on this basis.

This is further strengthened by observations made by
Novak (5 and 15). He has definitely proven that dysmenorr-
hea is brought about by improper sexual relations, He cites
case after case in which a yoﬁng and apparently normal wo-

man who up to the time of her marriage'was hav:ng regular
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-menstrual periods, free from pain; and who, shortly af-
ter marriage began having dysmenorrheic pains with each
period. Upon careful juestioning of these patients he
found that in each case improper sexual relations pre-
cipitated this condition. Novak then instructed both
husband and wife to right their sexual d¢ifficulties.

When done these patients were cured of dysmenorrhea. His
observations are very i: pressive, Edelberg and Galant
(14) state that most cases of dysmenorrhea are sexual in
origin, bput other factors must not be neglected.

Hental shock at the menstrual periods or repugnance
a£ the offensiveness of the menstrual discharge often pro-
duces a dysmenorrheic career. It is not uncormon to un-
ravel a story from a young girl that she feels ashamed of
the odor _;iven off from the flow, or the bulging of her
dress from the pad, etc. Many such stories are often en-

v countered by the physician who comes in contact with women
suffering from dysmenorrhea.

These patients also show extreme nervousness and irri-
tability which fawors the psychogenic theory. The question
is brought up whether the dysmenorrhea is secondary to the
neurotic condition, or vice versa. Most of the gynecolo-
gists place most confidence in the neufotic elements. Braves
maintains "that once the pain is established the patient be-

comes nervously exhausted during the menstrual period, until
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there comes a time when the patient hardly recovers

from one period before the next one is upon her, and

in this ray the nervous irritant is constahtly main-

- tained. The pathol@gic mental habit then becomes fix-

ed and the patient develops into a confirmed neurotic.

These sirls are ufually brought to the doctor because

of extreme nervousness but with juestioning the exagzg-

erated symptoms are exposed. This type of patient res-

ponds very well to mental therapy properly'instituted".(4)
These psychogenic factors do not rejuire psycho-

analysis by a psychiatric expert but can be excavated by

a careful, detailed gynecologic consultation, As with

other psychoneuroses this condition can be cured as soon

as the patient appreciates that this condition is due to

subconscious reffexes rather than any organic cisease of

the generative organs. These authors, Novak and Reynolds

(5) reported a series of 168 cases treated along this line

with complete cure in 71 and marked improvement'in 89,
HMany gyneéologists do not carry these methods out and

consejuently get poor results., Merely to stigmatize these

patients as "hysterical" or treat them with superficial ﬁ

"psychology® is inadejuate and unsatisfactory. The gyne-

~colngist must win the patient's confidence to such an ex-

tent that she, herself, will grasp the logic explanation
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which the physician must take time to give. Once the
patient's mind is so ventilated, these mischief-pro-
voking fears and anxieties lurking in her sub-conscious
will die a natural death.

In this connection prophylactic measures can be
taken to teach the young girl the naturalness of the
menstrual phenomenon, and particularily that it should
not interfere with her normal activities. The mother is
the 1ogica1 instructor in this case. She will however,
be ill-fitteu for this purpose if she has suffered with
dysmenorrhea, becausg a powerful suggestive factor at‘
once is brought into play on the daughter, who may come to
look forward to menstrual period as a time to expect suf-
fering and discomfort. This then is important to the
physician, college and high school physical education
teachers having to deal with the physical health of the
growing girl. {(13)

The undoubted role of the psychogenic factor in many
cases of dysmenorrhea at oncé brings into question the re-
liability of observations as to the therapeutic results af-
ter various forms of treatment, whether mecical or surgical.
For example, dilatation of the uterine canal fre  uently
yields excellent results. Another factor that favors this

theory is that according to most psychiatrists the greatest
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percentage of neuroses is found among the women.
IVe Constitutional:

There are other factors which may be concerned with
dysmenorrhea, For example, there is little doubt that
in some cases it is merely the reflection of a condition
of constitutional or nervous depravity entailing a low-
er threshold of pain. (2,4,5.) Crossen (18) says "that
there is hyperesthesia or marked irritability of the
nerves of the uterine mucosa and muscles, especially in
the neighborhood of the internal os, This is noticed
when the uterus is sounde« and especially on dilating
the internal os without anesthesia. It is indicated also
by the?painful muscular contractions or uterine ‘'cramps!
occurring without apparent cause.® The theory that hy-
peresthesia of rmcosa and muscles as being due to nutri-
tive disturbance, affecting the nerves and other tissues,
seems to be a very tenable one. It explains adejuately the
various phenomena observed; and shows yhy the symptoms may
persist to a greater or lesser extent after removal of the
obstruction at fhe internal os, and after removal of hypo-
plastic mucosa. It shows why measures directed toward im-
broving nutrition and allaying nerve irritability will some-
times produce decided improvement without any local treat-

“~ment., In short, it explains what has already been worked
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out clinically--that narrowing of the canal and thicke
ening of endometrium are simply complications that may
or may not be present, When they are present they ag-
gravate the trouble and rejuire treatment. But unless
the nutritive disturbance of the uterine muscle and
micosa is also improved sufficiently to restore the
nerves to fairly normal condition, tﬁe pain will con-
tinue to a considerable extent, The marked effect of
pregnancy and poor nutrition‘in these cases points to
its being largely explainable as a nutritive disturbance.
Perhaps this nutritive element could explain the hypo-
‘plastic or "infantile uterus®., It has also been shown
by Novak tlat many women with infantile uteri are poorly
nour ished and this may be the explanation of the pres-
ence of the defective uterh. However there iélas much
evidence to éither disprove this as well as prove it so
too much faith cannot be placed on this assumption. It
would seem therefore that the two conditions--imperfect
development and neurotrophic dysmenorrhea--are due to
poor nutrition largely at a certain period of life, that
of puberty. Both Crossen(18) and Novak (5) state that
the victims who suffer most from dysmenorrhea are usual-
ly those women who during puberty, were poorly nourished
from a physical and developmental standpoint. This con-

dition is usually very apparent when the patient goes to
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the physician and is sﬁffering with d ysmenorrhea, Con-
gejquently the physical development should not be sacri-
ficed to benefit mental development. This is to imply

that at puberty, the school age, too much emphasis, by

many parents, is placed on the absorption of knowledge

with a neglect of the physical side of her life. It is
in this type of patient that the slight amount of men-

strual discomfort frejuently present is magnified into

an actual pain, |

Hany cases of dysmenorrhea can be cured by building
up the general health of the patient with no direct treat-
ment of the pelvic condition. This is done by insisting
on proper general hygiene, especially exercise, with little
or no limitation because of menstrualrperiods. This is
important and should always be watched for and treatment
stressed.

V. Endocrine Factors:

Up to the present no theory explaining dysmenorrhea
has been accepted. With the advent of endocrinology a new
approach as to the exact cause of dysmenorrhea has been
made possible. HMuch work in endockinol gy has been done
which has produced considerable convincing data. Even
though not definite, the value of endocrinepathy must not
be underestimated. The exception to this being the omnis-

cient manufacturers of various organ extracts. There is



.
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no definite endocrinopathy associable with dysmenorrhea,
although the intimate relation of the pelvic orgmns with
most of the endocrine glands makes it at leas’i theore-
tically possible. (5,Ff) Bercovitch (3) says "when no
gross pathology in the pelvis is present, the dysmenorr-
hea is endocrine in nature." He has demonstrated that
ninety-three per cent of patients complaining of dysmen-
orrhea, examined in the Mayo clinic have been found to
possess apparently nérmal pelves., This type of dysmen-
orrhea he says, can be attributed to endocrine distur-
bances. Now let us see how endocrine disturbances mﬁy'
cause it. It is considered generally, that we may re-
gard the ductless glands, through their hormones, as be-
ing the regulating mechanism of the function of the body.
It is well-known that all these endocrine glands do not
act by themselves individuarlly, but by a correlation
through which, if one gland becomes upset, the others re-
act very Jjuickly in an endeavor to compensate the distur-
bance induced in the organism by the former. This is
seen in cases of short, or tall people, fat or thin pcople,
etc. |

According to Henricus and Lieb (3) and Gemmell (11)
the myometrical motor nerves filaments penetrate the mus-
cle sheaths and cause normal rhythmical contraction and

relaxation of the uterine muscle during the entire menst-



-1l4-

rual cycle and so keep the normal circulation of the
uterus, These contractions should be painless and
should they become intensified will prodiice pain. The
most common time for intensification is before or aﬁ
the commencement of the menstrual period. Improper
hormonization will result in an overstimulation of these
nerve filaments and produce the painful hypertonic con-
tractions or spasm of the uterine muscle, especially at
the cervix. This produces a dilatation ofthe vessels of
the mucosa of the uterus and engorgement results. We
then have congestion and swelling of the mucosa which pro-
duces profuse bleeding with%lots”and eventually spells
pain. The method of improper hormonization should be under-
stood and to grasp this we must recall the two important -
branches of the wvegetative nervous system--the sympathetic
and the autonomic (vagus). The vagus supplies the ;ungs,
heart, liver, pancreas, and small intestine., The sympa-
thetic supplies the large intestine, bladder, uterus, and
adnexa thr ough the pelvic plexus. The vagus i s the driv-
ing force whereas the sympathetic is the inhibiting one.
The thyroid and pituitary stimulate the vagus while
the adrenals and the ovaries stimulate the sympathetics.,
A mention of a few of the more recognized hormones here

would simplify matters considerable. From the ovaries
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we gel Corpus Luteum which is essential for menstruge
tion and conception--via Progestin. Along with this
there is thou_ht to be given off another hormone called
Theelin and when increased in the blood over its normal
level, produces spasm of uterine musculature and hence
pain. This hormone is thought’ to be present only dur-
ing the pre-menstrual and early menstrual phase of men-
struation. This is based on the fact that Theelin can
be chemically isolated only during the pre-menstrual and
early menstrual periods. The time intervening between
periods has been fruitless so far as demonstration of
this product is concerned. Novak and Reynolds(5), in
experiments on rab its, have shown that Theelin, the
female sex hormone causes spasmodic contraction of the
uterus, and hence is possibly the source of dysmenorr-
heal pains. The hormone is present during the pre and
early menstrual phases--being derived from maturation of
the Graffian follicle. (45) It is also seen that follow-
ing delivery after pains persist for a time while the fe-
male sex hormone is in high concentration in the blood.
This explains that the spasmodic contraction of the uterus
is‘ﬁossibly endocrine in origin. Bercovitch (3) and Bland
(45) juestionl that both thyroid and pituitary secretions

inhibit ovarian:t and adrenal secretions, if in excess, but
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instead favors the presence of Progestin and Prolan.
He states that theset wo endocrine products tend to
balance hyper-ovarianism and adrenalism by becoming
more active themselves. Progestin has been proved to
ovarian in ofigin, and Prolan to arise from the Anterior
body of the Pituitary zland.(45) A few experiments in
which the anti-female sex hormone Progestin and Prolan
have been used are very impressive, but no appreciable
results have been attained as :et. Conseguently, this
cannot be properly supported until further experiments
are carried out. (5)

- By an illustration of this improper hormonization
we can see the sequence of events. A young girl with
slug_ish or deficient ovarian secretion reaches puber-
ty. Compensatory stress is thrown on the suprarenals,
pituitary, or'thyroid glands, depending upon which of
these glands dominate the physiolozgy of this particular
patient. Lefus say that it is the suprarenal; then it
mékes an attempt to supply this ovarian deficiency. Shbuld
it not succeed in this completely, there is no inhibitory
action of these glands (sympathetic) upon eithef the thy-
roid or pituitary, and a hypersecretion from the latter
resiilts, We now get wh t is termed a vagotonia., When one

keeps in nmind the organs supplied by the vagus, it is a
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simple matter to see the clinical picture which follows.
For instance, the effect on the s tomach would lead to
nausea and vomiting; on the intestines to diarrheajp and
on the heart palpitation. The vagotonia would events
ually stimulate the sympathetic; and utering colic or
cramps would undoubtedly occur. Should the pituitary
attempt to right the endocrine disorder we would héve
added to the above picture those of intracranial press-
ure which is the result of transient swelling of the
pituitary due to its increased activity, and a headache
would evolve. This headache is usually supraorbital,
or on the top of the head. Visual disturbances would
be the result of pituitarial pressure.

This vagotonic state is pfactically always res-
ponsible for the pain and psychic disturbances found
in dysmenorrhea ascertainable £o an encocrine distur-
bance, and is due either to é compensator& exhaustion
of the suprarenals or ovaries. It may also be due to
a hyposecretion of one or both of the thyroid or pit-
uitary glands.

We have said therefore that the gland that dom-
inates the individual's physiology is the compensatory
reaction., In mixed types,‘the gland that is predominant

is the one that responds first. To determine the pre-
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dominating gland we look for the distressing symptoms
one would expect to see in the respective glandular
hypersecretion. The thyroid type is the highly neurotic
and emotional type of woman. The adrenal type 1is the
energetic, highly aggressive, dominating woman. She has
a markec overgrowth of hair. The pituitary type is the
broad-shouldered woman with cocarse features, Zhe may
alse bhe stout, drowsy, letharsic and dull. The QOvarian
type 1is tall, alender, and artistic.

Then a patient shows an enlargement of the thyroid
with slight signs of hyperthyroidism at puberty or with
each ﬁenstrual cycle, and having dysmenorrﬁea, one rmust
decide whether it is a physiological or pathological
hyper trophy. If physiological it is due to either ovar-
ian exhaustion or deficient ovarian development. A care-
ful history will settle this uestion. Where there is
profuse and prolonged bleeaing at the menstrual period
with dysmernorvhea one is inclined teo favor the pathological
hypertroohy. If in the early stage of the enlargement
there is scanty menstruation, or long delayed perid with
dysmenorrhea, the enlargenent Is then due to the effort of
the thyroid to aqhent insufficient ovarian secretion and
isy, therefore, physiclogical.

In dysmenorrhea seen with hypothyroidism and hypo-
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pituitarism “e c¢linical picture’is essentially the same,
These go hand in hand, for a deficient pituitary secre-
tion deprives the thyroid of its functional impulses and
hence the thyroid becomes deficient., This deficiency
produces a hyperfunctioning of the ovaries and adrenals.
Where we have hyperactivity of the ovary a sympathectonia
results. We really have an increase in amount of Corpus
Luteum (or its derivative--Progestin). An increased am-
ount in one or the other or both of these hormones, gives
more pronounced effects than a normal amount. Normally
they stimulate decidual growth. If a2n increased amount
of Progestin is present we get a precocious development
of the decidua. As a result of this massive decidual dev-
elopment, and if conception fails, we then have a vhole-
sale, as it were, disintegration of thé hyperplasia men-
strual decidua. Whereas, with a normal ama nt of Corpus
Tuteum we have a gradual necrosis of decidua. As & re-
sult of this immeciate and extensive decidual degenera-
tion we have given off in the menstrual lochia, solid
tissue visible to the naked eye which is not seen in nor-
mal lochia, In comparatively mild cases the small frag-
ments are called "flakes" whereas in the severer types we
have irregular pieces of tissue which we call "plaques"”.

This is referred to by many authors (2,3,4,5,7,9,17,18,20)
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as "membranous dysmenorrhea®. The amount of pain ex-
perienced with the passage of these "clots"™ is propor-
tional to their size. There is also a greater amount
of flow in these cases due to the greater amount of
denudation of tissues with increased vascularity. The
cause of the pain sould be due either to actual separ-
ation of menstrual decidua or the expulsion of th? pro=
ducts of the menstrual abortion from the uterus.
However, when one considers that the acme of men-
strual pain is about two hours after the first appear-
ance of the menstrual lochia, that the solid tissue re-
sulting from "decidual necrosis®™ is not present in the
vagina until second or third day of function, that cer-
vical dilation does not always cure the menstrual pain,
that a cervical stencsis cannot always be demonstrated
when the menstrual pain is at its height, and that the
cervical anomalies exist without causing the patient any
menstrual discomfort he wonders whether the passage of
these "clots" described above, can be said to produce the
pain witnessec in dysmenorrhea. It seems doubtful that
it does. Therefore, with the above in mind, it secms
probably that the essential factor in production of the
pain appears to be associated with the actual separation

of the decidual tissue. The tissue then acts as a for-
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elgn body and induces severe and irregular uterine cons
tractions which, in some cases, accordigg to the pain,
ayppear to be almost tetanic in character. It is believed
that uterine anomalies do enhance difriculties.but are
not responsible, as a primary factor, for the menstrual
pain. %hitehouse (7) and Bell (9) have demonstrated the
above fragments to be present in such menstrual flow.

This above shows the effect of excessive ovarian
secretion. As a result a sympathectonia is produced. How-
ever, these glands tire easily, and in some cases there
is an excess of thyroid and pituitary secretion producing
a secondary vagotonia. <This often accounts for the dia-
rrhea frejuently seen during dysmenorrhea, also the nausea
and vomiting. Where the dysmenorrhea is due to deficient
thyroid secretion we find pubert; is delayed and develop-
ment of secondary sex characteristics altered. We often
get scanty menstruation and often secondary amenorrhea., We
frequently get mastodynia, increase in weight, and an in-
creased fondness 7or sweets., Fatigue, coldness and def-
icient eyebrows also are present., The skin is coarse,dry
and roug@’. In pituitary deficiency we get scanty periods,
amenorrhea, a possible increase in weight, and the skin on
the other hand is fine and smooth. The pulse is slow,

blood pressure less and mental attitude is sluggish.
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An outline of the various factors that produce endo-
crine abnormalities would not be out of place:

l. Following childhood diseases,

2, Following severe chilling.

3. Chronic debilitating cdiseases.

4. Physical or mental shock including major opera-

tions.

5. Prolonged lactation.

6. Too fre.uent pregnancies.

7. Too much overwork.

8., Cardiac lesions.

9. Lead poisoning, morphine poisoning, etc.

10. Too much strain, depression, etc. (5)

The endocrine theory as a causation of dysmenorrhea
is very plausible as has been shown by the various cases
reported in literature. The va}ious men have cured such
cagses with cndocrine therapy.

VI. PFaudty Body Mechanics and Poor Muscle Tone:

It is conceded tmt the tone of the skeletal muscles
serves as a good index to tone of the circulatoery system,
and consequently indivicduals with pbor skelgtal miscle
tone may be said to have a joor tone in their circulato:'y
system, The signi‘icance of this becomes evident when it

is recalled tmt the pelvic organs are abundantly supplied
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with bood vessels; the veins forming an interlacing
network through anastomoses between pampiniform, uterine,
cervical, vaginal, bladder, and hemorrheoidal plexuses.
These veins are thin-walled and except for those of the
uterus receive their support from intra-abdominal pres-
sure. They are also distinctive in that they, and the
large veins into which they empty, do not have valves as
do the veins of the legs. In the uadruped these points
are of little significance, while in the biped or human
being,they may be important in the explanation of cer-
tain pelvic symptoms. Roushly, the total blood volume

of the body may be divided into guarters, One juarter be-
ing the peripheral circulation, one juarter being in the
heart and lungs, and the remaining half in the portal cir-
culation and other abdominal organs. In the j;uadrupeu
most of the bl od bloume is near the heart level and con-
sequently no excessive strain is placed on the vascular
systems. In the biped, or human being, most of the blood
is below the heart level and the circulatory system is
subjected to considerable strain. So leng as the muscu-
larAtone of the body is good no untoﬁafd effects are
noticed; but with the loss of tone, distressing symp-
toms may arise. Because of their location in the most
dependent portion of the peritoneal cavity, and because

of the presence of numerous interlacing valveless veins,
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the generative organs are particularly susceptible to

conditions causing congestion. XNo doubt the presence

of varicose veins in human beings and the scarcity of

such in quadruped is a clinical manifestation of this ¢

relation, (Fig. 1 shows blood distribution in biped and

quadruped) (1)
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Fig. 1. Comparison of juadruped and biped, showing
distribution of blcod volume: one fourth in
the peripheral circulation, one fourth in
heart and lungs, and the remaining half in
the portal circulation and abdominal and pel-

vic organs, (1)

_ The physiologic changes sccurring at the
normal menstruation must also be consicdered,

or premenstrual stage lasts from seven to ten
is characterized chiefly by congestion of the

organs. When hyperemia of the uterine mucosa

time of
The first
days and

pelvic

reaches



the breaking point, hemorrhage occurs into the surround-
ing tissues by rhexis and diapedesis. This inaugurates

the second or desjuamative stage, characterized by loss

of surface epithelium from the uterine cavity and the

onset of menstrual flow.
to last about four or six days,

third stage or regencrative steage,

following which is

Normally this stage is thought

the

This consists in re-

~ building the endometrial glands and usually takes about

four or six days.

and lasts from ten to fourteen days. (Refer to Table I

The next stage is the resting stage

(1)

Al }

).

Premenstrual Menstrual or Regenerative Resting or
or Congestive | Desyuamative Stage. Post-menst-
L Stage Stage. rual Stage.
| 8-10 days. 2-4 days. 3-7 davs. 8-10 days.,
Glandular Desjuamative | Regeneration Resting or
hypertrophy. phase. Guiescent
Hyperplasia of Rebuilding and Period.
endometrium, Loss of sur- | reconstruction *
Congestion. face Epith- of glands. Little -
Hyperaemia, ium, Change

/

fain Corve

Table I. Relation between pain, congestion and stages
of the menstrual cycle.(!)



If lack of rmiscle tone plays a part in causing dys-
menorrhea, one might expect the discomfort to begin be-
fore or with the onsef of menstrual flow and cease as
soon as the congestion subsides and pelviec organd de-
pleted. In the majority of cases this is what happens.
This is shown in a study of 1000 cases of painful men-

struation by Dr. N. F. Miller.(Fig 2. (1)}).

Day pain lets up Cases Percent -
1st, d@y~~=vcmceccncccacnaaa 500-~-=<50\¢ g
2nd. day--e-ec-cwcceac-s- “22=295-~--=30
3rd. QAY===~ecccmnccacaccnan 135-~=~==~ 13
Ath. day=-e=-aeceecccccaaaax 46-wm== 5
5th. day---=-===-=e=cmeemea- 18--un 2
6th. day~==e--mceaccccacaaa- Bmeeem 0

Fig 2., Duration of pain in dysmenorrhea as de-
termined by study of one thousand pain-
ful periods. (1)

Apparently the superimposing of the physiologic con-
gestion of menstruation on the already congested pelvic
organs is more than the structures can comfortably tol-
erate and the dull steady pain characteristic of conges-
tion is the result.

Those who favor neuroses as a causation of dy&men-
orrhea mist explain the paradoxic irprevement under con-
ditions favoring increase in neurctic tend ncies--irregu-

lar work and hours, study, etc. The situation, however,
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permits a satisfactory explanation on the basis of faulty
muscle tone, for it is well known that high strung or
nervous individuals have better tone than do the phlegma=-
tic type.

Additional evidence favoring the rmscle tone theory
is to be found in the studies of parous women, in whom the
average posture and muscle tone is generally low. In a
review of 200 multipara without evidence of infection, all
of whom had tW& or more children, Miller (6) found that
44 per cent had dysmenorrhea. In most of these it was the
congestive type, the pain beginning before or with the flow
and disappearing within the first day after the onset.
Since primary dysmernorrhea nmyke excludec in parous woren,
it appears thatvthe incidence of secondary types is actually
higher than among the young women forming the basis of this
study, where the primary type could not be eliminated.

It seems, therefore, that posture and muscle tone do
have a relationship with dysmenorrhea from the congestion
angle. This argument deducts materially from the psy-
chogenic theory since neurotic conditions were increased,
but when poor body posture was corrected the dysmenorrhea
was reduced. Conseyguently the poor bod; posture and muscle

tone theory as cause of dysmenorrhea is highly appreciated.
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The data on the above theory was obtained by Miller
(1), from & study of the girls entering classes at Wellesee
1y College, the University of Iowa, and Nurses Training’
School at the University of Iowa. In all 785 young women
were itudied. Bach girl was subjected to the usuél physi-
cal examination required for admission and in addition was
qualitatively claassified as to posture and rmscle tone.
Anterior and lateral aspects of each subject were obtained,
Bach individual and shadow picture was studied by well-
qualified persons on a postural basis. Each girl in add-
ition was yuestioned as to the absence or presence of men-
atrual pain, and in addition all dysmenorrhea claséified
into grbups, depending on theéseverity ofv-symptoms.
7. Roentensscopy:

| ‘Little rention is made in literature of the dangers of
prolonged exposure of the female organéd during fluoroscopic
examinations, afd no mention is mace of menstrual disorders
that result from these procedures. During the past fije
years Weiss (8) has run across a number of his patients
whose mensturation was disturbed after having gone complete
G. I. examination which included roentgenography and roent-
genoacopy. All of these patients have a history of having

been well up until the time of the X-ray examination.
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Several of the patients had menstruated normally and re=
gﬁlarly up to this time, and for a few months up to a year
fallowing this exanination amenorrhea developed. However,
menltruatioh eventually returned.v'Several of the patients
‘showed appearance of dysmenorrhea., The; all emphasized the
fast that their ‘)érioda were painleés before these X~-ray-
examinations, but since then, Jainful menstruation was pre-
sent. As in amenorrhea, normal painless menstruation finally
;_"et‘urned. | |

Idiosyncrasy ray be an important factor etiologically,
but it is more probable that there was some glandular dys-
funetion. This may be borne out b; the fact that.several
patients suffering from dysmenorrhea before the X-ray ex-
aminations were free of painful menstruation following these
exposures, In this it may be that glandular dysfunction
was righted by inhibition of certain glands. However, this
etiological facfor is without aceurate data and further
abservatién in this field is necessary befﬁré any definite
conclusions can be reached.
8. Allergy:

Allergic phenomenon as an etiological factor in dys-~
menorrhea is becoming more popular in modern medicine,
Previously liftlé stress was placed on this phenomenon which

is shown by the scanty references ih relation of allergy to
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dysménorrhea. The allergic substances are thought to enter
the body end produce a neural‘gic type of dysmenorrhea.
‘This ishto be diatinguiéhed from the congestive type des-

- oribed by Miller. (1) The latter producing dull pains while
. the former producing sever cramp-like pains. Schraeder (12)
thinks it is due to excessive irritation of the vegetative
nervous system by toxic substances that mghatruation evokes
into the blood. |

Duke has briefly mentioned the relation of allergy to
dysmenorrhea. He states timt he has observed patients with
a géneral reaction suffer from dysmenorrhea attacks. He
also states that most of these symptoms disappeared after
appropriate treatment. In one food-sensitive case he noted
that the meﬁetrual flow was_aocoméanied by severe pains and
had even occurred tiice in a month for years, which became
completely normal in four week intervals upon avoidance of
foods to which the patient reacted.

Cooke records dysmenorrhea in two‘women 26 and 38 years
respectively. In both of thea§ cases he states that the
symptoms were part of an immediate reaction with asthma, cor-
ysa, and urticaria, and did not show up for three houré or
_ more. '

Smith (12) was very much impressed by Cooke's and

Duke's results, and carrisd on the experiment with the above
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facts in mind., He reports using 12 women having dysmen-
orrhea. They all were nulliparous and the age range

was between 18 %o 34 years. They were under observation
from three to eighteen months. The dysmenorrhea com-
plained of had e#isted for many years; 1in some since
the onset of menstruation. Some were students, steno-
graphers, housewives and two were unemployed.

Skin tests for commoner foods were made by scratch
method and were read in 30 minutes. They consisted of
small elevated surfaces with little or no erythema. The
substance that gave positive reactions wer: oriitted from
the diet beginning one week before the expected date of
menstruation. These foods being wheat, eggs, milk, beef,
chocolate, nuts, beans, peppers, cauliflowers, cabbage,
an€ fish, in the order mentioned. The reaction was
visible in six hours and usually lasted for about twelve
'pours. Of the 12 cases studied, eight stated they were
free of all menstrual pain and could go about their
business as usual. Four had_received only partial re-
lief although they were able to continue their work as
usual, if they.took acetyl salicylic acid, ect, fér
_part of thé day. For this group, Smith felt that his
tests were not thorouzh enough., Tests should be made

for inhalant and many other substances that are undoubt-



«32-

edly responsible for allergic manifestations.

It would seem therefore from the above reporté
and results obtained in his twelve cases that there is
a definite relationship between dysmenorrhea and allergy.
Consequently it is important to consider allergy in
treatment of cases. BRBefore any conclusions can be made,
more work rust be done in this field,

9. Uterine Polyps:

Uterine Polyps produce dysmenorrhea probably on the
basis that they produce undue pressure on the nerve fila-
ments of the uterus and give cramp-like pains. (4,7,18,19)
10. Myomata:

Myomata:of the uterus frequently cause "menstrual-
orampéﬂ The pain is seen more in diffuse adenomyomata
of the uterus than with discrete fibromyomata. Nelson (19)
does not believe that dysmenorrhea is caused by intra-
mural myomata whereas Crossen (18) and Graves (4) beliove
that it is. Nelson believes that a pedunculated sub-
mucous myora is the source of rmuch pain because the
uterus attempts to expel this tumor mass which acts as a
foreign body and as a result severe paroxysmal uterine
cramps occur, The pain is usually due to incarceration
of the tumor mass with pressure on adjacent viscera and

fixed structures. Adhesions often produce severe pulling



and dragging pains,
11, Less Common Causess

a. Divided states of the uterus due to imperfect

~fusion of the Mullerian ducts.

b. Atresia of the cervix of vagina.

c. Accessory occlude uterine cavities.

These are not common and can be dismissed with the
statement that dysmenorrhea in these conditions is of in-
trinsic origin. (10)

12; Endometriosiss

Endometriosis also produces dysmenorrhea--probably
as the result of irritation of nerves in the uterine
micosa.

13. Tubal Infection:
Ovarion tumois are also etiological factors in dys-

menorrhea.
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TREATMENT

Dysmenorrhea is perhaps as common as any condition
which the gynecologist is called upon to treat, and cer-
tainly as baffling. This is obvious particularly because
this affection is commonly relegated to the caterogy of
"minor gynecological disorders". As yet we know very
little of the primary causes, which have been attributed
to infectious diseases, bad hygiene in early life, poor
muscle tone, psychic, anemias, and malfunction of the
glands of internal secretion, particularly the thyroid.
However within the last few years intensive study of the
physiology of the female reproductive system has given us
new hope of solving the problem. Regardless of all en-
couragement given us, the percentage of failures reported
from every method of treatment is disheartening, and the
variety of treatments advecated is elo‘Pent testimony
to the fact that none is uniformly successful, and that\t
the specific remedy is yet to be found,

Men who have investigated the subject report that
dysmenorrhea is increasing everywhere, with the continued

progress of civilization and of the added complexities and
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and refinements of life. Since 75 per cent (23) of our
American women suffer from this condition‘the importance
of this subject can hardly be over estimated. Therefore,
the relief of dysmenorrhea is urgent from both economic
ané physical viewpoint. Until we come to realize that
each case is a separate problem, within itself and must
be worked out as a separate and distinet proposition,
throwing empericism to the winds, we shall continue to
make little progress in the treatment of dysmenorrhea.
By knowing the etiology in every case, treatment can be
justifiably instituted.

The most effective cure, according to our noted
éynecologists, is a full term pregnancy. This process
can be prescribed to married women, but in the young
unmarried woman, unfortunately, marriage cannot be pres-
cribed as complacently as can medicine.

Two problems confront the physician when he is call-
ed upgon to treat o casé'of dysmenorrhea; (a) to give
immediate relief of the present attack of pain, and (v)
te scak permanent relief--determination of the latter can
waite.

Heasures for Immediate Relief,--

During the actual period of pain relief must be given

by measures which are frankly palliative and which cannot



be expected to exert any permanent effect upon the dis-
ease. Rest in bed is necessary ih severg cases, and is
usually resorted to by the patient on her own initiative.
Hot applications, either by the electric pad of the hot-
}water bottle, are élways acceptable. Aithough a paradox,
yet an 1ice b&g~applied over the sacrum sometimes gives al-
most immediate relief (Bland). ot baths and warm ene-
mata, taken just at the beginning of the flow, are fre-
;uehtly helpful, Hot, stimulating drinks usually give
slizht, temporary relief, but alcohol should never be em-
ployéd as a routine measure. The inexpediency of alcohol
is self obvious. Relief by medical measures mst be in-
voked in all but the mildest cases. The coal tar de-
rivatives are generally effective, but they should be
employed cautiously; treatment should be begun tenta-
tively, with small doses of less potent drugs, and the
stronger drugs in larger doses should be resorted to

only as the need for them arises--a mode of‘therapyhhat
is obiviously wise in a condition which is recurrent and
periodic rather than ephemeral and short lived. Benzyl
benzoate, in doses of 1 to-zidrachms, has been reported
to give extremely good results, and is best given in

the form of gelatine globﬁies, as the taste is nauseat-

ing. Codeine, in } to % grain doses, must be resorted
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to when aspirin, pyramidon and similar agents bring no
relief, and must be adminiatered by hypodermic. Nausea
and vomiting are a part of the syndrome, Morphine is
necessary in the occasional case, but it should be enm-
ployed relucantly, and every effort shoﬁld be made to
1imit its use. Knlly suggests the rectal administration
of bromide of potash or bromide of sodium, 30 to 50
grains to the pint of hot water, but the patient with4
dysmanorrhéa pf any marked dégree is rare1y~benefitéd
by this measure beyond the temporary relief obtained
from the 1ntroductipn of the hot solution.

From what has been said as to the causative fole‘
of exaggerated and painful muscle contraction, the ad-
ministration of antispasmodic drugs would seem to be
called. Novak (23) advises the use of atrophine sul-
phate, as do others. He administera atropine in doses of
1/300 grain or tincture,of belladonna in doses of 10
: minims, three times a da;, for tvo or three days before
the period and for the first day or two of it. The tol-
erance of the individual patient differs, but in everyr
‘ease the medicatien should be discontinued as soon as
dryness of the throat, flushing of the cheeks, mild
disturbances of vision and other signs of intolerance

are noted. Drepkbdber recommends the injection of
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atropkine directly into the cervisal canal or the tam-
ponade‘of the vagina with cotton-soaked in a solution of
the drug, but such a method is obviously undesirable in
any case, and is impossible in young girls. ILately a
more rational and perhaps more effective antispasmotic
may now be available. The biologic inhibitors of uterine
contractility, on the basis of laboratory investigation,
are progestin and the lutenizing principle in the urine
of pregnant women--prolan. The latter is now available
for human use, but the former has not been accepted be-
cause of lack of experimental data regarding its ac-
curate action and also because of that fact that it is
so expensive. Novak (23) suzgests the intramuécular
injection of 100 units of Antuitrin-s (Parke, Davis

& Co.)s one or two days before menstruation, this be-
ing repeated one or two days, depending on the severity
of the pein.

The procedures above are mainly employed in the im-
mediate relief of dysmenorrheic attacks. The measures
necessary to secure permanent relief will be discussed
next.

Measures of Seeking for Permanent Reliéf.--

General Measures:

The genefal treatment of dysmenorrhea is not based
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upon the application of remedies during the period,

but rather upon correct hyzgiene throughout the month

ahd particularly throughout the period, These measures
should be invoked in all patients suffering from dys-
mennorhea, and particularly in young girls, for in many
instances it is not necessary to seek farther for the
cause than bad hygiene, lack of sleep, too much dancing,
too much excitement in the unwholesome atmosphere so
characteristic, as has been said, of the'dafs and nights
of redern young woﬁan. Also the instances in which men-
tal déveloﬁment has been encouraged at the expense of
physical development; it is advisable to allow the girls
to give up attending school for a year or so, and to spend
the time in the country, as far outdorrs as possible.

Most of the patients suffering with dysmenorrhea are thin,
enemic, poorly developed individuals with weak abdominal
muscles, absent abdominal breathing and faulty body pos-
ture. Naturally the uterine musculature is feeble and ex-
hausts easily. An exhausted muscle forced to continue
contractions gives rise to cramps and colicky pains cone-
sequently instituting proper hygienic measure and exercises
will benefit them very much. Constipation necessarily is
& bad influence, as a mass of feces may act very much.like
a pelvic tumor and increase congestion, Therefore careful

regulation of the bowels is essential and is particularly
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imhortant during the week before the period, when pelW¥dec
congestion is increasing daily. ZErrors in diet should be
corrected, and the tendency to restrict thé intake of
nourishing food@ for the sake of the slim figure which is
so geperal at the present, should be severly frowned upon.
A good method td remedy most of these édenditions is as
follows:

A. Establish correct mental attitude.--

The correct mental attitude toward dysmenorrhea is
essential. The patient who anticipates a trying exper-
ience, probably from maternal teachings, and prepares for
it in advance by the disruption of her entire routine of
life during her period, who goes to bed with hot applica-
tions an. anodynes even before the pain appears, usually
gets just what she expects. However, if she does have
such pain she should wait until the actual need for them
arises before she institutes them. When the physician
sees the patiént at this stage he should avoid haste and
be sympathetic with her and explain the whole situation to
her. She must be made to understand that menstruation is
a natural function sand sha 1d be free of pain and internal
discomfort as are the other functions of the body; that in
the majority of women that is the case; and that, since her

organs are healthy, there is no reason why she should not



overcome her disahility during the period. The normal
routine of life should not be interrupted. She must‘also
realize that she is not ill and that baths and exercise
during her periods will not harm her in any way, and juite
to the contrary, the; will benefit her. She will leave
the office very much improved and with a more receptive
mind of the normality of such conditions.

B. Correct Clothing.--

.The patient should be instructed to aviéd wearing
garments that are constricting in nature at the waist as
this is likely to impede the pelvic circulation., Today
this point is difficult to drive home since the modern
girl is desirous of a slim figure.

C. Correction of Constipation.--

Plenty of water should be drunk and fruit eaten.
Over-eating is bad, but enough food should be taken to
give bulk to intestinal.content; exercise in the fresh
air, abdominal kneadin~ et night and morning, and a re-
‘gular attempt to empty the bowels at the same time every
morning should be insisted on. Purpatives should be used
terporarily.

D. Exercise.--

Exercise should be taken systematically and regul-



arly. The objection being to increase the tone of the
musculature of the abdominal wall, bowels, and uterus,
and to improve the gen~rel éni lecal circulation, and so
to produce improved nutrition and musculuar development,
Clow (24) states that "only those who are in good general
health and in whom thergis no evidence of appendicitis of
of patﬁological conditions of’the genital organs should
take exercise." 1In these there should be no reduction in
the amount of exefcise.

It is advisable to select only a few movements es-
pecially effective for dysmenorrhea, and have them printed
on a sheet and give them to the patient. Tell them to do
these exercises for a juarter of an hour daily for a few
days before the onset.of the period and on no account to
fail to do ttiem on the first and second days of the per-
iod., They should be done with enough vigor to promote a
sensation of heat or a gentle sweat. Clow states that
only a few have failed to get relief and that usually -
‘even though the pain has already begun exercise usually
dispells it. After continuinz the tréatment for six to
twelve months, many are able to leave them off altogether,
provided they are not engaged in sedentary occupations.

Clow and Philips (24, 37) suggest the following rout-

ine:



(a)

(v)

(e)

(d)

(e)

(f)
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Floor polishing--kneel on all fours. Swing

arme shrough a semicircle, reaching as far

- back as possible. Repeat swing ten times

with each arm. _
Bending--stand with feet apart. Stretch arms
above the head, bend forward and touch floor

and then return to firat position. Repeat
slowly 8 times.

Tw1sting--with arms straight out twist from one
side to the other, and bring arms as far bacgk as
possible each'time. Repeat vigorously 10 times.
Swaying--stand with feet apart. Stretch arme’
abové head. Sway body and 5ams to right, then
left. Repeat slowly 10 times.,

Rowingf-sit on the floor with knees straight and
feet pressed against wall, Lean forward ;nd
touck wall with knuckles. Come bagk to sitting

position., Repeat rythmically 20 tirmes.

Right to left and left to right--stand with feet

apart. Swing right arm up far as possible.

Bend down, bringing right arm over and touch

" left foot. Repeat 6 times. Do the same with

left arm and right foot. Repeat 6 times.
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(g) Floor patting--kneel, sitting back on heels.

Twist body and éap floor with both hands four
times on left side. Kneel upright. Then re-
peat on right side. Repeat 8 times on each
side.

{h) Bean picking--throw 20 émall objects, such as
beanskon floor, unless household routine pro-
vides substitute, and pick one up at & time and
place on shelf.above the head. Alternate hahds.
Do as quickly as possible. ,

In adﬁition to the above purpose these exercises would
also serve as an aid in the regulation of the bowel action,.
E. Baths.-- |

| Host patients are still under the impression that it is
unsafe to take a bath during the-périod, so they are toid,
but in spite of old prejudices, baths are not only harmless.
but beneficial. . The complete dail, wash is necessary hyg-
ienic measure, but immersion in a warm bath at night'is not
only'salutary, but.checks or“helps to prevent the onset of
aching and discomfort. Trcro i3 no harm in the continuation
of the cold morning bath or cold sponge d1r1ng the Jeriod,
For women subject to severe dysmenorrhaa, who are nervous
or otherwise unfit for ruscular exerfion. immeraion of the

‘whole body in a hot bath (100°F) for ten to fifteen min-
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utes Just as the period begins is a good prophylatié az-
‘ainst pain, and will often relievé a patient already in
pain. 1Its effact; being quicker, is more striking than
that of exercise, but it has relative disﬁadvantages; in
that it must be followed by rest in bed for at least an
hour, and, unless the patient can keep thoroughly warm
afteriards. preferably by muscular effort, the pain is

apt to return. _ .

Clow (24) favors the above type of bath but comdemns
the 3itz-bath as a cure‘for dysmenorrhea, in that the late
ter is only a chilling performance. She also says that
the hot-water bottle is merely a éounter—infitant; and ab=
domens are someiimes gcarred by itg uses in cases of ex-
treme pain. She_sﬁates that of the 2,300 ;irls that she
has come in contact with -amonZ school Zirls and college
studenta ‘tho were doing routine exercises and playing
varlous gémesy“only gix re ported that the janes at the
period Aid not suit them or relieve then in any way; and
that uot in o@e caselouf-af the whale number did she Pear
of or note any ill effects at the time or subseyuently.

- Durirg her nractice she has had over 400 cases‘of dysmene
orrhea and of this number only 14 did not receive any re-

lief. Three of these later secured,comylete cure after
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continuing the exercises prescribed them, fnf a period
of 6 months to 9 months,

A change of docupation or énvironment_frequently
produces good effects., Clow (24) and Phil&bs.(ﬂ?) re-
ports cases where women‘teachers. typista,‘privat§ 8ec=
retaries, and others whose work is more or less confinthg
and sedentar&. showed marked relief of their symptoms
when their physical and occupational surroundings were
. changed. ‘

With the above facts brought out it is evident that
too much emphasis cannot be placed on general hygiena;
préper exercise, in open air, correct mental attiéude,
proper food and attention to impoverished states, propér
eliminatioh. baths, and other hygienic measures.

Medical Measures i, e,y Drugs.-- '

When one considéré the role of the medical treatment
of dysmenorrhea he is confronted with a situation not
easy to handle, for he knows that drugs therapy.as prtcti‘p
ed today, in nearly every case, is only palliative and re-
‘quires repetition at each painful period. Philips (37)
goe3 30 far as to say that "all drugs used today in the
treatment of dysmenorrhea are only palliative in nature"”.
As one reads the vast amount of literature written on

medical treatment he comes to the conclusion that this
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‘palliative treatment is necessary until general hygienic
measures can be instituted to produce permanent results.

Dialio (22) recommends strict medical treatment as
being more beneficial than surgical treatment while Graves
(4) advocates the latter. A combination of the two per-
haps would be wise. o -

The drugs to be mentioned were obtained from a re-
view of all literature written durihg the last 10 years.

Atropihe sulphate is one of the oldest and most
.videly used drug we have. Novak (24) advises its admin-
istration oraliy in doses sufficient to cause mild satura-
tion aymptoms. He says an average dose is.1/120 grain
every four hours, beginning from a day tq aevéral days
before the period, depending on the usual time of onset

of the pains and as to its severity. 1In the case where

| headache is 8o prevalent Novak advisea the use of Acetyl
Salicylic Acid grains 5 in conj@ction with the atropine.
Ezell (35), Rothroock (38), Graves (4) and Crosaen (18)
adﬁinister;afropine similarily tolnovak. Drenkhaber also
advises oral administratibh of atropine, but he maintains
that he has mo:é suceas when atropine is injected directly )
into the cervical canal, He uses 1 mg. in one cubic
centimeter of water. Drenkhaber begins his injections

twe or three days before menstruation is expected and does
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it three times a day.

~ Bensyl-benzoate, another antispmemodic, is highly
recommended by Litzenber$., It is often used in associa-
tion wifh ovarian residue, the latter being given in &
grain doses three times & day for ten days preceding the
period. Two teaspoonfuls of 207 emulsion of benzyl-bem-
zoate are given three times a da; at the onset of,fhe pain
and the ovarian residue is discontinued. Litzenberg and
Stacey report over 60 per cent relief with this regime.
Ezell (35) finds benzyl-benzoate very beneficial. The
bad feature here, is that it is only a palliative and not
a ourative proceedure. Diasfio (22) reports very little
success with use of benzyl-beﬁ:oate.

Diasio (22) resommends very highly the use of Vibur-

num. He has it made up in a tablet form along with other

components as follows:

&' Gentian . 1.25 grains
 Viburoum prunifolium - 2,50 "
Viburnum opulus - 2,50 =

Monosodiumbensylsusoinate 2.00 *

Gentian is a familiar bitter and stommchic, and as
priotioally ever& case of dysmenorrhea is complicated by
constipation and stomach trouble, the inculsion of gentian

is Jjustified. (22) Salines can be used where the consti-
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pation is étubborn.
| Viburnum is a com§arative1y reocent addition to

pharmacy. It was mentioned first in materia medica in
1892 by Whittla. Shennan contends that viburnum nndoubt-
edly has an influence on the motor side of the spinal
cord. Rugby, Bliss, and Ballard agree that *"viburnum ex-
erts its antispasmodic action of the unstriped muscle of
the uterus. It relieves pain as well as checks spasmodic
action and is used in dysmenorrhea as a uterine sedative.'@ﬁd
(22) cfoséen'(le) has reported success in the use of '
viburnum prunifolium for dysmenorrhea. It must be con-
cadad} therefore, that viburnum is an antiapaémodio and
analgesic, with a selective uterin§ actioﬁ. Jaboratory
exper iments on animals have proved that viburnum pruni-
folium and viburnum opulus exerts a specific action of
the uterus. The fourth 1hgfedient represents an interest-
ing product. The sedative jualities of the bensyl esters
lre.knaﬁn and the succinate ester is the more active and
has & 1oss‘§ungent taste.

Diasio (22) reports gratifying results in 63 cases of
dysmenorrhea trgated with this viburnum compouqd. There
were no cases of retroversio uteri, cervical stenmosis,

malformation of gential organs or other obstructive condi-
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tions to the passage of the catamenial flow, His second
' series gave better results and were the type of cases
‘with which the general practfioner would be called upon
to treat.

He treats his patienfs as follows, "The patient is
to take 2 tablets prior to onset of menstrual flow; and
2 tﬁblets every four hours during the period. lAb men-
tioned before, steps rust be taken to have good bowel
elimination. Rest in bed is not essential. In faot,
many observers show that exercise will actually assist in
the relief ofrdysmenorrhéa. However, if the patient does
not cherish the exercise let her please herself in the
matter of rest or exercise." | ‘

He has found in most of his paiienta,that the paiﬁ
ceased to recur in subsejuent p@riods and that the condi-
tiog appeared completdly relieved., All ﬁhia is due to the
de-congestive and sedative qualities of Babella viburnum
‘Gomp. In none of the cases under observation was there
the least sign of unwanted reaction or any nhpleanaat
synpteuu whatever. | |

| Spitzig recormends the use of sedium citrate, 20
grains three times a day, during the week preceding the
period. This he says, reduced thh\viseosity of the

‘uterine blood which has a more than normal blood vis-
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cosity as a result of menstrual congestion,

Klein and Fliesz favor the use of adrénalin.when the
dysmenorrhea is due to hyper-ovarian secretion, This
dysfunction produces Kdema of the uterine mucosa which re-
sults in uterine colic, and since adrenalin is said to be
an antagonist of ovarian secretion it is called for to
right this condition. It is given hypodermically, ten
minjums at the onset of menstrual pain or slightly before,
if possible. Klein reports that of 35 cases of dysmen-
orrhéa treated as such, only two failed to be relieved
completely.

Cocaine 5%-20%, applied to the genital spots in thev
nose often is beneficial. Ezell (35) and Nelson (19, 20)
reports moderate success with this therapy. Brettauer and
Mayer have given up the use of cocaine for trichloracetic
acid because the latter gives more lasting results. They
make four applications of trichloracetic acid between per-
iods.and if beneficial results follow, to repeat at the
next intremenstrual cycle. They report relief in 50%=75%
of their cases. However, Graves (4) has found this method
very disappointing in nearly all his cases. Both the
cocaine or trichloracetic acid are applied to the so-call-

ed genital spots with cotton pledgets.
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The use of ammonol, 5 to 10 grains three times a day
for two days preceding menstruation recommended by Clow
(24) was used extensively in England, but with little
success. She states that it should be used for about a
year but most patients desire more instant relief or cure
and consejuently it is discarded b, them after two or three
months. |

Hertzler (17) has shown that when thyroid disease is
present dysmenorrhea is usually aésdciated with it. .In such
cases a 6hronic hyperthyroidism is present and to overcome
‘this hypofuncftion of the gland iodides are deemed necess-
ary to whiy this gland into functioning properly. These
are given along with sedatives to miniﬁizé stimulation of
the nervous system. Sodium bromide and fluidextract of
hy’ocyamus_are.good. Bromidism is prevented by the addi-
tion of the sméll amounts of Fowler's solution. Cascara
takes care of the constipation, if present. If the iodides
prove too stimulating, milder stimulants such as, thyroid
extract or syrup of iron iodide appears or stomach is up-
set, luminal substituted temporarily for the bromide and
hyocyamus. It is best to stay with the iodides as long
as possible. Wendel (26) also advises the use of iodides.
Hertzler (17) and Wendel (26) have standardized the follow-

ing prescription for dysmenorrhea associated with thyroid



disease:
Potassium fodidii 8 T
Fldext. hyocyami 12 j;ﬁt
- Ligquor potassi arsenitis 12 3’.2‘
Sodii Bromidi 18| F I
Rubelixir g.8 a.d, - 240 }‘vul

Het-Sig: Take one teaspoonful in water three times
a day, before meals.

They say that "this medication is to be continued inde-
finitely until there is admitted improvement. It should
be remembered it takes from 6 to 18 months to effect a cure.
The pulse should be taken daily and if it gets below 70 or
80 the dosage should be cut down, but not discontinued.
Usually the small goitre will disappear and finally the dys-
menorrhea," Hertzler and Wendél report very good success
with such a procedure.

Phi}ips (37) often uses Potassium bromide grains ten
and Sodium salicylate grains ten, three times a day before
" the pefiod, with luminal grain %+ during the pain, repeated
Judiciously up to the point of drowsiness as.a palliative
measure only. He does not boast any cures--just relief,

Gurber and Hirz have been gquite successful with the
use of uzara. It is advised in cases where there is uter-
ine afony. |

Other drugs used are acetanilid, pulsatilla,fhydrastis,

dionin, antipyrin, salocodin, and a host of others--none be-
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ing efficient enough to sanction continued usage.
Glandular Therapy.--

Of prime importance in the treatment of dysmenorrhea
due to endocrine disturbanc is accurate diagnosis. First
to be certain there are no gross pelvic pathology under-
lying it, and second, to determine which gland or glands
are respomsible for the disturbance. Also whether there
is a hypo-secrefion, hyper-secretion, or dysfunction of
one or several.

One must keep in mind the various organic extracts
that are marked as so many grains of either the fresh
gland or so many grains of the dessicated gland. Tb}s
makes a marked difference as one grain of the dessicated
gland is equivalent to five grains of the fresh gland.
Then too, there is a difference of opinion as to whhthét;
one should'use whole gland of the ovary or ohly parts such
as corpus luteum or the residue, and thé same applies to
the pituitary, that is, the anterior or posterior lobe or
thé whole gland.

| 'When,therg is an ovarian deficiency, ovarian extract
(dessicated) in five grain doses three times a day for a
period of two or -three months is advisable. As will be
recalled, ovarian deficiency is characterized by lower

blood pressure, torsion of the teeth and absent lateral
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incisors or canines, atrophic areas or white Spots on the
finger nails, and abnormally large hips and lower extremi-
ties, disproportionately greater in circumference than
arms and thorax. (35)

Ovarian whole gland substance is also indicated wﬂen
hyperbituitarism exists. In hyparrituitarism there is
produced vagal stimulation, heightened blood pressure,
and intra-cranial pressure symptoms, e.g., pituitary head-
ache, visual disturbances from pressure on the optic ner-
ves, nausea and vomiting am” finally dysmenorrhea. The
cranial pressure arises from the transient swelling of
the pituitary 31=2nd tesruse of its increased activity.
The same dosage advocated above is to be administered.
This procedure relieves the above syndrome in most cases.
The reason for this procedure is that the pituitarytk
synergistic with the ovary and the administration of
one relieves the stress on the other,

Occassionally hyperthyroidism accompanies ovérian
deficiency. When definitely provea, Hertzler(17), Wen-
del (26), Crossen (18); Bercovitch (3) and Ezell (35)
advise the administration of thyroid extract 4+ grain
three times a day in association with the ovarian ther-

apy. This will allow the thyroid gland to return to



normal.

‘The administration of Theelin is not given with the
purpose of aiding deficieht functioning ovéries, but to
stimulate the development of a hypoplastic uterus. This
has been proved in animals by Novak (23). He advi ses
the hypodermic use of Theelin (follicuiin) where we have
a hypoplastic uterus. He admimister 1 c.c. (50 cat units)
on alternate days for 6 days beginning just after menstrua-
tion. It is therefore, given during the follicular phase
of the cycle. Novak (23) says "that Theelin sha ld not
be administered in dysmenorrlica unless the uterus is hypo-
plastic as it is an active antispasmodic." Conseyuently
accurate diagnosis is designated before therapy is in-
stituted,

Another presumable ovarian substance used in thé
treatment of dysmenorrhea is Progynon, an Allen-Doisy
female sex hormone., It is derived from placental tis-
sue. !fany questions its being ovarian in origin. Hack-
er (32) reports good results in treating a severe case
of dysmenorrhea with it and the results are encouraging.
He first gives 500 units of Progynon ten days before |
menstruation. If no rélief is obtained he then gives

1000 units ten days before the period. Sometimes the
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nose is cocainized three days before menstruation. ZIume
1n§l'evéry three hours is often beneficial, This patient
received this therapy for four months and has been com=
pletely free from symptoms“for‘thellast“yeaf.

Hyperthyroidism usually occums if the ovarian de-
ficiency has been prohounced or if the pituitary gland
is sluggiéh. This is the result of ultimate compensatory
action of the thyroid. To determine this is an easy mat-
ter as the'symptoma of hyperthyroidism are familiar to
us all. ,Whén this exhaﬁstion occurs, the administration.
of %wgrain;df thyroid extract tﬁree times a day is bene-
ficial., To avoid furﬁher ove?‘activity’onzthe th&roid,‘
ovafian extract should be given. Ezell (35), Bercovitch
(3), and Clow and Philips (37).

. Hertzler (17) has shown that when thyroid disease
(Chronie hyperfh&roidism) is present dysmenorrhea is
neerly always aésodiated with it. 1In oaées réported by
him, he states that "simple thyroid treatment relieved
the dysmenorrhea." FHe fréquehtly adrinisters thyroid -ex-
tract in these cases of Hypo functioning thyroids, but
favors the use .of Potassium Iodide as described‘previbua-
ly. | |

Frejuently pituitary eihaustion occuis in ovarian

dysfunctions In such cases Bercovitch (3) and Novak (5)
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reedmmend the adninistration of whole pituitary gland--
twé grains thfee times a day., This is rarely necessary
because spasm of the uterine rusculature is already pre-
sent and pituitary administeration doesn't seem plausible,

Adrenal deficiency usually follows prolonged illness
and is characterized by symptoms seen with weakness.
These are inconsistent and consejuently little attention
1s paid to adrenal dysfunction. When this dysfunction is
accurately diégnosed adrenal extragt in conjunction with
strychnine is advocated. Cortin has not been of any val-
ue. .Since the thyroicd gland is often considered a
syneigist to the adrenals (35) thyroid extract in‘doses
mentioned above often allows the exhausted adrenals a
chance to return-to»normal.

Organotherapy has been extensively employed with
both good and poor results reported., There is a great
deal of oriticism as to .the efficiency of endosrine
therapy on the grounds that it is all the@retical and
and as yet unproved. Esell-(35) sayp that "up to the
present time no other theory so satisfactorily explains
vthé phenomena of dysmenorrhea or is so encourag;ng‘in
the promise of a remedy for this distressing condition,
andvglanduiar theraﬁy is at least as Justifiable as the

surgeon's exploratory opefation.'
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Irradiation Therapy.-- |

The use of the X-ray in small doses has been sug-
gested for the treatment of dysmenorrhea by Ford (27).
He uses the short wave léngth rays. The time of exposure
isrcompargtively short; 5 peflqent of an erythema dose
is appiigd at the depth of.the ovary. 1In a series of

29 cases, Telief ofvpain for varying periods of time

| srm in 19. A repetition of the irridiation at
intervals of thres ronths is possible without adverse
effect on the ovarian function.

‘Thevdeveldpment of pregnancy in s few of his cases
_ prevented a more accurate report. The initial irra-
 diation was effeciual in most cases. |

Ford (27) says, "this is a method which must be em-
ployed with the greatest caution,'but in view of the re-
suits obtained at Mayo Clinic it seems~3uatifihble‘to
recommend it in the occasional case of an intractable
pain." The immediate effect is purely stimulative, but
the‘peraistence of the relief over months or even years
guggest a more permanent action than the mere liberation
of an excessive amount of ovarian hormone. The good re-
sults are noaéiﬁle due to the destruction of unhealthy
or atretic follicles, or the abnormally persistent

luteal bodies which inhibit normal cyclJc funstion, (27)
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He also irradiates the pituitary gland along with the
ovéry--élternafing sites of irradiated.

Cassidy in the Royal City of Dublin Hospital re-
ports 50 per cent cure in his cases t:eated with irradia-
tion. | ’ |

Wefner,(42) reports surprisingly good results from
appiication of small rqentgeqposes (one field irradia-
tion and 1} erythema dose) to the hypophysis as a mode of
treating dysmenorrhea. He reporta very little sué%sa with
either drug or éurgical therapy. He avers that the re-
sults tepd to "wear off," but re-irradiation produces re-
lief. ‘wirher (42) states that 'sincé thia‘procedﬁre is
abaolutely harmless, painlesé; and easy to apply, it is
“worth a trial.” |

' Polak (29) advooates the use of radium in dysmenorrhea
where no adnexal lesions are present. He dilates the **
gervie and 50 mg. of radium.prdperly filtered, are in-
troduced high ih the ﬁterine‘oafity and allowed to remain
there for a period of four hours, a dosage‘of 200 mg..
hours. He mnintﬁins that this nmo;nt of irradiation does
not stop menatruation;4 but for»some unexplaiﬁed reason,
relieves the‘pain at éucceeding menstrual periéds.

‘Polak ﬁas treated 36 cases of dysmenorrhea with ab-

solute relief of pain in each, Philips (37) likewise re-
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ports good results with radium therapy in dysmenorrhea.

. Wendel (26) condemns irradiation as a therapeutical
agent in dysmeno;rhea on the grounds that the ovaries are
often over-irradiated with a result=an{ climacteric that
is worse tham the original afflictien,

- In patients approachihg the menopause who suffer
from a dyémenorrhea of the disabling type, certain
authorities recommend a sterilizing dose of X-ray. Such
cases must be selected carefully, for dysmenorrhea is
frequently associated with very marked nerwous symptoms,
whicﬁ irradiation could not fail-to aggravate, and the
exaggeration of which would not justify the relief of
the periodic pains. Hyetereotomy sounds moré plausible
in such cases.. This would then‘spare the healthy func-
tioning ovaries. |
Surgical Measure.--

No t‘reaftmeht'”for dysmenorrhea has yet been g iven us
that is universally accepted but most gynecologists agree
on one point and thﬁt ig the surgical relief of dysmen-
orrhea has hp to the preasent, been the most successful -
and comonly accepted. It is necessary to mentipn that
no case of~dyamenorrhéa should be subjected to surzical
procedﬁre until careful, aéientific attempts are mdde to

relieve the condition by means of medicatiom, glandular
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therapy, and general upbuilding of the patients nutri-
tion. |
Various types of operations have been described in
the literature which will be claasified accérding to the
surgical technic eﬁbloyed, They are as follows: |
(A) Dilatation with or without curettage.
(B) Division of the anterior and posterior segs-
ment of the uterus, |
(A) Simple dilatation with or without curettage:
. Firgst and foremost is simple dilatation which dates
back to early mbdéoiné. This procedure was employed over
2500‘je§rs ago by Hippocrates, the Father of Medicine.
His idea was based on the faci that dysmenorrhea came
‘about from stenosis of the cervical canal which occlud-
ed the free flow of menstrual products and hence gave
iiso~to pain., Whether the pain is due fo the abéve en-
tirely or to a spasmodic contrastion of the circular fib-
ers at the internal os, to an undue:hmant‘of connective
tissue at this peint, or.to another and entirely extra-
pelvic cause, we have no way of»detcrmininz; and it must
be granted that the employment of a method which is |
strictly local for the oérrection of a oondilioﬁ which
mny or mﬁy not be local in origin is entirely-illogical.

- On the other hand common sense must be evoked because
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what the patient is after is relief no matter what the
etiological factor is, Consequentiy no controversy
over therapy should result or alter thé prooedure’under-
taken so long as results are achieved. The average
gynecologiat reporﬁs 40 per cent of permanent éure, to
which mmds be added at least 30 per cent of partial or
temporary cures. This mede of therapy (surgical) still
remains the commonest form of treatment and probably
gives the highest percentage of temporary cures. - Sch-
. woerer and Wichmann (31) reports similar results with
use of Menge 8 method of dilatation, |

- The gynecologist who basea his objections to this
procedure on strictly academic grounds forgets that even
temporary relief from dysﬁanorrhea is usually very grate-
fully received by the woman who suffers from it. More
than one patient hni reported that the monthas of relief
thus afforded her have enabled her to get her physical
and nervous balance, a§ to speak, so that when the dys-
mandrrhea recurred--and the r ecurrence is frequently of
& less severe iype--the monthly orddal was by no means
so trying. This is a very important considerafion.
_It is easy to conceive, as has already been pointed out,
that with the constant recurrence of pain, which is often

very sevére if not actually disabling, nervous exhaustion
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ia likely to follow, and that, as time 3zoes on, the
effect of each period will last longer and the reaction
from it will be less prompt, so that eventually a con-
staht nervous irritation is maintained and thk patient
‘ becomes>thoroughly neurotic though it would be moét un-
fair to say that hervneurosis is primary. Therefore it
" seems that a definite neurasthenia does not aontrain-
dicate thé jerforménce of dilatation and curettage, pro-
vided that the pain is of the typical type and that the
pelvic findings furnish the proper indication.

‘The operation should be done only in the cases in
" which the uterus is of the typical antéflexsd, hyﬁo-
plastic type and in which there is no other pelvic
pathology such as retro«flexion, tumors or inflammatory
disease to éi@%n}n the ﬁggstrual pain. Many gynecolo-
gists beligve‘tﬁat dilétgfion alone is sufficient, and
: tﬁat curettage should not be done rqutinelﬁ. It is pre-
ferable to employ it in most cases for two reasons; that
it is a useful diagnostic measure to eliminnto‘smalli
fibroids which escape detestion by the ordinary biman-
‘ual examination, and that, even if the dleed 1n; is
aetaally seanty, it is often found in these ocases that
the endometruim is nnch thicker than normal and that the
patient is benefited by 1its rommvnl.
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Dilatation and curettage may be perferhed"at‘any
time of the month except aamg the actual flow, and the
pathologist should always be informed of the period of

~ the menstrual oycle, in order that he may pass intelli-

~,gent1y upon the sorapings submitted to him. Graduated
dglﬁtors of the Hegar type are pref;rable to glove

~stretcher dilators of the Goodell type, with which tﬁe
force cannot be nocuiately gauged and which may cause

_aevdre lacérations abart the internal os., Tears in this
area are particularly unfOrfunate, for, aside from the
féct that the irmediate hemmorage may be severe, healing
iéﬁcvei’primary! and the resulting scar tissue délayl
dilatation at future labors and does not permit even the
normal degree of softening during menstruation.

Dilatation and curettage can be repeated, if neces-
8ary, every vear or two, as tﬁe relief obtained from it
wears off, In some cases gentle dilatation, without
anesthesia, may be cone éach month Jjust before the pefiod,

_and while the results are not as qud'aa when thorough
dilatation is done tho‘ensuing‘period ;s frequently much
less painful. Cleland (39) maintains that dilatation |

| gives only temporary relief gﬁd recdmmenks his operétion
which will be discussed later. Schmidt (4) reports 30

per cent entire cure, 9 per cent aided considerabli. 7
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per cent cured for a vear or two, dut 44 pér cent were
not Benefiteéd with the use of Fehling's treatment of
dysmenorrhea. A fenestrated cannula, 5 em, long, with
flaring mouth, is introduced .into the ceriix. after
curettage, and is 1eft for three dyas, Then the cannula
-ia»dhanged and the uterus flushed with one liter of a
one per oiﬁ& solution of ligquor formmldehyde. The change
of eannulas and irrigation are repeated two or three times,
with three dpys intervals. The woman must stay in bed
fbr‘five.déys to allow ;bservation of temperature. If it
funa'up the . ocannula is removed.

If-a stem of the Baldwin*type is used 4n oombination
with the operation of dilatation and curettage, the per-
centage of good results is considerably improved. Miller
(36) and Graves (4) report from 50 to 60 per cent per-
manent cures by this method. The argument against use of
stem pessary is’ the possibility of infection, but they
report no infection in the properly selected cases, It
is guite true thaf‘the stem is surgically unclesn and
that the cures that i$ achievea are-entirely empirie,
but the same arguments hold as hold}for dilatation and
'curettage. Because it doeq doneive oureé it should be

employed in the cases in which it is not contraindicated.
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| Tth safety of the method and the percentage of
successes it achieves are entirely proportionate to the
sare with which tﬁ;'cases are selected, the contraindi-
cations being more important than the indications. The
stem must not be used in t?e pquenoe of gross pelvic
.’leaions of'any sort, and‘its use 1ﬁ'the presence of
pelvic infection of any degree is a highly dangerous
procedure. Cervical as ﬁell as tubal disease must be
eliminated by history, bimanual examination and other
methods before the stem is introduced, and it must be
promjtly removed if the patient exhbits an elevation of
termpefature. pelvic pain, or“other evidences of Qn in-
flammatory reaction. It is pﬁrticul&rly adapted to cases
in which the uterus is infantile and undeveloped and
lies in a position of anieflexion. and in which the
cervix is long and'conieal'and the external os, of the
pinheie type. 7The most marked benefits are achieved in
hasos which exhibit’an increase of fibrous tissue about
the internal os, akin to the hypertrophic stenosos seen
in certain pylbrio pathology, and the cure is supposed,
‘not very logically, to be due to the hypertrophy of the
uterus produced by thcvpefsiétéht contractions it under-
goes in its endeavor to expel the foreign body. Vhatever

the reason, if the stem is worn over two or three periods,
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more than Half‘bf all cases are permanently or temporar- -
1ly relieved. a percentage of good results that cannot
be explain&d 1h aﬁy-way. MoCullogh (28) reports good re-
sults with the use of his dysmenérrhea tubes. Croasen‘
(18) and Miller (36) recommend the use of the glass stem
Pessary. ' “ |
Graves (4) and Ezell (35) and dtﬁers rec6mmend Bus=
‘pénuion of the same anteflexion, ofi the principle that the
condition is anatomically the same as retroveraion and
" that equally géod results may be expected from surgery.
'The.éperation is associated with cervical dilatation,
and by the combined method Graves reports successful re-
sults in 75 per cent of properly selected cases. One
‘wonderg whether the'dilatation is perhaps the effectiyse.

first.

factor; at any rate, it seems logicql'to performa
and independently, and to resbrt ﬁo suépension only after
the.simplef procedures has failed to cureAthe dysmenorrhea.
v13J Division of anterior or posterior segément of the
utofuu: |
This procedure is advocated where the flisttuction
and stenosis of the eervfﬁﬁ! are present. -
- fa) ﬁlrlon Sims (43) devised the firat procedure
for relief of dysmenorrhea due to lbovg factors. This

consists of currettment followed by merely splitting the
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~ posterior segement of the uterus. This method was not
very successful because of aspesis and consequently poor
union of tissues divided.

(b) Dudley devised an.operation which consists in
removing a wedge shaped portion from the posterior seg-
ment of the cervix. The chief aim of this eperation is
to shorten the posterior segement of the cervix which
overcomes the anteflexion and widens the canal, thus over-
coming the stenosis of the ihternal os. One objection
to this is that it produces mtilation of the cervix w ich
later simlates a 2on?ition of artificial laceration which
 often produces symptoms which later needs repairihg.
Pfannestiel rep;rts a similar operatiyé procedure. Curtis
(21) condémns the Dudley operation because he says it is
not anatomically or physiologically. sound.

(e) The treatment of dysmenorhhea by anterior
hysterotomy is ‘recommended by Blair Bell, The steﬁa of
the opefation including separation of the vaginal mucosa
and bvladder from the cervix, dilatation of the cervical
canal, incision of the anterior cervical'wall beyond the
interhal os and ihto the cavity of the uterus, coaptation
of the superficial longitudinal muscular fiberé of the
cervix by interrupted sutureQ. reposition of the flaps of

yaginal mucosa. The author's argument is that dilatation
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done under direct vision is safer than dilatation done
by the blind use of dilators, that a laceration is more
safely made by a direct cut than by undirected force,
and that by this.ﬁzthbd a marked and permanent increase
in the caliber of the cervical canal is secured by the
-ordinsry procedure of dilatation. The for&e of the argu-
‘ﬁnnnt gust be granted, but the operation is plainly too
extensive to be undertaken for any but the aggravated
types of dyamenorrhea. and it is not, according to Ken-
nedy (43), adapted to all cases.

(4) Cleland (39) has suggested an operation based
on the theory that the site of the trouble -is at tho

internal os, and that a cure can be effected by severing

the rigg and producing a suffioiently prolonged dilatation

to prevent subsequent contraction of the muscles.,  Sure
gical divulsion of the cervix if first done, after whieh
two lateral'inéiéions are made at the internal os, from
1/16 to 1/12 inch deep. 4 second dilatation is pefformeé;
followed bj curettage, and the operation is concluded by
packing bo th the uterine cavity and the cervical canel
'80lidly with iodoform gauze, whiéh remains in place for
eight days. In 175 cases Cleland failed completely in
less than 5 per cent and cured permanentiy more than 75

per cent of his patients; subsejuent pregnancies were

e



without incident, abortion being no more frequent than
usual and labor bQing either normal or simpler than ne-
ual., His results are unquestionably good, but infection
seems a possibility with such a hethdd, even in the hands
of a akillid.ﬁpd careful surgeén. Asepsis therefore is
imperative. Andrews (25) reports verv gonrd results with
use of Cleland operation. |

(e) The Poszsi operation consists of dividing the
cervix bilaterally up to the internal os, the wound edges
being approxirmted in such & manner that a permanent,
'doap’billtcrtl artificial laceration is left. The dis-
advantage of this procedure is obvious. ,Ahnrtion\and
prenltﬁro labor are frequent in later pregnancies, dys-
tocia is of common occurénces, and another cervical
oporation may be reguiréd to repair thé lacerations and
to correct the cervicitflq which often follows the ero-
sion and eversiovn produced in the cervical t issues.
Cleland (5§) aVers'tﬁat4this is not a good'method because
the‘intgrnal\os has been cut. Graves (3) objects to the
Pozzi operation im that an endocervicf%ii'usuaily results.

{f) Gotte}(54),of France suggests pelvic periarter-
“ial sympathéctomy in treatment of dysmenorrhea without

lesions of the genitalia, in pelvic neuralgia with pains
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in the o#ary, uterus, or utgro-s-eral ligaments, He re-
_ports the curing of 5 patients by'reéectioh of the adven-
titia of the hypogastric artery, with no recurrences to
date, wnich covers a peri&d{frpmfsix to fourteen months,
le aléo reports good regults with severance of the pre-
sacral nerve, The resection of the.pre-sacral nerve did
not produce any disturbance in the bladder or rectum.'
Novék_(zﬁ) and others suggesf that fhése cases would have
to be followed through subaequent‘pregnanoiea and lgbors

g td be certain that the musculature of the uterus is not

f;fidam§éed or weakened by the severing of the“nQrve;
| (g) Vielet (33) advocates the stretching of>the
utérine nerves, at the base of the broad ligament as &

" therapeutical measure in dysmenorrhei. He believes that a
chfonic'parnnetritis of the uterus irritates the uterine
nerves. His techinic gonaisté in the separating of the

_ adherent tissue, severing the sclerosed fibers; and
stretching the nerves, after an incision in the poster-
dor layer of the inflammed ligament was made. He reporis
‘complete cure in four-oases treated in this manner. The
cure in one persisted 10 years and was still successful
whileAthé other three have juét been operated on six

months ago and have had complete relief since.

4
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Paychic Measures.--

Psychic therapy is perhgps the least painful and ex-
pensive, yet most beneficial form of therapeutics the
physiciiu-pan institute.

" With this in mind he & ould obtain a careful history,

eapqcially as to the time of onset o0f the dysmenorrheasa,

and a posuibie correlation of this event with a psychio

trauma of one sort or the other. This should be streassed

more becgause whatever the cause of the firat attack may be,

there is alwpys the possibltity that the factor of fear

may lbadvto recurrence and perpetﬁation of the symptoms.

Bach case therfore, shdxld be individually evaluafed.

b

Thé gynecologist should ﬁlso determine whether the
dysmenorrhea has beeh brought abat t as & result of im-
proper instruction as to the naturalness of the menstrua-
tion process, stressing that it is & normal and natural
function. These pafients usually show‘improvement upon
receiving the informaﬁion. This further indicates that
one must recoghize the type of patient he is dealing with,

With some patients it is wise not to mention epera;

tive procedures until less radical methods have failed.

" A combination of personality of the physician and his

asgurance that he has had success with his treatrent 1is

" often sufficient to cure many cases of dysmenorrhea. A



74w

few minor therapeutical procedures combined with this
\ofteﬁ is beneficial,

Novak (23) is of the opinion that "cervical dilata-
tion is psychic rather than a real factor. One cannot
be dogmatic, but there oan be little question that in
‘maqy cases the operation is a form of psychotherapy, at
times successful, although not infrequently only tempor-
afy.' Many others agree with Novak in his deductionsa.

Peteradh and Cross report that some cases of dys-
mpnorrheafare benefited by carbon dioxide insufflation of
f;llépian tubes. Moench (30) reports partial relief im
20 pér,cent of the 14 cases t;eated as such, Thekprea-
sure used in each case was 140-390m.m. of meroury. This
ﬁaa‘uséd where the cervicallcanal was very narrow., Pat-
,1§nt¢ with antbflexignm salpingitds, perioophoritis, and
prolapsed ovaries were not benefited. Moench inserts a
cannula in the.bervical 6anal'ao as to permit the in-
sufflation. He attributea the relief from dysmenorrhea
as being due to the actual Jessage of carbon dioxide.
One would be inclined to believe that the passage of the
cannula produced enough cervical dilatation to relieve
thé patient. Regardless a good method for treating
psvehic patients with dysmenorrhea has been introduced

wh ich might impress the patient very much and often



provide satiisfactory results.

XNo definife treatment of psyogenio dyamsnorihe&
can be instituted that will benefit-every catt; and to
consider all methods used would result in a paper very
voluminous. The type of Péychiq iherapy. therefore,
“can be deécribedfin a few words--uﬁe anw'mathod that will
impress the patiemt that she'is'receiving treatment which
has been proved to be extremely successful and also that

.clears up anvigental anguish or worry she has.
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