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INTRODUCTTION,

During the twelve months from Octobher 1895 to
October 1896, I had the privilege of acting as Clin-
ical Assistant under Dr, Halliday Croom, in the Extral
Mural Gynaecological Department of the Royal Infirmary,
and had thus many opportunities of studying the var-
ious forms of Gynaecological Disease, which are met
with in Hospital practice. During my term of office
I was in the habhit of keeping a careful record, for ny
own use, of all the patients that were admitted into
the Wards for treatment; and in the following Thesis
I have attemptei to summarise the experience I have
gained from a detailed study of these cases,

With a view to ascertaining the relative fre-
quency of the various Gynaecological diseases met
with in Hospital practice, I have contentei myself
with taking only one hundred of these cases. These,

however, have not been chosen hecause of any special

D

interest they may have possessed, but have bheen taken

consecutively from my list of cases.
To facilitate reference I have addei a short
abstract of each of these cases at the end of the

Thesis. The relative frequency of these diseases,

as shown by an analysis of the one hundred cases, 15



not, of course, an accurate indication of the frequen-
cy with which these diseases are met with, even in
Hospital, far less in General practicze, because all
of these cases were admitted into the Wards for treat-
-ment, while a large number; of the less serious cases,
were treated in the Out-Patient department, and, also,
it must be borne in mind, that it is only, as a rule,
the more serious cases come into Hospital at all.

This statement will be readily borne out, by a
glance at the Analysis of these one hundred cases,
where the number of Ovarian tumours, and Extra Uterine
Pregnancies, are, of course, out of all proportion to
other Gynaecological diseases, taken as a whole, A-
part from this, however, I think that the Analysis is
of considerable interest, and of some value as showing
which cases are met with in the Intern Departmgnt of
a Gynaecological Clinique.

In the following pages I have arrangei the var-
ious diseases into groups, following, as nearly as
possible, an Anatomical classification, and have very
briefly discussed the various points of Symptomatology,
Diagnosis and Treatment. In doing so, I have, of
course, been largely influenced by the teaching I re-

ceived as an undergraduate; but wherever the teaching
has not been in accord with my own experience, I have

not hesitated to say so.



Some original observations I made in regard to
the preparation of patients for operation (particularly
vaginal), the sterilization of dressings, and the anti-
septic treatment of wounds generally, are embhodied in
this Thesis, This was a subject, I may state, to
which I devoted special attention, and the results I
obtained after several experiments on the after-treat-
ment of the external wounds in abdominal operations
were eminently satisfactory,

This Thesis professes to he a Clinical Study,

{s
and Hxe give the results of my own personal experience,
hence no attempt at reference to the extensive Gynae-
cological literature has been made.

I gladly avail myself of this opportunity of
acknowledging my great iniebtediness to Dr Halliday
Croom and to Br Freeland Barbour, his Assistant in
Ward 28, for their unvarying kindness, for their in-
valuable instruction and advice and encouragement
with my work, during the time I actel as Clinieal

Assistant in the Royal Infirmary,
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Diseasas
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RUPTURED PERINAEUM.

From the Analysis of the 100 Cases, it will be

seen that there are only two cases of Ruptured Perin-

aesum. This bv no means conveys the frequenev with
_ ‘ in ' j
vhieh tears of the Perinaeum occur, Gynaecological pract

|
~ice, but it so happens that only these two occurred in.

the hundrad Consecutive Cases.

In both cases(Case .25, page 140 & Case 54,p.163)the

symptoms complained of were Prolapse of the Uterus. i
Both had trouble on micturition and both, menorrhagi%

and metrorrharia, The vapginal examination revealed

in aAdition to the torn perinaeum, proeidentisz, cvsto-

cels, and Rectocels.

The Uterus was enlarged and there was a consider-
able amount of hypertrophy.

From the above symptoms it would appear that the
rupture was one of considerable extent, as a matter of
fact, both were of the incomplate variety, viz:i- Neither
involving the sphineter ani. They were both of some

e
L§

he one case as long as 6 vears (Case 25)

Lo

duration, in
the other (Case 54) 9 months.-

On comparing these casaes it will be found that
althoush thav present such a dagree of prolapse, the
tear in both was reallv ons which should rot have been
the cause of this prominent svwptom.

Speakine renerallyv one has to take into account
other Ffactors whiel 1ripht tend o prorduce the dseorae

of prolapse amountine in both cases to complate Peocid-

14



Procid-)

entia, aﬁﬂ to ascertain whether the lacerction was
really the onlv cause of the prolapse.

- Althoungh perhaps not ‘he immediate cause it cert-
pinly was predisposing,as these patients were both
Women accustomed to heavy work,.such as Weiqht 1lifting
nr

o pelvie Floor plus their heavy work, would certainly
ronduce to this ong outstanding feature.

In tzars of the perinaeum the svmptqms vary
aceordineg to the desree of laceration so that in Aiff-
prent patients we expect entirelv d4different symptorns.,
Tzke those in which the tear is Complate, the out-
standines feature is of course the incontinence of
Faeces and flatus. On thiz other hand patients with

4 small tear sueh as has been quoted in Cass 25 and 54
would in patients of easy cireumstancss in all prohab-

1lity give rise to »nractically no svmptoms at all.

viz:~ Menorrharia, Meirorrhasria and Bladasr %roubles,

Tre-not directly cansed by th=2 -~uptured perinasum so

I
|
[

|
|
|
|
|

etc., it is only natural to suppose that with a weaken-

The other symptoms noted-in these cases, 25 and 54

nsed not ba taken into aceount when speakine ecenerally,

15
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TREATMENT.

The treatment varies accordins to ths derree of

laceration and to the amount of sufferins and Aiscom-

fort borne bv the patient, In tears sueh as has haen |
Aescribed, the treatment, provided that thare was no

rreat Adecree of prolapse, would probably not call for

pperative interfaorence. (It is not the intention hars
to mo into the details or describe anv of the well

known operations for repair of the Perinaeum, but

rather to record the freatment both preparatory, oper-
|
ative and after treatment in the cas2s under observat—|

ion). If, however, there is anv accompanvirng prolapsag

with its train of svmptoms, then opsrative interfarencs
(after havine tried the vee ef Mechanical sunports,
i.e. pessaries) will be nearly always necessary.

In those cases where there iz Completse rupture thore

is no guestion as to wnat should be done, here opsrat-|

ive treatment is the onlv remedy.

PREPARATION OF PATIENT FOR PERINAEI, OPERATLONS.

-

The followins plen was adopted in the two coos.

warnvdad (and others), and it is equally suitehle for |

211 cases of ruptured Perinasum. The patient has her,

usual bath every morning and for at least a week hefora-

[
hand the Vssina should bes thorourhly douched mornine
and evening with Perchloride of Mereurv 1 - 5000, the
bowels should b= kept well openea, and for two davs pre
-cading the operation the douchineg of th?» Vacinag should

ha done at mors FPraequent intarvals durine the day, and




|
|
|
I
the Vagina swabbed out with sterilized gauze. ‘

The night preceding the operation, the bowels havinpl

]
!
be shaved, The vagina again douched out and swabbed i
with strong perchloride, and finally packed with tampons

(sterilized) and soaked in a verv weak solution 1 in |
12,000 of perchloride, A carbolic soszking is applied
to thie external genitals (after thess have bean thor-

purhly washed erd scrubbed) end left on till the time

of operation.  Thi» tampons are removed from the Vasing

ﬁhen thz patiant is on thie table and ths eanal is then |

|
thoroushly douvehad with hot sterilized water.

; !
1 |
This plan of treatment was carried out in the two
cases recordad, and in many others, in all it was ‘
antirely successful.

The operative trestment need not be A=scribed in
fnatail, hnt was in eech cegse wm the flap splitting
raration.

JSL]j'"TER TREATMENT.

At the close of the operation it was found that
benefit resulted by the introduction into the Vagina
of a 4Eght plug ¢of lodoform gauze; the Wwound Austed

over with lodoform powder and a T shaped vandzge

aprlied. I1f there should be anv vomiting, cars should

Be taken that the patisnt should not bs ullovwed to

=

strain too mich, or if thig is impoasibls!fbﬁn SupL

epplied to ths perinaeuvm. It is better that

g RaRE (I <R = S
1112 urine should bz drawn off at regular intsrvals as

ara is less vrisk of conrtamination to th2 wound, the

-

peen thoroughly attendsd to, it is better that the parts



value of the plug of iodoform gauzs is recognizaa here
L 3

o at

bsorb it, and could be fraquently changed; this leads

Y

on2 to think that there would be no necessity for

catheterisation, but that the patiesnt might pass her

is entirely fluid, later farinzceous till the sixth
flay, then after the bowels have moved, which is gaener-

ally secured by the aifd of castor 0il on the nirht of

thh2 diet is of & lightt nature.

It has been urged by some Writers that thes bowels
should be moved sarlisr than the sixth day, as b7 s5¢
a2 potincne are not ne2arly so scybalous,bﬁt no
tntoward result was found by leaving them until the
$ixth Aday, e2specially by the use of th2 ensma of oliva
dil. The suturaes ars removad on the seventh day, an.

A
livrnal douching with ,wsak ‘cll";'-*.-lS;"?p",-lcf'L‘.S’..‘ri';lll‘f closns

-

the after trastimant,

for if by anv chance Urin® should 2scap=,tle gauze would

b
urine herself, and so lessen the risk of infsetion frowm
|

18.

|
cathester, As ragards fopd, she should gat nothing for
I

the Tivs twelve hours, and then after that, sips of
nilk and soda water, The first twentv-Ffour hours food

the sixth aav, followad later by an snema of olive oilJ




DISFEASES OF THE VULVA & VAGIWA,

CARCINOMA OF THE LABIA.

Malignant disease of the external genitels is rarg

pPrimarily, when it does occcur it uswally shows itself

in connection withlthe Labia Majora, or in the c¢left |
hetween thie Liabia, Majora and Minora - Carcinoma is
not nearly so frequent as epithelioma which ususally

fievelops on the lower and inner surface of the labis

majora and in the form of hardi Warty nondules.

In case 84,p.138 the disease extended from the junc- |
!
tion of the labia majora and minora along the vestib:ld
and half én ineh along the anterior vaginal wall, then
spread down on either side of the nymphas. The mass

fras thickened, nodular, fungating, bleeding and with

n very foul odour. The Clitoris was not involved.

The inpuinal glands on hoth sides were thickened and |

i
hard, This case is rather tvpiecal of carcinoma of the
& |

pxternal genitals, It will be s=2on that from the sitq

}t differs rreatly from epithelioma and 4did not present,

at all, both in appearance end svmpioms, anvthing like

the latter disease. Unlike €pithelioma the pain
?omplained of bv the patient was veryv severe, This in|

itself forms & verv nseful point of differential diapg-

o
—
@]
w
e
n
.

Pruritus, which is present in both, 18 a very
qmeh more marked sviaptom in the careinomatouas condition,
Thave is not the same ulesration that one finAds in

the enitheliomatous, and the seeretion is a much more

prominent svmptom - 1if anv doubt exists as to whether




the case is one of epithelioma or carcinoma (not that

it matters very mich for the treatment is practically

|

I

i
- |
the same in both) removal of a portion of the d1s,mbeﬁj
tissue, examined microscopically will soon settle ;
|
matters, Haemorrhages, when they Ao occcur, are not |
very severe, but their continnation acts as a drain
on the strength of the patient, as a rule the mental
condition, which is not a little affected bv tha un-

bearable odour causes rapid dscline. This, in '

conjimetion with the probability of metastasis to the

internal organs, soon puts an end to the patient's 13"m

TREATMENT '

————— e i

The question arises, car this rdisease be cured ?

1f seen sufficiently early there is & remote possibil-

itv of a cure, but, as is too often the case, unfort-

unately, the disease is one which doas not come under |

notice, until the growth has become rather extensive

and the lvmphatic system involved,

!

a
|
]
| -
|
[
|
|

B3
|
|
i
|
|
l
|
|

Suppose that a case presents itself in which the
rlsease is not very extensive, and there is no involver
ment of the lvmphatic glands; free removal is the best,

in Ffzet, the only treatment, preferably bv ths thermo

canterv, If, on the other hand, the disepse is too fpr

gdvanced and the mlands are affected, then of course

nallistivs treatment == is all that we can fo.

This is best carried out by removing #ith the sid ol

the cauterv, the moye putrid ana ulecerative parts ,

=

20 |



and to eontrol the odour as much as possible. This
may perhaps best be done by larre pledpgets of cotton

wool steeped in a saturated solution of potassium

chlorate, which should be frequently changed; and |
opium freelv exhibited to relieve the pain and make

the patient's last days as comfortable as possible.

In case 84, it will be seen that the discase was
0f so extensive a nature, even to the involvement of
. . £ ¥
the inpguinal glands, th& treatment just described was

all that could be done,

(n |

3ARTHLOLINIAN ABSCESS. f
Abscesses of the rlands of Bartholini are of commn—

on oceurrence, althoush only twe are hnere recorded. '

| They are, of course, easily recopnised Ffrom their

gituation. Thev usually begin as an inflammation
]

|
’ o - o i ,I
round “the mouth of the duet leading to the gland 1tselIL

25 3 ; : |
This causes an increase of secretion and the Aduct |

oy

renerally beecoming bloeked, tlie secretion finds no

axit, and the abseess formation results. It ususlly
|
|
shows itself as a distinct globular tumour, situatad

[

n the lower part of one or both lapbia, thev are as

o

mile, if not of specifie origin, single, but, when

b

gonorrhoeal they are nearly alwayvs bilateral.

The Causation of Bartheolinian Abscesses is not

hard to explain, They generally result from an exi-

snsion of either purulent vulvitis or vaginitis.

Thev may, however, be brought about by dAirect induirv,

and thev are not infrequently seen in the nswly marr-

21.



marf)
~iad, The svmptoms, in addition to the presence
of a tumour, are acute pain of a burning charzcter ,
rediating along the vulva and down the inner ‘side of
the thigh, - There may be discharge from the Abscess,
which discharge, as & rule, gives temporary relief, |
Not infrequently there is nain ﬂﬁring mieturition .i
139
In the cases quoted 23 page,, (It will be noted hers
that Case 23 containrns ho reference to Bartholanian

=

abscesses, these developing shortly after admission

into Hospital, were not neted in the case at ths tire
171
of admissicn), and 63 page,honly oneg of thne ceases,

viz:- 63, had no trouble during micturition, in the i
‘other case 28, painful micturition was due to urathra%
caruncles, so that neither of the cases bear out the.?
statement, which is made by some authorities that
these abscessnes have as an accompanving symptom pain- |
fvl micturition. There is one point alluded to, |
viz ;— that where specifie in oripin the abscesseé i

are always bilateral. This is w€ll exemplified in |

both cases 25 and 63, The former, when admitted tothe

the
hospital, had none but developedﬂfirst one twe davs

after admission,. In case 63 the patient cam= in
with an abscess on the right side, and two davs leter
one on the 3deft side avpeared. In both of these

cases a specific history was obtainable.

22



TREATMENT.

With simple inflammation of the glands we

Ao not here eoncern ourselves,as both cases under
; :

|
]

obsdrvation were of abscess formation. Treatment

that is Ffree incision. The abscsss should be laid
op2n to the very bottom and scraped. If possibla it
is better to dissect out the gland, but as a rule the
frae incision, scraping, and the anplication of some
strong antiseptic sueh as pure carbolic aeid, to the
abscess wall. irrigating and packing with iodoform

saunze generally suffice. A pad of iodoform gauze is
ing morning,a frsh piece of pauze is put in the wound
it to heal #£rom the boitom. Usually a pisce of moist

gauze should be placed batween the labia to keep them
i

apart.

where an abscess is present admits of only one Course, |

placed over the wound, the varina is douched the follow-

svo as to keep the mouth of the abscess open, and allow |



i
| UTERU S,

DISPLACEMENTS OF THE UTERUS.

Upward Displacement.

|
| Has not been taken into account when making up the

!Analysis, as no case presented itself in which this was

éa Aefinite and distinct condition, of course a great

|

meny of the cases recorded showed upward dilsplacement
%f the Uterus, notably some of the larger fibroids; in
@regnancy; (Cases 52 & 66); some of the extra uterine
§cases'(6;ses 32 & 100); and in some of the larger Ovar-
éian tumours. Nothing further therefere will be said

labout this condition.

Downward Displacements.

This is a very maeh more cormon eondition than
?w031ﬂ be supposed Ffrom the 7paueiny of cases hers rac= |
écrﬂed, vige— 3, Howevar these three cases ars tvpical.
| Prolapse of the Uterus may be of any depgree from sim-
fle Aisplacement So that the fundus of the Uterus may
be just belew the brim of the pelvis, tc complste
extrusion. The former mayv bes onlvy seéondary to, or
Eaccompanving a backward displacement; a stil) Ffurther
degree, where the uterus sinks lower and the eervix
;ié Airscted backwards, and com3s to rest on the perin-
éaaum, or parhaps appearing at the vulva. In the latt-
éer decoree whers the uterus projects completely bevond
%the vulva, the cervix has an altered pasition, and now
looks downwards and forwards and the fundus baeckwardis,
often too the boAv is wetroflexed. An accompanying

condition of the corplate variety is prolapse of the



anterior and posterior vaginal walls, (Cystocels ana |

G

rectocels). In some cases the prclapsa of the vaginal

walls is so marked that the cervix is hidden. Lat;r
whan comple;e extrusion takes place, the condition of
the uterus is much more evident, Accompanying this .
prolapse, changes take place both in the cervix and i
vaginal walls; thie former becomes swollen, smooth, i

|

:

hypertrophisd, and of a pinkish hue, and if untreated

» . ;
may be covered with pateclies of uleeration due to irrit-

lation from the patient’s clothes. The Vaginal Walls

[loose their rugosity, are pale and shining, and the
E

epithelium becomes thickened, The condition is com-

parable to a hernia. The sac being the peritoneumn,

its coverines the ant a2nd post vaginal walls and uterus
|
and its contents small intestine. The displacemsnt

isnlacement of +the

of the uterﬁs is accompanizd by
appendages which are dragged down by the uterus in |
virtue of their attachments %o the Broad Ligaments, ;

When Cvstoeele acepmpenies tihe prolapse of the uteru%
i+ must be remembared that the direction of the bladde%
ié thus considerabhlv altered, and if a sound he passed;
into the bladder in this condition the point of the |

sound will be f21t low down on the cervix, .

In all the three casas recorded, (55 pare 164)

91 p.195f, the prolapse was eompla2te and in each inst-

lance was accompani=d by Cvstoczls”and rectocels.

| Two of these casas (25 and 51) have already been

mentioned in connection with Tears of tne Perinaeun,

| This leads us to ask what then are the cormmonast
causes of Prolapse ? Bv far the greater number are

3
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due to faults in the perinaeum, and in the three cases
quotad,laceration of the perinasum was the exciting |
cause, The question of tears in the Perinasum has
already been discussed,

Are there any causeés in the uterus itself which
may tend towards Prolapse ? normally in Pregnancy, in

the early periods,the uterus is slightly prolapsed and

. i ; ; i
again during the process of involution. Both these |
| P ]

causes are however physiological; should however invol-

ution not o on properly, then the condition known as

isuhinvolution mipht readily act as a cause of prolapse;
iso too 'in most cases of enlarged and heayy uteri, this
condition may be brought about.

* Other causes mav be Pound in the relaxation of the
ligaments supporting the uterus, vizi- the broad,round;
and upero—sacral licaments., Another cause, and this

un )
is onz which is notAcommon in the nulliparous, viz:-

the absoerption of the fatty padding, which often ocecurs
|
%in wasting diseases, and at the menopause,. Externzal

|
leauses may be factors in the production of prolapse,

lesg. tight laecing ,and such causes as h2avy and constant

lstrains, this latter is perbhaps the most common causa
|
éin the lower classesjwho rige too e2arly after parture-

1
ition when the parts are in a state of relaxation and

+he uterus in an enlarged condition. Abdominal tum-

ours, even aseites mav be looked upon as probable causes.

SYMPTOMS.

In the ioAdsrate depgrees of prolapse w2 mav only

cet slight pelvie discomfort, hearing dowr pain and

vesical troubles; as thera is usually endometritis

26
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associated, we not infrequently see menorrhacia,
|

- In complete prolapse svmptoms are more marked, the
| :

patient usually complains of a "somethine coming down".
. is
Menorrhasia, Metrorrhagia, and if the Uterﬁsmpvotrndinq
very far, Aiscomfort in walking is complained of.

| ;

DIFFERENTIAL DIAGNOSIS.

| We mav have to Aiarnose prolapse from such condit-
|

|

ions as hypertrophy of the cervix, Fibroid Polypi,

inversion of tha Uterus, and tumours of the Vagina.

|
| . . |
pareful Vaginal 'and Bi manual examinations,aided hy the

us

w

of the sound will as a ruls, easily distinguish

betwaan them.
1

TREATIENT,

First redunee the dAisplacament, whiech should b= dona,

the pati=snt lving down, and it is important fo bear in
'hihd that the part which came Aown last should be

! _

reduced first; as a rule this is the posterior wall of
%he vagina; pressure is made on this first, then the
hterus, then the anterior vaginal wall. Suppose the
case is one in whieh the parts are swollesn and con-

masted; bafore reduction is attempted, the patient rust

pid

ne xept at rest, and the parts must be thoroughly

doucheq, and aven scarificationmay’' become nscsssary

hafore raduction ecan be effscted. After thes displaeca-

-

ment is reduesd, and all inflammation has subsided, thia

)

h?“t thing to Ao is to kesep the prolapse in place.
As a vule, whare the prolapse has been of any size,
it will b= necessarv to introduce some2 form of support,

and of all the manv pessaries in use, two, nesd onlv be



mentionerd, the ring, and the stem and eup; if support

fail to give relief ,opesrative treatment must be next

th? perinaeum, this must be repaired, This often
! :

results in a.cure, secondlv, repairing the perinaeum,
andl anterior and posterior colporraphy. It has aven
‘béen?snggesteﬂ, especially when the patients are past
the menopause, that complete closvure of the vagina
should be adopted., Vantral fixation has bsen Aone,
shortening the round ligaments, and latterly vacinal
hvsterectomv has heen tr%ed. | r

In the cases recorded, the first two, (25 and 51)

‘had repair of the perinaeum, the third case-(91) had

repair of the perinaeum, and anterior colporraphy, all

Lhe three cases did well,

|
i

BACKWARD DISPLACEMENTS.
|

"

Backwanrd displacements are divided into two con-

-

litions, the Ffirst in wnich the uterus is turned back

-

wards. As the two orly Aiffer in depree tiev will be

Aisenssed together

Backward displaeements are sometimes concenital.
I

W11h this we need not here concern ourselves as the

|
casas quoted (37 pace 149, 57 pareil66, A2 pans 170, 76

-ba£918& 70 pagse 186, &% papge 189, 87 pass 192, 88 page 193,

zad 89 page 193), were all acguired. One of the comm-

i

@nest ecauses ig subinvolution, chronie metritis, Rspn-

leonsidered, Firstly, whare thsre has been rupture of|

“jlas a whole, and the other where the body is bent baek-

eecially associated with trauma, tlien arsin inflammatory

action of the utero v=2sical liraments, whick bacoming

|
shortened, and pulling the cervix forward allews the
|

28



heavy uterus to fall back; if the utero sacral Vic~rent-

b !
.
.

are-in a state of unduve laxity giving free playv to the
vtero sacrals, the same thing may happen. It has beey

stoted tlat over distension of the hladder is a canse,

ISYMPTOLS,

. Down bezarin® pain, mencrrhacia, sometires metrores

thagia, leucorrhoea, Avsmenorrhoea, Sterility, vesical
and rectal troubles, sometimes dvspareunia, In Case

37 there was pain in the back, menorrharia, and metr-

|

|

orrhagia, In Case 57, pain in the lef+ iliac resion |

: . |

iand metrorrhacia, In Cases 6% , pain in back ard o i
|

: |

f=22ing of "Sometling® in the vagina; this patient had
it
ia retrovarted pravid uterus. Trhis sometimes happens

(ses zlso Cas2 79) but, it is perhaps more frequent

=

that inmprepgnation occurs first and the disnlacement ‘

- . - - |

afterwards, In Case 76 metrorrharcia pain and sterilitv.
l
Case 83 Aownbearing pain, Metrorrhagia, Cas> 87 |
?MetcoyﬂLagia and pain. Case 88 pain and pgraictont ;
.: |
I reovrhona, Case 89 pain, premenstrual dvsmsnori- ‘

hoea Auring the flow cnd persistent leucorrhoea.
From the above it will be seen that the majority of

these cases bear special reference to menstrual dis-

"

;orders.
(TREATMENT.

The first thins to make sure, is the exact cond-

ition. The next, to sae if there is any accompanyins

lin flarmatory eonditions, Shiould this latter complic—
|

| »

intion gxist,

then i} st be itrezatasd hefore anvy attemnt

o

!at reposition 1s made; this is best dong bv hot dounchss,
I

29
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absolute re@st, use of ichthyel in the form of plurs.

||
| When the inflarmato»v products have bazen absorbad
|
then replacement ecan be effected. This mav be Aone

1

Pirstlv by posturins the patient viz:- the genu poct-

oral position aided hv either, fingers pushing the fund

us forwards, or bhetter still by grasping the anterior
| _

1ip of the cervix with a volsella, and pulling cervix
downwards and ocutwards. Or the reposition esn be mads

bimanually, but parhaps the best of all if posturing

|
|
|
]

@and the ajid of the volsella are ineffectual, is the usa
of the sound. This, so long as the wmterus is not i
bound down by adhesions, is the simplest and quickest |
way of replacement. '

Having replaced the Uterus the next thing is to keepi
‘it in position, for retroflexions, the seft rubber ring|

®

pessary is the best; for retroversions the Hodre or

u ]

Hodse Smith is the best. In the pravid condition,

| _ |
provided there are no adhesions, replacement and ret—
ention by pessary wntil after the fourth month,when

the uterus is well out of the pelvis is always success-

ful. In Case 62 this treatment was adopted and the

patient has since given birth %o a living child, and

ihaﬁ an easy and natural labour

TForwarda Displacements

i If an analyvsis were made of those patients who

?complained,or who were the subject ,of Backwand displace-

|
ment, it would be found that by far the larser propori-

|
lion are married women, or women Who have beorne child

liks analveis ef those who are the subj2ct of

[ren, &

Porward aisplacement, would reveal the fact, that. the



; i |
bulk of these women, are either unmarried, or if marr-|

ied are sterila, -

It might therefore be stated as a fact, that the
Backward Displacement, is a Disease of the married and
parous; and the forward a disease of the Unmarried or
Nulliparous, This deduction has not been made frOm i
the cases recorded, but from observations during =a
vear's work in one of the Gvnaecclogical Wards of the ‘
Roval Infirmary,

In the 100 Consecutive cases, it so happens that

only four cases of Forward displacement have occurred,

so that - the aforeszid statement is not based on these

four ceases.

Little need be said of Antaeversion, as none of o

pathiclosieal natvre came maer notice, that is to sav

there were no abnormal Anteversiors per se, some there

were, markedly anteverted, but these were due to such

cavses, as Ovarian Turours, and the presence of Fibroid|

!Tumours in the anterior wall of the nterus efc.

With Anteflexions or the othevr hand we have more tco

life, this condition ray, and often does, pé?sist
throvchout 1life, one sueh case cceurrad in my exper-
jence, but Aoes not come in the recorded cases, in
adAdition te the Anteflexion, the uterus was much smell-

ier than normal, and was of the type known as infantile

¥ v Ore of the recorded cases (Cese 86 parel191),

i
|
bk g I 3 oo rronital g Thie
Imifﬁt he classen a8 congenlital, as T

peintings to ar acquired condition, the uteris was

N



normal in size,,panity measuring 2% inches,and there
was no inflammatory thickening in the pelvis, nor anv
other obvicus morbid condition which could be said to
have céused the Aisplacement.,

This leads us to ask what are the causes of ante-
flexion ¢ First, as above mentioned, Congenital,

a persistence of the foetal condition, next, pressure

on the fundus from behind, constipation has baen said

to hédve caused this, The most frequent cause is
inflanmation of the utero sacral ligaments, and coinss ]

uent shortening of these bands; which by drawing th-
cervix backwards, allows the fundus to 1ilt Fforwards,
this portion of the uterus,which next becomes flaxad,

aided to a great extent by the weight of +his viscera

47}

=

ehove, In Cease No. 1l. page 192%, the actual cauvse i

probably an inflammatory process of the vitaerus, about

the region of the istinus, as there was no sisn of
itero sacral eellulitis, there was however well merked
varitis and salpingitis and it is qnite possible that

{nflammafion in the regicn above referrad tq might ba

thie cause of anteflexion in this case. In Cese No.
3 page 121, and Case No 20 pare 13%, there was a well

narked utero sacral eellulitis, and here, of course,

the csuse is evident.

|

i 0F +lio causes mentioned it will be seen that cne
[ =

1

ijs congenital (?) and one inflammatory of the istisus,

|
and two dueg Lo utero sacral cellulitis,

|
]
|
|

As repards svmploms, the most prominent one is

Dvsmenorrhoea, usually the first day of flow

, Spas-

imodie in tvpe. Three out of the four cascs reecordad
{
|
|

PSS b i T
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compleined of this symptom, Thra canse of dvsmanorr-
hoea is not far to ssek, in the first place the uterus|

. !
being so acutely snteflexed, the uterine Canal is narr-

owed and does not allow of a free passage of thie nor-

mel discharge, This causes a considerable amount

O
U A LI U T N

of congestion, the disecharge accumulatas in the form
& elot , the uterus is then trhown intc a state of
conitraction in order to expel this elct. This wovld

account for the pain occcurring on the Ffirst dav of flo

e ey

becavee so soon as the blood comss into the uterus
and aceumulates, then the pain starts, and is only
ralieved when the flow is established,. This is very
well exemplified in Case No. 86 page 191

Leueorrhoea is varv oft=2n present and was com- |
piained of in czses Nos. 5 and 11, Dvsuria is azlso

Fh occasional symptom, present in Cases Nos. 11 and 864

Dvspareunia is seen in those casas of utero sacral

c2llulitis,. It was not howaver present in anv of the

5

1}

recorasa Géa

o

Next to Dvsmenorrho2a perhaps sterilitv is most

frequently cormplained of. In only one of ths Ffour ca—
sas Wwas this present (Case No. S6 pare 191). In Case

No. 11 pzge 127 the patient had had one abortion, but
ho living ehildren. In Case No 5 page 121 thors haa
yeen one chila, eipght vears before wdmission into Hos-

‘pital. In Case No. 20 page 137 thera had bzen five

pregnancies out of which there had onlvy been ons livingm
child. In the last thr2e cases the sterility was

present after the @nteflaxion had appeared.



[ , 34
Th&atment ., |
"—-‘—-—————l I

If there is inflammation such as utero sacral
| |
jcellulitis, this must be treated first before any otheT

measuras are adopted.

| What was done in the Cases roecorded, which were

of inflammatory corigin, was constant hot douching,

nightly plursging with tampons soaked in ichthvel 10% with
| } |
lzlveerine, and saline purges. Once 11 traces of
[inflammation disappeared, a pessary was introduoced,

In three of the Casas a soft, rubber ring, in one ‘casae

| |
| . . S '
& stem pessary was tried with veryv beneficial resnlts.

This was the case in which there was no inflammation |

mowever, so that there was no contra indication tec the

use of a stem pessarv as there was in the other thres,

~

i It should have bsen mentioned that in Case No. &7

Page 193, :Dilatation of the utsrine Canal with graduat-
i . .
er. bougies was tried on two occasicns. The pariod

which followed this was quite free of pain, and before
| _ .
the patient left Hospital,a stem pessary was introducad,

It was worn for a fortnight thén removed and él?aned;
and was worn for a furilier pericd of & fortnight.

It is satisfatory to 1;arn that thisg patient

became pregnant two months after leaving Hospital.
|
DISEASES OF THE UTERUS.

Inflammnations.

0f Inflarmations f the uterus, only endomet-
ritis will be cnnsiﬂered}&s the cases recorded showen
this as the chief svmptom. OF Course in manv, .there

was & pood deal of Metritis norably in Case 27 vnaras 141,

£



.Endometritis occurs chiefly in married of parous

\
|
|
|
|
|
]
I

‘Woman. The onlv vmmarried woman in which it occurred

was in Case Bp. 24 page 139, and in this patiant it

|

1f0110wed an ineomplete ahortion. Tro of the casns
had speecifie history, Cases No. 33 page 146, and 61
|

pavelsa th2 former with a syphiliiic taint, the other|

onorrhoeal. No less than four cases (Case 24, 36 f
- ? 3

=

68, and 99) were following abortions; one Case (94) !

$ollowing full time labouvr; Case 60 was one in which
|

Eha ratient was nulliparous. In this Case ths cause

was due to displacement. In Case 93 the caus2 seams |
to nave besn a subinvolution. One Case (No., 9) !
orie, 0f senile uterinz catarrh, |

It will thus be seen that the cauvsation ol endom-

|
| pr |
]

ritis is rather variad,

et
|
Srmptoms.

-Menorrhagia, Matrorrhasgi |, lsucorrioea, dysmenorr-|

|
|
I
;o , dyspareunia, ana pain in the pelvic ”enion,_FO?m}

ihﬂ chisf symptors; frequent aborticns, toc, must Le E

sain and |

teksan into ermsidsration. In Case No. ©

¥l

|
hprownish rdischiaree were *the ehnief sviptoms, this pat-

|
i |

ient, had passaed the mPnopause twenty vears before sha

¢ame mmAer obhservation. Six of tha Cases showed Men*

|

orrhagia, while two showed ienorrhasgia and m2trorr-

| + -

hagias two complained of fregusnt abortions] four of

incomplete abortions; one Ffollowine full time labour,
gnd one of dyspsreunia; fouor compleired of Avemenorr-—
Hoea and three of indsfinite pelvic pain. In nearlv

a4ll Cases on examination the vterus was found tc be

35



enlarged, in two cases the cavity measured as much as |

five inehes; the endcmetritmstender and blesding. i

e ;
|Ireatment,. |
: |

0f treatment in the Cases complaining of incormpl- |
ete aﬁortions there can be no question viz:- curretageﬁ
|

his operation, the points to bsg|

and whils speaking of +

attended to aras, that the patient should b2 thorcughly |

] |
prepared for the operation, the vagina shouvuld be elean-
| ) . |
sad daily, and a hot antiseptic douche night and morning

. [for a Few.days preceding the operation. i § woulﬁ aven
%d'as far as to sugeast that ths hairs aghout the 1abiai
Ehowlﬁ bs shaved, this might quite well be Adone after i
@helpatieﬂm is anaesthetised,. My reéson for suggast—- |
ng this-is, that I have not infrequentlv seen hairs
aught from the sexternal pudsnda and Arezgesad in with
ihe'dressipg to b= appliasr to0 the uterus. It is a
?ﬁali chance of infection, but if it is a chance, then
ﬁhe little extra precaution that is recommended'will

. _

ﬁot be amiss. I need ot go into Aetails as regards
the actual oparation but a word as to the inmediate
4fter treatment, The uterus should be well washad

s o
'dut with very hot water, 118 , and a dry draess2d sound
épplied to the interior of the uterus, followed by two

|

Aressed sounds dipped in either pure carbolic acid or
|

iodised phenol. A speecial sound has been Aeviged For
|
|

ihig purnose viz:- a straisht flexible piszece of metal
#ith a spiralﬁrunning Prom about two and a half to
%hree inches from the top: the drawback to this is
that the end of the sound is sharp or sqguars npointen,

I think that it would be an advartare to have thae



ends bulbous, as in the ordinary uvuterine sound, as
'there is less dancer of the and of the sovnd coming
throuch jhe dressing; as often happens in tha sound
first mentioned. If the bulbous sound should prot-
rude to the Aressings, no harm would be done, Whereas
the sharper ﬁointéd one might cause sericus damage.

I Ead two of these sounds with the bulbous points
made for me, and fhey answer the purpose very well,

| In the t~eatment of ordinary sndometritis, bayond
lthose following abortions and labour,expectant treat-
ment shoqld Pirst be tried vizi- regular diurnal hot

doueching, the administration of saline purses, and

|#reot internally. Tehthvol plugs. Even scarific-

1if trese measurves fail, curetting the uterus should he

ation of the cervix should be resorted to, and finallw



|
| . 38
:Retenp{pq o:_g}acenta and Blpod Clot.

This condition can hardly be called a disease of

ithe uterus, hut for convenience sake it has been inel-
iuded here. The history of the patient is rather
iremarkable, she was a married woman, her youngest
%child being a year and eight months old on the date of
;her admission into hospital. She complained- of a.
iconstant haemorrhagic discharge, feeling of weakness,
‘and general debility, lasting five months. A curious
fact was elicited in the history. She had nursed her

last child fifteen months, and during this period she

had no disceharge whatever, She dates the first appear-

ance of the discharge from the day she weaned the baby,
5and it had continued from that day to the time of her
éseeking admission to the ward, that is to say five
months. Inquiry as to her last labour showed that it
i'hafi been a natural one. She stated that during the
ipuerperium she lost no more, than after her first labor.
| On vaginal examination, a large mass could be felt
bulging the anterior fornix; the Uterus could not be
|
iseparated from the mass, which was thought to be the
[luterus anteverted and,~considerably enlarged, The
lcervix was very high up and dAirected backwards. The
:patient was chloroformed, the cervix pulled down with
;a volsella, and the uterus explored. It was found to
be filled with a firm dark material like old blood clot.
A smallmetal basinful Wwas scraped away. The uterus
was then tHoroughly scraped with a curette, thoroughly
douched with boracic 120n and the uterine cavity packed

with iodoform gauze. Six days later, after progress-



progress-) 89
-ing favourably she had a rise of temperature 103O

with slight rigors. An inter uterine douche of corr-

osive 1 - 4000,followed by one of sterilized water, was

:giveﬁ. The temperature came down the same evening tol

normal, and from this time on she made an uninterrupt-

ed recovery. The tissue on being examined microscop-

ically, was found to contain portions of placental

tissue and organised blood clot. - What was the cause

of this condition ? To my mind the idea oceurred

that a portion of placenta, (not neceésarilv véry larga)
has retained in the uterus, haemorrhage naturally was
%ound to occur, but probably little escaped, and a clot
Qould form on this roughened area of the uterus; given
this as the starting point, one can guite imagine such

|

|
g2 thing happening as the succession of c¢lots being laid

1
gown one on top of the other. That this was really
La, was proved by mierpscopicalrexamination, which
revealed these clots to be of 4ifferent fermations;
ihat the haemorrhage could not have been severe is
%hown by the fact that the patient had no external
%igns for fifteen months. One can readily understand
that the elot would soon become organised, The imp-
fesaion conveyed by miceroscopical examination was that,
ﬁssuming that the uterus could be split mesially, the
éppearance that the c¢lot would present would be some-
ﬁhat like an onion cut in section.

It is a significant fact that while the patient

was nursing her child there was no bleeding, or at

least no external evidence of bleeding, but so soon as



she stopped nursing, the bleeding commenced. This
important fact clearly proves how close are the relat-
ions between the mammae and the uterus ; of course
(it is wel} known, how the placing of the child to the
breast inmediately after parturition has a marked effect
lupon haemorrhages from the uterus, and it is quite
within bounds to make the analogy 40 a little further,
and advance the statement that the fact that lactation

‘was sufficient to check any undue amount of haemorrhage.

If this does not acecount for the prevention of the

| :
ifor it is well known that any foreign body, even the

haemorrhage then it would be difficult to say what did|

]smallest fragment of placental tissue, keeps up a con-
Estant haemorrhagic discharge, until it is removed.

! Treatment has already been discecussed and all that
;need be further said that in prophyl}axis we have a
iremeﬁy; that is to say that after the expulsion of the
iplacenta, this organ should be thoroughly examined,

land if it is suspected that the placenta is not com-
iplete,then the uterus should be explored with the finger

:and all adherent portions removed.

Rotropion of Cervix and Hypertrophy of Anterior lip.
It would perhapzibeen better to have discussed
' this case (No 22 page 138) when speaking of "Inflammat-
;ions of the Uterus", but it is thought better to take
it by itself, It had some points which were rather
Ipeculiarjespecially as regards symptomatology. The
only svmptoms wefe, bearing Aown pain and premenstrual

dysmenorrhoea. What one would have expected, was,

an abundant lsucorrhoea, that is to say judging from
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\the condition of the cervix,
‘ The Pain had lasted eight years, that is to say

| AidL
!two years after the date of the pgtient's last child.

She had no menorrhagia, the dysmenorrhoea before
;menfioned, was dAue to a tender left ovary. The condit-
ion of the cervix is noted in this case. All that
need be mentioned here, is the ectropion and a large
'tear in the left side,

There was not in this case, as in many, the

difficulty o€ Aiagnosing this condition from that of

malignant diseaée of the cervix, as there were no
%symptoma simulating this latfer disease, it will not
be further discussed in this respect.

| What is the best line of treatment in these Cases?
i Firstly the patient's general health must be attended
?to. Tonics and careful regulation of diet and of -
Ebowels are of greatest value. A change to some of the
iMineral Waters e.g; Kreuznach is, if patient can afford
git, to be recommended, This last,often ensures sex-
gual rest, which is an important part of the treatment
:in all chronie Gynaecological diseases. TLocally we
‘mast hawe recourse to the hot corrosive douche 1 - 2000
= 3000, The effect of the corrosive douching i€ done
éproperly i.2, regularly night and morning, for not
;less than 10 minutes ovr 4 of an hour at a time with the ;
;patient in horizontal position is very marked. I am
:sure that much of the want of success in the treatment
of out patients in a Gynaecological eclinique is Adue

to the imperfect way the Aouching is done. The amount

of water used is too smallfrarely hot enofigh and prob-
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-ably in many cases never enters vagina, I think it/
is of greatest importance that very explicit dAirect-
ions should be given regarding dAouching. It will be
better if possible that a nurse do the douching if
patient can afford it, if not she should at any rate
be carefully instructed in the proper use of the douche.

I have noticed patients who stated they had been
douching regularly for weeks out of hospital without
any improvement, improve rapidly on coming into hospit=-
al. I think, too, that after douching rest in the
horizontal position fﬂr 2 of an hour should be enjoined.

In many of the class od cases under consideration,

?ouching will however only be preparatory to some
bperative interfarence. The liability of a long stand-
ing ectropion passing into malignant disease must al-
ways be kept in mind. In the case under notice the
%hickening of the cervix and the ectropion,indicated
%he possibility of a malignant development at a later
gate. Accor&ingly amputation of the Anterionjboster~
ﬁor lips of the cervix was performed.

| Had there not been hypertrophy in this case, but
;nly the cervical catarrh with the accompanying Eetrop-

ion, then Schroeder's operation for excising the muc-

ous membrane would be the best line of treatment.

Malignant Disease,

| Caneer of the Uterus is perhaps the most formid-
f

able disease that the Gvnaecologist is called upon to

treat, though happily if seen early enough is not so

Adeadly as it once was.



!Unfortunately, however patients seldom come under
ébservation until the disease has made rapid progress
%hey are so seldom troubled by pain; and practically
ihe only symptom which draws their at£ention, is haem-f
orrhage; this even,they may allow to go on for some
time before seceking advice. Cancer occurring as it
often does at, or about the menopause, lsads these
ﬁomen to think that the irregular haemorrhage from
ﬁhich they are suffering are only préparatory signs

éf the menopause, and often it is, only when they find |
the bleeding continues and they are suffering from the
drain on the system that they consult a medical maﬁ.

In the four cases recorded here, three of the pat-
{ents were not near the menopause, and one was three
years past the climacteriec. 0f the other three one
was 39 years of age, the next was 30, and the remaining
one was 29, With the exception of the patient aged
30 (Case 21 page 138, and the patient aged 58 (Case 41
page 154) there was no pain complained of, onlﬁ in Case
21 was pain, a symptom and it was of the nature of
dysmenorrhoea from which she had sufferad nearlv all
her ménstrual 1i fe.

Cases 21, 82, and 97, were éervical cancer (Epith-
elioma), and Case 41 was Fundal Malignant disease
(Sarcoma) . We will take the three cervical cases
first.

All three complainPdi: of irregular Haemorrhagic
Aischarge, (Case 21 had hysmenorrhoea also).

In none was pain an outstanding symptom. On

vaginal examination all three presented an exactly



;similar condition as regards the state of the cervix, 4
hard, indurated, and excavated,one might almost use the
term *Crater like", in the first case ihe vaginal roof:
was also affected and the disease was far more advanced

ithan in the two subsequent cases. Cases 82 and 97

were practically identical, the cervix in each case was

pretty extensively affected, but the uterus was freely

moveable , and there was no extension to neighbouring

parts, the irportance of this will be seen later,

All three had borne'children, six, three, and

five respectively, The Case of Fundal Sarcoma (Case

#1 page 153 was an unmarried woman, nulliparous aged
| ;

8. Menopause at 55 years of age, but for the past

4 months had had haemorrhagic discharge, at intervals;

éhe came to hospital complaining of these haemorrhages
|

e

ﬁnd pain shooting across the lower part of the abdomen,
?nd what is very interesting, and I think important,

é% that the pain was periodic, viz !- occurring reg-
ularly at 12 noon each day.

j Taking the cases collectively it will be seen that
|

all complained of haemorrhagic discharge, but there

%s in this symptom a point not before mentioned, and to
%hich I attach some importance, it is this, :- In

the cases of cervical cancer the discharge was extreme-
1y malodorous, while that from the Uterine affection
was perfectly sweet; the reason is obvious :- the one
(cervical) is exposed to the eXternal air, and the
vagina being not over clean, organisms abound, and the

cause of the odour is %hus easily explained. On the

other hand, the Uterus being closed as regards the
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| external air there is less likelihood of putrefactive

organisms finding entrance, more especially as the
uterus was a virginal one.
! The Diagnosis of malignant disease is not diffie-

ult, at a stage so late, as the cases quoted presented

ithemselves. It is only in the earlier conditions
fthat Diagnosis becomes difficult, and especially so,
in 4differentiating between chronic Endocervicitis and
early cancer; provided that there is no thickening in
the fornices, I see no harm in expectant treatment,

ltreat the case as one of chronie cervical catarrh,

| viz:- whthlhot Qoushes, plugging with Tohthyols and
Glycerine; if at the end of a fortnight there are no
signs of improvement, then microscopical aid should

!be called in; this will usually clear up the diagnosis.
! It might be suggested that a scraping should be
itaken to begin with, but my objection to this is, that

' in making an exposed surface we run the risk of sett-

'ing up sscondary growths.,
! As regards the dilagnosis of the Fundal condition,
'one must be guided more by symptoms, and on no aceount
;should scrapings of the uterus be taken for mieroscop-
|ieal examination, unless one is prepared to go on with
| further treatment; for once the uterine cavity is

| opened, the disease spreads with great rapidity.

| What then is the treatment of the Cancer, be it
'eerviecal or uterihe.? Certainly total extirpation

;of the disease, if there is no infiltration of surr-
cunding parts.

If the cervix be not too rdeeply invaded, amputat-



|
| amput-)

-ation may suffice, but my own feeling is, that in
;view of a recurrence, Hysterectomy is the safest
iprdcedure. In the Uterine affection this admits of
ino question. Many operations have been devised, but
ithat suggested by Doyen of Paris, and introduced to | / -
ithis country by Professor A. R. Simpson, offers the
best results. The operation need not be described,

it is one of the "Clamp" operations. Preparation

‘of the patient must be thorough, the treatment suggest-

ed is that described under the operation for tears in
Ethe perinaeum, Cases 82 and 97 were operated on by
;this method, and in each with complete success.
| Little need be said of the after treatment, after
'the removal of the large clemps the seecond day after
'the operation,gentle douching with sterilised Boracie
| solution and repacking the vagina lightly with Iodo-
form gauze; after this douching every second day and
.repacked for the period of five days, after this anti-
| septie douches night and morning. Recovery is very
rapid, In Case 927, before the operation,the patient
was losing flesh rapidly, afterwards she gained in
weight every week.

I was much struck with the absence of shock after
Vaginal Hysterectomy, as compared with older abdom-
inal operations.

TUMOURS OF THE UTERUS.

Fibroid Tumours.
Are the only tumours of the Uterus to be

'discussed here, They have been subdivided in the



analysis into Interstitial, subperitoneal and submuco-

us. . As many of the patients were the subjects of more

than one variety. Sometimes of the whole three.
It will be seen therefore that the total analysis
is more than the number of cases recorded.

It will be better perhaps to discecuss the varieties
together. The anslysis shows that the interstitial
variety are in excess of the others, |

Next in frequency are the Submuccus.

There are few diseases which‘present such anomal-
ies,las Fibroid Tumours of the Uterus.

By far the greater majority of patients who are

the subjects of Fibroid Tumours have as the most

| prominent sympgom menorrhagia. This of course app-

-lies more to the submucous and interstitial variety

| and not so much to the subperitoneal. In the Cases

recorded, it will be seen that this statement is well

| founded. In the submucous variety not only is there

| menorrhagia, but frequently metrorrhagia. Pain is

| not necessarily a marked symptom, and it is only when

| the tumours are of any size that as a rule; discom-

fort is felt. However, this symptom is a very vary-

:ing one, for some patients may have tumours of very

large size without being aware of their presence in
regard to this symptom. On the other hand, a tumour
of a very small size may give rise to a great deal of
pain.

Pein of this kind is chiefly due to pressure symp-
toms. If of the submuecous variety then pain is

usually due to the expansion of the Uterus. If of
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|the Interstitial and subperitoneal then the mechanical
\weight, which céuses pain of a down bearing character.
! Pressure on the surrounding parts, if the tumour is
;of any size, causeé also a considerable amount of paiﬁ.
| In many cases Dysmenorrhoea is a prominent symptom
!(Cases:ﬂb. 2 page 118, No. 7 page 123 No. 35 page 148
iNo. 50 'page 160 No. 70 page 177 No. 74 page 180, and
Case No 89 page 193.

Those cases in whieh the submucous variety is
present, the pain is due, as a rule td the mechanical
obstruetion to the flow of blood from the uterus, and
éthe Dysmenorrhoea is usually throughout the menstrual
;period. In the interstitial and subperitoneal vari-
| ety (Cases Nos. 7 page 123 35 page 148 50 page 160, and

74 page 180), the dysmenorrhoea is due, in the inter-
stitisgl variety to congeétion; in tie subperitoneal,
jif_the tumour is of any size, mechanical pressure is
:quite sufficient to accountifor the pain. Leucorr-
hoea is more or less present. Trouble on micturit-
ion is not uncommon., In Case No., 2 pagell& pain
'before the act was compléined of. Cases Nos. 3,7y 10,
|43, 95, frequency was complained of. In Case 8 pain
' during the act. In Case No. 10 pain aftef the act.

' In Case No. 50, No. 74, and No. 80 retention was com-
plained of. In Cases Nos. 50 & 80, retention had to

| be relieved by catheter, Case No. 74 relief ¢f this
symptom was obtained by posturing the patient. What
is the cause od derangements in micturition ? In 2all

the cases quoted mechanical, from the direct pressure

of the tumour. Constipation is frequently seen, and
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was well marked in Cases 3, 43, & 70.

Diagnosis, (Submucous).
The haemorrhag®g,increase in size of uterus, dig- |
ital examination, bimanual examination, and examinat-

ion by the uterine sound. Should these fail, it may

- even be found necessary to dilate and examine the

' uterine cavity. Polypi of the userus have to be

diagnosed from inversion of the uterus and prolapse;
this has already been mentioned when discussing prol-
apse.. (Interstitial and subperitoneal) Unless the

subperitoneal variety are pediculated diagnosis bet-

| ween interstitial and subperitoneal is impossible ,

' 80 they are taken together here. Haemorrhage, the

. presence of the tumour, usually the enlargement of

Ethe uterine eavity, and if the tumour be of large sizxe

and close to the abdominal wall a souffle can usually

| be heard. On the other hand diagnosis is often very

aifficult, A tumour which is pediculated by a long
stalk may simulate an ovarian tumour, and may give
rise t6 no svmptoms such as have been described.

The diagnosis from pregnancy must also be borne

?in mind, but unless pregnancy coexist, with ordinary

care no mistake should be made,

Pregnancy.

The mention of the &ifferential Adiagnosis between
iFibroid Tumours and pregnancy leads us to ask the
%question as to how Fibroid tumours affect pregnancy?
In the eighteen cases recorded it will be seen

that the disease (in those patients who have bornme



children) or at least the symptoms have developed
!subsequent to the pregnancies. In only one case is
there an exception, this is Case No. 70, in which the
patient had a large-tumJQr of four years standing,

and two and a half months prefious to admission into
hogpital she was delivered of a full term child, which
éwas still born. In all the rest, it will be seen that
there is great disparity between the development of
symptomsand the last pregnancy. In six patients

there had been no pregnancies, two only of these were

married.

! It is probable that the disease was present long

ibef‘ore the patients were aware of it, and that there-
ifore the statement about the disparity of years bet-
iween the last pregnancy and the first appearance of
ésymptoms was not so great; be this as it may, it
écartainly points to the fact that in the majority of =
icases pregnancy and fibroids do not go together; this
:with one exception, (Case No. 70) is fully borne: out
in all the cases noted. That Pregnancy and Fibroids
ido oceur together, I have no doubt, because in iwo
:cases (not here recorded), I have seen pregnancy and
fa subsequent operation for removal of fibroid tumour.
| If patients dé conceive they generally abort.

I have no doubt that in some of the cases under
observation, this ocecurred without the patient's being
‘aware of the fact; the abortion taking place so early

'that they would probably think they had a little

more discharge than usual.



Treatment (Submucous).

Where pediculated they should be twisted off,
where there is a broad base a chain ecraseur, or a
wire serre-noeud, or galvano caustic wire, If the
polypus haé a very broad attachment, and provided the_
patient is in a condition to stand it, expectant
treatment should be adopted viz;- continual hot douch-
ing night and morning, and administration of ergot by

the mouth, this tends to produce uterine contractions

'and so an effort is made to expel the tumour; in course

| of time the tumour becomes pediculated and ean then

be twisted off.

In Cases Nos. 65 and 89 torsion alone was suff-
ieient, Case No. 57 was an interestingcase, in that
a pediculated polypus was in the act of being expelled
when it became gripped by the external os. " The outer

portion of the tumour sloughed owing to the blood

' supply being cut off. The patient was chloroformed,

the tumour grasped by forceps, traction was made, and

| after the external o¢s was dilated, it was found that

| the polypus was pediculated and was easily twisted

off; the uterus was then plugged with iodoform gauze -

| after an anteseptic douche had been given, The next

day the gauze was removed and a daily anteseptic
douche closed the treatment.

In Case No. 65 it is of interest to mention t}hm
the polypus in this case was not of great size, but
there was profound anaemia ,and well marked haemic

murmurs could be heard over the heart and specially



over the great veins of the neck, After the polypus
'was removed, and the patient, was treated constitut-

ionally for the anaemia, a speedy cure was wffected.

| Case No. 80 the submicous tumour was an exceed-

;ingly large one, filling up the vaginal cavity. In

ithi% case a chain ecraseur Was applied and the base

of the tumour cut through. The tumour had to be

!then cut piecemeal before it could be delivered.
| Case No. 70 willl be discussed later.
! .Case Nol 3 presents rather peculiar features.
| The tumour occupied the whole of the uterine space
Eand vaginal cavity and protruded through the vulva to
' the extent of eleven inches. There was in addition
ia large subperitoneal fibroid reaching as high as the
iumbilicus. This patient was frequently in hospital.
The only treatment available was excising,by cautery,
lor with an ecraseur large portions. Durting my tenure
!of office this patient presented herself on four diff-
Eerent occasions, and although when she left the hos-
'pital, each preceding time with the mass quite removed
| externally, she invariably returmed at intervals of
 three months with a largé portion extruding. Could
%any other treatment be adopted for this patient ?
‘I am inelined to think not. Owing to the large
' size, both of the submucous and subperitoneal growths,
pan-hysterectomy was not possible. This operation was
_performed on Case No. 70 whieh had not nearly the same
size of tumour (submucous or subperitoneal) and with
bad result, and I am of the opinion that operation on

this patient (Case No, &) beyond what I have already

described , is out of the question.



The subperitoneal varity, if not too large and noﬁ

| causing any distressing symptoms, are best left alone.

In the cases recorded, the only one operated upon

. was Case No. 74 where oophorectomy was performed,

but as much really for the interstitial variety.

Case No. 10 nothing but constitutional treatment

was required, Case No 43°'will be discussed presently.

Cases Nos. 3, 70, & 80 have been discussed.

| Interstitial.

Without going into any discussion as to treatment I

would first quote what was done in the following cases:-

Nos. 1, 2, 30, 35, & 74, Oopherectomy was performed.

Nos. 7, 8, & 12, Curretage was performed together

'with continual hot douching and administration of

| ergot.

As regards oopherectomy, I am not so convinced

that this is the best treatment, as in two out of

'the five had no benefit as regards the haemorrhage;

indeed in the Case of the patient (Case No. 30) she

| was brought some months later to the hospital ina

'moribund condition, of waxy whiteness ,and pulselsss

-?from the haemorrhage she had been having. It is

pleasing to be able to record that under treatment

| this patient subsequently recovered from this profound

fanaemia, and at the present time is quite well,

Quite recently Vaginal Hysterectomy has been per-
formed for Fibroid Tumours, and where the neoplasm
is of large size it is cut away piecemeal and removed.

My own opinion in regard to this operation is that
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it should only be undertaken when the condition men-
aces the patient's life, and this is only in rars

instances.,

Electrical Treatment.

I have not mentioned this treatment before as it

[}

was not tried in any of the cases under discussion.
i

‘ I have however tried it in two other cases but with

no very great result, it did certainly eheck the haem-

|
Iorrhage but when the treatment was discontinued the
‘haemorrhage was just as bad. There is one point in
'econnection with electrical treatment that I would
'1like. to draw attention to, if care be not taken with

the external electrode,the skin is apt to be burnt and

small areas of ulceration are produced which are A4iff-
:icult to heal; the elesctrode shoul& fit the skin sur-

Eface accurately and should be kept in position by

| firm pressure. I mention this as in one of the cases,

the elesectrode did not fit accurately and three burns
were produced, There is one form of interstitial
_fibféid that I have not previously mentioned, it is
'that known as "incarcerated", Cases 43 and 50, were
such ,they had burrowed betwsen the layers:oi the broad
:liga;ent and had grown down into the pelvis, and part
?of their bulk was situated behind the posterior vag-
:inal walls; they also extended high up into the abdom-
inal cavity and were too high up to permit of
oopherectomy.

If oopherectomy is to be performed then it should

be done before the tumour reaches the size of a five

months pregnancy, as after they grow bigger the
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' ovaries, by reason of the stretching of the broad

i ligaments, become closely applied ts the surface of

- the tumour, and are extremely difficult o removéal.
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THE APPENDAGES.
| INFLAMMATIONS,

Inflammations of the Ovary are acute and chronic,

but it is not ofteq}in hospital at all events, that

one gets the opportunity of seeing the acute variety,
' as patients delay so long before obtaining medical
| advice, Thus it is that in the cases recorded all

are of the ehronie class.

_Symptoms. Vary very much with different patients,

but all complain of pain, aggravated just before (a
iday or two) menstruation commences.
| Pain is usually referred to the region of the
Eovary, the 1liac region, and "small of the back",
Those who are married, complain of Dyspareunia,
' Leueorrhoea, some Menorrhagia, and as in Case 85,
| Metrorrhagia, though this symptom is usually caused
.by some, other ~ accompanying condition,
In a great number Af the cases the inflammation
:is of specific origin, as was found in Cases 18, page 135,
20 page 13% and 75 page 183.

In others, extension of inflammation Ffrom surr-
oundine parts, vide Case 5 page 121,

Sterility is often a sign of diseased ovaries,
but of course this is only the case when both glands
are affected.

'Diagnosis 1is not as a rule difficult where the dis-
.easa is well marked, nor.is it in the acute stage.
bn vaginal examination we usually find the ovary

enlarged, (except where a marked cirrhotic charge has

(6]
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taken place), tender, and sometimes, if there is any
cystic formation irregularities on the surface of the
gland, often too, we may find the ovary bound down

by adhesions, the result of a perioophoritis,.

| Treatment, First and foremost, Rest absolutely, phys-

ey

ical and sexual., Hot antiseptie douches at freq-
uent intervals during the day, plugging at night time |

with tampons soaked in a 10% solution of Ichthyvol and |

' glycerine, if the pain is too severe to admit this

f A x b .
| Iechthyol pessaries mlghtA%ubstltuted. Free purgat-

ion with salines is essential. In Cases 5, 18, 20,

' 85, and 88, this was the treatment carried out and in

all it was effectual in affording relief. |
Should this treatment fail, is there anything that
can be done to cure the condition.,?

Removal of the diseaserd gland either per vaginam,

;or through the abdomey the former operation (both

' anterior colpotomy and posterior colpotomy) is greatly

in favour just now, its advocates urging that a great
point in the safety of the operation is the ease with
which the gland can be reached even theough bound down

by adhesions, and another point is, that if necessary

| a very aefficient drain is afforded through the vagin-

al roof, as the operation has not been tried in any
of the cases under observation, further mention will

not be made. Operation through the abdAomen will be

' discussed under the next heading.
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Prolapsed Ovary.

The three cases recorded have also been ineluded
under ovaritis and with one exception, Case 75, the
treatment referred to under ihat heading relieved the
patients. Still they will be discussed here more in
relation to the displacement.

In Cases 18 & 20, there was inflammation of neighﬁ
bouring organs well marked in 18, a salpingitis, and |
in 20, a utero sacral cellulitis, in both theée casesj
the uterus was to the front, I mention this point ié
contra distinetion to the third case, 75, where the
uterus was retroposed. All three had a gonorrhoeal
history.

What was the cause of the prolapse in these'casesf

I think npt a sudden one as sometimes happens
through a jar, a fall, or jump, but rather due to
inflammation of the gland and consequent enlargement

so that the ovary would prolapse gradually by its own

' welght, In Case 75, the Retroflexion is a distinct

?The Symptoms are usually very marked. In all three

cause, I think it is less likkly to follow, 6r ace-’

ompeny a forward displacement; with downward displace-

ments I am inelined to think that it alwavs oceurs to

a greater or less extent.

' eases pain was a prominent symptom; in one Dyspareunia,

:and I think that the latter was present in all, but

'was not a cause of complaint, pain on defokcztion was

complained of, These two conditions, viz ;= Dyspar-

sunia, and pain on defepecation are easily understood
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from the position in which the displaced gland lies.
One patient complained,that after coitus the pain

wes so intense that she vomited.

ngiéﬁyggii: presents no difficulty the gland can
usually be felt lying in the pouch of Douglas, if free
it can be felt to be of the shape of the ovary though
much enlarged, exceedingly tender and movable, if fix{
ert by achesions diagnosis is a little more difficult.l
In Case 75, the right ovary could be palpated, but
subsequently at operation the left was found bound
down by adhesions, this condition of the prolapsed
ovary on the left side was thus undiagnosed, not from

s ot
carelessness but from the indefinitness of the struct-

ures.

TREATMENT, In those casés Where there is accompany-
ing displacement of the Uterus, the replacing of the

futerus and its retention in the forward position by

means of g suitable pessary, often also raises the

lprolapsed ovary. The soft rubber ring pessary will
gbe found the most suitable, for the pressure of a hard
vulcanite causes so rumeh pain that the pétient's suff-
erings are 1increased instesad of relieved.

More difficult are those cases where the ovary and

uterus are fixed by achesions, Here douching and

plugging must be used till the adhesions are absorbed

‘and replacement possible.

In severe and protracted cases where the symptoms
lare not relieved by these means, the question of ooph-

‘erectomy has to be decided on. My own experience is



of course somewhat limited, but I am led to believe

that much may be done by medicinal and loezl treatmenﬁ

to cure the condition and that only a small per cent

. of the cases c¢all for operative interference;Colpotomy

has already been referred to, but as abdominal Section
was the operation performed, it only will be noted.

The operation itself will not be described nor
mention made in regard to preparation and after treat-
ment of the patient this will be dedlt with, when
treating with Ovarian Tumours.

Case 75 Abdominel Section was performed and the
right prolapsed ovéry was easily removed, not so the
left, this was found deép down in the pouch of Douglas
closely adherent to the retroverted uterus, which was
also fixed;'the ovary was after considerable diffic-
ulty removed, both ovaries were found to be in a very
diseased eondition. I believe that operation from the
vagina.for the removal of the adherent ovéry would
have proved the sasier way of freeing the gland.

The patient made a very good recovery and when

she left the hospital was eﬁtirely free of pain.,

| TUMOURS.

Cystic By far the greater number of cases recorded
of Ovarian Tumours, as will be seen by the Analysis,
are cystic. In all these cases the cystic tumours
were nultilocular. In all except two, Case 13 and
Case 71, the fluia was the usual viscid fluid which

we are aceustomed to find in these tumpurs.
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While speaking of the fluid, reference was made to
| two which differed from the rest, In these two caseé
; 13 page 129 and 71 page 178. The eontents of the
 tumours were of a whitish colloid material. Itwoula
| be as well when speaking of these cases to detail them
| now, Case 13 came into Hospital complaining of &

~ large Abdominal swelling with slight pain, of 8 months
i duration. Patient objected to operation and left

5 hospital; she returned a fortnight lzter having made

i up her mind for operation. The operation wgs per-

| formed and a large multilocular Ovarian Tumour was

: found, with a rent in the capsule, and thick whitish
pink eolloid material escaping into the abdominal
cavity, this was washed out as well as possible and
drainage tubes put in, the patient died two ﬂays
later.

Case 71. This was exactly similar, except that
the patient was a much youngef woman, aged 28; the
Tumour had been aspirated before the patientfgdmitted
to Hospital, and at operation it was found that a
considerable quantity of the c¢olloid material had
' escaped into the peritoneal cavity. Both cases were
" complicated by numerous adhesions, many of which
required ligaturing. One Case]38, had, before she
came into Hospital sR this océasion two ovarian tum-
ours removed which contained this colleid material,
but in her case-the tumours, on opening into the per-
itoneal cavity, were found intact, and care was taker
that none of the material escaped into the peritonezal

cavity, she made a good recovery,



That the two Cases 13 and 71 are not unique 1 knpw
as cases of a similar nature occurred the same year |
in other wards in the Royal Infirmary and with equallﬁ
disastrous results,except in one notable case which IE

[believed recovered.

That this colloid material has an irritating
| effect upon the peritoneum there c¢an be no doubt, but
I am inelined to think that there is even a toxXxic
effect, as the end in each case was so rapid; I do not
;for one moment believe that the complications of the
inumerous adhesions were the cause of death, though
they certainly added to the dangers of the operationJ
still many of the cystic cases (to be presently quoted)
had many more formidable adhesions and yet did well,

I am therefore constrained to believe that the
| presence of this colleid material in the peritoneal
cavity was the real cause of death. In order to make

the reference easier, I append the following table of

the remaining 12 cystic cases. .

lCasa. Symptoms. Complications : Result.
' at Operation,.
4 | Swelling of
Abdomen & pain. None. Cure.
3 Doss vwvaws vs Adhesions ' Cure.
31 DO..vssess and
, haemorrhagic
5 vaginal Aisecharse Adhesions Cure
- 42 | Swelling of abdomen None. T om Cuﬁe'
44 Do.v...... & Pain Nons Death
53 DOwes v scamns None Cur;A.
64 | Dg....ﬁi.. and Nume rous .
reathlessness. ions
59 | Sueriiao o2 Adhesions Cure.
. abdomen & pain. None. Cure
zg | go......... - Adhesions Curé:
| O¢evnssnss.& pain Reﬁroverted Gravia
terus Cure,

Bl | Dovesin s vusd painl Nons
98 | Do..s & swelling B

F left ; .
of left lep. Numerous adhasions. Cure

= .

Cure,
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It will be seen from the above Table that in
regard to symptoms, all complained of the swelling in

the abdomen, even in Case 81 where the tumour was

| found to be a small one, thisjsymptom was noticed by

the patient. Out of the twelve cases, six only
complained of pain, one of vaginal discharge, one of
breathlesssness, and one of swelling of the left leg.

The Swelling as a cause of complaint is easily
acecounted for, no further reference need he made to
this as a symptom.

Pdin is Adue to pressure on surrounding structures.

Vaginal discharge, probably due to uterine affect-

ion, in this particular case (31, the Tumour was first |
thought to be a Fibroid, both from the Syvmptoms, and
the physical examination; it is quite possibles that
there was also a fibroid condition of the Uterus.

Breathlessness, due to the enormous distention of
the abdomen, the tumour pressing on the diaphragm,
thus interfering with respiration. The Swelling of

the left leg noted in Case 98 was due to pressure on

' the iliac veins of the 1left side preventing the ret-

| urn of blood to a proper degree; this symptom disapp-

- eared after operation, It will be seen by these

| symptoms that very little help is obtained with a view

| to diagnosis. How then are we to make our diagnosis.

7

If we take the swelling first and recognise that
we have a tumour of some kind or other to deal with,
then I think that the best plan is to arrive at a
diagnosis by means of exclusion. First and foremost

the bladder should be emptied by means of the catheter,

I mention this partieularly,as I have seen cases w ich
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| Tumours which proved to be over distended bladders.

: 64
have been sent into Hospital diagnosed as Ovarian

Nextexelude pregnancy and distended rectum.

After having decided that it is not any of the
above mentioned conditions,we have to diagnose from
ascites, fibroiAd tﬁmOurs, parovarian tumours, tumours
of the tube ahd broad ligament, tumours of the kidney

|

and liver, Pseudocyesis, Ascites. The abdominal walls

are usually less vascular in appearance, the outline
of the tumour is different and alters with the posit-

|
ion of the patient, Percussion - note, with the pat- |

ient lying on her baek, vields in the flanks, dulness,
and finless the fluid be very excessive the note is
resonant on the upper and anterior surface of the
abdomen. If the patient is turned on her side, the
uppermost side will be found to have a resonant, where
there was formerly a dAull note. This is of course
easily explained by the fluid gravitating to the mostf

dependent part, Diagnosis however, is not so easy

lwhere there is an encyvsted collection of fluid,

These are as a rule however due to a chronic tub-
ercular peritonitis, and here we must be guided by

the temperature. On vaginal examination of Ascites,

| the result is negative,

Fibroid Tumours are usually more central. They
may however be on one side, They are solid, more

nodulated and on auscultation a bruit is usually

present. On vagpginal examination the uterus is found

continuous with the tumour and moves with it; if the

sound is passed, it will be found, if the tumour is



a fibroid, that the uterine cavity is enlarged and
usually in fibroids, there is menorrhagia, or even
metrorrhagia, while ovarian tumours, the menstrual

flow is often lessened.

Parovarian tumours are always unilocular, they |

grow slowly, and in comparison with ovarian tumours i

the fluctuation is more marked. On vaginal exémin«i
ation, the surface of the tumour is smooth because thére
are no smaller cysts to cause any irregularities such |
as one usually finds in the case of Ovarian Tumours.
Again there is nothing solid to be felt in Parovarian!

Tumours.

i Tumours of the Tube, Here the growth is

quicker, they are usually ﬁore tender and generally
thers is an antecerdent inflammatory history.

| In these last two cases ths Diagnosis does not
matter so much, as the treatment is the same.

Tumours of the Broad Ligament are difficult to

idiagnose. One should try and make out the ovary on
|
' the same side as the tumour.
|

Tumours of the kidney. Hydronephrosis, the

lowsr border of the kidney can usually be fel?, and
jthere is a long history, floating kidney may be mist-
' aken; careful palpation and percussion will eliminate
| this.

Turours of the Liver. Hydatids have sometimes

i : -
' bean mistaken, If these are numerous diasnosils may

be difficult.

Pseudocyesis, - percussion note is tympanitic all o

' over abdomen; give chloroform and the tumour will

disappear.



Extra Uterine pregnancy comes under the heading
"Diseases of the Tubes",

Before discussing treatment, I would like to draw
|Iattention to one case (No. 79), which was complicated
by pregnancy. More in relation to the course of
treatment to be pursued. Should the operation of
ovariptomy be performedf or should the pregnancy be
allowed to proceed, and the operation performed laterj
or should the uterus be emptied before the operation

| is begun1 I think we might certainly throw out of

éacccunt the second question for there is always the
%danger of the presence of the tumour causing grave
complications during labour. Most surgeons are
agreed that the operation should be performed even

whils pregnancy is progressing, as pregnancy is little

iaffeeted. For my own part, I am inclined to think
| that provided the tumour is not causing grave com-
iplications, it is better to have the uterus emptied

]

:first,before proceeding to operative treatment, . My
ireason is this, often abortion does occur, and I think
iit easier to attend to this, before the patient has
:been operated upon, than to run the risk of abortion
:occurring after the operation, for it is manifest that
'we cannot attend to the condition of the uterus short-
lv after abdominal operation, as well as before.

It so happened that Case No. 79 aborted two davs
vafter operation, and it was this fact that led me to
think had anvthing happsned, in the way of haemorr-

hage for instance, it would have been a difficult

‘matter to have manipulated the uterus with the
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; patient in the condition in which they are usually in

so soon after operation. I am inclined to think,

therefore, that unless the tumour be causing urgent
.symptoms, operation should be delayved antil the uterus

is emptied.

Treatmsnt. There can be no gquestion as to the

treatment of Ovarian Tumours, once they are diagnosed
their removal should be effected. The preparation
of the patient for operétion need only be mentioned in
L a word, The strictest antiseptic precautions should
be taken; the abdomen prepared in the usual way and a|
carbolie seakage put on in the early morning and left |
there i1l the patient is on the table,

The operation need not be described, but mention
may be méde of two cases whiceh presented an unusual
 number of adhesions. In both these cases (Nos. 64
i& 98) the tumours were of an enormous size, and had
| Pfrequently been aspiwatéd before admission to the
hospital. In Cass 64 everything was adherent to the
tumour; intestines had to be sponged off; several
numbers of adhesions required ligaturing; and the cyst
_ wall was se intimately attacherd to the capsule on the
- inder surface of the 1iver‘in Case 64)ﬂuﬂ;on removal
of the tumour, this latter was stripped from the liver:
the oozing of blood from this torn surface was very
free. It was however ultimately controlled, two
| drainage tubes were inserted in the abdominal cavity,
and the patient put back to bed in an apparently moribund
condition, She however aventually recovered, The

other case No 98, the adhesions were very similar and



had to be ligatured in several places; the interesting
fact zbout this patient was that the wound healed up |
well by first intention, but eighteen Azays after the |

operation, the upper edges of the wound burst asunder |

iand left the bowels exposed; this was Ffirst noticea
Eby a sozkaere appearing on the binder; when the patient
| was examined, the abeve condition was discovered; she
was immediately conveyed to the operating room; the
edges of the wound were pared and the wound resutured;
she did very well after this,and was Aismissed cured.
Case No. 81 was of interest in as much as the |
tumour was found lying in the utero vesical pouch, a
rather rare occurrence, Case No. 58 was interesting
from the point of view that the patient was so young,

|aged 16, she was very much emaciated, the tumour was

almost as big as the patient; after the operation she |

improved very rmach, and left the hospital quite strong
‘and well,
A word here as to the dressings of the abdominal

|

!wound may not be out of place.
First, I had grave doubts as to the advisability of

!using iodoform as & dusting powder. I took two of

the bottles, which were in ths ward, and succeeded

-

in making cultures from them. I wondered then if
i

this iodofbrm powder could not be sterilized ana 1
'took 2 sterilized test tube and half filled it with
iiodof0rm, closed the mouth of the tube with a plug of
'sterilized wool and boiled the tube for half an hour.
The result was fear from satisfzactory as I found that

free iodine was piven off and the powder was reduced



to a hard grittv form, I made a second attempt, and
this time kept shaking the tube at intervals so that

the differmnt layers might come in contact with the

| outside part of the glass tube. This was more satis{

factory, and no cultures could be ebtained from this
specimen, The only question was, could the iodoform
be sterilized on a large scale ? 1 had no means

of doing this, so contented myself by preparing a
fresh specimen for each operaﬁion, and dpsting it on
to the wound throusrsh a piece of sterilized gauze.

Where there was no sterilizer it was a vexed

question, how best to prepare the dressings ? the

following methods were tried in turn, and the last one

was adopted ;— |
Ordinary dreésing gauze was boiled and kept in a

glass jar in a 5% solutioﬁ of carbolie. This was

wrung out in a solution of Boracic, and squeezed as

' dry as possible, powdered with the sterilized Iodoform

' and put on the wound; I know that this method is comm-

'only adopted where there are no sterilizers, but I do

' not think that it is a good one. Firsth think that

| the moist gauze with all the wool and bandage on top

acts very mueh like a poultice, and dces not therefore
favé} primary healing. Secondlyrmoisture favours the
growth of organisms and 1 doub® very much if the
soaking even in a 5% carbolic would have much effect

upon certain of the Baeteria which are found in the

' skin; this method was tried and was not founa very

effective. I next tried the following :-

The same kind of gauze was boiled for an hour in



soda solu;ion, it was removed from the boiling solution
| with a pair of sterilized forceps and put in a clean
glass jer filled with 1 - 1000 corrosive sublimate,
- and left to soazk for 24 hours, from this it was talen
E and fastened up in a towel, which had just been boiled
i in soda solution, this parcel was then put into a
| clean sheet, and the whole placed on the steam pipes
'? and left for 24 hours to dry, when this was effected,
| a glass jar was sterilized, and the gauze put into the
jar, with a pair of sterilized forceps, this was found
to answer admirably and every wound on which this |
dressing was placed, healed by "first intention",
of cburse all this preparation is unnecessary

| where steam sterilizers are in use, but at that time
there was nothing of the kind to be had. These
dfessings were fréshly prepared on each occasion when
laparctomies were to be performed, and it can readily
be understood that it meant a good Adal of extra work,
still the results justified the extra amount of time
andl trouble exXpended. I have since lad experience
with steam steeilisers and am of the opinion that they
are invaluable} in as much as everything which comes

near the patient can be sterilized by their aid.
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| SoliA. This will be Aiscussed under the heading

|
' "Malignant".

TR

| Semi-solid. Under this heading will be included

Fhe_EEETﬂiﬁ.??WPFff' The other semi-solid tumour 53,
'has alreadv bsen dAiscussed under the head cystie
;tumours, so 5 no further mention n=24 be made hersa.
i@r the Dermoid Tumours, Case No. 34, page 147, 55, page
:164, 96, ?agelga were typical. In Case 34 each
ovary was the seat of a dermoid tumour. Both were
Eremoved., Seven months after operation this patient
' returned and complained that she menstruated as
?regularly as before the operation,; except that she noﬁ
‘lost a great deal more than Fformerly, The ovaries
'on either side were quite Aissased and removal was
- thorough, as far‘as could be ascertained, What was
'the reason for the continwance of menstruation ?
Was it due to the possgpility of a small portion of
the ovarian tissue being left in the pedicle, or could
it be put down to "habit" not being overcome. There
is of course the possibility that menstruation might
have ceased by the end of the year after operation,
but the patient in this instance had not returned z
seecond time, so that this peint could not be ascert-
ained. I am inelired to think that "habit" or mental
;impression had not little to do with the return of the
periods, because this patient was given a prescription
and wes told that the medicine woulrd probsbly cause a
cessation of the menstrual flow. She was alsc advised
that if the menses did return, she sheould come hack for

further advice, and up to the time of my lezving the



wards, viz ;- two montks, she had not put in an appeaﬁ*
ance, I hgve however since heard of the patient, ani
she has not, up to the present time, had a recurrence;
of the periords,

Case No. 55, nothing special to note, In Case 96

perhaps one of the most interesting points is the

complaint for which this patient sought advice
viz ;— constant vomiting. She was kept under close;
observation and it was found that she vomited every- |
thing she took.,. If reference be made to the Case, i
it will be noted that a large mass could be felt
bulging into the left and posterior fornices ; the i
uterus was pushed to the right and separable from the:
mass. Everything was tried medicinally to check thei
vomiting. The stomach was washed out before every
meal, but all without effeect., Next, Rectal feeding

was tried,and was successful. After five or six fdays

of this treatment, a return was made to feeding by the

| mouth, but again the vomiting was as bad as ever.

It was determined to operate, laparotomvy was accord-
ingly performed and a large dAermoid ovarian tumour was,
with veryv great Aifficulty removed; the intestines had

to be removed from the abdomen, and wrapped in warm

' towels Auring the gr=sater part of the operation;

special mention is made of this, because after the
operation there was a good azal of pain, distention
and tympanites., The pain was excessive and the pat-

ient tosserd azbout very uncomfortably. Large turpent-

| ine enemeta were administered with good result. In

' eonnection with this distention and tympanites follow=



follow-
ing abAominal seetion, I have found that these

 turpentine enemeta act ink very effectual manner.

I have also found good result from the use of the
belladonna in the form of the ointment rubbed into the
flexures of the thigh and elbow. After the
removal of the dermoid tumour and subsequent recovery
from the operation the patient had no return of vomit-
ing. .
It is evident from the above case that the vomit-
ing was due entirely to the presence of the tumour, as
on its rempval, this symptom quite disappeared,
Malignant. Case No.58 page 167, is the onf?u;how-
ing the variety classified as solid ovarian tumour, |
and as this tumour happsned alse to be malisnant it
will be Aiscussed under this heading. The only
symptom was the swelling of the abdomen, It will be
noted in the abdominal examinaiion that the tumour was
a very large one reaching as high as 2" above the
umbilicus. The duration was only four months, The
operation was an easy and uncomplicated one. The
tumour was as large as a melon,and on microscnﬁical
examination,proved to be a spindle-celled sarcoma.
The only svent of note was the rapid healing of the
wound and quiek recovery of the patient, as regards
the operation. I have not since heard if there has
been aﬁy recurrence, or metastatie growth. I have
noted the rapiﬁity with which the wound healed. It

is now a well known fact that in those ecases, where

there is malignant disesse it is rare to find suppurat-

ion, and this cease is quoted in evidence,
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DISEASES OF THE TUBES.

Salp;ngitisf Neither of the cases recorded, pre-

sented any very marked degree of Salpingitis in regaré
to symptoms, |
Beth were Gonorrhoeal, and had accompanying Endom-
gtritis and ovaritis, both had prolapsed ovaries,-
Case 18, the right ovary was the gland displaced, but
the tube on the left side was the seat of inflammation.

In Case 20, the left ovary was prolapsed and Salpin-
|

gitis on the same side, this latter case had well

|
lmarked utero sacral cellulitis. The symptoms in both

5
| these cases were very vague, as regards the tubal
]condition; both referred pain to the left side, Case

18 complained of Dyspareunia, and Case 20, Leucorrhoea;
it will readily seen that theée symptoms might quite
well be due to the other conditions, present and not
to the salpingitis.

The Inflammation of the tube was e¢ertainly chroniec

for in Case 18, the enlarged thickened, ne* sensitive,

lduct could be readily palpated per vaginam, this with
'an antecedent historﬂof Gonerrhoes justified the diag-

inosis quite apart from the symptoms.

i What one would have expected to find, especially

Ihagia, but on reference to the Case it will be scen

in Case 18, was Aysmenorrhoea, and possibly menorr-

'that neither of these conditions were present.
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' Treatment. adopted in both cases was - Rest in bed,
iHot douching, counter irritation over brim of pelvis
@and the ichthyol glycerine tampons, together with

:saline purges, improvement was marked in both cases.
i
! :
_has occurred to me, whether or not the Surgeon woula

In connection with Gonnorrhoeal Salpingitis the idea

| be justified in removing the dAiseased tube, even though
it were giving rise to no distressing symptoms. Take
the cases which have just been discussed, and I think

' that they are the very cases which would raise the

' question which I now put forward.

The diseas=d tubes in these cases were not in
themselves the cause, at least not the immediate cause,
of the patients' suffering, but that the§ were Aiseas-
ed and irremediably so0, from the specifiec taint , I
have no doubt. Now the presence of these tubes, is
to my mind a source of great danger to the patients,
as they predispose to Tubal Gestations, the dangers of
' Which need not be dAiscussed here, If then the Surgeon
believes that he has to dezl with a chroniczlly inflam-
ed tub®, especially with a Gonorrhoeal histery, then I
maintain that it is his duty to remove an organ, which

is both useless and a source of Danger.

DISEASES OF THE BROAD LIGAMENTS.

Simple Cyst. It is extremely difficult to say
whether these cyst originate from the ovary, or wheth-
er they actuallylbegin in the layers of the Broad
ligament itself; or as some authorities state they

may begin in the parovarium, It is unfortunate that in

the Case 92, herc recorded, the evst had gplit the

75



76
layers of the broad ligament and was so intimately

attached to it, and in addition the adhesions were so

numerous, binding the tumour to the pelvie wall and
adjacent viscera, that ramo§a1 was impossible, the
ovary too was displaced and its relation to the cyst
wall coulA not pr@pgrly be made gut, the cause there—i
fore could not be determined. Whatever the causatioA
of these cysts, be thev from ovarian, parovarian, tis;
sue, or in the broad ligament itself the treatment .
remains the same, viz:= removal where possible. i
That this is not always possible is well exemplif4
ied by the case in question, the only thing left to do
then is to open and drain the cyst, which was done ini
the case quoted, Thev usually take a long time to |
heal, and I think that perhaps even a better plan is

to keep the cyst packed with Iodoform gauze in the hope

| that an adhesive inflammatien might be set up and the

cyst become obliterated, I have no experience of this;

but it sppears possible that this line of treatment

might be effectual, the idea occurred to me, from the

treatment of the saec of an extra uterine gestation (to

'be discussed later) not that this latter had the same

-

characters as the cecyst wall, but that the mechanical

'action of the gauze might aet upon the secreting cells

of the cyst.

To earry out this treatment it would be necessary
to stitech the cyst wall, as much as possible to the
abdominal wound in order to shut off the peritoneal
cavity, the outside wound too would have t¢ be left
pretty large so as to allow access in the packing of

the evet with csuvze.



| While the cyst was secreting ,the gauze would act as

a drain and so carry off the fluid, Its presence

- as a foreign body would tend to cause inflammatory

action, and if it were shortened gradually, in all

probability, the cyst woula heal from below by adhesg-

ive inflammation. The Case in question dArained for

f a considerable length of time, and the patient was
- kept a prisoner in bed for a much longer period, than

- would have been the case I believe if the cvst had

been treated as I suggest.

Malignant Cyst., This was irrempveable, but the

- dizgnosis was arrived at from the fact that there were

secondary growths in the peritnmeum and omentum; the
cyst ‘was filled with thick curdy, and extremely offens-
ive fluid, in.parts it was of the consistency of soft

cheese; the attachments of the cevst by adhesions to

the surrounding viscera were so numerous that its

removal was imposéible. Symptoms were - swelling of
abdomen, with paing radiating from the epigrastrium.
If reference be made to the Case No. 72 page 178 it
will be seen that the abdominal examination r8vealed

a hard nodular moveable mass, and that there was also a
considerable amount of ascitic fluid. There was
marked cachexia so that the diagnosis, before operat-
ion, 2s to the malignant character of the tumour was
not Aiffiecult. Malignant cysts of the broad ligament
are usually papillomatous so that the condition here
noted is not a common one, The progmosis in these
cases is very bad, The case in question died the

second aay after operation.



DISEASES OF THE PAROVARIAN,

Cystic Tumour. No mention need be made here of

D e

the causation of these tumours, but attention is mainly

 Arawn from a clinical point of view, The Diagnosis
. or rather the differential Diagnosis is of importance,

- espeeially with a view to prognosis, not so much as

regards treatment for when diapgnosed they should be

| removed, They are most likely to be confounded with

0 varian Tumours, especially if these latter are
unilocular, when such be the case, diagnosis between
the two islextremely Aiffiecult. Of course if an ovary
can be felt on the same side of the tumour, it mekes

the Adiagnosis of the par ovarian practically eertain.

' In the Case (No. 49 page 159), here recorded, abdomin-

al examination revealed a large cystic uniform swelling

with well marked fluctuation; this latter point is

- almost Aiagnostic, for the surface of the tumour being.

smooth, due to the fact that theyv are uniloculer,
allcws the wave on rercussion to travel freely.
Vaginal Examination in this case was negative.
Treatment; laparotomy and removal. These tumours
rarely give trouble in operating.

In one Case, which is not recorred, & par-ovarian

tumour was diagnosed, and the physical examination was

very much like this last case, when two nights before
operation the tumour suddenly subsided and all that
the'patient complained of was frequency of micturition,

and greatly inereased quantity of urine,

It will be seen from this that such a thing happening

as the bursting of a par ovarian tumour is not §o
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grave an occurrence as the bursting of an ovarian 5
tumour, vide Cases Nos. 13 & 71. For the fluid in
the paf-ovarian tumour is an unirritating clear bland
solution, which, in the event of escaping inte the
peritoneal eavit&, is quieckly absorbed and no harm is

done,

URETHRA, BLADDER AND URETER S,

DISEASES OF THE URETHRA.

Urethral Caruncles.,

These Cases (Nos. 23page 139 and 90 page 194,
were very typical of tﬁe disease. In beth, the mﬁat4

us urinarius was surrounded by little pinkish bodies

about the size of a millet seecd, exquisitely painful

' on the slightest touch. In the first case, painful

| micturition and pain on walking were the svmptoms

| complained of. In the second case, painful mictur-

ition anAd dyvspareunia were complained of. The chief

clinical significance is the extreme sensitiveness,
the exact cause of which is hard to determine, for
they merely consist of «dilated capillaries and a

possible superabundanee, of superficial nerves, alth-

iough this has never been clearly demonstrated. The

orifice of the urethra, and in both my cases this occur-

‘site of occurrence is usually posteriorly to the

red, In Case 23, however, they were also within the

" urethra.

Treatment , Practically the only treatment is free

removal. This is best done with the cautery, care

T



! will have been produced immediately, in the latter a
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being taken to go deep down as they recur, if not

thoroughly removed, a pad should be placed over the

wound and preséure applied, to obviate a tendeney
to haemorrhage. This treatment was adopted in both :

cases, and was successful.

DISEASES OF THE BLADDER.

Vesico Vaginal Fistula. Case No. 32 page 143,

was one Which presented all the symptoms of the tear
from the blzdder into the vagina. The tear in Bhis |
case Was very considerable, By far the mest frequen?
cause of Vesico Vaginal fistula is injury during |
parturition, therefore the antecedent parturient his- |
tory is of importance. ‘The fistulas may be noticed
soon after parturition. In the-former case the tear
|
slough has formed as the result of bruising, from long
continued pressure., Case Neo 32 comes under the sec—|
ond category, and if reference be made t¢ the case
it will be seen that the history of her last lzbéur
was a very severe one, The incontinence was only
noticed two davs after labour,

The operation for repair of the fistula need not
be disecussed, but all important is the preparatory ana

after treatment. The former shouli be carried out

as suggested in "Tears of the Perinaeum". In addition

the bladder should be washed out at frequsent intervals
during the day, as regards after-treatment I think
there can be no guestion as to the advisability of

plaeines a permanent eatheter in the bladder for the
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' first five or six days at lesast, Gentls washing of

- the bladder with ant®septic solution is also advisabla.

Cervico Vesical Fistula . Case No. 29. As in the

.last case, the fistula followed parturition. No
Adefinite history could be obtained in regard to the
labour, but, the patient had had oﬁe previéus child
still born and she stated that in both her labours she
had ehloroform, and that they lasted a long time.

It is therefore safe to assume that the labour was
probably an instrumental one. Diagnosis was not

& other

beforz mentioned in regard to ththase, as the lesion
| was very evident both on dAigital and visual examinat-
ion. In this case howevdr, exaet Aiagnosis was not
fso easy. The bladder was-filled with milk solution
but no escape was seen. At a subsegquent examination
under chloroform the milk solution was seen trickling
from the cervix. It was evident therefore that the
fistula opened into the cervical canal, The Treust-
ment in this case, as regards the operation, was,
apart from the repair of the fistula, that tﬁe anter-
ior vaginal wall, which contained the bladder, was
~dissected off the cervix, The fistulous openings
thus exposed on the anterior vaginal wall and cervix
were closed. The preparatory and after-treatment
wers the same as in the first case. In both of these
cases the itreatmert adopted was suceessful.

Cystitis. This disease is by no meansg uncommon

among woman, As to the causation in general, we do
not here concern ourselves, as in the case No. 40 pace

152 | nere recorded the causs was evident viz :-
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- Gonorrhoeal. The Symptoms in this case, wers freqg-
.uency of micturition, pain of a scalding nature during
the act, and a sHarp stabbing pain at intervals.

.The patient had had in addition some "growths" removed
from the meatus shortly before admission to the hospit-
al; These were,in all probability,urethral carunclzs.
' There is no doubt that in this case, that the cystitis
wag gonorrhoeal as a distinet history was obtained .
The diagnosis of eystitis is not 4Aiffieult, the symp—.
toms are quite sufficient to astablish the diagnosis.
'In addition, the appearance of a patient suffering
from evstitis is charadteristie ; the sallow complex-
ion, sunken eyes, Aistressed, wearied and worried look,
are very distinctive of cyvstitis, The econstant des-
Jire to micturate, amounting almost to incontinence, whr
ich causes the patient to be continually up, soen

tells on the general health. It might almost be said
that a prettr good idea as to how bad the disease
really is, may be obtainerd by asking the question "how
oftan do you have to rise during the night to pass.
vour water?" In very bad cases the answer will be
"avery half hour or so." If the bladder sound be
passed, it will be found that the bladder is extra=mely
sensitive and usually contracted, The cystoscope is
valuable, as it gives a very good idea as to the

extent of the inflammation. Prognosis must be pguard-
ed in cystitis as it depends upon the stage of the
inflammation and the constitution of the patient.

If chronic, ani the patient is tubercular, profnosis

is bad.
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Treatmsnt, If acid, the urine must be made alkal-

ine, Diuretics and suitable medicines nothing better
than the the benzoates, and washing out, at freguent |
intervals,the bladder, Both boracie and salicylie
acid were used in this case with very pgood results.
It occasionally does good to just slightly over dAis-
tend the blardder, but care must be taken that the
patient be not in too low a condition of health.

I found great relief given to patients by very hot

vaginal douches and the use of tchthyol plugs.

DISEASES OF THE URETERS,

Ureteric Fistula. These cases are not very

common; when they do occur, the complaint usually made
fis incontinence of urine, not to a very great extent
ias the patients can usually pass a fair amount of
urine voluntarily, so it is really more a dAribbling of
urine, As a rule these conditions are either congen-

ital or secondary to pelvic suppuration. In Case No.

17 page 133, it was of the Fformer class and Auration

‘was given sinee childhood, in other words, all the
‘patient's 1life. The Aiagnosis of the condition is
Enot alvavs easy, but no great dAifficulty was encounter-
;ed in the case herg recorded, for on vaginal examinat-
%ion a small fistulous-like opening could be seen on
ethe anterior vaginal wall, a probe was passed into
'this opening but could not be pushed on Ffurther than
'half an inch. The bladder, which measured 33", was
;filled with 10ozg. of milk solution but none was seen

'to escape either through the fistulous opening or by

the urethra, Fluid was seen to exude from the opening
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at a later period, clear, and on being tested was
found to be acid. If reference be made to the casé
page 13%,1it will be seen that the fluid collected from
the Ffistula was undoubtedly urine. Note is also
taken as to further examination of the bladder, and it
will be seen that both Airect examination by the aiad
of Kelly's specula and with the cystoscope. With

the formér after dilating the urethra ﬁith the combin-
ed speeula and dilators, and the bladder wall examinei

visually, efforts were made to pass Kelly's ureteric

searcher and catheter, but with this method it could

| not be definitely ascersained if both ureters opened

' into the bladder. On the other hand, with the aid

| of the cystoscope, it was found that there was the

fappearance of two ureters on the right side, and one

Zon the left. If this were really the case, for one

| is apt to err in cystosecopic examinations, then it is

équite possible that a fourth ureter opened into the

' vagina; of course one might theorise to any extent on

this point, as confirmation of diagnosis would be

- extremely difficult.,

To leave theory, and to coms to practice the con-

' dition of "ureteric fistula" existed, what then would

' be the best thing to Ao for the patient. First the

' question arises as to how much dAiscomfort the patient

is suffering, if not a great deal, then I am strongly

of opinion that no operative interference should be
undertaken, I Ao not think that the discomfort (I
refer to the case quoted) is sueh as to justify th=
plastie operation for implanting the ureter into the

bladd~r.
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DISORDERS OF MENSTRUATTION.

AMENORRHOEA,

The majority of the cases recorded were those of i
physiological amenorrhoea. Case No 53, before puber;
' ty, and Cases Nos., 4, 13, 15, 38, 48, and 64, Amenerr
-hoea of the Menopause. The other cases were amenorr-

hoea of pregnancy. So, as there was no case of path-

'ological amenorrhoea, this subjeet will not be further

discussed.

'MENORRHAGIA.

Is a symptom associated with a good many diseases
|of the uterus and uterine appendages, and it will be

seen by the cases recorded that a pood many different

lconditions come into play. Perhaps the commonest
icauses of menorrhagia are, displacements and fibroid
LUMoONrs., In Cases Nos. 27, 50, 56, 65, 74, &0, and
95 are all due to fibroiAd tumours. In Cases Nos.
37, 61, 76, 81, 83 and 91 are due to displacements.

Ovarian tumours are also a cause, and this is seen in

Cases Nos. 55, 92, and 96 - malignant Adisease. Nos.
582 and in one case (No. 83) no cause could be found
beyond an ovaritis. Little may be said of symptoms.
The patient complains of losing an excessive amount é;
|

her periods, but treatment is of more importance.

;n every case seek to remove the cause, In fibroid
Itumours it is usually the polvpoidal form, and the
ﬁnterstitial variety. The treatment of the former

has alrsady been discussed, but mention has not been

made so much in regard to the interstitial varietv.



Here in this condition the tumour may be only of veryé
small size, but quite sufficiently large to set up an?
endometritis which will cause the menorrhagia. In
these cases frequent curettings, the internal adminis{
tration of ergotine and Hydrastis etec., with hot doucﬁ-
inghight and morning often effect a cure.

Where the tumour is bigger and giving rise to more
teouble in regard to mbnorrhagia, mypmaectomy has been
suggested, but usually the symptoms are not so grave

as tc warrant so serious an operation,

Menorrhagia is rarely ever so bad as to necessitatq
the extirpation of these tumours, but ocopherctomy has |
been suggested, but I think that unless the Case has |
other complications this should not be callsd for. |
Of course rest in bed at the time of the flow is ess-:
ential, Displacements if rectified and the attending
inflenmation treated, the disease as a rule yields
readily io treatment. Case No. 85 was one of very
unusual type, although there wes menorrhagia, the real

cause of complaint was metrorrhagia - As the treatment

of Metrorrhagia is the same as menorrhagia, they are

‘best discussed together., The causes of metrorrhagia

are rezlly the same as menorrhagia, merely the one

‘passing into the other; that is to say the patient

on

!with menorrhagia untreated often goeﬁﬁto metrorrhagia,

lof course metrorrhagia is more closely asscociated with

fibroid tumours and malignant diseases. To return

'te Case No. 85, the complaint as before stated was

metrorrhagia, and if reference be made to the case it

will be seen that the uterus was normegl in size and in
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| every other respect, the bnly condition being a slight
| ovaritis, This patient resisted all treatment, She
- Was given hot douches regula?ly, stypties were applied
. to the uterine cavity, curretage, but all without avail
At last plugging the vagina was tried and so long as
this was done the haemorrhage ceased. This patient
was a lgng time in the ﬁospital, but eventually, from
the effects of the plugging, occasional curretting and
suitable medig¢ines, she ultimately recovered. The

; plugging is useful in this respect, that it checked |
the haemorrhage which was sapping the patient's stren-
gth; it thus gave time to build up the patient and put
her in such & condition as te resist the drain. The '«
occasional currettings also were of service, in as much
as the uterus was packed with icdoform gauze for a
period of 36 hours. This seemed to stimulate the ut-
; erus to better contraction. At one time this patiert
| was so bad from the loss of blood, that it was seriocus-
ly considered as to whether or not oopherectomy should
be performed; fortunately the above treatment eventual-
ly effected a cure.

DYSMENORRHOEA,

It will be seen in the analysis that by far the
greater nunber of the cases in the disorders of mens-
truation are clessified under the heading. I have
classified them int® those occurring before the flow
was established,(premenstrual extra uterine;)and dur-
ing the flow (uterine., ) Extra Uterine or premenstr-
ual, This is without doubt as the classification

shows, due to diiseases of the uterine appendages,
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' it is marked in Cases Nos. 50, 55, 61, 67, 68, 74, 81,

& 92, In all these, with the exception of Case No.
f61 the cause was due to ovarian or fibroid tumours.
;In Case No 61 there was a gonnorrhoeal salpingitis.,

' In Case No., 74 there was marked ovaritis, -
This form ¢f Aysmenorrhoea is always shown as the

. name suggests by pain preceding thé actual flow, per-
- haps two or three days before. If there is no accom-
panying inflammation of the uterus, rel, ef is exper-
ienced when the flow is once established, because as a
rule the tubes and ovaries are in a state of chronic
congestion, and when the flow Aoes commence consider-
" able relief is experienced, from this blood letting as
: it were.

Of all forms of dysmenorrhoea the premenstrual is

f the hardest to treat, of course where it is Aue to the
' presence of neoplasms, their reﬁoval will cure the
condition. As regard the inflammatory conditions,
much can be done if the patient will give herself time
Hot douching régula;ly, iehthvol and glyeerine tampons
and occasional blisters over the brim of the pelvis,
and the uselof saline purges, If this does not do,
then as a last réseuf&e, removal of the ovary should
be adopted.

Uterinq,during the flow,. Cases Nos., 47, 33, 60,
61, 67, 68, 74, 76, 83, 86, 87 and 91 were almost with
=out excgpti@n due tp displacements of the uterus.

The exceptionsiwere Cases 61, & 68, In these the
Dysmenorrhoea was due to Endometritis. I append a

table which shows more clearly the causation, and the

time when the pain ocecurred,.
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Case, causé. Time of occurrence of pain
33 Anteversion and
Specific Endom-
etritis., First day of flow.
47 Retroversipn. First day of flow.
| 60 Anteflexion. First day of flow. ;
61 - Specific Endometritis.During whole time of flow
67 | e ] During wholes time of flow
68 Endometritis from
Subinvolution. During wholz time of flow
74 Fibroid Tumour During whole time of floﬁ
76 Retroversion During whole time of flow
83 Retroflexion During whole time of flow
86 Anteflaxion First day of flow.
87 Retroversion,. Dufing whols time of flow
21 Prolapse During whols,ﬁime of flow

It will be seen then,that in four of the cases, the
pain was only on the first day of the flow, and of
these four, three were due to Forward displacements of
fhe Uterus, the remaining one was a Backward displace-
ment . I have Ffrequently observed that in. the Forward
displacement, the Dysmenorrhoea is, almost without
exeeption, during the first twenty-four hours, and is
always relieve A when onece the flow is established,
this is especially the case in congenital anteflexions
and to my mind is conclusive proof of the mechanical
theory of Dysmenerrhoea: one can quite easily imagine
the menses collecting at the seat of the flexion ;
or to speak mor2 correectly just above it, the uterus

in a statas of conrestion: throwrn inte =z=cetion ard



- expelling the retained menses in the form of a clot,
?the whole action is analogous to a miniature labour,
'then the flow once established the pain ceasss, In
Case 86 there was in addition a marked stenosis of the

fos uteri, giving the condition known as "pin hole" os.

In the remaining eight cases the pain was during the

‘whole time of the flow. As to causation, three were

. < g _
backward displacements, one ddwnward displacement, one

Fibroid Tumour, one Specific Endometritis one Subin-

volution with accompanyingvEndometritis, one the

.cause is not noted as no pelvie condition could be

| found on examination to account for the Dysmenorrhoea.

I have stated that, in these cases the cause is the
3Disp1acement, this: is of course not the immediate

cause, but only that in all, Endometritis was the act-

ual condition (resulting from the displacemesnt) which

‘'was rasponsible for the Dysmenorrhoea.

Treatment. plainly where there is a displacement

this must be rectified first, and the accompanying
Endometritis trsated, before any hope of cure will be
realised. In regard to the Anterior displacement.

In Case 86, Hpot douches were used, anl the introduct~-
ion of graduated Bougies was tried, the period following
this treatment was absolutely free from pain, this
dAilating the uterine canal would resquire to be done

frequently before a cure could be effercted. In Case

47 a Retroversion,the same treatment was tried with

a like success, In all the other cases, with the
exesption of Case 67, hot douching regularly, currett-
age, and afterwards replacement (where necessary) was

the treatment adopted, and in most,was successful,
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;As regards medicinal treatment, Saline purges are nec-

%essary; and in these cases where the spasm is marked
éI have seen good result from the use of the Liquor
icaulophylliq and Pulsatillae Co. In those cases with
ispecific taint, in addition to the local measures taken
to afford relief, constitutional treatment should not
| be forgetten.

PELVIC INFLAMMATION S,

' UTERO SACRAL CELLULITIS.,

The symptoms of this disease ars usually so well

'marked that Aiagnosis can almost be made at once.

Chief among the symptoms are pain, either of a dragging

.character located to the baek; pain in the side; dys~-
meno rrhoea and dyspareunia.

Ih the eases under observation viz;- Nos. 5 & 20,
~the utero sacral cellulitis was associated with aidit-
ional Adisease, so that the symptoms in Case No, 5 wers
really due, to a greatsr extent, to the accompanying
gondition of ovaritis,. In Case No. 20 theres was also
an accompanying condition of prolapse of the ovary.
‘Dysmenorrhoea was present in Case No. 5, but, contrary
to what might have been expected tgﬁiilmplained of,
vas before the flow commenced, this of course was due
to the ovaritis, but had there been, as is nearly al-
ways the case, in utero sacral cellulitis,

Anteflexion of the uterus, there is no doubt that
pain Auring the flow would have bzen complained of,
Although in Case No. 21 theere was this condition of
the uterus prasent, and no menstrual pain; still in a

nurber of Cases (not recorded) I have been much Struek



with this Dysmenorrhoea during the flow,

I note with interest a paper by Dr, Fordyce read
before t?e Obstetrical Scoiety in Jan.1895, that the
' cases quotéd by him coincide, both in regard to symptoms
and the physical examination to many of the cases which
were in the Ward during my term of office, I refer main-
'ly to those cases in which utero sacral cellulitis is
jthe only condition present,

That anteflexion of the uterus is not always present
is exemplified in Case No.5. IHere as a matter of faet,

' the ligaments were tense, hard and tender, and were in
such a condition that the forward dislocation of the
uterus would have certainly have heen expectei., Exam-
ination with the aid of the sound,however,showei that
the uterus, though lying to the front, was not flexed
upon itself,

In case No,20, the uterus was anteflexed, There 13
another point to which I would like to draw attention,
that is the question of sterility; there are few pelvic
conditions which are so commonly asscciated with steril-
ity as utero sacral cellulitis, In case No.5 it will
be seen that the patient had not borne children,at all

the
events since she had contractednlisease. In case No,20
it is rather remarkable that there is a history of five

pregnancies, the last one heing only three months pre-

vious to admission, and yet the disease, according to
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‘the patient, had been present for three years. I

certainly do not think that the utero sacral cellulitis
in this case could have been present for more than a
few weeks, and it is quite possible that the cellulitis

was due to a recent abortion,



Dyspareuniz, for obvious reasons, is not often com-

!plained of, that is to say where it is not specially

marked, but there are cases in which this symptom is I
| 86 outstanding that patients make thiiizole source of |
complaint. i

found to be tense and inflamed, usually very tender,

|The Cervix was found dragged upwards and backwards anﬁi
| i
'}the body of the uterus acutely anteflexed, The !

iligaments are felt like tense fibrous bands with a
|

sharp edge, and there can be no mistake in regard to

|
‘diagnosis when these are once felt on vaginal examin- |

|
!ation,especialiy if associated with the accompanying
!anteflexion. i
?Treatment. First rest in bed with careful attention
ito the bowels, Here again the use of saline purges !
;is extremely valuable, The following prescription |
|

@as always given in cases such as the above and with

|
marked benefit =

l& Mag Sulph } i

Quin Sulph 9@:.31
Ferr Sulph g 45
| Acid Sulph dil o R
| Aqu. Mentgf%d %} Vil

Half an ounce of this taken three times a day.

This not only acts upon ths bowels inrlessening the
constipation but also depl2tes the pelvis, Hot
douching as described on page 41, should be carried
out, also ichthyol plugs, and of course it need hardly
be said that sexual intercourse is quite inadmissable,

if benefit is to be hoped for.

On vaginal examination the utero sacral ligaments a&e
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If the utero sacral cellulitis is cured, then the
accompanying anteflexion can be treaned later, this

has alresdy been referred tgo.

PARAMETRITIS,

This disease is so common that it is not surprising
ito find four ecases occurring among the hundred recordﬁd.
iIn three of them viz:~ Cases Nos. 26, 28, 45 the !
%condition followed upon parturition. These three E
cases were exactly similar, especially in regard to i
symptoms and physical examination. The pathology

need not here be discussed,

The Causation is undoubtedly always due to septic

'absorption gnd in all three of these cases it will be
éseen that the cause of infeetion was from some com-
Eplication during parturition. In all, pain is the m@$t
| prominent symptom, chiefly refeered to the iliac reg-%
iions; pain on micturition was complained of in Cases |
'Nos. 26, 28, and 495, Vaginal Examination in all |
.revealad a hard boardy mass in one or other fornix.

:On bimanual examination thes mass could be felt extend;
!ing well up the iliae regions, and in Case No. 45 was
ias high up &s the iliac crest. .
;Treatment in these cases is 3ong and tedious., RastJ
:attention to the bowels,f?equent hot douching; ichthy-
‘0l plugging; hot fomentations over the area of swell-
!ing and pain, and occasional blistering are about the
?best lines to g0 on, Mercury and Iodidde of Potash
have been recommended and sometimes do good. I do
net think, as is too often the case, that the diet

gshould be a low one, (Irefer, of course, to those cases

in which there is no grea$ pyrexia) for very often

94,



| good feeding, helps not a little towards the recovery
' of the patient, !
|

Constipation is often quoted as being a constant |

source of annoyance in this disease, but my experience
. |

has been the very opposite, for in Cases Nos. 26, 28,i
iand 45, the diarrhoea resisted all treatment for a loﬁg
itime. Do these Cases ever permanently recover ? i
iYes! if properly attended to and the patient will takﬁ
time. In Case No. 45 as unfortunately sometimes hap;

|pens, abscess formation took place. This patient had

?previously been discharged from hospital, dfter having

{been there for a considerable time, very greatly imp-
'roved, but three wesks later she was sent into hospit-|
i r
ral with a large abscess about the size of a big melon,

'pointing just above, Poupart's ligament.. This ;
(was opened and drained; dAressings had to be changed |

ifrequently through the day for a considerable period.

iTreatment of vericus kinds was tried in regard to the
;abscess cavity, but with no very great result; event-
iually a second abscess formed over the buttoek, but
fortunately dAid not communicate with the joint; this
was ineised and treated in the same manner, but many
Emanths elapsed before improvement took place. I have
!noted all this in regard %o these abscesses in or&er
;that I might state what I think to be the best 1liné.
jof treatment; firstly, watch carefully}pulse and tem%er-
ature fbr indication of pus formation, directly this
latter hag occurrad, the abscess should be freely
incised immediately and Arained carefully. The cavity
, if large, should be thoroughly washed out with a

week solution of Iodine and drainapge carried on for at



least a few days, by means of rubber tubing; this may;

be substituted later by Iodoform gauze, the absecess cévity
gauze |

thoroughly packed with this material,and thegshortened

day by day. Care must be taken that the wound be noé

allowed to close too early otherwise the pus will

collect at the Dottom of the abscess cavity. Given
time, patience (above all) strict antissptic precaut-
ions, for although the abscess is ai;;édy in a septic
condition, it is quite possible that, unless care be

taken, fresh sepsis may occur again. The iodine

washing should be repeated every two or three days; |
!

| it not only acts as & stimulant to the tissues, but isg

|
also0 a powerful germicide,

[
Perhaps it would have been better when discussing i
treatment to hafe mentioned before anything else prop%
hy%iaxis, espeeially during parturition, for undoubt-
edly the greater majority of these cases are due to

injuries received during parturition. Case No. 46

| This patient was not mentioned with the other three '

for the reason that she came into hospital with abscess
formation, The Tase is an interesting one, in as much
as the abscess was in a peeuliar position, viz:~ lying

between the bladdzsyr and the uterus. The history was

indefinite and did not coincide at all with the histony

generally received in cases of Parametritis. On vag—
inal exanination the cystie mass could be felt in the
position indicated, the swelling in the vagina was
incised, and.a teacupful of pus was drawn off; the
cavity was afterwards packed with Iodoform gauze; the

following day the gauze was removed and the abscess
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daily until the cavity healed up and the patient was
eventually dismissed cured. I think that the rapid
progress made by this patient was due in a great

measure to the position of the abscess and that when

opened7drainage was very efficient,

Tubercular Parametritis., - This was really a tuber-

;cular infiltration of the eellular tissue of the pelvis
prognosis is bad in a case like this, more especially
as there was evidence of tubercular affection elsewhere
lin the body. Local treatment is noé of much use,
constitutional being of more importance; this need not
be discussed here, no further mention will be made

of this case,.



EXTRA UTERINE GESTATION,

This subject is far too large to be dealt with
: justice in a treatise such as this.
The cases will only be discussed in regard to
| the symptomatology, physical examination and treat-
ment. Case No.49, page 159, 52, page 162, and 78,page
184, will be discussed first, as the diagnosis of
| Extra Uterine Gestation was not proved by operative
treatmsnt. The symptoms and physical examination,
however, were strongly presumptive of Ectopic Gesta-
tion, Reference to the following table will give
a clearer idea, bofh of symptoms as regards complaint
. from patient, menstrual history and physical examnina-
tion,

(See Table on Pages following).
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Nature of
Complaint.

— e i

Menstruation.

Swelling of Ab-
domen and occas-

lional attacks of

severe pain,.

tGeneral Pelvic

Pain, Constant
haemorraagic
discharge,

Regular till after
the birth of last
child 9 years ago.
Since then almpst
daily slight haem-
orrhagic discharge
till 6 months ago,
then amenorrhoea
for 4 months and

for the last 6 weeks {he Uterus.

irregular haemorr-

hages,

' Regular till 4
months ago.
| Anenorrhoea for 2

months, after that

| eonstant haemorr-
hagic discharge.

Abdominal Vaginal
Examination. Examination

/A large tumour | Uterus en-

|reaching as high larged 5"

as the Umbilicus and empty.

lying a little A large mass

to tne left of | cen be e lipubf
the middle 111‘19 fornix and
hard, *rrevular,'apparentlv

and appareantly
lconnected with

L eontinuous
[ e
with toe
|Uterus.

Nil. Uterus
. slightly en-
larged, soft
and tc the
fromi, bhe-
hind can be
felt a fluc-
tuating tu-
mour wnich
is not sep-
arable from
tthe Utemu

i



Nature of Abdominal Vaginal

ase. Complaint, Menstruation, Examination, Examination
i l i
| |
'} !

52, Pain in back and Regular until pre- Nil, Uterus to the
lower part of sent attack, when front. A mass
abdomen and haem- patisnt went 2 weeks can be felt in
orrhagic discharge past nher time, then the nosterior

'began to bleed the fornix, fluect-
‘ same amount as at uating and
period. This grad- tender,
ually became less,
' until a spot or two.
‘ 16 days hefore ad-
mission it returned
freely, ceased for
2 days and has re-
turned again.
|

78. !Pain in lower ab-Amenorrhoea Tor the Nil. ‘A large mass
domen and lower last 7 weeks, pre- ahont tha size
part nf Dback. viously was veary of an oranse

irrzgular, somelimes
once in three iwreeks,
ionce in a fortuight

with menorrhagia.

can be felt
‘bulging into
the posterior
fornix.
Uterus to the

front 3i".
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Nature of Abdominal Vaginal
Case, Complaint, : Menstruation, Examination. Examination,
SR ORSCRS— = . . » "

IOO.Swelling of Abdomen Always regular M large tumour, A large mass can
and pain in the until January 23rd.irregular in out-te folt hulaing:

right leg. 1896, From this |line, reaching |into the post-

' date till tne end of within an inch erior fornix,

5 June 1896, Amenorr-of the Umbilicus;In the right

hoea, when she men-jit extends on thelfornix a small

struated, but not |left side to the body ahout the

[1ike the usual, extent of 3" fromsSime of 2 hazel
there being pieces the middile line.'nui can bhe felt.
of tissue, like: bn the rigzht side The uterus is to

' pale skin passed it_fills up the the front =nd
with clots of bloodjl1a€ fossa. feels continu-

; Nothing after this There is o well lous with the

; (till 2nd Angust, marked linea nizra, tunmour,

vhen she was unwellOn perecugsion it
1till 8th Aug, On 1is dull 21! over,
this occasion she on palpation it is
passed more pieces solid in parts

of pale skin and and eystic in
clots, Nothing un- others,

til August 14th. .and

. then only a few

[ drops,



It will be seen in these three cases quoted, 49, 52 &
78, that the menstrual history i3 suggestive of Extra
Uterine Disease,

Diagnosis of Early Extra Uterine Gestation is

not always easy, and it will always remain a diffi-
cult gquestion which is the best method of treatment
in these cases, I do not feel gquite certain that in
all cases where an Ectopic Gestation is suspected, it
is the surgeon's duty to cut down. Before the second
month I should be inclined to adopt expectant treat-
ment. So many cases of haematncele and haematoma
are met with in gynaecological practice, whizh slowly
but surely resolve, that if it is the case, as I he-
lieve it to be, that these orizinate in rupture of
early Tubal Gestations, I think the risk of exposing
the patient to a serious abiominal operation is per-
haps greater than leaving the case alone, at any rate,
till about the third month. By this time the diag-
nosis of the condition will be pretty certain if the
case has been carefully watched, and if the swelling
is steadily increasing then I think operation is
certainly callei for, as rupture then is a much more
serious affair than at the second month. Case 49 is
an instance of what I refer to, Operation was per-

formed here, and all that was found was a small organ-
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ised blod-clot, but nothing to indicate that the

patient would not have slowly and completely recovered
without Operatidn.

As to the causation of Extra Uterine Disease,
it is probably, in the majority of cases, due to anto-
cedent inflammation of the tubes, a desguamative
salpingitis, this being very freguently due to a

gonorrheal infection,

It will be seen on reference to the cases 39,
pagel5l, 49, pagel59, 52, pagzel62, and 100, page201,
that theré had heen, before the disease developed,

a long interval of sterility. This in itself I con~
sider a great point in diagnosis.

Tu?ning now to cases No.39, pageldl, and 100
page20l, it will be seen that the disease in these
two patients was more alvanced, and in them the liag-
nosis was established, in the one case hy passajge per
rectum of foetal parts, and in the other on removal,
by Abd:-minal Section, of the foetus, etec. .Case 39
was complicated by the presence of a finroid tumour
of the uterus, but the history (vide tanle) was so
definite, that little doubt could be entertained of
the accompanying condition of Extra Uterine Gestation.
The patient left hospital against advize and a month

or two later, a foetal arm and leg together with a



large quantity of pus were passed per rectum, thus con-

' firming the diagnosis of* Extra Uterine Pregnancy.

Case 100 was a very much more satisfactory one

to deal ﬁith, the history is absolutely typical of the

‘disease, and there could be little doubt as to the

‘nature of the condition. Laparotomy was performed,

and I consider that, in this particular operation,

there were special points of interest. The first is

- that on opening the abdomen and the gestation sac
being exposed the sac wall was stitched with interrup-
ted sutures to the edges of the abdominal incision;
the sac was then incised, and the contents extracted,

which were - a f09tusl0 inches in length, shrivelled,

mummified, and covered with a yellowish vernix caseosa;

some old and some recent blood clots, The second
point of interest is - that the éac was partly extra -
peritoneal and partly intra-peritoneal, The third
point of interest was the after treatment.

As regards the stitching of the sac to the ab-
dominal incision before opening into it, there is some
differsnce of opinion, I think the advantage of doing
this is obhvious for, firstly, it is undoubtedily easier
to stitch a tense Hmilging sac wall accurately to the
incision, than a flaccid empty cﬁst, and, second, by
so doing, the peritoneum is shut off from the contents

of the sac, which are often septic if the foetus has
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been dead some time. Should it be found at a later

stage that the sac is removable, it is a comparatively
easy matter to cut through the stitches.
é The second point of interest in this case was
ithe double sac, one part intra, the other extra-perit-
‘oneal. The lower sac was full of biot clot and plac-
;enta, and was clearly extra peritoneal, while the uprer,
which communicatedi with the lower, was intra-peritoneal
.and contained the foetus, A double rupture had pro-
Ebably sceurred, first through the lower part of the
tube into the broad lizament, (sub peritoneo pelvicg)
and the placenta remaining attached, the gestation had
proceeded till a second rupture had occurred, and the
foetus had escaped into the peritoneal caviiy (tubo
peritoneal). No trace of membranes was discovered in
the upper sac, and the condition therefore seemed to
confirm what has been pointedi out before, that if the
foetus escapes into the peritoneal cavity, not enclosed
in its membranes, it cannot live, - and that, in those
cases of tubo peritoneal gestation which go on to full
time, the foetus has escaped along with the Liquor
Amnii and membranes into the peritoneal cavity.

The third point of interest in this case was
the after treatment. After removal of the foetus and
hlood clot, the cavity was carefully nacked with iodoc-

form gauze. 7This was removed on the third day, and
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then the cavity was washed out daily with antiseptic

solution and a drainage tube inserted. The washing
‘out, owing to the careful isolation of the cyst from
;the peritoneum, could he very thoroughly done without
any fear of fluid finding its way into the peritoneal
;cavity.

The wouni slowly healed and the patient was

eventually dismissed cured,
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DI SEASES OF OMENTTUM,

PERITONETUM AND INTESTINE S,

MALIGNANT OMENTAL TUMOUR.

This and the following cases, viz., diseases
of the peritoneum, intestines, the two cases of preg-

nancy and thrombosis of the femoral vein, hardly come

within the scope, strictly speaking, of Gynaecological

cases, but as the hundred cases were taken consecutively

and were treated in the Ward, I have bheen forced to

"include them,

This case of omental disease(Case 38,page 150)
is interesting in as much as the patient had bheen the
subjeet of Ovarian Disease, and had on a former occasion
two large cystic (colloid) tumours of the ovary removed;
it has already been referred to under the heading of
Ovarian Tumours.

On admission there was found on abdominal exam-
ination a large sharply iefined swelling nodular and
about the size of a melon, situatei a little to the
left of the middle line, just helow the old laparotomy
wound, The swelling was freely moveable and was pain-
ful on pressure.

As was the case when this patient was in hospital



Ebefore, she had Glycosuria,

On operating, a large mass adherent to the intes-
tines was found, which owing to the intimate relations
of the adhesions could not be removed, a sméll por-
tion was excised, for microscopical examination,
which proved to be malignant.

It is.worthy of note that the patient left
‘hospital after her operation for the removal of thg
ovarian tumour with no trace of the malignant condition,
‘and within four months the malignant disease showed
itself. Another noteworthy poinf, already referred to,
'is exemplified in this case, the rapid and clean heal-
ing of the abdominal incision.

TUBERCULAR PERTTONITIS.

The diagnosis of this condition, as a rule,
unless encysted, is not attended with much difficulty,

The case {caée 67, pagel74) under observation
was typical of the disease, There was emaciation,
swelling of the abdomen, the evening rise and morning
fall of temperature indicative of tubercular disease,
and evidence of tuberculosis elsewherse,

An important diagnostic point in regard to the
abdominal swelling is gained on percussion, namely with
the patient lying on her vack, there is Julness in the
flanks and resonance over the anterior part of the

abdomen (unless the fluid be present in very large

lor?.



%quantity)ithis is reversed if the position of the
:patient be changed.

The difficulry of diagnosis can well be imagin-~
ed, when the fluid is encysted; here the temperature,
presence of tubercle elsewhere and general condition
' of the patient, must be one's guide.

The patient here referrei to, had Laparotomy
;performed and the fluid removed, the peritoneum was
found studded with miliary tubercle, like grains of
sand, the feeling of the intestines and pelvic viscera
was mich as if the hand were gently drawn over fine
sand paper,

- A good recovery from the operation was made, hut
before dismissal there was a slight re-aceumulation
of the fluid.

Is operative treatment the best thing for this
disease? I am not so sure that it always is, and the
' younger the patient the less inclined I would bve to
operate,at all events until all other measurss had
failed,

Often, however, operation is followed by a cure,
whether this is 4due to removal of the fluid, which
probably acts as an irritant, or the admission of 1light
and air into the abiominal cavity, as sugzgested by some,

I am unable to say.

Althouzh I have here only one case recorded,
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I have had experience in several others, and in few,

‘have I seen actual cure by operation; another point

to be borne in mind is that often operation, on these
icases, is followed by the appearance of tubercle eslse-
éwhere, in one case, the patient whose lungs were appar-
;ently healthy as far as could be ascertained from the
physical signs, after operation developed rapid phthisis.

It is quite conceivable that a patient under-
_going an operation such as abdominal section, would he
'very much depressed in regard to her general health,
and being already tubercular is 1esslable to resist the
further encroachment of the tubercle bacillus,

.In the case of chil&ren I have seen this jisease
cured by attention to general health, the application
of Mercury, either the Iodide or Oleate, and massage;
if there is a great deal of fluid an occasional para-
centesis will relieve, and I do not see why the same
treatment should not be successful in adults, or at
all events, young adulis,

I would urge therefore that treatment such as I
have suggested should be practised before operative
procedure i3 resolved upon.

GARCTNOUA OF chEOU.
Very 1ittle need be said about this condition,

the only interest from a gynaecologzical point of view

being the question of diagnosis, which in this partic-



ular instance did not occasion much difficulty, but
- one can quite see had there been a little further exten-
sion of the disease; diagnosis might not have been so
simple,
On ahdominal examination, the tumour was found
to be situated low down in the right iliac fossa,
hard, nodular, and quite movable, on vaginal examination,
the mass could be felt guite distinct from the uterus
and its appendages. Rectal examination gave no more
information than was found on vaginal examination,
As the patient did not remain in the ward for

treatment, no further remarks need he made.

1@&EMQRRHAGE51_
These two cases are interesting in that neiziher
of them came to hospital complaining of pregnancy;
as a matter of fact they were not conscious of being
in that condition, Case No,59, came complaining of
a swelling of abdomen which she thought was a tumour,
and case No,66 complained of constant haemorrhagic
discharge, On reference to Case No,59, page 168, it
will be seen that the menstrual history is rather pec-
uliar, and the vaginal examination, as with the abdom-
inal, gave every evidence of normal pregnancy. It is

-

interesting to note that in this case, No.59, patient
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had well marked Raynaud's Disease., In case No.66,
5pagel73, the menstrual history shows amenorrhoea of

|four months, metrorrhagia for two months; on abdominal

and vaginal examination nothing abnormal 'from what

Iwould have heen expected, was found, except that, in ad-
idition, on vaginal examination the cervix was found to
‘be very granular and with numerous distended Neibothian
gFollicles; these bled freely on being touched,no other
abnormality was noted., Case No.59 was kept in hospital
for a few weeks, and was eventually sent home very
much improved as regards haemorrhage; about a fort-

‘night after her arriving home she aborted. Case No.66

eleven days after admission gave birth to a six-month's

foetus; the placenta being expelled half an hour later,

‘but portions were retained in utero along with the mem-

branes. It was found impossible to pass the hand into

the uterus, as the canals were so small and undilated,

any attempt causing the patient acute suffering; she

was chloroformed, ani the retained portions scrapei

away . There was considerable post partum haemorrhage
o

which could not be checked by hot douches 120* ,

applications of Ferri Perchlor. and other styptics;

the uterus was then packed with iodoform gauze, and

the pluzging was montinued in the vagina, A hypo-

dermic of Ergotin was administersd. At 11.30 p.m, the

uteruas was found to be well contracted, The guaze

5 R



}was not removed till the second day, when a corrosive
| |

inter uterine douche was given, and from this date on

the patient made an uninterruptei recovery.

In regard to treatment of these cases, rest in
fbed and tonic treatment was practically all that could
ibe done, but I am inclined to think that these cases
|
Emight have been benefitted by the use of Calcium Chlor-
%ide, as suggested by Dr. Wright of Netley. If, as is
%suggested, haemorrhages ( without any obvious cause)
iare due to a deficiency of the coagulability of the
ébloodfthe administration of Calecium Chloride will res-
Etore the coagulable point to normal. I am inclined
Eto think, therefore, especially in the case complicated
éwith Raynaud's Disease, this drug would have acted
‘efficiently, and I see no reason why that it might not
éhave had a like good effect in the other case. or
;course, Dr. Wright's researches ﬁave only been published
;sincs these cases were discharged from hospital, but
jif as, Dr Wright shows by cases gquoted, that the drug
acts beneficially in certain conditions of defective
coagulability of the blood. I think it is highly pro-
‘bable that if an examination of the hlood of patients
subject to a like disease and the blood found, as I
think it would be, with the coaguladble point helow

normal, that this drug would cause a cessation of the

haemorthages.,

1lds,.
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Of course, had the haemorrhages been of very grave
nature, then more active measures would probably

have to be taken, e,g. empyting the uterus of its con-

tents, In both of these cases, this is what nature

ABSENCE OF ORGAUNS 0P

GENERATION.,

Case No,14, pagel30, This condition is ex-
treme;y rare, That there was complete absence of all
‘the organs cannot be definitely proved without post-
Emortem examination, This of course did not take
:place in my patient. The physical examination, which
jwas conducted under chldrofonﬁ, bhoth visual, rectal
and recto abdominal, gave no trace of uterus or appen-
dages. In appearance, she was a well proportioned,
well nourished and healthy looking girl, her mammae
were exceedingly well developed, the mons veneris was
cove;ei with erisp curly hair, the labia majora were
present, and on separating them one found nothing but
a membrane with the urethral opening situated about its
upper third; the sound on being passzed into the urethra
was found to go directly downwards and forwards, the
point of the sound heing qistinatly felt per rectunm.
What this patient sought advice for, was dccasional

attacks of pain in the abdomen, not the amenorrhoea



jas would have been supposed. On close questioning
it could not be elicited that the pain was periodic in
icharacter, that is to say, occurring at monthly or
|three weekly intervals, but only as the patient her-

|

iself expressed "now and again”,

Cases of malformations of the female genital
iorgans have frequently been recordei, but although
icases such as I here record have been mentioned, it is
'stated that those in which post-mortem examinations
?had heen obtained, revealedi the fact that there were
'very rudimentary organs; it is also stated that by
ffar the greater majority of such cases are usually
'ill-developed in regard to the mammae, and that the
hair is either absent, or long and straizht over the
pubis, It will be notei that in my case that to all
'appearance the girl was perfectly formed and it was
.only when the labia were separated that the defect was

seen, The mammae in this instance were ra£her larger
than is usual for a girl of her age;, they wers virginal
in appearance and not pendulous.- The only vpoint of loubht
is perhaps, the nature of complaint, Could the pain
complained of be associated with any change in the
pelvis? I think that the duration, viz., six months,

is against this, As the zgirl was kept in for one month
and carefully observed, and during this period there

was no return of the pain, I am inclined to think that
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'this symptom has no significance. In regard to

;treatment of such cases, unless it can be absolutely

!

idetermined that there are internal organs of generation
Epresent, and developed, I do not think any operative
‘procedure is justifiable. The patient's other had

ﬁmatters explained to her, and was informed that no

‘operation would ba advisable,

THROMBOSTIS OF T 8B

FPEMORAL VEIN.

This should have bheen more properly placedi uniler
;Pelvic Inflammations, but the condition complained of
‘was so0 outstanding that it has been put under the
Iabove heading. On admission, the left leg was swollen,
‘terse, white and shining, in fact, similar to the
"white leg of pregnancy”™. On vaginal examination the
cause was S00N evident, . There was found an extensive
cellulitis among the muscles on the left side of the
true pelvis, spreading over the bhrim and setting up
phlebitis and thrombosis of the femoral vein, This
onlitiion so freguently follows parturition, that it
comes as a surprise that this patient had neither bheen
recently confined, nof had she recently abortadi, On

examination the parts were virginal. There was no

hestory of injury, nor anything else likely to cause



‘disease.

As cellulitis has already heen discussed no further
‘mention will be made of it, Treatment need only be
Ementioned. The foot of the bed was elevated, the
iswollen limb carefully bandaged, opium fomentations
‘'had occasionally to be applied ;wing to the'pain, and
:later, as the swelling reduced, massage was employed.
Iron and arsenic were given internally, The patient

was eventually dismissed cured.

p—
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| 117.
No. 9 |
| Name Mrs. A. J. |
Age 35 |
' Address L Hawieck - !
| Admitted 30th August 1895,
| .
Complaint Pain in lower abdominal region
vomplaint _ £ |

almost constant, Haemorrharic

discharpre.

Duration. One vear. ‘
iFamily. One c¢hild 14 vyears ago, no i

abortions. ;
iMenstruation. _4 Alwgvs repular till one I

28 '
vear afFo, sinee then as above and [

ahundant Leucorrhoea.

Micturition. Normal.

!Abﬂominal Examination. Reveals a larpge mass reaching

almost as hiegh as the Umbilicus, hard,

moveable, regular in outline.

Auscultation - bruit.

|
Vaginal Examination. Uterus enlarged, fibroid

tumour in anterior wall, also submucous

fibroid,

Diagnosis. Fibroid Turour.
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iAddress

Admitted

Complaint

Duration

{Family

Menstruation

|
Micturition

|
Vaginal Examination.

118.
2-

Mrs.B. F.
Dundee. . i
4th October 1323,
Dysmenorrhoea menorrhagia
severe constant pelvie pain,
2 years. Had a polypus
removed 3% vears ago.
| None. No micscarriares.
Married 7% vears. Widow for 6 years.,
7-8 Regular.,

28
premenstrual dysmenorrhoea for 2 davs,

Menorrhagia,

Pain also bad on second dav of flow.
Slightly painful before the
act.

Uterus to front enlarged 3"

Diagnosis

pushed up against pubis by a hard mass

-

in poueh of Dourlas.

Fibroid Tumour.



No. 3.

Name Mrs. M. A, W..

| Age 33.

gAddress. Perth

|7 Admitted 10tl October 1895.
éComplaint Swelling of abdomen, great

‘ ' a mass through vulva.

haemorrhagic discharge and protrusion of

iDﬁratioﬁ 4 years.

;Family One child 7 years ago.
;Menstruation 52_ Regular but menorrhamia.i
;Micturition Frequencyv.

i ; . . . .
| Abdominal Examination. A larpe tumour irrepular in

; outline reaching 3" above the umbilicus
| .

Auscultation reveals a well marked bruit.

' Vaginal Examination. A large mass protruding from

vulva, gangrenous foul smelling
discharge.

Diegnosis. Subrmuicous Fibroid.
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| No.

|
I
i
|

iName.

iAge
| Address
| Admitted’

Complaint

Duration
| Family

I
Menstruation.

Micturition

4,

Mrs.H, D,

61.

Edinburgh.

14th October 1895,

Swelling of Abdomen with
ocecasional slight pain.

Six months.

Seven children, the last 18

years ago. No abortions.

Menopause at 48,

Two vears apo had an attack of |

retention which lasted for 3 davs and
catheter had to be used 4 times, since
then patient has been troublsd with

great fraquency of micturition.

Abdominal Examination. A large swelling, uniform in

size, tense, fluctuating, dull on
percussion, resonent in flanks.

nation Vagina larses and roomy, cervix

Vaginal Exami

‘Diagnosis.

high up and small, Posterior fornix
bulged by the tumour in the abdoman,

Ovarian Tumour.
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' No. 5.

éName Mrs. E, H.

:5551 40.

Address Edinbureh.

Admitted 15th October 1385.
Complaint Pain in ripght Iliac region.
jDuration 5 vears.

;Family One child 8 years argo.

| ;
No abortions.

s
2

fMenstruation _§§ Regular, slight premen-
é strual dysﬁenorrhoea. Leucorrhoea.
'Micturition Normel.

| Vaginal Examination Right ovaryv enlarged and

tender. Utero sacrad ligaments, tense,

i

. and inflamed.

! {Uzeo

| Diagnosis. Ovaritis sacral cellulitis.



No. 6.

éName e

%Age 28.

iAddress FEdinburpgh

;Admitted 15th October 1895.
fComplaint ’ Pain in region of pelvis

running down the left leg,

' Duration Three weeks.

 Family None. Unmarried.
‘Menstruation %-4 Repgular. Slight

i 28

i dysmenorrhoea.

| Micturition Normal.

iVaginal FExamination. Cellulitis amons the muscles

i on left side of the true pelvis, spread-
i

ines over the brim and setting up phleb- |

itis and thrombosis in the Ffemoral vein.

The 1eft leg is swollen, tense, white
gand shinv,

‘Diagnosis. Thrombosis of Femoral Vein.

122,



| Admi tted
At Bee

%Complaint
!

‘Duration

iFamilv

Menstruation

Micturition

Vaginal Examination

ff.

J. W

45,

Kinross.

16th October

Slight plain in left side and

menorrhagia.

4

years.

None.

Unmarried.

Regular till 4 vears ago,

sinece then menstruates once

lasting a fortnicht,..

above,

=

=4

-month

Menorrhasia as

Marked dAvsmenorrhoea.

- Noeturnal Frequencyv.

Diagnosis.
= ol

Fibroid Tumour.

Interstitial fibroid,

123,



§3; 8.

| Name Mrs. C. McC. |
!Age 42,

|Address Dalkeith. i
IAdmiﬁxed 17th October 1895,

Complaint Swelling of abdomen with pain

; and menorrhagia.
i
Duration The swelling for six vears; |

the pain and menorrhagia for 10 months.

(Family 3 children, voungest 20 yearsQ

|
| No abortions.

Menstruation 5-6 Regular till 10 months
|

| 28

! agn, since then menstruates for a

fortnight every month with menbrrhagia

as above, i

Micturition Occasional pain during the act,

|
Vaginal Examination Fibroid interstitial, uterus

| measures 33",

QDiagnosis. Fibroid (Interstitial).
i



Name

Ape

Address

iAdnﬂtted

'Complaint

Duration

%Familv

i

Menstruation

Mistruition

back, and

Adischarge,

born, one

< I
Mrs. M. H.

62.

Blairadam,.

19th October 1895.

Swelline of abdomen, pain in

an offensive brownish vapginal

4% months.
12, last, 24 vears apgo still
abortion the thiri month.

Menopause at 40, since then

no discharge of anv sort till 3 months

ago.

iVaginal Examination

Diasnosis.

Normal

Uterus retroverted 22",

senile uterine Catarrh.

Senile uterine Catarrh.



' Name Mrs. J. R.

Ape 87

Address ' Hawick.

Admitten 21st. October

Complaint Pain in both iliac regions

and back, ’ |

' Duration. 2 months. .
| Pamily One child 13 vears ago, one

'No. 10.

.

abortion the second month.

' Menstruation. B Repular and normal till

28
the last two pariods which were very

A profuse. Abundant leucorrhoea lately. |

'Micturition. Frequency, and painful after

the aect.

Vaginal Examination. Fibroid Tumour about the size

of a small foetal head affecting

posterior wall.of uterus.

{ Diagnosis. Fibroid Tumour.
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EAddress
%Admitted
%Compiaint

[Duration

,Menstruation

EMicturition

Vaginal Examination

11.

Mrs. M. R,

27.4

Perth

22nd October 1895.

Pain in right iliae region.

12 months

None, one abortion the fifth
month. .

_2  Regular,always preceded

bv an acutggpain for 2 or 3 days which
decreases‘with'onset of flow, slight

leucorrhoea.

Frequent and painful.

iDiagnosis.

tender tubes and ovariss.

Anteflexion of Uterus.

Uterus 24" acutely anteflexed; |
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—_—

Name

Age

Address

| Admitted

Complaint

Duration

Family

Menstruation

‘Micturition

|Vaginal Examination

12

Mrs. M. A, M,

45,

IAuchterarder

24th October 1805,

Pelvie Pain and profuse

vaginal hemorrhagic discharge, both

intermittent.

14 vears

Six., The voungest 16 vears

aro. No abortions.
Irregular,

Normal.

Diagnosis.

be felt 2" above pubis and 2 small
cervical, mucous, polypi.
Fibroid Tumour and small

cervical maicous Polvpi.

Menorrhagia,

Uterus 5", a soft fibroid can

1

s
L)
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No. 13,

Name Mrs. A, W,

Age - 55. b .
| Address St. Andrews. i
Admi tted 22ndA October 1895, :
Complaint Swelling of abdomen with ;

slight pain.
|

‘Duration 8 months.
Family None. One abortion about i

. fifth month,
i
|Menstruation Menopause 8 yesars aro.

!

[{Mieturition Normal.

Abdominal Examination The abdomen is occupied by a

largse tumour reaching almost to the
l
| ; :
, Xyphistermun, tense and firm,

?Vaginal Examination Uterus to the front, posterior

! fornix bulged by mass in abdomen.
|

s ; :

{Diagnosis. Ovarian Tumour,




Diagnosis.

and no appendages to be felt.
Absence of organs of renerat-

ien:

No. 14,
5Name J'_' S.
Age 20.
Address Penicuik.
Admitted 30th October 1895,
Complaint Occasional Attacks of pain
in abdomen.
Duration. Six months.
Familv None. Unmarried.
EMenstruation Patient has never menstruated.
Micturition Normal.
Vaginal Examﬁnation Complete atresia vagina-.
The bladder was found lyving backwards,
1 small 334", There is no vagina, and on
examining per rectum there is no uterus



No.
Name
Age
Address

Admitted

Complaing.

Duration
Family

Menstruation

Micturition

Abdominal Examination

Vaginal Examination

Diagnosis.

15.
Mrs. i.G,
56.
Edinbureh,

12th October 1895.

Swelling of abdomen with occas

-ional severe pain.

2 to 3 months.

None., No abortions.

- Menopause 9 vears ago.

Normal.

The abdomen was occupied by

fluetuating in others,

Nil.

Ovarian Tumour.

a large tumour, tense, hard in parts, ann
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|Vaginal Examination. All fornices are filled up

No. 16.

Name i Irs. J.W,

Age 33,

Address Falkirk.

Admitted 8th November 1895.

Complaint ; Swelling in right iliac region

and pain in left side.

Duration 2 months.
Femily Two . Youngest 6 vears old.

One abortion at 54 months 3 years ago.

Menstruation Last five months has been

regular but scantv in amount, before
this she was irregular, missing two
months at a time.

Abdominal Examination A large circumscribed swelling

can be made out in the right iliac
region, nodular and hard. It extends

to just above the symphysis pubis.

with a hard nodular mass, the uterus

cannot be determined as it is embedded

in the mass which is of an inflammatory

nature. On passing the sound the
uterus measures 3" and is pushed to the |

]
|

left side. Apex of right lung attacked
by tubercle, breathing bronchisl, with

numerous moist sounds.

|
|
|

‘Diagnosis. Tubercular Deposit in Pelvis,
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No.

Name

égs
Address
Admitted
Complaint
Duration
Family

Menstruation

Micturition

no pain.,

Vaginal Examination

17.
J.L.
18.
Armadale.
8th November 1895.
Incontinence of urine.

Sinee childhood.

None. Unmarried,
2 Regular.
28

Incontinence as before stated

A small fistulous-1like

opening cah be seen on the anterior

vaginal wall, a probe passed but could

not be got in more than %".

bladder measures 3",

The

On being filled

with milk solutiong}( none escaped

either per urethram or per vaginam,

Dr Barbour passed the sound into the

bladder 34", filled it with milk

solution

passed a

3 —~77  which was retained,

probe into the fistulous

opening but for no more than half an

inch.

from the

Later, fluvid was seen exuding

small opening, and on this

being tested was found to be acid.

A plug of cotton wool was put in the

vagina and this was examined for urine

together

24 hours.

with the urine dArawn off for

The quantity o# urine coll-
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CASE NO 17 (CONTD:)

Continuation of

| Vaginal Examination (coll-) ected was 62 ozs. '

——

faintly alkaline. Sp. G. 1018, cop-
ioust:white deposit consisting of pus
corpuseles, with some cerystals of.tripla
phosphate: distinet trace of albumen.
Urea - 1-3%. 0f this fluid collected
in the vagina the quantity amounted to i
2 ozs. Yellow milky white deposit
consistine of epithelial squam>»s, some
pus corpuscles micro organisms, faintlvi
alkaline: Sp. G. 1012.92, trace of album-
ose, no albumen, Urea = 1.0% This flui?
is undoubtedly urine. Dr Barbour
introducedcKelly's specvlum and passed
a s=archer, but it could not be Aefin-
itely Aetermined if both ureters were
present. Dr Barbour had patienfs
bladdsr examined with the aid of the
cystoscope. The impression obtained
on this examination was that there are
three ureters opening into the bladder,
two on the right side and one on the
left, it is thought then that the fist-
ula in the vagina is due 1o the misplace
-ment of & fourth ureter,

Diagnosis. Incontinence of urine from

abnormal nurber of ureters, one of which

opens into vagina.
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| No. 18. ;
?Name Mrs. P.T. !
Age 23,

!Address Broxburn.,

iAdmitted 11th November 1895.

:Complaint Pain in left side.

: Dyvspareunia,

iDuratlon 3 weeks.

!Fanulv One, four years ago.
‘Menstrvatlon 5 Regular. i
| 28 |
:M1ctur1t10n Normal. ;
:Vaplnal Examinatien Uterus lying forward 2i"; i

i !
' rirht ovary prolapsed and tender; tend- |

| erness in left fornix, left tube inflamed
and enlarged,

fDiagnosis. Prolapsed ovary and salpingitis.



Age

|Address

' Admi tted

Complaint

Duration

'Menstruation.

Micturition

a feeling

19,

Mrs., J.F.
25.
Edinbursgh.

11th November 1895,

Haemorrhagic discharge, and

of wesakness,

5 months.

Two . The voungest 1 year

and 8 months old.

6-7 Before present attack

25

always regular, but for the past five

months has had a continuous Adischarge.

-

Veginal Examination

Diacnosis.

bulging the anterior Ffornix;

Normal.

A large mass can be felt

the uterus.

is not separable from the mass which

indeeri seems to be the uteras lyving

»

forward, considerably enlarged and

containing a foreign body.

The cervix

is very high up and directen backwards.

ani Orpenised Blood Clot.

Retezined portions of Placenta
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| No. 20.
iﬁg@g_ Mrs. J.M.

Age 34,

Address

Admitted 13th November 1895.

Complaint Pain in left side and leucorr-
E ﬁoaa. ;
iDuration Three years, i
EFamilv One living child ten vears i

i |
' ago, next full term child still born,

7 months child still born, 6 months
abortion, 5 months sbortion, this last :

1 three months ago.
' . 3-4 Regular,

'Menstruation 28
'Micturition Normal.
iVag}nal Examination Uterus anteflexed, utero

! sacral cellulitis; left ovary prolapsed.

|
Diagnosis. Utero Sacral cellulitis,
e

: Prolapsed Ovary, specific taint,



No.
Name

Age

Address

(Admitted

| Complaint

Duration

Familg

Menstruation

Micturition

21. i
Mrs. M. P.

30.

Hamilton.

16th November 1895.

Dysmenorrhoea and constant

'hemorrhagic discharge.

Ten months.
Six, voungest eipghteen months.

Metrorrhagia as above and |
|

dysmenorrhoea.

Vaginal Examination
|

|
|
Diagnosis

No.
|
'Name

;Address
Admitted
Complaint
Duration

Family

Menstrvation

Mieturition

induraied

Normal. w

!
Cervix markedly thickened and
and craterlike.

Epithelioma:. of Cervix.

22, |
Mrs. A. A,

38.

Pathead.

16th November 1895,

Bearing down pain.

Eipght years.

Two. Youngest 10 years.

One abortion at third month.

ao.

do.

fifth "

seventh "
3 Premenstrual dysmenorrhoea
21 ;
Normal.

Vaginal Examination

Anterior 1lip of Cervix clonp-

ated, hypertrophied and the mucous
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bontinuation of

 Case No.

Posterior
Uterus to

i
i
|
|
|
|
! tender.
[

|

Diagnosis.

trophy of

22.

Vaginal Examination, Contd: membrane evarted,

lip somewhat thickened.

the Ffront 43", Left ovary

FEetropion of cervix Hyper -

Anterior 1lip of Cervix.

| No. 25, .
Name I 7
Age 19.
iAddress Edinburgh.
:Admiﬁted 18th November 1895,
ECowmlaint Painful micturition and pain
| on walking,
‘Duration Three weeks.
{ Family None. Unmarried.
Menstruation 5:4 Regular,
ggin during the act and lasting

Mieturition

a little time afterwards.

Vaginal Examination

Diagnosis

Urethral Caruncle.

Urethral Caruncle.

_No.

Name_

Age
Addyress
Admitted

_Complaint

Edinburgh.
25th November 1895,

Haemorrhagic discharge and

pain in back.
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|Continuation of

iOase No. 24,

!Duration Three weeks.

;Family None. Unmarried.
!Menstruation _317 Regular,

iMicturition girmal.

'Vaginal Examination Uterus anteverted, enlarged,
| endometrium roughened and bleeding.
EDiagnosis.' Incomplete abortion.

No. 25. |
%Nan@ Mrs. M. A, C

EAge 36 . .

‘Address

Admitted 28th November 1895,

[Complaint

Duration

:Family

EMenstruation

Mieturition

Prolapse of Uterus, and pain
in right side.

Six vears.

Six. Youngest 2 vyears old
2 abortions 12 vears aro.

-

8 Menorrhagia and
25
Metrorrhagia,

Has frequent desire to

micturate.

Vaginsel Examination. Rectocele Cvstocele and

Diagnosis.

and complete prolapse of uterus,
Perinacum absent.
e

Torm Perinaecum Rectocele

Cvstocele and Prolapse of Uierus.
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No. 26.
| Name Mrs E. B.
IAge 34.
;Address Leith.
| Admitted 29th November 1895,
:Complaint Pain in both Iliac regions.
' Duration Six weeks.
Family Four, 3 living, Youngest
> 6 weeks and four days old, 1l abortion:

7 years ago. !
|
Menstruvation. 4-5 Patient has-not menstruat-
28
e since her last confinement.

'Micturition ) Frequent and painful.

Abdominal Examination Hard boardvy mass can be felt

in the left Iliac fossa extending
almost to the symphvsis pubis.

| Vaginal Examination Left Parametric deposit about

the size of a large cocoa nut fills up
the left fornix, hard and boardy.
Uterus seems to be embedded in the mass

and is lateroverted to the right side.

Diagnosis., Parametritis.
No. 27.

Name‘ Mrs M. A.
Age 41.

Address Balta-Sound.

Adyﬂ;&pﬁ 12th December 1895.
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éGontinuation of '

|Gase No. 27.

| Complaint Throbbing pain in both Iliac

regions and in baek; profuse haemorr-

! hagic discharge.

'Duration 8 months.

' Family S, Youngest 9 months.
'Menstruation ) 4 Quite Regular until 8
_ —=5 _

months ago, since which time has had

profuse irrepgular haemorrhagic discharge.

'Miecturition Pain and scanty in quantity.

Vaginal Examination Uterus retroverted, 5"

Endometrium roughened,

‘Diagnosis Subinvolution and Endometritis,
:No. 28, -
;Name ) Mrs. M. R.

Age 24,

'Address TLeith.

|Admitted . 17th December 18§5.

' Complaint Pain in left Iliac region and

pain on Micturition.

Duration 2 weeks.

'Family One. 4 weeks ago.
‘Menstrvation 2-3% Has not menstruated since
28

confinement.
Miecturition Painful and frequent.
Vaginal Examination Right fornix filled up with

hard plaster-of-paris-like matarial.

Uterus lateroverted to left side.

Diagnosis. Parametritis.



|
iAddress
%Admitted
éComplaint
iDuration

| Family

' Menstruation

Mieturition

ago.

Leven.

20th December 1895.
Incontinence od Urine.
Six weeks.

Two, deaqd. Tast six weeks

3 Regular.

—
28

Whilst sitting can retain her

urine, but on rising and on lying down

she loses complete control of her bladd-

er so that there is a constant dribbling

of urine,

| Vaginal Examination

jDiagnosis.

Age
Address
Admitted

Complaint

Duration

Examined under chloro form

a small Cervieo Vesical Fistula. was

Found.

Cervico Vesical Fistula.

30.

F. L.

38.

Tdinburgh.

24th December 1895,

Almost constant haemorrhargic

discharge and swelling, and swelling of

lers.

Three years,
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Continuation of

Case No. 0. *
Familvy., None, Unmarried,
IMenstruation _16 Quite regular and very
scanty til?bh years ago, sinee then
menorrhagia and metrorrhagia.
‘Micturition Normal.

History 14 months ago a polypus, the
size of a larre egg came away after 13
hours of very severe pain, after this
patient kept pretty well for 3 months.
The vaginal Aischarge almost ceased and
her periods were regular, but afterwards
she became as bad as ever, and has more
or less haemorrhage everv dav.

| Vaginal Examination Uterus to the front, 5" and

| Diagnosis.

' No.

:Name

_Age

Address
Admitted

Complaint

Duration

Family

Menstruvation.

Interstitial Fibroid.

Fibroid Tumour.

k1,

E. M.

35.

Balta-Sound.

2nd January 1896.

Pain in side and swelling of
abdomen with almost constant haemorr-
hagic vaginal discharpe.

% years,

None. Unmarried.

8 Repular and Menorrharia.
25 "



Continuation of

Case No. 31.
Micturitioh Difficult and painful.

. Abdominal Examinationy A solid tumour can be felt

reaching 3" above Pubis.

Vaginal Examination Uterus lying to the back and

evidently conneeted with the tumour.

Spund could not be passed.

iDiagnosis. Ovarian Tumour.

i

| No. 32,

;Nam? Mrs. C. B.

ﬂ*e_ 34,

| Address New Lanark.

Admitted 4th January 1896.

‘Complaint Incontinence of Urine,
'Duration 10 weeks.

| Family 8 Children, the last 10 weeks

ago, one abortion at the 4th month. ,

5 vears apo.

iMenstruation. 3 Regular and normal.

' 28 '

‘Micturition : As above.

‘History .Patieﬁt was fdelivered of her

last child with Forceps (R.M.P. Case),
and Embryulcia was performed; she first
noticed the incontinence 2 davs after
the delivery,

Veginal Examination A large vesico-vapginzl fistula

reaching almost as high as the cervix.

Dla@2251st Vesico-Varinal Fistula.
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fAddress

‘Admitted

Complaint

iDuration

fFamily

i
Menstruation

[Mieturition

Vaginal Examination

146

B3,

Mrs. E. R.
28.
Piershill.

6th January 1896,

Pain in abdomen and constant
thick yellowish discharge.

2 years.

1 child at full term living
8 years ago, since then 6 abortions

2 at the 2nd month.

3 U Srda " and
3 v Sth "5 this latter 2 years
ago.
_gg Slight pain for a dav
2

before the flow.

Normal.

Uterus anteverted, enlarged

Diagnosis.

35" and somewhat hard,

Frequent abortions.



No.

Name

- Address
| Admitted

:Complaint

?Duration
| Family

Menstruation

Mieturition .

34,

F. B.

Edinburgh.

10th January 1826.

Pain in baek and left side and
swelling in left side.

4% years,

One. 4 years aro.

5-6 Normal.

286
Burning pain occasionally.

'Abdeominal Examination A tumour about the size of a

large cocoa nut can be palpated in the
right Iliac region, extending towards
the middle line, The tumour is hapd

anrf tense.

Vaginal Examination The Uterus is lateroverted

Diagnosis.

and measures 3",

Ovarian (Dermoid) Tumour.



' No. 35.

_Name Mrs. C. P.

;égg_ 56,

Address Langholm.

Admitted 13th Januarv 1396.

:Complaint Haemorrhags.

Duration 18 months.
?Family 3, youngest 7, No abortions.
Menstruation %%Z Regular till last 18

months, slight dysmenorrhoea and slight
leucorrhoea.

Vaginal Examination Large submuecous fibroid extend-
t 2

ing 2" above symphysis attached alang
tumour wall, Sound passes along post-
erior wall 5", Since admission to
Hospital in July 1895, the tumour has
increased and now measures 33".

Diagnosis. Submucous Fibroid. -
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;No. 36,

Name Mrs. A. W,

3551 31.

éAddress Edinburgh.

EAdmitted 18th January 1896.
Complaint Pain over lower part of

abdomen, and haemorrhagic discharge.
Duration The pain one wecek, Aischarge
four weeks.,

{Family Three. One living, the

youngest 3 years olia, One abortion

4 weeks apo.

Menst ruation 2 Regular until the abort-
' 28

! ion.

Micturition Very painful during the aet.
'Vaginal Examination. Uterus enlarged 4", tender

ani bleeding.

Diagnosis Incomplete abortion.

i

No. A7,

‘Name Mrs. E. M.

Age 25«

Address Leith,

Admitted 1&th Janvary 1896,

Compleint Pain in baek passing round to

lower part of abdomen and haemorrharic.
vaginal Adischarge.
Family One full term still born 7

months ago.

Menst ruation 3 Menorrharia and Metrorr-

L R
st

hagia.
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Continuation of

' Case No. 37,
'‘Micturition Normal.
' Varinal Examination. Uterus enlarged 5", Bleeding

'Diagnosis.

No.

Name
AR

Age

Address
Admitted

Complaint

Duration

| Family

Menstruation

Micturition

and retroverted.

Retroversion and subinvolution.

Mrs. M. W.

Avton.

18th January 1896,

Swelling and a hard lump in
the abdomen just below umbilicus.

8 months.

One, 14 vyears ago. No abort-
ions.

Menopause 18 months ago.

No pain, no discomfort, no
frequency, no polyuria, and no abnormal

constituents.

Abdaninal Exarmination Reveals a lerece solid tumour

sharply defined, nodular and about the
size of a melon, situated a little to
the left of the middle line just beneath
kthe laparotomy wound, it is freely move-
able, does not change with the position
af the patient. It is painful on

Pressure,

Vaginal Examination Nil.
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fConﬁ.nuation of

| Case No. 33.
i
' Previous History Patient came to Hospital on

‘Diagnosis.

'Address
Admit ted

iComplaint

‘Duration

Family

Menst ruation

24th November 1824, and had at that time
Glycosuria, She had removed on the
12th December 1894, 2 large colloid
ovarian tumours, which together weighed
58%1bs. She made a Food recovery from
the operation and remained quite well
until 8 months ago.

Omental Tumour (Malignant).

Latheron.

19th Januarv 1896, -

Swelling of abdomen and
oceasional attacks of severe pain.

Six months.

Six, Youngest @ vears old.

One abortion before the birth of last
child.

Regular, till afte2r the birth
of last child, sincece th=n had almost
daily slight haemorrhagic discharpe till
6 months aro, then amenorrhoea Ffor 4
months, and for the last six weeks

irrepular haemorrhapgea.
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-iContinuation of
|
| Case No. 39.

'Abdominal Examination A large tumour reaching as

|

E high as the umbilicus lying a little to |

! the left:of the middle line, hard,

; irregular in outline, and apparently

| connected witﬁ the terus, Patient
examined under chloroform and on

Vaginal Examination the sound being passed with

difficulty thethserus was found to
measure 5" and empty. Patient again
|

examined; the tumour sceems much as before.,

auscultation revealad nothing.

‘Further History Sometime after leaving Hospit-

| al (two months) patient had an Influen-
zal attack, and again after this patient-
passed per rectum a large quantity of
pus which was found to contain a roétal
les and a foetal arm in a state of
maceration; thés was all that was

securz4 bv the friends.

Diagnosis Extra-Uterine Géstation.
No. | 40,

Name Mrs. W. 7.

5&3 b6,

Address Edinbureh,

Admitted Z2ndA January 1896,
Complaint Frequency of miceturition,

pain of a scalding nature during tho



Continuation of
|

:Gase No. 40.

EComplaint ¢ontd; ) act, and a sharp stabbing

; rain at intervals.

:Dura£ion Eight, weeks.

Family None, NoAbortions.
Menstruation _%T Amenorrhoea for 8 weeks,

Mieturition

Diagnosis .

Name

Age

'Address
Admitted

Complaint

Duration

previousiy quite repgular.

Painful and frequeht, and at
intervals a sharp stabbing pain above
referred to. Patient had a vellowish
discharge which disappeared 5 weeks ago;
almost at the sams time she noticed
the presence of 1 or 2 small red growths |
about the size and like in appearance
.td red currants near to the meatus
(probably carunclss), These were
removed at the Deaconéss Hospital.

Cystitis (Gonorrhoeal).

41,

i

58,

Anstruthédr.

5th February 1896,

Pain shooting across the lower
part of the abrdowmen. Periodic in
character occurring every day about 12
noon. Haemorrharic varinal discharge.

4 months.



Continuation of Case

| No. 41,
{Family ‘None. Unmarried,

| Menstruation Menopause at 55, Haemorr-

hagic discharge at intervals Ffor the
past 4 months.

‘Mieturition : Normal.

Vaginal Examination Uterus enlarged, cervix smooth

Fundal cancer.

jDiagnosis. Sarcoma Uteri.

No. 42,

Name E. P,

Age 54,

Address Alnwick.

- /

Admittea 12th February 1896.

Complaint w2lling of abdomen.

Durat ion 10 months.

Family .One, dead. Onyears ago.

Menst ruation g:; Regular until this last
month when ?;tient has prone a week past
her time.

Micturition Normal.

Abdominal Examination A large tumour reaching mid-

way between umbilicus and ensiform
cartilage; fluctuatine, Aull on percuss-
ion, which dulness does not change with
bhe position of the patient,

Veginal Examination Uterus forward, snlarced 4"
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iContinuation of

Case No. 42,

SRR S0

Cont: of

Vaginal Examination posterior fornix bulpged by

Diagnosis.
:No.
Name

Age

Address

Admitted

Complaint

Duration

Family

Menstruation

Micturition

tumour.

Ovarian Tumour.

43,

Mrs. ERE. W,

34,

Leslie, Fife.

12th February 1896,

A hard swelling in the lower
part of the abdomen.

6 weeks,

3, youngest 3 years old.

4 Regular about 7 or 8

28
davs after cessation of menstruation.,
has a slight haemorrhagic discharee
(this only for the past % months).

Occasional Frequenev.

Abdominal FExamination A well defined swelling can

be palpated on the right side, attached
to a larger swelling in the middle line

and extending to the left side,

Vaginal Fxamination A large mass can be felt

bulging all the fornices, cervix dilated
and occupied by a large tumour; the

sound was passed along the anterior

aspect of the tumour and was arrested
at 8'%"0

o il



' Continuation

of

| Case No.

Diagnosis.

0.

=

Name

Age

| Address

| Admitted

' Complaint

‘Duration

| Family,
!

'‘Memstruation
|

Micturition

‘Abdominal Examination

43, ’

Fibroid Tumour ? (Large soft)

Perth,

29th February 1895, ,
|
Pain in right iIliac region and
swellng of abdomen,

The pain one week, the swell-

ing one year. |

%, 2 living, the voungest 7
vears,

Has not been regular for the
past Ffew months, and lately has scarcelf
had any discharge.

Normal,

A larre swelling extending

Vaginal Examination

nearly to the ensiform cartilage, dull
on percussion which does not chanre with
the position of the patient, Ffluctuatinm
Auscultation - Nil.

Posterior fornix bulped bv a

Diapnosis.

evstic mass.

Ovarian Tunmour.

(&)

<



iAge
i
|Address

| Admi tted

|
[Complaint

{Duration

|Menstruation

:Micturition

45,

Mrs. J. B.

34,

Musselburgh.

5th Mareh 1806,

Pain in right Iliac region
passing down right leg,

4 months.,

Five. 4 livinr, youngest
4 months, and one abortion 2 vears ago.

Before birth of last child
quite regular, has had no sign since.

A fortnight apgo had Ffrequency

and pain.

fAbdominal Examination A hard boardy mass can be felt

in the right Iliac region, up to the lewk
-8l of the crest of the ilium, it is
hard, firm, unyielding, and can be traced

to the brim of the pelvis.

[Vaginal Examination The uterus is pushed forwared

Diagnosis.

and lateroverted, the rifht fornix is
filled up with a deposit of a boardyv
nature, the uterus seems to be embedded
in the mass; a smaller deposit can be
made out in the 1left fornix,

Parametritis.



i

|

!No.

I
‘Name

| Age

!Address

| Admi tted
i
i
Duration

Family

‘Menstruation

{Complaint

Micturition

46.
Mrs. Me.D.
38.

Edinbureh.

10th Mareh.

Pain in lower abdomen, pain

in the back and painful micturition.

youngest living e¢hild 10 months, 3

5 weeks.

Nine,

One dead 2 yvears ago,

abortions; one 17 vears ago, one 7 vears|

ago, one 19 months ago.

place at 2% months.

menstruated since birth of last child

A1l these took
|

Quite repular, but has not

10 months ago.

Frequent.

Varinal Examination

Diagnosis.

No.

Name

Are
Adciress

Admitted

Complaint

Duration

Very painful, though no% very

A cvstic mass lying between

the bladder and the utcrus

size of a small orange.

- about the

Parametric abscess.

Selkirk.

14th March

1896,

Dvsmenorrhoea and sickness.

G Mears,
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| Continuation of
|

Case No.
Pamily

Menstruation

Micturition

| Vaginal Examination

47,

None. Unmarried.

6 Dysmenorrhoea Ffor the

28

first 24 hours, then relieved.

Normal.

Uterus retreoverted; sound only
passes in for 2"; appendages ma‘ted on

right side,

Diagnosis., Dysmenorrhoes.
| No. 48.

iName S. M.

Age o2.

| Address Selkirk,

?Admitted
?Complaint
IDuration
Family

'Menstruation

Micturition

'Abdominal Examination

ing: no Bruit, fluctuation is well mark-

ed.

Vaginal Examination

Diagnosis

20th March 1896,
Swelling of zbdomen.

One v=ar,

None, Unmarried,
Menopauvse six vears ago.

Normal.

L $
A large cystic uniform swell-

Nil,

Par Ovarian Tumour.

4‘{1 .

Mrs. MecK.

34,
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Continuation of

| Case No.
Address
Admitted

Complaint

Duration

| Fami 1y

Menstruation

|Vaginal Examingtion

49,

Rexburn.

23&rd March 1896,

Pain in Pelvis; constant

haemorrhapgic dischares,
6 weeks.,

One, 16 years ago, one zbort-

ion 14 vears ago.

Regular till Décember 1825,

Amenorrhoea till beginning of February,

since then constant haemorrharic dis-

" eharge.

Diagnosis.

No.

Name

Are

‘Adcdress
‘Admitted

Cormplaint

Duration

Family

Uterus slightly enlarged, soft,"

and

to the front, and ripht behind. to the

right sids can be Ffelt a Ffluctuating

tumour which is not separeble

uterus; the mass resembles an

uterine gestation.

Ffrom the

aextra

Extra Uterine Gestation ?

Mrs. A.

Uphall.

Slsit, Marech

Pain in left side and menorr-

hagria, oeeasional retention of urine.

2 vears.,

None.No Abortions.
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Continuation of g

| Case No, 50.
|
Menstruation 8 Menorrhapgia as above,
28 f

pPremenstrual dysmenorrhoea. ’

i
‘Micturition Occasional retention requiring
i |
. catheterisation. i

|Vaginal Examination Fibroid Tumour on posterior

‘ wall of uterus, pushing uterus against !
H . . |
‘ svmphysis pubis. '

Diarnosis. Fibroid Tumour. |
| | |
Yo 51,

!Name ' Mrs., A, F.

|Age 50,

.Aﬂdress Tranent.

Admitted “4th April 1896.

:Complaint Downbearing pain: prolapse of |

i uterus, and reddish discharge.

Durstion 18 months.
‘Family 9, Youngest 11 vyears.
Menstruation Menopause 4 vears zro, but for

the past eighteen months has had haem-

orrhagic discharege, above referred to.

§Micturition Normal.

Vaginal Examination Cvstocela, Rectocele, and

cervix very mucn thickened,

Diagnosis Prolapse of uteruvs,
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No.

Name

| ABS

| Address

tAdmitted

Complaint

|
1Duration
i

IFamilv

Menstruation

Micturition

52.

Mrs. C. A.

31,

Leith.

7th April 189f,

Pain in back and lower part
of abdomen and haemorrhagic discharge,

3 weeks.

Two. Youngest © vears old.
No abortions.

5 Repular until present

28
ettack when patient went 2 weeks past
her time, and then began to bleed the
same amount as at a period, This

gradually became less until a spot or

two. On March 22nd it returned freely

on the 26th she saw a Doctor, who said

it was a Retroversion and put an instr-

ument in; ne pain for two Aavs, when

fdiischaree and pain returned, the pain

being like a knife darting ihto the ribs

Nowrmal.,

Vepinal Examination Uterus forward, A mass can

Diagnosis

be felt in the posterior fernix, -fluc-
tuating ana tender. On 9th April pat-
ient had retention of urine, requiring
use of cctheter, reectum distended.
Tender deposit hehind uterus prshing

cervix forward against Pubis.

Extra yterine Gestation?
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1
No.

Name

Age.

| Address

| Complaint

Admitterd

|
[Duration

|
| FPamily

Menstruation

[Micturition
|
| Abdominal. Examination

163
53.
J. G; i
16,
St Androws.
11th April 1896,
Swelling of Abdomen,
4 vears 5 months,
None,
Not commenced vet.
Normal,

‘A larre swellinge reaching as

| .
? high as the xyphisteruum, tense, with |
| |
: a well marked thrill, resonant in the

right Iliac fossa, dAull in left Iliac
fossa; fluctuation can be made out about
the middle and to the right of the tum— |
our; the rest of the tumour feels hard
ani solid, it measures at the level of
the umbilicus 33%", from xvphisteruum
. to symphvsis pubis 16",

' Vaginal Examination Nodular swelling in left

| fornix.

Disenosis Ovariza Tumour.
ﬁ: H4,

Name Mrs. M, M,
.fEEi Bl

Address Dundes.

Admitted

14th April 1806,

Complaint

Prolapse of Uterus.



;Gontinuation of

Case No.
Duration

;Family

‘Menstruation

{Micturition

Vaginal Examination

o4,

9 months.

5 Youngest 2 vears old.

No abortions.

Sometimes as often as once a
week, at other times not for 5, 6, 7 and
& weeks, never lasting for more than
two davs.

Had incontinence for 3 months,
but sinece patient has been in bed this
has ceased and she has now control over
har bladder. !

Cvstocele, Uterus prolapsed

Diagnosis

Adrdress

Admitted

Complaint

Duration

Farilyv

slight thickening of cervix, uterus

neot enlarged,

Prolapse of Uterus and torn

Perinaeum.

25,

Mrs. A. A.

29.

Dumfries.

17th April 1895,

Pain in lower abdonen, back

and ripght iliac region extending up the

ot 3

e

side : floatineg kidnev.

Pain 7 vears : fleoating kidnev
5 months.

5., Youngest 5 months.

No abortions.
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Continuation of .

{Case No.

;Menstruation

‘Micturition

‘Vaginal Examination

b3-4  Premenstrual dysmenorr-

hoea, and also during first 2 Adays of
flow.
No rmal.

A small ovarian tumour on

|Diagnosis
bt

:Age

‘Address

Admitted

Complaint

Duration

Family

Menstruation

Miecturition

Vepinel Examination

either side of uterus, possibly dermoid
uterus forward 24",

Dermoid Ovarian Tumour.

00,

Mrs. M, W,

32,

Edinburgh.

18th April 1896.

Reddish foul smelling discharse
Weakness.

Discharge 5 weeks, the weak-
ness one vear.

b, voungest 2 years, ono
abortion 3 vears ago at 2nd month.

5-6 Regular every month, but_

26
for the past 5 weeks has had constant

discharge above referred to.
No rmal..

Projecting through the os is

an elongated foreign body about tne
thickness of ihree finrers, sormawhat

irrecular in shape, pretty £iemly orip-

pan by the extarngl os  tha basec of
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' Continuation of

. Case No. 56.
| Continuation of
Vaginal Examination attachment could not be

Diapnosis

| No .

' Neme

| Age

Afdress

Admitted

Complaint

Duration

Femilyv

Menstruation

definitely ascertained, but it is evid-
ently a Ffibroid which underrsoins the
process of expulsion has become sripped |
by the external og and the blood supply
beine thus cut off the exposed portion
is sloughing.

Fibroid Polypus.

5

Mrs. J., W,

26,

Glasgow,

20th April 1896,

Pain in 1left Iliac repion
passing round to.the back, brownish
discharge.

Pain 3 years and 6 mﬁnths;
the Aischa~ re & months.

One, &% vears ago. 4 abortions.

the first at 4 months, 2 vears and 7
months ago; the 2nd at 3 months, 18
months agpo; the 3.1 between the 2nd
and 3&rd months, a year ago; the 4th
between the 2nd and 33 months, 3
months aro.

$=4  Alwavs resular until her

Flal
20



167

| Contriuation of
Case No. 5%

'Continuation of

‘Menstrvation marriage and until last Jan-

uary, sinee, continuous discharge above

5 referred to.

‘Micturition: Pain dAuring the act.

;Vaginal Examination Uterus retroflexed, thickening

of right broad ligament. Endormetritis.

‘Diagnosis. Retroflexion Specific Endom-
etritis, .
No. 88.
‘Name Mrs, M. MecK.,
Age 5e.
Address Laggan.,
Admitted 25rd April 1896,
Complaint Swelling of abfomen.
Duration : 4 months.
Pamily Two, the last 14 vears ago.

% abortions before the birth of the

last child.

Menstruation Menopause one vear aro.
Micturition Pain, and occasional retention
Abdominal Exemination Reveals a large tumour reach-

ing as high as 2" above the umbiliecu-~,
dull on percussion, resonant in whe

. flanks, the tumour is solid and there is
frietion over anterior surface of tumour,

Vaginal Fxamination Uterus small to the front and

separable from the tumour.

Diarogis. ' Sarcoma of tho ovary,



gNo.

Name

Are

[

Address

Admitted

;Complaint

‘Duration

Family

Menstruation

‘Mieturition

Abdominal Examination

2

&

Hawick.
24th April 18¢6.
Swelling of abdomen,
5 months since she first not-
iced it, but it has become larger since
that time.

4, Youngest 19 morths aro.

No abortions.

Has alwavs been resular

L
6 woeks after birth of last chilAd pat-

. ient cormmenced to menstruate, this

stopped, then after a months interval
again menstruated, then she ceesed, after
thiet the 2nd or 2rd period (the fort-
night after) she had a"flooding", tui.
stopped, and a fortnight later she was
again unwell, and since that time she
has been quite regular.

Normal.

Reveals a tumour extzanding as

Diagnosis.

high as the umbilieuws, freoelv moveable,

mniform in shape, cvstie, Aull on par-
cussion and a2 well marked bruit.
Praeznancv with Haemorrhages

(Revnaud's Diseasn).

Mrs. M. M.
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| Continuation of

Ecase No. 60.

;Age 28.

;Address Kirkecaldy.

Admitted  24th April.1896.

ngﬁglfiﬂi Slight haemorrhagic dAischarge,

Aysmenorrhoea, dyspareunia.

Duration Discecharge 4 vears, dysmenorr-|

hoea 5 years (at which time patient first

commenced to menstruate).

(Pamily None.No Abortions.
‘Menstruation 2 Regular, dvsmenorrhoea
! 28

above referred to and metrorrhagia.

Micturition Normal.

Vaginal Examinatior Uterus anteflexed 33" tender

eand bleeding, endometritis.

Diagnosis. Endometritis.

No. Sk

‘Name Mrs. L. W.

Age 25.

Address Edinbureh.

Admitted 28th April 1896,

Complaint Pain in ripght side and off‘en—J~~
sive vellow discharee,.

Duration ' 18 months.

Familyvy, One, 2 vears ago. One abort-

ion 7 vears agpo.

Menstrustion Very irrepsular, sometimes

onee in threse wasks, a month, % waeks,

2 months and & months, Menorrharia,



| Continuationof

170

| Case No.

Continuation o

Menstruation

Micturition

‘Vaginal Examin

G 1

£
Avysmenorrhoea. |
Normal,

ation Uterus to the front enlarged

Diagnosis

No .

|
| Name

Age

'Aﬂdress

Admitted

Complaint

‘Duration

Familv

Menstruation

Micturition

35" tender, endometritis; tender risht
ovary,

Gonorrhqﬁl Endometritis.
N

62,

Mrs. H. R.

37,

Rosewell,

28th April 1896,

Pain in back.and lower abdomen
general weakness and freling of some-
thing in the vaeina. :

4 months, the foreirn body in
the vagina, a wnek.

4, younerest 4 vears aro: one
abortion 9 vears asgo at the '7th week,

2=3 Quite rerular up to the

28
last two months, since whieh time,
amenorrhoea. Last June stopped mens-
truating and cormmenesd arain zhout the
middls of Aupust, this stopped and saw
nothing until the beginning of Marech,

this stopped and has sceen nothine since.

Diffiecult.

Varinal Examination Uterus retrovaerted, snlarred




|
J
{ Continuation o.f

|
écase No.

iContinuation of

| Vaginal Examination

Diagnosis.

and containing an ovwn.

Retroverted gravid uterus.

| Admitted

EComplaint

|
|
! labium,
|

Duration

'Fémilv

icns.,

!Menstruation

i lasting

28,
Edinburgh.

28th. April 1894,

zin and swezlling of

and yellow discharre.
2 weeks,

One, 8 vears aro.

2-5

2T
~r

a 'Portnight.

Rerular once a

Menorrh

advsmanorrhoea,

'Micturition

[ Vaginal Examination
sidesd,

| Diasgnosis.

| No.

| Name

Age

Address
Admittnand

Complaint

Normal.

Bartholinian Abscess

Bartholinian Abscess

A,

Mrs. A. A.

65.
Berwick-on-Twean.
ond May 13985,

Swelline of abdomen

the «lschatee

»ieht

No abort- |
|

month

ariz

, rirht

shalgl

cccasional hreathlessness.

Tears.

L



| Continuation of

:Gase No.

! Duration
:Family

 Menstruation

.Mictufition

178

64,
4 years.

9, the last 26 years ago.
Menopauvse 3 0 years ago.

A large tumour can be felt

occupying the whole of the abdomen:

" fluetuation very well marked; the tumour

is tense; the veins in abdomen are

distended and there are marks of prev-:

ious aspiration; the tumour reaches as

high as the- xyphi-sternum.

' Diagnosis.

No.

IName
Ape

| Address

| Admitted

e

| 2
- Complaint
Duration

Family

Menstruation

Ovarian Tumour.

65,

J. A,

41,
Aberfeldy.
4th May 1896.
Menorrhagia,

4 menths.

One. 22 years ago.

5-6 lately once in % weeks,
25 :

and for the past few months, menorrhagia

lasting a fortnight.

Micturition

Vaginal Examination

Normal.

A polvpus the size of a small

esr can be fa2lt projecting through the

os8 into the vargina; it is pediculated.

Circulatorv Svstem

Bruit

Well marked haemiec marmur :

de Alable speciagllV W81l markea



'Continuation of

§Case No.

65.

iOontinuation of

Cireculatory System

in the great veins.

Haemopoittic System

Marked amaemia : Red blood

L ‘
Diagnosis.

_Z_ __
e}

;

—
)
3
o

b
PoT
PoTi ¢
]
@
m
w

Admi tted

|Complaint

Duration

‘Family

‘Menstruation

Micturition

corpuscles 3,000,000, Whites not
increasead,

Submucous Polypus.

66,

Mrs., E. S,

28.

Kirkliston.

2th May 1826,

Constant haemorrhagic |
discharge.

2 months.

2, youngest 2 years; tw¥o
abortions, thé first at six months, the
seconni at the 7th monyh. These abort-
ions took place bhetween the birthé of
the first and second child, the last one
12 months before the birth of the second,
child,

Amenorrhoea from November £111
the end of March, since that time has
had constant haemorrhagsic discharpe.

No rmal..

Abdominal Examination A tumour can be felt reaehing

as high as the umbilicus, uniform in

173
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Continuation of

| Case No. 66.

.Continuatioﬂn of"

:Abdominal Examination shape, Cystic,dull on percuss-

ion, well marked Bruit, and the foetal

heart can be heard.

Vaginal Examination The vagina soft and moist, the
cervix is very granular and with numer-
ous distended neibothian follieles;

cervix bleeds freely on-being touched.

‘Diapnosis Pregnancy with haemorrhage.

No. 67 .

Name Mrs. A. T;

Age 42.

IAddress Falkirk.

Admitted 13th Mav 18896.

Complaint Swelling of, and pain across
abdomen.

Duration ’ Swelling % weeks, pain 6 months

Family 11, the last one a year and

4 months ago. 2 abortions both at the

3rad month andi the last one 12 vears ago.

Menstruation 6= Once in & weeks lately.
- 28

Sometimes once a month; premenstrual
dvsmenorrhoea and during the flow

Menorrhagia.

Micturition Diffieulty sinee the swelling

of the abdomen.

Abdominal Examination A tumour reaching &" above the




Continuation of

Case No.

Continuation of

‘Abdominal Examination

67.

umbilicus can be made out

fluetuating, dull in the flanks, which

becomes resonant on changing the pos-

ition of the patient.

Vaginal Examination

Diagnosis.

iNo.

‘Name
Age
Address
Admitted
.Gomplaint
IDuration

Family

Irregular nodules can be felt

in the posterior fornix, uterus forward

23",

Tubercular Peritonitis.

68.

Mrs. M. J. B.

25.

Tiassware.

19th May 1896,
Frequent abortions.
12 months. .

One 16 months ago. Since

that time has had % abortions the

1st at the %rd month 9 months apgo,

2nd
Bra

Menstruation

Brd ¥ 5 " "
" Brd y & weeks ago.

3-4 Tast unwell 4 months ago

28

then amenorrhoea of pregnancy, then an

abortion, the discharpge lasting a fort-

night,

hoez.

Micturition

Vaginal Examination

since then nothing : dvemenorr-

Nermal.

Uterus to the Ffront 44"



Continuation of

Case No. 68,

Continuation of

' Vaginal Examination Endometrium roughened, sens-

itive and bleeding on passing the sound,

i
| Circulatory Mitral systolic.
'Diagnosis. Frequent abortions.

-Subinvolution, Endometritis.

' No. % 69.

Name Mrs. J. B.

fﬁﬁ_ 4],

Address Leith,

Admitted 19th May 1895,
Complaint Swelling of abdomen and

occasional pains' in right side.

Duration Swelling about 6 months, pains
G months. .

Family 8, The last 3 vears ago, one

abortion at the &rd month 15 vears apo.

Menstruation 4-5 Regular.
238
Mieturition Normal.

Abdominal Examination A large tumour (multilccular

ovarian) reaching as high as the umbil-
icus, tense, éluctuation well marked,
dull on percussion, which does not chanre
with the position of the patient.

Vaginal Examination Uterus forward 33".

Diagnosis. Ovarian Tumour.
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‘No.

Name

 Address
Admitted
;Complaint'
?Duration

‘Family

Menstruation

70.

Mrs., B. S.
34,
Carlisle.

28th May 1896.

Swelling of abdomen and white
greenish discharge.

Swelling 4 vears, discharge
10 weeks.,

One full term still born on

. Brd March.

5=6 Menorrhagia dysmenorrhoea
28 : '
amenorrhoea of pregnancy and has not

menstruated since birth of child,

'Abdominal Examination A largé solid freely moveable

tumour reaching as high as 4" above the
umbilicus: On the left side 6f the |
tumour is a smaller flatter tumour
ﬁoveable on the largef mass; well marked

Bruit. Can be heard on auscultation.

Vaginal Examination A large roomy vapgina, cervix

Diagnosis.

high up, ¢s open about the size of a
sixpence, and filling the cavity of the
uterus is a large tumour. Pulse very
rapid and temperature swinging.
Submuecous Fibroid and

subperitoneal Fibroid.

15



| No. T

| S L
Neme Mrs. C. R. | '
l.ége_ 28,

%Address Bonnyrigg.

Admitted 28rd May 1896,

éComplaint Pain and sweliing of abdomen. |

iDuration 6 months. i

gFamily None. No Abortions. ;
iMenstruation _§%% Amenorrhoea since 1lst |

January, presently quite regular.

‘Mieturition Difficult and painful.

Abdominal Fxamination A large abdominal tumour

reaching as high as the xyphisternum,

fense, hard, 4ull on ‘the anterior
surface, resonant in the flanks, this
does not change on moving the patient.
Patient has already had the tumour

aspirated before coming into Hospital.

‘Diagnosis. Colloid Ovarian.

. !
No. T2, ;
Lﬂggg Mrs., M. MeM.

‘Address Blackford,

M 30th May 1896.

?Complaint Swelling of abdomen, pain in

epigastrium and lower abrhdomen.

Duration % months.
Family 2, youngest B35 vears.

Menstruation Very irrepular, sometimas ten




' Continuation of

| Case No.

. Econtinuation of

72.

' Menstruation

|
'Micturition

EAbdominal Examination Reveals a largse tumour reach- |

days, sometimes once a fort-

night, and once in three weeks.

Menorrhagia. !

Normal.

ing 3%" above the umbilieus, dull on

perecussion in the rlanks which becomes
tympanitic an changing the position of
the patient, In the right iliac regioé

|
with deep palpation a hard nodular mass |

can be felt slightly moveable.

' Vaginal Examination A large mass can be felt

‘Diagnosis.

' No,.

;Name
IAge

Address

 Admitted
' Complaint

' Duration

 Family

Menstruation

posterior to the uterus, and in the
right fornix, a number of small nodules.

Malignant Purulent:. Cyst.

75.

A, S.

57.

Blairgowrie.

2nd June 1896. |

Swelling of abdomen.

16 months.

3. The last 30 vears ago.

Menopause 21 years ago, after
leaving the Infirmary in January 1895

patient had haemorrhagic discharge which

179



Continuation of

Casas No.

73.

Continuation of

Menstruation

Micturition

Abdominal Examination

lasted on and off for & months

she pgot medieine, from her Doctor, which

stopped her discharge; this discharge

returned last week, it has now stopped.

Normal.

ular in shape and 4ull on percussion,

whieh does not change with the position

of the patient, resonant in flanks,

fluctuating.
Vaginal Examinatiﬁn %rolapse of Uterus.
Diagnosis. Multilocular Ovarian Tumour.,
|
No. 74,
' Name Mrs. M. A.
%Age 43,
| Address
yAdmitted 9th June 1896.
éComplaint Pain in right iliae region,
! swelling of abdomen.
.Duration Pain 7 years, swelling 4 years.
Pamily 5, youngest 12 years ago.
Menstruation Sometimes once a fortnight,
once in 3 weeks, monorrhagia, dysmenn-
orrhoea.

Micturition Normal.

'Abdominal Fxamination Solid tumour, frecly moveable |

Reveals a large tumour irreg-

i

180



Continuation of

Case No. 74,

lccntinuation of

Abdoniinal Examination connected with the uterus

reaches about 5" above the symphysis
pubis.

Vaginal Examination Uterus 43" continuous with

|
:
|
|
i
!
! tumour, The tumour seems to have

slipped down into the pelvis causing

pressure on the bladder.

Diagnosis. Fibroid Tumour.

181



_No. 75,

Name Mrs. B. H. !
— |
Age 27 .

Address Hawick,

_Admittoa : 15th June 1896.

%Complaint Pain in the small of the backé
EDuration _ 2 vears, ;
;Familv One, 5 years ago. No |
| abortions,

?Menstruation g;g Regular except the last !
| occecasion, pjfient was & weeks behind heﬁ
| time. |
%Micturition Occasional frequency. 5
iVaginEl Examination Right ovary prolppsed and |

tender. Bartholinian abscess on right
|
side. Uterus retroflexed and fixed. L

iDiagnosis. Prolapsed-ovary.

‘No. 6 .

"Name Mrs. M, F. ,

_Af_e 24.

'Address Hawick.

;Admitted J 15th June 1896.

éComplaint 3 Continuous haemorrhasic dis-

charge and pain in both iliae regions.

‘

‘Puration 6 months.

Family ' None, No abortions.
Menstruation 6-7 Alwavs over 3 weeks 'and
P 28

lasting 6 to 7 davs, Menorrhagia.

dysmanorrhoea, and during the last six



_ 183
' Continu ation of

' Case No. 6.

éMenstruation . 2 months continuous discharge !
(CONTD ) : |

| A as above,

?Micturition Normal.

;Vaginal Examination Uterus retroverted 3" and

i _
i tender, Endometritis.

iDiagnoais. Retroversion.

;EE;_ v, . i
I&m_e_F E Mrs. B. M. |
iégg_ : 47, E
éAddress Dundee: ;
iAamatted' ) 17th June 1896, |
?Gomplaint Pain in lower iliac region.
Duration 11 months.

| Family : 2, 'youngest 21 years ago. i

No abortions.

iMenstruation Till 7 months ago was quite

regular, since that time once in 2
months, in fact very variable,

Micturition Painful and frequent.

| Abdominal Examination  Reveals a small tumour in the

| right iliac fossa, hard, nodular, fairly
moveable, but with a well defined attach-
ment, There is a pulsation connected
with it.

| Vaginal Examination The tumour can be felt per

right fornix, it is quite dAistinct over

the uterus both ovaries and tubes can be



'Continuation of

Case No. "
Continuation of
Vaginal Examination palpated and are separable

F

Diagnosis,

‘Name

Age

Address

Adrritted

< Complaint

Duration

Family

Menstruation

Micturition

from the tumour, Patient seen by Mr.
Millar and My Duncan, whom bot: pronounce
it to be a malignant affection of the
Caecum.

Careinoma of Caecum.

78,

Mrs. M. McH.

29.

Leith.

20th June 1896.

Pain in leower abdomen and in
lower part of back.

One month. =

5, the vounmesi 2 vears ago.
One abortion at the 7th week, January
1895, and another abortion at the /th
week last January,

Amenorrhoea since end of April
previously was verv iecrepular, sometimes
oneca in Z.waeks and once a fortnight
with menorrhagia.

Had frequency and pain 3 weeks
befcre admission. This has now passed

cff.
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Continuation of

Case No,.

Vaginal Examination

'Diagnosis.

78,

- Large mass about the size of

an orange, can be felt bulging into the

posterior fornix. Uterus to the

Extra Uterine ?

front
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' No. 9.

' Name Mrs. C. R.

Age 28.

_Address Fort Augustus.

%Admitted 20th June 1894,

:Con$1aint Swelling of abdomen akd pain

in epigastrium, right hypochondrium, and

right iliac region.

:Duration Swelling was first noticed in
January last, the pain & weecks ago.

‘Family %, the vounfest 3 vears, 2
abortions at the %rd moenth, the first
in January 1895, the second January this
vear.,

Menstruation 2= Quite regular till April,

26
sinece which time Amenoerrhoea.

Mieturiticon - Normal.

‘Abdominal Fxaminastion Reveals a large tumour extend-

ing within a couple of inches of the
Xxvphisteruum, regular in outline, smooth,
fluetuating, Aull on perceussion except
far round in the flanks, where it is
rasonant, the whole mass of the tumour

is dull on percussicn and this dulness
dpes not change with the position of the
patient. Auscultation nil.

Vaginal Examination Vagina soft snd smooth, cervix

soft, uterus retroverted enlarsed and
gravid.
Diasgnosis. Ovarian tumour with retroverted

grevid uterus.




jNo. ; 30Q.

Name R.-M.

:Age 48&.

Address ' Scalloway.
iAdmitted zlst June 1896.

Complaint Pain in left iliac region

passing round to ithe back. Swelling

of abdomen,

Duration The pein & months, the swell-

ing 3 months.

Pamily None. Unmarried,

Menstruation Very ircrsgular, Sometimes

once a fortnight, once in 3 weeks,
Menorrhagia, Metrorrhagia.,

Micturition Retention with over-distension

then incontinence.

Abdominal Examination Reveals a hard nodular mass

‘ in the left iliae region.

Vaginal Examination ~ A large submucous polypus

about ‘the size of a big cocoa nut is
p}otruding thirough the cervix pressing
against the blander causing the symptoms
already referred to. Urine has to be
drawn off wi%h a cathetar.

Diapnosis. Subrmucous and Subperitoneal

Fibroids,
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No..
_Name
_Age
- Address

Admitted

Icomglaint

Duration

Family

Menstruation

'Micturition

8.

Mrs., M. W,

44,

Leith,

24th June 1896.

Pain and swelling in lower
iliac region.

2 vedars.

i 8, the voungest 7 vears old.
No sborticns.
| 5-6 Repular, Menorrhagia.

Dysmenorrhggz.

Normagl.:

Abdominal Examination On palpation there can be felt

a cystie tumour, very freely moveable,
Aull on percussion which Aulness changes
with thé position of the mass, which
also moves on changing the position of
fhe patient. No fluctuation can be

K

made out.

Yeginal Examination Uterus forward 2" cervix

Diagnosis.

No.

Name

s

directed backwards and riownwardis. In

the right anterior fornix the mass can

be felt bulging, andi fluctuation ean be
Adistinectly obtained.

Ovarian Tumour.
»
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Continuation of

| Case No.

L

Address

| Admitted
—_
!Gomplaint

|
| Duration

iFamily

i Menstruation

|Micturition

small swelling in the grein and a small

82,
Dundee.

1lst June 1896.

Menorrhagia, Metrorrhagia, a

sore on external genitals,

3 months.

3, voungest 13 vears old.

Somatimes a fortnight, some-

times 3 weeks, and on one occasion in

10 davs, Menorrhagia, and metrorrhagia

as above.

Vaginal Examination

[Diagnosis.

|No.

[

Name

l

Age

—e

:Address

| Admi tted

‘Complaint

Duration

Familg_

cervix.

Normal.

Thickening and erosion of

Epithelioma of Cervix.

E3,
MI'S. N{- Fl

=]
BU .

Hawick.
1st Julv 1894,

Downbearing pain and const

haemorrhagic rdischarge.

weeks.,

3 months ago.

Pain & months, discharge 8

ant

5, the voungest 2 years and

Had abortion at the

month 5 months &apo.

&
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Continuation of

Case No. 83

| Menstruation 5 Alwavs regular until 6

25

Micturition ‘ Nermal.

weeks ago, since which time metrorrhapgia
and menorrhagia, premenstrual dyvsmenorr-

hoea, also during the flow,

Vaginal Examination Uterus retroflexed to %",

. ' Fndometrium tenrder, roughened and bleed-

: ' ing. |

EDiaanosis Retroflexion and Endometritié.
ﬁo. 84

_Name * Mrs. B. R. |
Age 5% ’

EAdd}ess Tieith.

| Admitted 11th July 1896. ‘

Complaint o . Very‘severe pain at thes vulva

i ~ and a burning sensation i

|Duration . 4 years.
| Family %, voungsast 14

} No abortions.

|Menstruation Menopause 10 ve
‘Mieturition Painful and fre
| Tisual Examination- Examination of

als reveals at the vulval
the junction of the labisa
vestibule and part of the
inal wall; extendine down

of the nvmphaes to a short

n the varinas.

vears old.

ars ago.
quant.

axternal grenit-
orifice, at
minora, thsa
antearior vag-
on 2ither side

distance, is
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Continuation of

iCase No.

| Continuation of

Visual Examination

' Diagnosis.

L Admitted

!Complaint

Duration

 Family

| Menstruation

Mieturition

nating mass, bleeding and with a very

foul . odour.

and hard.

84

a thickened nodular and fung-

Carcinoma of axternal

then & months

constant

Vaginal Ex&mination

' Diagrosis.
————————————————

' No.

' Name

'Age

AdAdrass
SR

Admittad

enlargsi and tender,

85
Il. S-
18,

Hawick.

14th July 1896,

Constant haemorrhagic

18 months.

Nene, Unmarriad,

2 vears ago was

haemorrhagic Aischargsa.

Normal,

amenorrhoea,

|
|
|
|
|
:
!
|
!

Inpuinal glands thicksned

;
renitals.
i

discharge.

repular,

sinee then

Uterus normal, ovariss slishtly

Ovaritis.

56.

Mrs. J. MecK.

25,
Tevan,

15th July
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fContinuation of ;

Case No.

‘Duration

Familv

| Complaint

Menstruation

Micturition

86. E

Pginfiil menstruation. i

2 vears.

None. No &abortions.

E;Q dysmenorrhosa Aurine the:
first day j} tha flow, afterwards relie€~
e,

Slight pain Auring the act

and a fAzsire 1o micturate fraquentlv,

| Vaginal Examination Uterus 24" acutely ante flexed |

| Diagnosis

:Age

| Address

| Admitted

|
| Complaint
]

' Duration

Familv

| Menstruation

Micturition

os pinhols.

Dysmenorrhoeaa, |

St. Andrews.

18th July 1896,

Constant haemorrharic disceh-
arge, pain in lower iliae region.

18 months.

Ons, still born 8 months and
2 waeks, 11 vears ago.

8-10 Repgular. Premsnstrual

26

dvsmanorrhoaa and duringe tha flow,

Normal.

Vaginal Examination Uterus snlaresad 4% retrovartaed

Diarnosis.

Endometrium rourhanad ana bleeding.

Endom=tritis retroversion,
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Ap=

| Address

|

| Admitted

;Complaint

!

Duration

Familvy

'Menstruation

!

Micturition

Vaginal Examination

88,

Mrs, J. M.
22,
Edinbursh.

20th July 1896,

General debilitvy. Pain in

left iliac reecion constant and persis-

tent leucorrhoea. .

4 vears,

One, 5 vears ago.
at the 6th week, tha first 33 vears

the second 2 vears ago.

5=7 Sometimes menorrhagia,

21

persistant leucorrhosa as abova stated.

Frequentby.

.

|Diagnosis.

‘' No.

'Name

Ape
Adrdress

Admitted

Complaint

Duration

Menstruation

and blseding, tender ovary on laft side..

Retroversion 1left ovaritis

and Endom2tritis.

89

A, B.

36.

Edinburgh,

22nda July 1860,

Pain in left iliee resion
passing throush to the ihack.

4 vears.,

Non=, unmarrisad,

Varv irrepular, sometimas

Utarns retrovertad 34" tender

2 abortions
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| Continuation of
|
i

Casa, No.

89

Continuation of

Menstruation

Vacsinal Examination

once in & weaks, 4 waeks, 5
weeks, and 6 weeks,
enstrual dysmesnorrhoea and during the

flow, leucorrhoes.

Uterus retroflexad, A small

| Diagnosis.

No.

' Name
|
 Age

Ardress

| Acmitteqd

| Complaint

i -
' Duration

Family

Menstruation

[ Mieturition

| Visual Examination

body can be felt protruding ithrough the
cervix.

Polypus and retroflexion.

-

90,

Mrs. F. M. $

26.

Edinbureh.

24th July 1896,

Painful micturition and
Aysparesunia.

5 vears,

On=. 5 years aso. No
abortions.

Patient had double oophoract-
omy performen, Patiant has not mens-
truated sinec= 12tn March 1325,

Pain just bafore, during, and
after the aet, oeccasional fragquaneyv.

Urathral caruncles.

liratiiral caruncl=ss and Dvs-

Menorrhagia Prem-
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| No. 91. |

;Name | g% I %

L Age 27,

EAdd”GSS Midcalder. 5

Admitted 24th July 1896. |

fﬂomplaint Prolapse of Uterus. .
* |

I Duration 9 months. '

.Family One. 3 vears ago. No

abortions.

| Menstruation Every 2 weeks and lasting 2 :

| weeks; Menorrhagia, dysmanorrhosa. %

[ Miecturition Frequent, and pain during the |

E act. '

:Vaginal Examination Cvstoeele, Rectoczle, Utarus

; !

iDiaenosis. : Cystocele; Rectocale and pro- |

lapses of uterus,.

' No. 92.
. Name Mrs., M. R.
i—_—_—-
Age 28,
Addrass Kirkealdy.
Acmittad 2bth July 1895,
' Complaint Pain in left iliae rasion

of a down bearing charactar, occasional

attacks of vomiting.

Duration 5 vaears.
Faipily None. No abortions.
| Menstruation =3 Pramsnstrual dvsmenorr-
e Lo
]

hoea and during tha flow.



3

Continuation of

Case No.

Abdominal Examination

92.
Frequancv.

Nil,

A large mass ceén bz falt

| Vaginal Examination

| Complaint

iDuration
|

| Family

‘Menstruation

.Micturitbon

Vaginal Examination

bulging the right fornix. Utearus is

not separable from the mass, and is

pushad to the 1aft sida.

Cvst of the broadligamant.

33,
Mrs. E. S.
: 33,
Edinburgh,.
25th July 1396.

Pain in side. Viginal dis-

chargs.

8 vears and 4 nonuhs,.

4 childreh, the last child
Lborn < years and 4 months égo. No

abortions.

Every 8 wseeoks, amount large,
Auration a wosk. Discharge generally
hasmerrhagic,

Very fregquent.

%

Enlarced uterus 3" ana heavy

Diapnosis

andornatrium bleadine,

Endormetritis.
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No. 94,

_Nams Mrs. R. B. i
Aza 43, |
iAddress Cockermouth. %
| Admitted 30th July 1894. ;

| ]
!
' Complaint Pain in 12ft side passing down

to the iliac region, then passing round

: 7 to lower part of abdomsn, constant

hasmorrhagiec Aischarge.

Durztion 7 months. i
r—-—_—.

| |
| Family ) 11, the voungest 7 months ago.|
|

| On2 abortion 13 years ago at ths 3rd |
: |
month, |

Manstruation 0=7 Every fortnipght lasting |
| 21 o
i 7 or 8 dave, menorrharia, metrorrharcia, |

premenstirual dysmenorrhoea and also for

the first 2 davs,

i
v

Micturition " Oceasional, pain & fréguency.-

*

Varinal Examination Uterus 34", heavv cervix,

? thickaned;endometritis.

:Diagnosis. Endomatritie,
| No. 95.

| Nama Mrs. M. C.

| Age 24.

Addrass Dalkeith.

Admiti:: 41 Aurust 1896,

Complaint Pain in l2ft iliae rerion,

—— —

continuonus haemorrhagic Aischarre, left
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Continuation of

|
i
| Case No.
i

| Continuation of

| Complaint

| Duration

95.

inguinal harnia.

Pain and haemorrhage 3 wasks,

I harnia 8 months.

' Fainilv

| -
| Menstruation

- ani 6th months 6

One abortion, between th=s 5th

6-7 Regular.

28

vears aro.

Msznorrhagia anad
|

| for the past 3 weeks metrorrhagia.

|Miecturition

| Vaginal Examination

utarus,.

"

| Diagnosis.

Frequsncy.

Pibroid about the size of a

Fibroid Tumour.

| Address
Admittead

Complaint

Duration

Family

96.
H. B.
51,

Innerlsasithen.

fth August 1824

Constant vomiti

S months.

Nona, Unmaryri

Menstruvaetion 5=-6 Ragular.
— 28
leucorrhoea.

Mieturition

Vaginal Examinaticon

No rmal,
s

ng.

LY

Menorrharia

Uterus pushed to the right,

A large mass ceinr he =21t

the left and posterior fornices, harrd

bulgring into

| large orange on the anterior wall of the
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' Continuation of

|
. |
Case No. 96, {
Continuation of , ;
_Vaginal Examination and fixed, J
iDiagnosis. Dermoid Ovarian. |
| :
| No.o 9 |
| Name Mrs. *J. H, i
 Age 29, |
' Address Edinburgh. _
| nean e |
| Admittoed fth August 1827, %
| . l;
iCOmplaini Haemorrhagic dischargs. '
;Duration 6 weeks, until last Monday |
when it stopped. . i
| Family 2 5, the voungest 16 months agoi
On> abortion 7 vears ago at 2% months.
Menstruation 4-5 Patient nursed her last
| 20

child for 14 months, then mensiuated |

once & fortnight. Later she ag.in began

te bleed which econtinuad on and off for

G Wweeks., For tihe Jasi o aays she has
sean nothing., Said thars was no blesn-

ing pravicus to Mavy.

[Migtuiiv.on Normal.
'\ Vaginal Examination - Cervix hard eand indaurat =i

carcinomatous infiltration.
Uterus is Freaely moveable,

- Diapgnosis. Epithelioma of cervix.




- Addrass

. Admitted
.
‘Gomplaint

| Pamilyy

| Menstruation

98,

Mrs. E, N.

50.
Cockhurnspath...

10th August 1890,

Swelling of abdomen and of th

<, voungest 16 vears apo.

No zbortions.,

Last menstruated 7 months ago.

Previcus to this had Amenorrhosa for
O wonths and bafore this had another
period Amenorrhoza, previous to this

was quits repgular.

G

)

L

. Diagnosi

| No.

Name

Age

| Addrass

Admi tt=ad

| Abdomingl Examination

ing the whole of the abdomen reaching

Reveals a largs tumour cccupy-

within an ineh of the xyphisteruvm, dull

ell over, tense, Pluctuation very dis-

tinct, Thars is & scar midway bstwaen |

ubilicus &and symphvsis pubis of a
former operation and whsir: are marks
from aspiration.

Ovarian Tumour,

94,

Mrs., A, D.
28.

Leith.

12th August 18343,
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_Continuatiog of

iCase No.

' Complaint

| Duration

' Family

‘Menstruation

‘Micturition

99.

Pzin in lowsr abdomen and
constant haemorrhagic dischargs.

2 Wesks,

One abortion at the 7th week,
8 years ago, ons full tsrm (living),
£ years ago, on# abortion 2nd month 14
days ago.

3 Quite regular till 2
28

months and a half apgo, then amsnorrhoea |

for 2 months, The past-fortnight

constant haemorrhagic dischargs as abover

Normal.

Vaginal Exemination 0s  dilated to the extent of

|
‘Diagnosis.

No.

P

| Name

;Aga

Address

Admittsa

(Cumplaint

‘Duration

admitting 2 fingers,, uterus enlarged

33" endometrium roughsnad and bleeding .| .

Incomplate abortion.

Incomplete abortion.

100.
Mrs. A. B.

B2

Berwick-on-Tweed,

14tn Avpust 1820.

Swalling of abdomen and pain
in right lag.

64 monthis,

201,



 Continuvation

Case No.

Family

Manstruation

Micturition

100.
One, 15 vears ago, one abort-
ion at the fourth month 2 vears ago.

Alvigys ragular till Januarvy

28rdt this year. From this date until

the end of Juns, amenorrhoea. At this

time she savs she wenstruated but not

liks the usual. There were pieces of

tissue like pale skin passsd with clots |
of blcod, Nothing after this till the |
2nd Avsust, when she was unwell till the

8th of August, on this occasion sha

passed more pieces of pale skin and clots

|
nothing until to-nay and than onlyv a few
|

arops.

Normal,

| Abdominal Examination Revaeale & large tumour irrep-

ular in outline reaching within an inch
of thz uwbilicus. It axtends on the
laft side to th» extent of 3" Ffrom the
middle 1line, on ths right side it fills
up the iliac fosa%; it is 4ull on par-
cussion, ' solid in parts and cystic in

others; thaere is a well marked linea

nigra.

Vaginal Examination A largs mass can os felt

bulging into the posterior fornix, ana
in the right fornix & small nodular

body about tha size of a haz=l nut,
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Continuation o

203.

@ i

i

Case No. 100.

| Continuation of

|

Vaginal Examination. The uterus is to the féont and

| General History of

feels continuous with the tumour.

Present Attack

Patient last menstruated on
Jenuary 23rd, Ot February 7th she was |
seixed with pain in tha right iliac é
region and had an attack of vomiting, |
which lasted for 2 davs, sh2 was in beﬁ;
for a fortnight, then up for a waek,
whan the vomiting returnad lasting 2 dats
after this she was going about for & :

fortnight and thé vomiting started arain
lasting a week; she was w21l after this
and about Marech sh2 noticed a small

lunp in the right iliac region about

ths size of a hsn's agg. This graduelly
grew bipgar., About the end of May
patisnt state2s that sh2 fs2lt 1life but
only for a fortnignt. On thz2 18%h Juns
sha wgs standing, when without anv wara-
ing she suwidenly fainted. Sh= cam: to
on ths floor. After this sha2 vomitad
for & wanks. This was accompanied

with & vary savers pain from ths lower
part of the abromen, thz pein sradually
diad away. All siens of lifa disappear-

e at this time. Ahout thie 2nid of



204,
LContinuation of
Case No, 100.

Continunation of

General History of

Present Attack. June patient had a discharge

per véginawhpale in character, and with
this there were passed pieces of skin

like tissue; this discharge lasted a week,
At the end of a fortnight it recurred,

and she azain passed more pieces of skin
like tissue, that lastedi a week and then
stopped. The attacks of vomiting above
referred to were always preceded by pain.

Diagnosis. Extra Uterine Gestation.



