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1904 Illington, Edmund Moritz, Capt. I.M.S., L.R.C.P.,

9, Alexander steeet, Westbourne gardens, W.

1894f Ilott, Herbert James, M.D. Aber., 57, High street,

Bromley, Kent.

190it Inglis, Arthur Stephen, M.D. Aber., 5, Pevensey road,

St. Leonards-on-sea.

1902 Inglis, John, M.D., 18, Cornwallis gardens, Hastings.

1902t Ionides, Theodore Henry, M.B., B.S.Lond., 25, First

avenue, Brighton.

1903 Ironside, Robert Adrian, M.D., C.M.Aber., Campbell

House, Fitzjohn's avenue, N.W.

l884*tlRWiN, John Arthur, M.A., M.D., 14, West Twenty-ninth

street, New York.

1904 IvENS, Mary H. Frances, M.B., M.S.Lond., 25, Wim-
pole street, W.

1897 Jagek, Harold, M.B. Lond., 6, Darnley road, Royal

crescent, W.

1890t James, Charles Henry, L.R.C.P.Lond., Major, Indian

Medical Service ; Lahore, Punjab, India.

1883*tJenkins, Edward Johnstone, M.D. Oxon., 213,Macquarie

street, Sydney.

1882* Jennings, Charles Egerton, M.D. Durh., F.R.C.S. Eng.,

Assistant Surgeon to the North-West London Hospital

;

Burke House, Beaconsfield.

1901*tJoHNSON, Edward Angus, M.B., B.S.Melb., L.R.C.P.

Lond., " St. Catharine's" Prospect, South Australia.
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Elected

1900 Johnson, Henry Heath Pochin, L.R.C.P., Ferry Hill,

near Durham.

1868t Jones, Evan, M.E.C.S., Ty-Mawr, Aberdare, Glamorgan-

shire. Council, 1886-8. Vice.-Pres. 1890-1.

1894 Jones, Evan, L.E.C.P. Lond., 89, Goswell road, E.G.

1902t Jones, Evan James Trevor, M.D.Brus., Ty-Mawr,

Aberdare, Glamorganshire.

I895t Jones, George Horatio, M.R.C.S., Deddington, Oxon.

1894t Jones, John Arnallt, M.D.Durh., Heathmont, Aber-

avon. Port Talbot, Glamorganshire.

I887t Jones, J. Talfourd, M.B. Lond. Consulting Physician to

the Breconshire Infirmary, St. David's, II, Park

road, Southborough.

1873t Jones, Philip W.,M.R.C.S„L.R.C.P., River House, Enfield.

I886t Jones, William Owen, M.R.C.S., The Downs, Bowdon
Cheshire.

1903 Jordan, John Furneaux, M.B., F.R.C.S., Surgeon to

the Birmingham Hospital for Women, 9, Newhall

street, Birmingham.

1884 Keates, William Cooper, L.R.C.P., 20, East Dulwich

road, S.E.

ISSSf Keeling, James Hurd, M.D., 267, Glossop road, Shefiield.

1896 Keep, Arthur Corrie, M.D., C.M.Edin., Surgeon to Out-

patients to the Samaritan Free Hospital ; 14,

Gloucester place, Portman square, W. Council, 1 902-4.

1894 Kellett, Alfred Featherstone, M.B., B.C.Cantab., 142

Lewisham road, S.E.

1886 Kennedy, Alfred Edmund, L.R.C.P. Ed., Chesterton

House, Plaistow, E.

1879 Ker, Hugh Richard, L.E.C.P.Ed., Tintern, 2, Balham

hill, S.W.
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Elected

1895t Kerr, John Martin Munro, M.B., C.M.Glasg.; Obstetric

Physician to the Glasgow Maternity Hospital; 28,

Berkeley terrace, Glasgow. Trans. 2.

1877*tKERSWiLL, John Bedford, M.R.C.P. Ed., Fairfield, St.

German's, Cornwall.

1878t Khory, Rustonjee Naseuwanjee, M.D., M.E.C.P.,

Medical Syndic, Bombay University ;
Honorary Physi-

cian, Bai Motlibai Obstetric and Gynsecological

Hospital ; Hormazd Villa, Khumballa hill, Bombay.

O.F.* Ktallmark, Henry Walter, M.R.C.S., 5, Pembridge gar-

dens, Bayswater. Council, 1879-80.

1872* KiscH,ALBERT,M.R.C.S.,61,Portsdownroad,W. Council,

1896-7.

l876*tKN0TT, Charles, M.R.C.P. Ed., Liz Ville, Elm grove,

Southsea.

1889 Lake, George Robert, M.K.C.S., 177, Gloucester terrace,

Hyde park, W.

1867* Langford, Charles P., M.R.C.S., Sunnyside, Hornsey

lane, N.

1894t Lea, Arnold W. W., M.D., B.S.Lond., F.R.C.S., Lecturer

on Midwifery and Diseases of Women, Owens College
;

274,Oxford road,Manchester. Council, 1 903- 5. Trnns.2.

1901 Leahy-Lynch, Timothy, L.R.C.P., L.M.Edin., 2, Finsbury

park road, N.

1884*fLEDiARD, Henry Ambrose, M.D., 3.5, Lowther street,

Carlisle. Council, 1890-2. Trans. 1.

1903t Leicester, John Cyril Holdich, M.D., B.S., F.E.C.S.

Eng., Captain, Indian Medical Service, c/o Messrs.

Grindlay & Co., Calcutta.

I902t Lendon, Alfred Austin, M.D.Lond,, Lecturer on

Obstetrics in the University of Adelaide, North ter-

race, Adelaide, South Australia.

1897 Leslie, William Murray, M.D. Edin., 74, Cadogan

place, Belgrave square, S.W.
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1900* Levison,Hugo Adolf, M.D.(Columbia Univ.), L.E.C.P.

Lond., 44, West 35tli street, New York.

1885 Leweus, Akthuk H. N., M.D. Lond.. F.R.C.P.. Obstetric

Physician to, and Lecturer on Midwifery at the

London Hospital; 72, Harley street. W. Council,

1887-9. 1893, 1901-3. Board Exam. Mtdwives,

I895-7! Hon. Lib. \904i-5. Trans. 13.

1902 Lewis,Eknest Wool, L.R.C.P.,M.K.C.S.,The Hermitage,

Fulham Palace road, S.W.

1901t LiTTLEWOOD, Hakrt, F.R.C.S., 25, Park square, Leeds.

Trans. 1.

1894 Livermore, William Leppingwell, L.R.C.P. Lond., 52,

Stapleton Hall road, Stroud green, N.

1899 LocKYER, CUTHBERT, M.D., B.S.Loud., F.R.C.S 117a,

Harley street, W. Council, 1904-5. Board Exam.

Midwives, 1905. Trans. 5.

1893t Logan, Roderic Robert Walter, M.R.C.S.. Church

street, Ashby-de-la-Zouch.

1893t Lowe, Walter George, M.D. Lond., F.R.C.S., Burton-

on-Trent.

1878*tLYCETT, John Allan, M.D., Gatcombe, Consulting Gynae-

cologist to the Wolverhampton and District Hospital

for Women, Wolverhampton.

1902t Lynn, Edward, M.R.C.S., 638, Woolwich road, New

Charlton, Kent.

1896t Lyons, A.. M.B., Thames Ditton.

187 It McCalllm, Duncan Campbell, M.D., Emeritus Professor

McGiU University; 45, Union avenue, Montreal, Canada.

Trans. 4.

1890 McCann, Frederick John, M.D., C.M.Edin., F.E.C.S

Eng., M.R.C.P., Physician to In-patiente at the

Samaritan Hospital
;'

5, Curzon street, May fair, W.

Council, 1897-8. Board Exam. Midwives, 1904-5.

Trans, 3.
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Elected

1894t McCausland, Albert Stanley, M.D. Brux., Churchill

House, Swanage.

1890 McCaw, J. Dysart, M.D., F.R.C.S., Wallington, Surrey.

Council, 1898-1900.

1894t McDonnell, JEneas John, M.D., Ch.M. Sydney, Too-

woomba, Queensland.

1896 M'Donnell, W. Campbell, L.R.C.P. Lond., Park House,

Park lane, Stoke Newington, N.

1892t McKay, W. J. Stewart, M.B., M.Ch. Sydney, Australian

Club, Macquarie street, Sydney, N.S.W.

1897t McKeruon, Robert Gordon, M.B. Aberd., 1, Albyn place,

Aberdeen. Trans. 2.

1900t Macan, Jameson John, M.A,, M.D.Cantab., Crossgates,

Cheam, Surrey.

1893 Maclean,Ewen John, M.D., F.R.S.Edin.,M.R.C.P.Lond.,

Senior Gynseoologist to Cardiff Infirmary ; 12, Park

place, Cardiff. Council, 1900.

1899 MACLEOD, William Aitken, M.B., C.M.Edin., 9, Pern-

bridge villas, Bayswater, W.

1886 McMullen, William, L.K.Q.C.P.I., 319a, Brixton road,

S.W.

l878*tMACNAUGHTON-JoNES, H., M.D., M.A.O. (Hon. Causa),

F.R.C.S.I. & Edin., 131, Harley street, Cavendish

square, W. Trans. 1.

1898 Macnaughton-Jones, Henry, M.B., B.Ch., 12, Sandwell

mansions. West End lane, N.W.

I894t McOscAR, John, L.E.C.P.Lond., The Shrubbery, Woking.

1899t Maguire, George J., M.B., B.Ch., Kew road, Richmond.

Trans. 1.

I895t Maidlow, William Harvey, M.D.Durh., F.E.C.S.Eng.

Iltninster, Somerset.

1884* Malcolm, John D., M.B., CM., Surgeon to the Samaritan

Free Hospital ; 13, Portman street, W. Council, 1894-6.

Trans. 2.
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Elected

l871t*MALiNs, Edwaud, M.D., Obstetric Physician to the

General Hospital, Professor of Midwifery at Mason

College, Birmingham ; 50, Newhall street, Birming-

ham. Council, 1881-3. Vice-Pres. 1884-6, 1901-2.

Pres. 1903-4.

1903t Malins, Herbert, B.A.Oxon., M.B.Edin., 283, London

Eoad, West Croydon.

1868*tMARCH, Henry Colley, M.l)., Portisham, Dorchester.

Council, 1890-2.

1887 Mark, Leonard P., M.D.Durh., 49, Oxford Terrace,

Hyde-park, W.

1862*tMARRi0TT, Robert Buchanan, M.R.C.S., Swaffham,

Norfolk.

1887t Marsh, 0. E. Bulwer, L.R.C.P. Ed., Parkdale, Clytha

park, Newport, Monmouthshire.

1904 Marshall, James Cole, M.B.Lond., P.R.C.S.Eng., 1b,

Maida Vale mansions, Maida Vale, W.

1890t Martin, Christopher, M.B., C.M.Edin., F.E.C.S.Eng.,

Surgeon to the Birmingham and Midland Hospital for

Women; 35, George road, Edgbaston, Birmingham.

Trans. 1.

1883t Maurice, Oliver Calley, M.D.Heidelb., 75, London

street, Reading. Council, 1888-90.

1899t Maxwell, John Preston, M.B.Lond., F.R.C.S., E.P.

Mission, Engchhun, Amoy, China. Trans. 1.

1904 Maxwell, R. Drummond, M.D.Lond., 102, Oxford gardens.

North Kensington, W.

1890 May, Chichester Gould, M.A., M.D.Cantab., Assistant

Physician to the Grosvenor Hospital for Women and

Children ; 59, Cadogan place, S.W.

1884t Maynard, Edward Charles, L.R.C.P.Ed., 39, Wynnstay

gardens, Kensington.

1886 Mennell, Zebulon, M.R.C.S., 1, Royal crescent, Netting

hill, W.

1898 Menzies, Henry, M.B.Cantab., 4, Ashley gardens, S.W.
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Elected

1882 Meredith,William Appleton, M.B., CM., F.R.C.S.Eng.,

Surgeon to the Samaritan Free Hospital for Women
and Children; 21, Manchester Square, W. Council,

1886-8. Fice-Pres. 1891-3. Trans. Z.

1893t MiCHiE, Harry, M.B. Aber., 27, Regent street, Notting-

ham.

1875*tMiLES, Abijah J., M.D., Professor of Diseases of Women
and Children in the Cincinnati College of Medicine,

Cincinnati, Ohio, U.S.

1902 Milligan, Wyndham Anstrutheu, M.B., CM. Aber.,

104, Bethune road, N.

1876* MiLLMAN, Thomas, M.D., 490, Huron street, Toronto,

Ontario, Canada.

1880t Mills, Robert James, M.B., M.C, 35, Surrey street,

Norwich.

1892t Milton, Herbert M. Nelson, M.R.C.S., Kasr-el-Aini

Hospital, Cairo, Egypt.

l869*tMiNNS, Pembroke R. J. B., M.D., Thetford, Norfolk.

1867* Mitchell, Robert Nathal, M.D., Brookwood, Holling-

ton, St. Leonard's-on-Sea.

1877 Moon, Frederick, M.B.

1903 Moore-Ede, William Edward, M.B. , B.C.Cantab., 64,

Jesmond Road, Newcastle-on-Tyne.

1859t Moorhead, John, M.D., Surgeon to the Weymouth Infir-

mary and Dispensary ; Weymouth, Dorset.

1895 MoRisoN, Henry Bannermann, M.B. Durh., Lindley

Lodge, Mottingham, Eltham, S.E.

1890 Morris, Charles Arthur, C.V.O., M.A., M.B., M.C.

Cantab., F.R.C.S., Surgeon to the Grosvenor

Hospital for Women and Children, 28, Chester

square, S.W.

1883* Morris, Clarke Kelly, M.R.C.S., Gordon Lodge, Charl-

ton road, Blackheath, S.E.

1899 Morris, Edwin Hugh Grant, M.B., B.C.Cantab., 47,

Onslow gardens, S.W.
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I893t Morse, Thomas Herbert, F.R.C.S., All Saints' green,

Norwich. Trans. 1.

1896 MuGFORD, Sidney Arthur, L.R.C.P., 135, Kennington

park road S.E.

1893 MuiR, Robert Douglas, M.D., The Limes, New Cross

road, S.E.

1896t Murphy, James Keogh, M.A., M.D., B.C.Cantab., 35.

Princes square, Bayswater, W.

1885 Murray, Charles Stormont, L.R.C.S. and L.M.Bd,,

85, Gloucester place, Portman square, W.

1896t Nartman, R. T., M.D. Brux., Parsi Lying-in Hospital,

Bombay.

1902t Nabiman, Temulfi Bhicafi, L.M.&F.Bombay, Bombay,

Lidia.

1892t Nash, AV. Gifford, F.R.C.S., Senior Surgeon to the Bed-

ford County Hospital, Clavering House, De Parys

avenue, Bedford.

1902t Newland, H.Simpson, M.B.Adel.,F.R.C.S.Eug., Adelaide,

South Australia.

I889t Newnham, William Harry Cheistopheb, M.A.,

M.B. Cantab., Physician-Accoucheur to the Bristol

General Hospital'; Chandos Villa, Queen's road,

Clifton, Bristol.

I895t Newstead, James, M.R.C.S., 9,York place, Clifton, Bristol.

1893t Nichol, Frank Edward, M.A., M.B., B.C. Cantab.,

1, Ethelbert crescent, Margate.

1873t Nicholson, Arthur, M.B. Lend., 30, Brunswick square,

Brighton. Council, 1897-9.

1904t Nicholson, "Haert Oliphant, M.D.Edin., 20, Manor

place, Edinburgh.

1876* Nix, Edward James, M.D., 11, Weymouth street, W.

Council, 1889-90.

1903 Nolan, William, L.E.C.P.& S.I., L.M.Dubl., 28, Upper

Phillimore place, Kensington.

I882t Norman, John Edward, M.D.Durham, Lismore House,

Hebburn-on-Tyne.
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Elected

1903t NoTT, Arthur Holbrook, M.B.Durh., Major, Indian

Medical Service, c/o Messrs. Grindlay & Co.,

Calcutta.

JQOSf NuTHALL, Alexander Wathen, F.E.C.S.Eng., 35,

Newhall Street, Birmingham.

I904t Odgers, Norman Blake, M.B.,B.Ch.Oxon, F.R.C.S.Eng.,

South Devon and East Cornwall Hospital, Plymouth.

1888 Oliver, Franklin Hewitt, L.R.C.P. Lond., 2, Kingsland

road, N.E.

I899f OsBORN, Francis Arthur, L.R.C.P.Lond,, Ennismore

House, Dover.

1877t OsTEBLOH, Paul Rudolph, M.D.Leipzic, Physician for

Diseases of Women, Diaconissen Hospital ; Wiener-

strasse 8, Dresden.

1892 Owen, Samuel Walshe, L.R.C.P.Lond,, 10, Shepherd's

Bush road, W.
1902 OxLEY, Alfred James Rice, M.D.Dubl., 7, Courtfield

road, S.W.

1889* Page, Harry Marmaduke, M.D.Brux., F.R.C.S., 14,

Grenville place, S.W.

1877* Paramore, Richard, M.D., 2, Gordon square, W.C.

18fi7*tPARKS, John, M.E.C.S., Bank House, Manchester road.

Bury, Lancashire.

1887 Parsons, John Inglis, M.D.Durh., M.R.C.P., Physician

to the Chelsea Hospital for Women, 3, Queen street,

May fair, W. Trans. 2.

1880 Parsons, Sidney, M.R.C.S., 78. Kensington Park road,

W.

1904) Paterson, Herbert John, M.A., M.B., B.C.Cantab.,

F.R.C.S.Eng., 9, Upper Wimpole street, W.

1899 Paul, J. E., M.D., 26, Queensborough terrace, Bayswater,

W.

1902 Payne, Edward Marten, M.B., CM., 38, Chichele road,

Cricklewood, N.W.

1882* Peacey, William, M.D., Rydal Mount, St. John's road,

Eastbourne.
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Elected

1894 Peake, Solomon, M.R.C.S., 228, Goldhawk road,

Shepherd's Bush, W.

1899 Peck, Francis Samuel, M.R.C.S.Eng., Major, Indian

Medical Service ; 6, Harington street, Calcutta.

1871* Pedler, George Henry, M.E.C.S., L.E.C.P., 6, Trevor

terrace, Rutland gate, S.W. Council, 1897-8.

1880*tPEDLEY, Thomas Fran klin,M.D., Rangoon, India. Trans. 1.

1898 Penny, Alfred Gervase, M.A., M.B., B.C.Cantab.

1881t Perigal, Arthur, M.D., New Barnet, Herts. Council,

1892-3.

1893 Perkins, George C. Steele, M.D., 85, Wimpole street,

W.

1879*tPESiKAKA, Hormasji Dosabhai, 23, Hornby row, Bombay.

1894 Petty, David, M.B., C.M.Edin., 6, High road. South

Tottenham, N.E.

1903t Philbrick, John Harold, M.B., B.Ch. Cantab, c/o

Messrs. Grindlay & Co., Calcutta.

1879 Phillips, George Richard Turner, M.E,.C.S., 28, Palace

court, Bayswater hill, W. Council, 1891.

1882 Phillips, John, M.A., M.D.Cantab., F.R.C.P., Obstetric

Physician to King's College Hospital, and Lecturer

on Practical Obstetrics in King's College ; 68,

Brook street, W. Council, 1887-9, 1893. Hon.

Lib. 1894-5. Hon. Sec. 1896-9. Board Exam. Mid-
wives. 1892-4. Vicc-Pres. 1900-3. Chairman 1905.

Tram. 11.

1897 Phillips, Lleavellyn C. P., M.B., B.C. Cantab.

1878* Philpot, Joseph Henry, M.D., 61, Chester square, S.W.

Council, 1891.

1889t Pinhorn, Richard, L.R.C.P. Lond., 5, Cambridge terrace,

Dover. Council, 1897-9.

1893 Playfair, Hugh James Moon, M.D.Lond., Assistant Phy-

sician, Hospital for Women and Children, Waterloo

road ; 7, Upper Brook street, Grosvenor square, W.
Council, 1900.
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Elected

1891* Pollock, William Eivers, M.B., B.C.Cantab., Assistant

Obstetric Physician to the Westminster Hospital, 56,

Park street, Grosvenor square, "W. Council, 1895-7,

1902-4. Board Exam. Midwives, 1898-9.

1876* Pope, H. Campbell, M.D., F.R.C.S., Broomsgrove Villa,

280, Goldhawk road. Shepherd's Bush, W. Council,

1902-4.

189 If Pope, Henry Sharland,M.B., B.C.Cantab., Castle Bailey,

Bridgwater.

1888* Popham, Robert BaooKS.M.E.C.P.Edin., L.R.C.P.Lond.,

" Beancroft," Queen's road, Boscombe, Hants.

1903t Potts, William Alexander, B.A.Cantab., M.D.Edin.,

160, Hagley road, Birmingham.

1893 Powell, Herbert Edward, M.E.C.S., Manor Lodge,

Upper Clapton, N.E.

1901 Powell, Llewellyn, M.B., B.C.Cantab., 37, Brunswick

gardens, Campden Hill, AV.

1886 Prangley, Henry John, L.R.C.P.Lond., Tudor House,

197, Anerley road, Anerley, S.E.

1880* Prickett, Marmaduke, M.A.Cantab., M.D., Physician to

the Samaritan Hospital ; 2", Oxford square, W.
Council, 1892,

1895 Priestley, R. C, M.A., M.B.Cantab., 81, Linden gardens,

Bayswater, W.

1898t PuRSLOw, Charles Edavin, M.D., M.R.C.P.Lond., Hono-

rary Obstetric Officer, Queen's Hospital, Birmingham
;

192, Broad street, Birmingham.

1876*tQuiRKE, Joseph, M.R.C.P. Ed., The Oaklands, Hunter's

road, Handsworth, Birmingham.

1878t Rawlings, John Adams, M.R.C.P. Ed., 14, Northampton

place, Swansea.

1897 Rawlings, J. D.,M.B.Lond., Rose Hill House, Dorking.

1870* Ray, Edward Reynolds, M.E.C.S., 15a, Upper Brook

street, W. Council, 1902-4.
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fsr/t'E-vVKEK, He^bekt Epw.». F.E.C.S., H.rcour. House.

Camberley, Surrey.

I8a9t Rayner, David Charles, F.K.O.b.iiing.,
,

place, Victoria square, Clifton, Bristol.

I860* Eayker, John, M.D., Swaledale House, Highbury quad-

rant, N.

1879 Reab, Thomas LAt;REKCE,M.R.C.S.,ll, Petersham terrace,

Queen's gate, S.W. Council, 1892.

I879t Reid, William Loudon, M.D., Professor
f

Midwifery and

diseases of Women and Children, Anderson s College

Physician to the Glasgow Maternity Hospital
; /, Royal

crescent, Glasgow. Co.m«7, 1899-1901-2.

I893t RE.SHAW, ISRAEL James Edw.ud, F.R.aS.Edin., Ashtou

Grange, Cross street, Ashton-upon-Mersey.

1875*tREY, EuGEKio, M.D., 39. Via Cavour, Turin

1890 Reynolds. John, M.D.Brux., U, Brixton lull, S.W.

l872*tRicHARDSOX, William L., M.l)., A.M., Professor of Obs-

tetrics in Harvard University ;
Physician to the Boston

Lying-in Hospital; 225, Commonwealth avenue,

Boston, Massachusetts, U.S.

m o T R P P Kfl '?2 Holvrood crescent,

1889t Richmond, Thomas, L.R.C.f
.
i^ci-, -^, n"')'

Glasgow. »^r

1871* RiGDEN, Walter, M.D. St. And., 16, Thurloe place, S.^N

.

Coimci/, 1882-3. Trans. 1.

1892 Roberts, Charles Hubert, M.D.Lond., ^^^-^•^;^^^

M E C P., Physician to Out-patients to Queen Char-

lotte's Hospitil ; Demonstrator of Practical Midwifery

and Diseases of Women, St. Bartholomew's Hospital;

21 Welbeck street. Cavendish square. Council,

1897 9 1905. Board Exatn. Midicives, 1901. TransA.

OF*t ROBERTS, David Llotd, M.D., F.R.C.P., F R.S. Edin.

Consulting Obstetric Physician to the Manchester Koyal

Infirmary ; and Lecturer on Clinical Midwifery and the

Diseases of Women in Owens College; 1, St Jolm

street, Deansgate, Manchester. Council, 186S-/0,

1880-2. Fice.Pres. \87l-2. Board Exam. Mtdwives,

1900-4. Trans. 5.
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Elected

1867* Roberts, David W., M.D., 56, Manchester street, Man-
chester square, W. Council, 1905.

1890t Roberts, Hugh Jones, ^NI.R.C.S., Llywenarth, Penygroes,

R.S.O., N. Wales.

1893 Roberts, Thomas, L.S.A., 1.t2, Westbourne Grove, Bays-

water, W.

18/4* Robertson, William Borwick, M.D., St. Anne's, Thurlow

park road, West Dulwich, S.E,

1892 Robinson, George H. Drummond, M.D., B.S. Lond.,

Assistant Obstetric Physician, West London Hospital
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ABSCESS IN THE UTERUS.

By W. F. ViCTOE BoNNEY, M.S., M.D.Lond., F.R.C.S.

The following case, which I believe to be one of reten-

tion of pus in one half of a subseptate uterus, presented

features so peculiar and puzzling, that I think it is worthy

of being placed on record in the ' Transactions ' of this

Society.

The patient, who was under the care of Dr. Humphrey,
of Chichester, is 24 years of age, and was confined of

her first and only child in November, 1901. There

was nothing unusual about the labour.

In June, 1902, having been previously in good health,

she was seized, just at the time of the period, with severe

left-sided abdominal pain. Pelvic peritonitis was dia-

gnosed, and she was sent to bed. The attack was a

severe one, lasting over a period of two months.

At the end of this time she was sufficiently recovered

to get about again, bvit never lost the pain in the left

side, which was accentuated at each period.

In March, 1903, there was a recurrence of the attack,

lasting for two weeks, when she again recovered, except

for the continuance of the left-sided pain.

In the beginning of August, 1903, there was a still

more severe return of the attack. The pain, abdominal

rigidity, and tenderness were marked. The fever was

continuous and high, and all the signs of severe pelvic

suppuration were present.

I saw her, at Dr. Humphrey's request, on October 17th,

the attack having then lasted for eight weeks, during

which period two discharges of pus from the rectum were

stated to have taken place, but without remission of the

symptoms.

The diagnosis made was pyosalpinx, and I went to

Chichester prepared to perform abdominal section.
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On my arrival 1 went at once to see the patient. Abdo-

minal examination was not feasible, as she had an anti-

septic compress on, but by the vagina I was able to make
out that an indurated mass filled the whole pelvis, in the

midst of which was the uterus, immovably fixed, and

obviously very considerably enlarged. The cervix was

shortened, very high up, and somewhat soft to the

touch.

On inquiry I found that she had missed the last two

23eriods, having been previously regular, and one elicited

the fact that opportunity for impregnation had occurred

shortly before the onset of the attack eight weeks

ago.

I examined the breasts, and found a. copious amount of

secretion in both of them, which was the more suspicious

seeing that she had nursed her child for a very short

period only.

I believed her to be pregnant, but inasmuch as there

was very obviously some severe inflammatory condition

as well, her temperature being 102° F. then, I decided to

operate.

Assisted by Drs. Humphrey and Tallant I opened the

abdomen.

There was a centrally situated tumour underlying a

mass of dense adhesions, which, when I had with difficulty

separated them, I found to be the uterus. The organ

Avas enlarged to the size of about eight weeks' pregnancy.

It was universally adherent, and I at first despaired of

clearing it, but after some time I was able to expose the

whole of its upper part by separating the bladder in

front and finding a plane of cleavage behind between it

and a sort of adventitious capsule of peritoneal adhesions.

The lower part remained embedded in a dense inflammatory

mass, partly cellulitic and partly perimetritic. Its contour

was slightly asymmetrical, being larger and more obviously

fluctuating on the left side, whilst on the right it was
firmer and thicker walled.

I exposed both cornua, and found the relations of the
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tube, round ligament, and ovarian ligament unaltered on

either side. I satisfied myself of this with great dis-

tinctness, and it is a point on which, iu view of what

follows, I would lay particular stress. I traced each

tube in turn into the demise mass of adhesions which

filled the recto-uterine pouch, and I could indistinctly

make out the ovaries lying embedded in the same mass.

The tubes were not thickened or altered in any way^

except for the adherent peritoneum covering them, nor

did the ovaries appear to be enlarged. I could find

no pus in the pelvis ; nothing, indeed, but the dense mass

of old adhesion of Avhich I have spoken. I therefore

decided that the case was one of pregnancy occurring in

a totally adherent uterus, and lighting up a quiescent

inflammation, the purulent results of which had already

escaped per rectum.

The question now was what to do.

Believing her to be eight weeks pregnant, there were

three courses open to me :

1. To close the wound and allow the pregnancy to go

on or abort naturally. Against this was the fact that

the patient was very ill, feverish, and in constant pain,

and continual vomiting was rapidly reducing her strength

still further. Moreover, the previous discharges of pus

had not relieved the symptoms.

2. To close the wound and induce abortion or dilate

the cervix and empty the uterus. Against this was the

difficulty of dilating a uterus so high up in the pelvis and

so extremely immobile. Moreover, the uterine wall

appeared so thin and softened by inflammation that I

realised that any extra-uterine instrumentation would be

attended with grave risk, not to mention the dangers of

an abortion, very probably incomplete, occurring in a

uterus the centre of a large inflammatory mass.

3. To open the uterus from above, remove the eight

weeks' gestation, and suture up the uterine wall.

This last alternative I decided to pursue.

Having packed off the rest of the peritoneal cavity I
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incised tlie uterus in the middle line^ when, to my sur-

prise, not liquor amnii but a quantity of very foul pus

mixed with old blood gushed out. Placing my finger in

the cavity from Avhich it came I found that I was inside

one half of a subseptate uterus. The cavity extended

towards the left as far as the left cornu ; downwards it

reached to what I took to be the level of the internal os,

whilst on the right it was bounded by the non-distended

right half of the uterus, the limits and outline of which

could now be clearly made out. The wall of the cavity

was soft, muscular, and vascular, but the lining membrane
appeared to be completely destroyed and w^as represented

by a soft ragged semi-necrotic layer. I stitched the

opening of the cavity into the al)dominal wound at its

lower part and closed the upper part, and I inserted a

couple of large rubber drain tubes through the hole so

left. I would have removed the uterus but that it was

impossible to clear its lower half from the inflammatory

mass in which it was bedded.

The subsequent history of the case is that there was

for many days a profuse purulent discharge from the

w^ound, which had a strong fajcal odour, but the tem-

perature never rose again, and at the present time she is

convalescent. She has not yet menstruated, so that I am
unable to tell you if any blood has escaped from the

wound, but it is, I should say, extremely unlikely in view

of the extensive destruction of the mucous membrane.

Such then is the history of the case, and I venture to

think that it is interesting from several points of view.

The septate and sub-septate uterus is the rarest class

of the congenitaly bipartite womb, and moreover it is the

most difficult to recognise because the outward aspect of

the double organ does not materially differ from that of

the normal one.

It appears to me that the occlusion of one half and its

subsequent distension "svith pus is probably to be explained

by the assumption that her pregnancy occurred in the

right half, and that in consequence of inflammation occur-
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ring- in connection with the separation and expulsion of

the sympathetic decidua formed in the left half an adhe-

sion of the median septum to the left Avail of the uterus

took place. The left half then occluded became distended

with pus.

That septic changes even to the death of the patient

may occur in connection with the sympathetic decidua

formed in the non-impregnated half of a bipartite uterus

is proved by the interesting case Avhich Dr. Cleveland, in

1884, brought before this Society in Avhich a Avoman was

judged to have a uterus bicornis unicollis from the regular

passage of a decidual cast 'some days after labour.

After her last pregnancy puerperal sepsis occurred, of

which she died, and a post-mortem examination shoAved

that the fatal infection had occurred in the non-impreg-

nated half of a uterus, the type of Avhich had been

preAaously suspected.

Another point Avhicli I should wish to draw attention to

is the extraordinary manner in Avliich this case simulated

pregnancy, so that eA'en after the abdomen AA'as opened a

correct diagnosis Avas impossible.

That the case Avas one of pyometra in one half of a

subseptate uterus I have no doubt. The absolutely un-

chang-ed relations of the structures about the uterine

cornua leaves only one other possibility^—namely, an

abscess in the left uterine Avail itself. But the shape of

the cavity, its extension doAAm to the level of the internal

OS, and its prolongation into the left cornu appear to me
to negative this vicAV quite apart from the A^ery suggestive

presence of blood mixed Avith its purulent contents, and

the presence of a half uterus adjoining its right Avall.

And finally as regards the treatment I adopted. This I

feel in view of Avhat I found to be undoubtedly justified.

Supposing, howevei', that mj conjecture had proved

Avell founded, and I had performed Ca^sarean section on a

uterus eight Aveeks pregnant. Would such an unusual

pi'ocedure have been deemed the right one ? I myself

think so, and for the reasons I have told you, but it is on
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this point particularly that I sTiouhl like to hear the views

of the Society.^

A CASE OF ABSCESS OF THE UTERUS
DEVELOPING DUEING THE PUERPEEIUM;
RUPTURE INTO THE PERITONEAL CAVITY;
ABDOMINAL SECTION; RECOVERY.

By Arnold W. \V. Lea, M.D., B.S.Loiid., F.R.C.S.Eng.,

SURGEON TO THE NORTHERN HOSPITAL FOR WOMEN AND CHILDREN,
3IANCHESTER ; ASSISTANT LECTURER ON OBSTETRICS AT THE VICTORIA

UNIVERSITY OF MANCHESTER.

The development of an abscess in the wall of the

uterus is an event of sufficient rarity to justify the publica-

tion of every undoubted instance. In the case here related

the abscess developed during the puerperal period in a

patient who was suffering from gonorrhoea at the time of

delivery. Its existence was not suspected until the abscess

ruptured into the general peritoneal cavity six weeks later.

Abdominal section was then performed, and the condition

recognised. The patient made a good recovery. The

notes are as follows :

Mrs. H—, eight-para, was admitted into the Manchester

Eye Hospital on May 1st, 1903, solely that she might be

able to nurse her infant, which was suffering from acute

gonorrhoeal ophthalmia. She had previously enjoyed

good health, and none of her other children had had

ophthalmia. During the later months of pregnancy she

had profuse yellow discharge from the vagina, but this

had not been treated. Labour was easy and rapid. She

* Since -nTiting this short communication Dr. Cnllingworth has very

kindly draw-n my attention to a somewhat similar case -nhich came under

his care at St. Thomas's Hospital some years ago. A full report of his

case, together with references from literature bearing on such occur-

rences will be found in the ' American Gynecological Transactions,' vol.

xviii, 1893, p. 434.
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was attended by a midwife. Severe ophthalmia developed

in both eyes of the child on the third day. This speedily

resulted in perforation of the cornea, and the sight of one

eye was lost. During the puerperium her general condi-

tion remained good until the twelfth day. She then com-

menced to have severe hypogastric pain, but was able to

get up. She was admitted into the hospital three weeks

after delivery, and remained there nearly three weeks,

getting up each day in the ward, but she states that she

had continual abdominal pain during this time. No
special record was kept of her condition, and the tempera-

ture was not recorded.

On May 17th, 1903, six weeks after the delivery, she

was suddenly seized with intense pain in the lower part

of the abdomen, accompanied by a severe rigor. The
temperature rose to 103 "6° and the pulse to 130. I saw
her late in the evening. The patient lay with her knees

drawn up, and had an anxious expression on her face.

The temperature was 103*8°, pulse 132. The abdomen
was extremely tender, and distended beloAv the umbilicus.

Per vaginam the uterus was bulky and soft, slightly mobile,

anteflexed, and very sensitive. No definite swelling was
felt in the region of the appendages or in the pouch of

Douglas. Twelve hours later the patient's condition was

much worse ; temperature was 104"2°, pulse 146, and res-

piration embarrassed. The abdomen was generally dis-

tended ; vomiting had also come on during the night, and
was incessant, bilious in type. The tongue was dry.

Abdominal section was performed at 1 p.m. On open-

ing the peritoneal cavity pus was seen around the uterus

and among the intestines. On separating the coils of

bowel lightly adherent to the fundus about four ounces of

thick pus escaped. The finger passed into an abscess

cavity in the posterior wall of the uterus, one inch below

the fundus. This was irregular in shape, with edges soft

and infiltrated, and during manipulation the finger slipped

into the uterine cavity. The right ovary and tube were
normal in size and apparently healthy. They had, how-
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ever, been bathed in pus and were covered with recent

yellow lymph. The left appendages were normal. As
the uterus appeared to be otherwise healthy it was decided

not to remove it. The right ovary and tube were taken

away, as it was thought probable they had become infected.

Throughout this procedure the peritoneal cavit}' was con-

tinuously irrigated with normal saline solution.

Posterior vaginal section was now performed, and a

large-sized indiarubber tube passed fi-om the lower part of

the abdominal wound into the vagina. The abscess cavity

in the wall of the uterus was packed with iodoform gauze,

which also loosely filled the pouch of Douglas, and was

brought out into the vagina. The abdominal wound Avas

united by through and through silkworm gut sutures.

The patient was somewhat collapsed, but speedily rallied

with the usual restoratives. Vomiting ceased almost im-

mediately. The temperature varied from 100° to 101

for several daj's, becoming- normal on the tenth day. The

bowels acted well on the third day. The indiarubber tube

Avas irrigated through into the vagina tw^ice daily for a

week and then once daily. The gauze was removed on

the fourth day. The tube Avas gradually shortened from

below, and at the end of three Aveeks Avas removed entirely

from the A'aginal Avound. A recent examination (Decem-

ber 28th, 1903) shows that the uterus is normal in size,

anteflexed, and moA^able. There is no swelling in the

region of the appendages or pelvic peritoneum. Menstrua-

tion is regular, painless, and normal in amount. The

abdominal scar is quite sound. The successful result of

this case is largely to be attributed to the great care and

attention bestoAved on the after-treatment by Drs. McNabb
and Wharton, House Surgeons to the Hospital.

It is Avell known that in cases of septic or gonorrhoeal

infection of the endometrium the organisms may iuA'ade

the mesometrium, producing areas of leucocytic exudation.

It is, liOAveA'er, A'ery rare for these to terminate in the

formation of an abscess of considerable size, although it is
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not uncommon in cases of severe infection to find minute

foci of suppuration in the uterine wall. In this instance

there was no history of injury or placental retention to

suggest any cause for the localisation of the infective

focus. The occurrence of acute purulent ophthalmia in

the infant is strong clinical evidence of the presence of

gonorrhoea, and it is probable that the uterine cavity

became infected after delivery. No bacteriological exa-

mination of the pus was made, and it is therefore possible

that the infection may have been of a " mixed " type.

The slow development of the abscess is a noteworthy

feature. The patient suffered from pain in the lower

part of the abdomen, intermittent in character, and often

severe for nearly four Aveeks. She was not, however,

compelled to keep in bed. Perforation was immediately

followed by very severe peritonitis.

The symptoms of abscess of the uterine wall must often

be obscure. The condition is frequently complicated by
intra-peritoneal inflammation which must render its re-

cognition in many cases almost impossible.

Von Franque * recently collected fifteen undoubted

cases of abscess of the uterus, and mentions the following

points as suggestive of this condition :

1. Pyrexia. This often commences suddenly, and is

accompanied by rigors. The fever, however, presents

nothing characteristic, but may continue indefinitely, espe-

cially in the gonorrhceal cases.

2. Pain. This is usually severe, paroxysmal in cha-

racter, and felt in the lower part of the abdomen.

3. Physical signs. The uterus is enlarged, softened,

and very sensitive. In some cases a rounded swelling

has been detected, often situated asymmetrically, and ac-

companied by signs of pelvic inflammation.

It is obvious, however, that these symptoms are not very

definite. A small infected myoma of the uterus would

produce quite similar symptoms, and it would be in many
cases impossible to distinguish between this and an abscess.

* ' Centralb. fiir Gyniikol./ Xo. 20, 1902.
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Abscess of the uterus usually tei'minates in perforation.

According" to von Franque this most often takes place

into the peritoneal cavity. In two of his cases the abscess

perforated into the uterus, and in one case into the rectum.

The prognosis- after perforation into the peritoneum is

very grave. Seventy-iive per cent, of the cases end fatally

from general peritonitis unless operation is performed.

The treatment of abscess of the uterine wall must always

be difficult. If the abscess is suspected any attempt to

open and drain from the uterine cavity would be extremely

dangerous. In the more chronic cases, and especially if

multiple abscesses are present, vaginal hysterectomy would

be the best course to adopt. If perforation occurs, as

shown by symptoms of acute peritonitis, abdominal section

should be carried out without loss of time. If the abscess

is single and the uterus is otherwise fairly healthy, and if

one or both appendages are normal, conservative measures

should be adopted. If the uterine wall is extensively

infiltrated with pus supra-vaginal or total hysterectomy

should be performed. If it is decided to leave the uterus

it is essential to provide sufficient drainage. This is best

carried out by incision of the posterior cul-de-sac, and the

introduction of a large-sized drainage tube, which allows of

frequent irrigation. Gauze packing alone is not sufficient.

Dr. Amand Eouth, alluding to the great rarity of pregnancy
during uteriue fixation, related a case of pregnancy occurring in

a uterus entirely fixed by parametric exudation, resembfing there-

fore in its essential aspects the case of Dr. Victor Bonney, as

first diagnosed by him. In this case haemorrhage occurred at

about the twelfth week, and the temperature rose to 102°. It

was impossible to draw down the cervix, but after rapid dilata-

tion he was nevertheless able to empty the uteruf by means of

his fingers and a ring-forceps. He thought, therefore, that if

Dr. Bonuey's diagnosis had been correct he would have been
able to deal with it j^er vaginam, though as the case turned out

he had clearly adopted the best method. It was, however, not
certainly a case of abscess in the half of a septate uterus, and
might well be an abscess in the wall of the uterus similar to Dr.

Arnold Lea's.
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FIBRO-MYOMA OF THE CERVIX UTERI, RE-
MOVED BY ABDOMINAL PAN-HYSTEREC-
TOMY.

Shown by W. A. Meredith, F.R.C.S.

(With Plate I.)

The specimen, weighing three and a half pounds,

afforded a characteristic example of the so-called intra-

cervical or interstitial variety of growth involving practi-

cally the entire cervix, and producing considerable elonga-

tion of the cervical canal, which passed directly upwards

for a distance of some four to five inches over the

anterior surface of the tumour to the cavity of the uterus.

This latter organ, seated on the summit of the tumour,

was slightly enlarged, and showed two small nodules of

fibro-myoma in its anterior wall. The cervical growth

was undergoing degenerative change.

The patient from Avhom the specimen had been re-

moved was a single woman 48 j^ears of age, who had

suffered for two 3'ears past from profuse menstruation,

latterly complicated by increasing pressure symptoms of

so severe a character as to seriously impede locomotion.

'I'he ^Delvis was found to be completely blocked by the

growth, which extended upwards nearly to the umbilicus.

The tumour was removed through the abdomen by a

complete hysterectomy. The opening through the vaginal

vault was subsequently closed by a continuous suture of

fine silk, and the walls of the sac, whence the growth had

been enucleated, Avere laced together from below upwards

by means of a running suture of No. 1 silk in order to

arrest oozing and ensure the obliteration of the cavity

;

finallj^ the parts were covered in by uniting the divided

edges of the pelvic peritoneum as in the ordinary retro-





DESCRIPTION OF PLATE I,

Illustrating- Mr. W. A. Meredith's specimen of " Fibro-

myoma of the Cervix Uteri, removed hy Abdominal

Pan-hysterectomy."

A, A. Anterioi' lip of cervix.

B, B. Posterior lip of cervix.

c. Capsule of cervical tissue.

D, D. Canal of cervix.
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Illustrating Mr. W. A. Merkdith's Specimen of Fibro-myoma of the Cervix Uteri.
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peritoneal treatment of the uterine stump after supra-

vaginal hysterectomy.

The patient made an uneventful and rapid recovery.

Mr. Alban Dokan observed that Mr. Meredith's was a
genuine case of fibroid of the cervix. In several well-known
text-books the condition described and figured under tliat name
Avas really filiroid in the connective tissue of the pelvis imme-
diately behind the cervix, which was pushed upwards and
forwards and flattened against the back of the symphysis. The
surgery of these two varieties of fibroid disease was not the

same ; in the latter it might be possible to save the cervix and
uterus.

Dr. Herbert Spencer said that the case appeared to be a

genuine cervical fibroid ; he was not sure, however, that it was
interstitial. The interstitial fibroids which he had seen lisually

distended the affected lip of the cervix and thinned the oj)posite

lip by stretching. In Mr. Meredith's case both lips were intact.

He wished, however, to emphasise the fact that it was often

impossil)le in a case which did not involve the vaginal portion to

say whether the tumour grew from the lower segment of the

body or from the cervix unless the nterus were removed entire

(as in Mr. Meredith's case) and a section were made through
the tumour and iiterine cavity. He hoped the specimen
exhibited wonld be treated in this Avay and submitted to tlie

Pathology Committee, as it appeared to be a cervical fibroid

;

while he agreed vdth. Mr. Doran in regarding some of the cases

which had been published as originating not in the cervix but in

the broad Ugament or lower segment of the body. He had
removed a tumour weighing 13 lbs., which appeared externally

to grow from the supra-vaginal cervix, but which a section

showed to grow from the lower segment. He did not agree

with Mr. Doran that it was necessary to sacrifice the uterus in

removing cervical fibroids. He had successfully removed six

cervical fibroids by enucleation through the vagina, and thought
that all cer^-ical fibroids not much larger than a foetal head
should be removed in this way. He had only once operated by
the abdomen for a cervical fibroid fAveighing 8 lbs.), which he
showed last year at the Society. The last cervical fibroid he
had operated on by enucleation jjer vaginam weighed 1 lb. 6 oz.,

and was removed in tAventy minutes from a patient suffering

from severe anaemia, having less than 2,000,000 red corpuscles.

She recoA'ered Avell.
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Rejjort (if the Vatkoloyij Committee on Jlr. Mevedltlts

Specimen of Cervical Fihroid.

In the natural state the tumour is obtusely oval with its

longer axis in the transverse diameter. It is surmounted

by the entire body of the uterus, in the anterior wall of

which a small growth can be felt of the size of a small

walnut. The entire growth is devoid of peritoneum, except

At its extreme summit, and over an area about 2 cm. in

width behind the left half of the corpus utei-i. The
cervical canal opens at the external os uteri on the front

aspect of the lower pole of the tumour. An incision has

been made through the front of the uterus and tumour, so

as to divide the cervical canal and the cavity of the uterus

into two equal halves. The uterus and tumour were then

pinned out and hardened so as to present the cut surfaces

on the flat.

The tumour was then seen to be entirely cervical. It

lay in the posterior cervical wall with its convex anterior

surface projecting forwards so as to elongate and arch the

canal of the cervix in front of the growth. The tumour

before hardening was pale, translucent, and oedematous,

made up of reticular strands of tissue with definite ar-

rangement into whorls ; it Avas a typical " soft fibroid."

The growth measured 14 cm. in the vertical and 19 cm. in

the transverse diameter.

The body of the uterus is everywhere covered by peri-

toneum, the latter being incised, during the enucleation

of the growth, at the junction of the latter with the uterus.

The uterine body measures 6 cm. in the vertical and 7 cm.

from cornu to cornu. Its wall is 2 cm. in thickness. In

its anterior wall, immediately above the level of the internal

OS, is situated a circular fibroid with a diameter of 2 cm.

The cavity of the uterus is 4 cm. in length. It is in no

Avay altered by the large cervical growth.

The canal of the cervix is 10 cm. in length. It de-

scribes a wide curve on the front of the posterior cervical

growth which projects towards it. It joins the cavity of
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the body at the summit of the curve, aud wheu taken

with that cavity the two describe a double curve like the

italic letter f. The anterior wall of the cervix is much
thinned out in its lower 7 cm., measuring onh' h cm. where

it bounds the cervical canal. The posterior lip of the

cervix is of normal size and thickness ; the anterior lip is

thinned, drawn up, and represented b}' a slight thickening

in the thinned-out anterior cervical wall.

In conclusion, the Committee are of opinion that this

specimen may be correctly described as a cervical fibroid,

that is to say, a fibro-myoma developing entirely in the

cervix uteri and not originating either in the body of the

uterus or in the pelvic connective tissue around the walls

of the cervix.

G. F. Blacker.

J. S. FairbaIrn.

CoRRiE Keep.

CUTHBERT LOCKYER.

W. A. Meredith.

G. Bellingham Smith.

J. H. Targett.

Albax Dorax, Chairman.

A CASE OF SLOUGHING OF THE CENTRAL PART
OF A UTERINE FIBRO-MYOMA SHORTLY
AFTER DELIVERY.

Shown by John D. Malcolm, F.R.C.S.Edin.,

SURGEON TO THE SAMARITAN FREE HOSPITAL.

(With Plate II.)

Mr. Malcolm showed a specimen taken from a woman
whose age was 32. She married in March, 1902, and
miscarried in September of the same year. On October
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25tli, 1903, she had a stillborn child of about seven months'

gestation. Her medical attendant was not present, but

he delivered the placenta an hour later. Much blood was

lost for five hours after delivery, and many clots were

passed during the following four days. On the fifth day

the vaginal discharge was very offensive, the patient's

temperature was high, and she felt very ill. She gradually

got better, and the discharge ceased, but much' pain in

the pelvis continued. Her doctor told her that this was

caused by a tumour attached to the womb, which had

been there since her delivery, and which would probably

get all right. He ceased to attend after about four weeks.

The pain increased very much as the patient tried to move
about, and on December 10th she sent for another doctor

with whom Mr. Malcolm saw her seven weeks after

delivery, and she was admitted to the Samaritan Free

Hospital the next day.

She had then a mass in the pelvis apparently betAveen

four and five inches in diameter, closely attached to the

womb which lay to the right and behind. The swelling-

was always painful, but the slightest manipulation and

every movement caused intense suffering. The uterine

cavity measured just over two and a half inches in length,

and there was no vaginal discharge. The temperature

was 99*4° F. on admission to hosj^ital, but next day it was

normal, and it did not again rise until after the operation.

Except for the presence of the mass attached to the uterus

and some anaemia the patient seemed quite healthy. It

was thought that possibly there might be an extra-uterine

foetation, but a diagnosis of inflamed fibro-myoma seemed

to explain the conditions better.

On December 18th, 1903, the fifty-fourth day after

delivery, as there was no improvement, the abdomen was

opened, and a tumour, which was obviously an uterine

fibroid was exposed. The most prominent part seemed to

be covered by little, if anything, but peritoneum, and the

uterus, which was well involuted, was attached to the

back and right side of the growth. The body of the
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uterus could be seen and felt standint>' well out from the

growth, and they seemed to be slightly mobile on each

other. The appearances suggested that the tumour was

not very deeply buried in the wall of the uterus, and it

was therefore decided to attempt to remove the fibroma

and to leave the womb. An incision was made through

the capsule, and enucleation was effected without much
difficulty. Only one vessel bled sufficiently to require a

ligature, all other luemorrhage being controlled by sponge

pressure. The tumour was, however, much more deeply

placed than was expected, and in removing it the cavity

of the uterus was laid freely open. A sound passed

through the cervix made this quite certain. Nevertheless,

hgemorrhage was unimportant, and the wound in the

uterine wall was therefore closed. The deeper parts

were brought together by a continuous catgut suture, but

it was impossible to adjust the mucous surfaces accurately,

and drainage into the uterine cavity was therefore free.

The outer Avails of the capsule, which had contained the

tumour, were then inverted, but to do so it was necessary

to shorten them considerably. This had the advantage

of making their edges much thicker, and there was no

difficulty in inserting Czerny-Lembert sutures, so that no

part of the silk entered the cavity from which the tumour
was removed. The necessary shortening of these flaps

caused very little bleeding. Two small pedunculate

fibroids, about the size of marbles, were also removed
from the back of the uterus, and no other tumour was
detected.

The patient made an uninterrupted recovery, there

being a considerable vaginal discharge for the first few

days.

The tumour appeared to be an ordinary fibroid and
showed no sign of degeneration until it was incised.

Then it was seen that nearly half an inch all round had
the ap}>earance of an ordinary living fibro-myoma, whilst

the central part was a whitish-grey slough. There was
no odour. After being in spirit a few days the colour

VOL. XLVI. 2
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had all gone, but it was obvious that the external part

had contracted more than the central. The appearance

was very similar to that shown when a fibroid in the

uterine wall has been incised, and kept in spirit, but then

it is normal uterine tissue that retracts. There was no

possibility of separating the central from the outer part

except by using a knife.

Mr. Sampson Handley kindly made a section of the

growth including part of the sloughed and part of the

surrounding unaltered tissue (Plate II). The surrounding

growth stained well with eosin and hajmatoxylin, and

showed numerous muscular cells with well-stained nuclei.

The sloughed part took on little stain and showed hardly any

structure, no nuclei being visible. It was apparently in

a state of mucoid degeneration. There was a well-marked

line of demarcation between the sloughed and the healthy

parts.

The condition was unique in Mr. Malcolm's experience.

It did not seem that there was an ordinary sloughing due

to septic influences absorbed from the uterine cavity.

The growth was so close to the mucous membrane that

contamination from this source must inevitably have

induced an ordinary pvitrid slough of the whole tumour,

and the death of the patient would probably have followed,

because the growth was as near to the peritoneal as to

the mucous surface.

The greater contractility of the outer portion of the

growth suggested that the central part was more fibroid

and less vascular, but probably the difference was due to

a degeneration of the central sloughed tissue. Neverthe-

less the large number of muscular cells must have

subjected the central part of the growth to considerable

pressure, and Mr. Malcolm suggested that this, together

with the diminution of the vascular supply caused by the

involution of the uterus, might afford the most satisfactory

explanation of the sloughing of the central part of the

growth. According to this view the slough was aseptic,

and it is probable that, if the patient had been kept





DESCRIPTION OF PLATE II,

Illustrating Mr. John D. Malcolm's specimen of Sloughing

of the Central Part of a Uterine Fibro-myoma shortly

after Delivery.

X 100. The section is taken at the junction of the slotig'hed central

part and the healthy svirrounding tissue. The former, on the right,

shows no strnctiire ; the latter, on the left, shows the ordinary strnctnre

of a fibro-myoma uteri.
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Tlliistrating- Mr. John D. Malcolm's Specimen of Sloughing of the central

part of a Uterine Fibro-inyoma shortly after Delivery.

I'hoto-chroinatic process. Adlcird and Son, /in/>.
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absolutely quiet sufficiently long-, the dead tissues would

have been very slowly absorbed.

The advantages of enucleating- the tumour and leaving

the uterus in a recently married woman, thirty-two years

of age, were obvious, but it should not be forgotten that

the surgical completeness of the operation, which gave the

patient the opportunity of becoming a mother, ex^DOsed

her at the same time to the risks involved in the presence

of a long- scar in the uterine wall, and these could not be

thought of without some anxiety if pregnancy occurred.

Dr. Herbekt Spencer asked whether the timiour could not
have been removed through the cervix by enucleation. He had
treated several eases iu this way after delivery or abortion. In.

two cases the patients had high fever at the time of the removal.

All the cases had recovered well, and two of them had since had
childi-en naturally. In Mr. Malcolm's case the conditions may
not have been suitable for enucleation per vaginam ; but he
thought if abdominal hysterectomy were performed for an
infected fibroid the iiterus ought to be wholly removed and not
amputated.

Dr. Amand Eouth agreed that Mr. Malcolm's method of

removal by abdominal section was the correct one two months
after labour. During the puerperium all sloughing or extruding
fibroids should be removed per vaginam, and if other intra-

mural fibroids were infected death could only be averted by
pan-hysterectomy

.

Mr. Alban Doran observed that thirty years ago no opera-
tion would have been performed, and in that case it was not
improbable that the necrosed fibroid would have been expelled

through the vagina. Had it been discharged entire the true

condition would have been recognised, hut if it had come away
slowly and piecemeal in discharges, without the doctor's know-
ledge, the case might have been described as an instance of

"absorption of a fibroid." Mr. Doran, remembering, Dr. John
Phillips's well-known case of disappearance of a fibroid after

delivery, as well as Dr. Murdoch Cameron's views, would have
liked to hear the opinions of those two authorities on Mr.
Malcolm's case.
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UNSUSPECTED TUBERCULOUS SALPINGITIS
AND PYOSALPINX.

Shown by J. H. Taegett, M.S.

The association of tuberculous salpingitis with a large

fibroid tumour of the uterus requiring hysterectomy must

be sujfficiently rare to justify a short record of the case.

The patientj aged 42, had been married twenty-five

years, but Avas never pregnant. She had enjoyed excel-

lent health throughout her life until the last six months,

when she began to suffer from increasing menorrhagia.

Menstruation had always been regular, but for the past

three years it was more profuse than before, and latterly

the periods lasted from ten to fourteen days. She had

been under medicinal treatment for the menorrhagia

during these three years w^itli little avail, and the abdo-

men had now considerably enlarged. The patient w^as

decidedly stout, and rather anaemic. A tumour could be

felt rising out of the pelvis to the level of the umbilicus,

and it presented the usual characters of a fibroid of the

uterus ; other organs appeared healthy. No pyrexia,

sweating, or oedema ; no physical signs of phthisis or

ascites. Urine normal.

Abdominal hysterectomy w^as performed, and the opera-

tion proved difficult, partly owang to the obesity of the

abdominal wall. The tumour was in the lower segment

of the uterus, and was firmly held down by the round

and broad ligaments. Moreover, there were numerous

adhesions about the left uterine appendages, on which

side the ovary was enlarged and cystic. On the right

side there was also a cystic tumour of the size of a hen's

egg, which was thought to be an ovarian cyst. Hence

both uterine appendages were removed with the uterus by

supra-vaginal amputation. There was nothing of note in

the peritoneal cavity, no intestinal adhesions or matting'
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of the omentum. A good recovery ensued, and no sym-

ptoms of tuberculosis have appeared since the operation

(five months ago), but the patient will be kept under

observation.

On examining the specimen the following morning I was
greatly surprised to find that the Fallopian tubes were

thickened and nodular from tuberculous salpingitis, and

that the supposed right ovarian cyst was in reality a

tuberculous pyosalpinx, the ampullary extremity being"

distended with caseous pus. The right ovary was small,

and adherent to the broad ligament. The uterine tumour

was a typical fibro-myoma, and microscopic examination

of the endometrium showed no evidence of tubercle.

Dr. Herbert Spencer said lie had met with an interesting-

case of tubercular ttibes complicating uterine fibroids. The
patient had also recently developed angular curvature from a
tubercular deposit in the spine. Acting on Sir Victor Horsley's

advice he had removed the tubes. After a year's rest in bed the

spine appeared to be solidified and the patient to be quite well.

The rapid and marked improvement in the patient's symptoms
and general condition after the removal of the tubes had
surprised him.

A CYST IN CONNECTION WITH THE RIGHT
FALLOPIAN TUBE, ARISING PROBABLY
FROM AN ACCESSORY FALLOPIAN TUBE.

Shown by R. Hamilton Bell, M.A., M.B.Cantab.,

M.R.C.P.

(With Plate III.)

The specimen which I bring before the Society to-night

I believe to be an example of a cyst arising in an accessor}'

Fallopian tube. If this view be correct it shows that

these cysts may have a clinical as well as a pathological

interest, from the fact that it caused symptoms leading*

the patient to consult a doctor, first in Italy, and subse-
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quently in England, and ultimately to consent to abdo-

minal section.

The patient (C. A—), an Italian woman without any
knoAvledge of English, was admitted to St. Thomas's

Hospital, under the care of Dr. Cullingworth, in March,

1903. The specimen, which was removed by abdominal

section, March 26th, was handed over to me for examina-

tion, and I am indebted to Dr. Cullingworth for permission

to publish the result of my investigation.

The clinical histoi-y of the case was briefly as follows :

—

Previous to this illness she had always been a healthy

woman, had been married fifteen years, but never preg-

nant. Up to two years ago menstruation had been

regular, but somewhat profuse. The first indication of

any pelvic ti'ouble was a change in the character of her

periods, which recurred at much more frequent intervals,

often twice a month, but with a scanty instead of a pro-

fuse flow. Concurrently with this she had pain in the

right hypogastric and lumbar regions, and also severe

headaches. Two years before admission she had been

told by an Italian doctor that there was a small tumour

in the right side. This had now enlarged so as to be a

lump in the right iliac fossa appreciable to herself, and the

pain had continued, and become more severe ; she there-

fore came into hospital prepared to undergo an operation.

On palpation of the abdomen a smooth swelling could

be felt on the right side, rising about two and a half

inches above Poupart's ligament. It was cystic in nature,

and appeared to be fixed. Per vaginavi the swelling could

be felt depressing the vaginal roof posteriorly and to the

right. It was smooth, round, soft, elastic, and fixed, and

was continuous with the swelling felt in the abdomen.

The uterus Avas of normal size, but it was pushed

forwards, and a little to the left, and its mobility was

impaired.

At the operation, after adhesions had been separated, a

large cystic mass was extruded from the wound. It con-
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sisted apparently of two portions, a li3-drosal])inx of the

riglit Fallopian tube, and a large darker cyst, bound to

the hydrosalpinx by strong- adhesions. The ovary was

seen lying separately. The hydrosalpinx and adherent

cyst were removed together. The ovary was left in situ.

The parts removed were handed over to me for examina-

tion. I endeavoured first to find out whether there was

any communication between the hydrosalpinx and the

large cyst. The latter was placed above the tube, and

was adherent to it for rather more than an inch along its

u.pper border. I passed a fine probe down the tube,

Avhich was very slightly dilated at its uterine end, but

could not make it pass from the dilated ampulla into the

large cyst. Failing in this, I carefully separated the

adhesions until the two were connected by a thin pedicle

only, less than an eighth of an inch in diameter. Further

efforts were then made to pass the probe, but without

success. I then snipped through the pedicle, and

separated the cyst, no drop of fluid escaping.

Whilst separating adhesions another small cj'st was

discovered tucked in between the hydrosalpinx and the

large cyst, but communicating with neither.

The large cystic mass measured 3i x 2^ x 2| inches.

The Avail was exceedingly thin at places, and translucent,

especially at its upper pole, away from the Fallopian tube.

AVhen opened the contents were seen to be a clear yellow-

ish fluid.

On opening the hydrosalpinx the fimbriae could be seen

radiating from a central band of fibrous tissue, which

represented the abdominal ostium. The contents of the

tube were a clear, thin, practically colourless fluid.

Various suggestions were made as to the origin of the

large cyst, for example that it was a perimetric cystoma,

but it seemed clear that microscopic examination of the

wall was necessary before a definite opinion could be

formed.

The first sections cut not proving very satisfactory

further portions of the wall were removed. On examin-
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ing the interior of the cyst slightly raised strands were

seen, and on the supposition that these might possibly be

plica3, the sections were made to include them.

Sections were also cut horizontally through the wall,

and stained by van Gieson's method to ensure that a small

quantity of muscle Avhich might be present should not be

overlooked. The result of this section I may state at

once. The fibrous tissue, stained red, very much pre-

dominated, but here and there were small areas stained

yellow, with well-marked long nuclei, stained a dark

yellowish brown, and there can, I think, be no doubt that

these areas represented patches of muscular tissue which

had escaped the general fibrosis.

The perpendicular section was stained with hfemalum

and eosin. After several fruitless efforts a definite plica

was discovered, and to prove that it was a ridge and not

a fold serial sections were cut. The plica could be seen

in every one of the series.

Detailed description of one section.—The wall is seen to

consist mainly of fibrous tissue. At one or two places

are a few fibrils with long nuclei which appear to be

muscle fibres, but this is not nearly so obvious as in the

section stained by van Grieson's method. No peritoneal

lining can be made out on the outer surface of the cyst.

(In regard to this I would point out that the wall was

exceedingly thin and the sections consequently difficult to

cut, so that it may be that the delicate peritoneum was

lost in the preparation, or, on the other hand, that this

large cyst growing aljove the Fallopian tube may have

ruptured the peritoneum and entered the peritoneal

cavity.)

The inner surface is lined throughout by epithelium,

partly flattened, partly cubical, and in the neighbourhood

of the plica, and over the plica itself, columnar in cha-

racter. The plica is seen to consist of two or three folds

of connective tissue, covered throughout with a columnar

epithelium, and having at its base a large blood vessel.

Close to the lai'ge plica is a smaller fold, with its epi-





DESCRIPTION OF PLATE III,

Illustrating Dr. R. Hamilton Bell's specimen of" " Cyst in

connection with the Right Fallopian Tube, arising

probably from an Accessory Fallopian Tube."

Fig. 1.—Wall of cyst under low power showing plicae.

Fig. 2.—Portion of plica under high power, showing the lining of

definite columnar epithelium.
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Illiistraling Dr. R. Hamilton Bell's Specimen of Cyst in cimnection with the

Fallopian Tube.
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tlielial covering more flattened, but witli two distinct

blood vessels at its base, an ai-teiy and a vein. Further

down the section is a space lined on both sides by a

columnar epithelium. This appears to me to be without

much doubt a subplical space.

This perpendicular section, tog-ether with the hoi'izontal

one stained by van Gieson's method, seems to afford a

fairly certain proof of the origin of this cyst from an

accessor}- Fallopian tube. The points to which I would

specially direct attention are (J) the muscle tissue found

in the wall, (2) the epithelial lining, definitely columnar

in places, and (3) and most convincing, the serial sections

of a well-marked plica.

If this view be correct the specimen is interesting as

showing that cysts arising in this manner may reach such

a size as to present identical clinical phenomena with a

hydro-salpinx of the main Fallopian tube.

Sections were also made of the Avail of the smaller cyst

mentioned above, but they were still more difficult to cut,

and were not ver^^ successful. Although I personally

believe its origin to be similar to that of the large cyst, I

am not able to bring forward definite proof of this, which

must remain only a conjecture.

The sections were all cut and stained for me in the

clinical laboratory of St. Thomas's Hospital, and I must

express my debt to Mr. Dudgeon, the superintendent of

the laboratory.

The woman made a rapid and uninterrupted recovery

from the operation.
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(Eeceived October 15th, 190.3.)

{Ahsfract.)

The writer records a case of fibro-myoma of the iutra-

abdominal portion of the round ligament weighing six pounds,

removed by abdominal myomectomy from a virgin 24 years old,

who remains well after five years. He also gives a short account

of the thirteen cases previously published.

A consideration of the facts furnished by these fourteen cases

shows that fibroids in this situation occur usually in women over

forty, the writer's case being the yoimgest (twenty-four) and

Winckel's the oldest (seventy-six).

The tumours are more frequent on the right side than on the

left (nine to five) : in one case they were found in both liga-

ments, in another two tumours existed on one ligament.

They may occur in virgins ; they do not tend to prevent

pregnancy or to cause abortion. They do not influence men-

struation, menorrhagia and dysmenorrhoea when present l)eing

due to \iterine fibroids, which are associated in half the cases.

The tumours are subject to lymphangiectasis and to myxoma-

tous and calcareovis degeneration, and may cause trouble after

the menopause.
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They vary in size (from that of a uut to twelve kilogrammes),

and may he pedunculated or sessile, iutra-peritoneal or sub-

peritoneal.

The pedicle may be the ligament itself, which is hypertrophied,

or there may be a separate pedicle attaching the tumour to the

ligament. Torsion of the pedicle may occur.

Special symptoms due to the tumour are often not marked

;

abdominal pain and stiffness, pam on walking, sacral pains,

intestinal pains, and pressure on the bladder have been met Avith.

In the waiter's case the superficial abdominal reflex was much

increased on the side of the tumour. Ascites is absent. The

tumours, which vary in consistence, closely simulate ovarian,

uterine, and broad-ligament growths.

The tumours should be removed as soon as they cause sym-

ptoms or attain a considerable size. The pedicle should be care-

fully tied, and, when possible, the ends of the ligament should

be united. If a sac be left after enucleation it should be

closed by suture or drained.

Two cases died (of eleven operated on), i.e. 18-18 per cent.;

but the fatal cases occurred twenty years ago.

Tdmours of tlie round ligament are rare, and the cases

which have hitherto been recorded have been mostly extra-

abdominal, arising in the termination of the ligainent m
the labium majus ; a very few also have occurred in the

inguinal canal. With regard to these extra-abdominal

cases, it may be said that, at an operation for the removal

of the tumour, there may sometimes exist a doubt as to

whether the tumour is actually situated in the round

ligament itself or in the adjacent structures, a doubt

which could only be definitely settled by an extensive

dissection which is impracticable in the living patient. I

have removed a fibro-myoma from the inguinal canal

which I believe originated in the round ligament. The

tumour, of the size of a small walnut, occurred in the

right inguinal canal, was removed through a small incision

which healed by first intention, and proved to be a fibro-

myoma on microscopic examination.

Tumours of the round ligament have mainly proved



28 riBRO-MYOMA OP THE INTKA-ABDOMINAL

to be of a fibroid nature, but Brainerd has recorded a

case of cyst, Reboul a cystic fibro-myoma, E. Wilte a

fibro-Hpoma, Cullen and Blulim cases of adeno-myoma,

Gottsclialk and Schramm cases of hfematoma, A. Martin

a case of abscess, Hansemann a case of sarcoma, Frigyesi

a fibro-sarcoma, Walter a case of stone, and Fischer a

dermoid.

The commoner extra-abdominal tumours will only inci-

dentally be referred to in this paper as they offer fewer

points of interest to gyngecologists than the intra-abdo-

minal tumours, which closely simulate growths of the

uterus, broad ligament, and ovar}'.

Of fibroids of the intra-abdominal portion of the round

ligament I have found records of thirteen cases, all

observed since 1875, the first having been described by
the late Dr. Matthews Duncan in the ' Edinburgh Journal

of Medical Science ' for 1875—1876. The rarity of these

tumours has prompted me to give notes of the following-

case, together with a brief description and review of the

cases previously published :

C. M—, single, aged 24 years, having been born on

December 8th, 1873, was sent to me on Januaiy 3rd,

1898, by Mr. J. M. Biggs complaining of a swelling in

the abdomen for three months, and pain there for a year.

Menstruation began at fourteen, and was always regular,

lasting from five to six days, and being moderate in

amount. The amount of the discharge had been rather

less during the last year. There had always been pain at

the periods. The patient's father died, when between

twenty and thirty years of age, of consumption ; her

mother and her only two sisters and onl}^ three brothers

were alive and well. There was no history of tumour in

the family. Twelve months ago the patient had some

pain in the right side of the abdomen above the iliac

crest ; this was thought to be due to indigestion. There

was at that time some stiffness in walking. Three months-

ago she first noticed a slight swelling of the abdomen,.
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but did not pay mucli attention to it. She was surprised

when told by her medical attendant that she had a tumour.

The patient was admitted to University College Hospital,

and looked in good health. The breasts were well deve-

loped. The heart and lungs were healthy. The abdomen

was distended as by the uterus at the eighth month of

gestation; the umbilicus was rather prominent. The

superficial abdominal reflex w^as much more marked on

the right side than on the left. The distension was due

to a tumour reaching up for 9h inches above the pubes,

most prominent 2^ inches above the umbilicus. The

abdominal girth was 30 inches (151 inches on the right

side, 14i inches on the left). The distance of the um-

bilicus from the right anterior superior iliac spine was 6

inches, from the left spine 6^2 inches. The tumour was

ovoid in shape, of slightly uneven surface, the larger end

upwards, the lower end somewhat to the left of the middle

line. It Avas of firmish consistence, but appeared to

fluctuate, and gave a superficial and deep thrill to palpa-

tion-percussion. The hymen was intact. The cervix

could be felt a little to the right side of and behind the

lower end of the tumour. The uterus was not enlarged

apparently,* though the body itself could not be felt, but

the tumour could be felt on the left and in front of the

uterus apparently distinct from it (see Figs. 1 and 2). It

was diagnosed as a multilocular cystic tumour of the ovary.

The patient menstruated on the 11th to the 14th of June,

and had some pain. The tumour was removed by me by

abdominal myomectomy on June 16th, 1898. An incision

six inches in length w^as made a little to the left of the

middle line. The abdominal wall was very vascular. On

opening the peritoneum it was found that the upper part

of the tumour was covered by that membrane, having

lifted up the anterior layer of the broad ligament so that

the reflexion from the abdominal wall was about four

inches above the pubes. The very vascular peritoneum

* It was, in fact, not enlarged.
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over the tumour was incised transversely, the cut vessels

ligated and the tumour enucleated without difficulty. In

doing this several fine strands of fibrous tissue were torn

across, and the tumour was found to be attached to the

uterus by a pedicle about an inch in length and as thick

as a lead pencil, which w^as the round ligament, situated

symmetrically with the left round ligament, but much
thicker. A silk pedicle-ligature was placed through the

base of the right round ligament and adjacent part of the

broad ligament, and tied in two portions, but, as some

oozing occurred, it was necessary to apply a second

ligature, which effectually controlled the haemorrhage

from the pedicle. There was still some oozing from the

capsule from which the tumour had been enucleated Avhich

did not cease on sponge pressure. A strip of iodoform

gauze was therefore inserted. The wound Avas then

closed by silkworm gut through-stitches and silk fascia-

sutures, except the lower inch through which the gauze

projected. The operation lasted seventy-five minutes.

The tumour weighed 6 lbs., and measured 8 in. x 6 in.

X 5 in. To the naked eye and to microscopic examina-

tion it has the typical structure of a tibro-myoma. The

pedicle is represented on the specimen by a tag of tissue

only, as it was found necessary to cut the pedicle close to

the tumour to avoid slipping of the ligature. The gauze

was removed on the third day. The wound healed by

first intention except the gauze track, which had com-

pletely healed by July 5th. On that day there was no

tenderness anywhere, and the superficial abdominal reflex

was distinctly more marked on the left side than on the

right

.

On July 9th the uterus was freely movable. Per

vaginam a little nodule as big as the tip of the fore-

finger could be felt at the site of the stump ; this nodule

moved with the uterus, and there was no induration of

the tissues around. The highest temperature after the

operation was 10r2° on June 17th, and 100° on the 18th

and 19th. It returned to normal on June '23rd, and
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remained practically normal till the patient's discharge.

The highest frequency of pulse was 96 till June 24th and

80 after.

On July 10th the patient left the hospital quite well.

I saw her on March 5th, 1899. She had been very well

since the operation, biit had had a little pain on and oif

in the right side if she walked further than usual or rode

in an omnibus. She was regular, though she missed two

periods in September and October following the operation.

The uterus appeared quite normal and freely movable.

The scar was quite sound.

I heard from Mr. Biggs on April 24th, 1901, that the

patient continued well, but that she occasionally had
neuralgic pains in the right side when tired ; the scar was
sound and menstruation regular. The patient continued

well in October, 1903.

I now give an account of the thirteen cases already

published :

Case 1 (J. Matthews Duncan, ' Edin. Journ, of Med.
Science/ 1875-76, iii, 846).—Dr. Matthews Duncan exhi-

bited a specimen of fibrous tumour of the round ligament.

The tumour was of about the size and shape of a hen's

Qgg. It lay quite free in front of the broad ligament.

The right round ligament could be traced to its surface

where it ended in the capsule. Its pedicle was small,

thick, about a quarter of an inch broad. The structure

of the tumour was that of a dense fibroid with numerous
cretaceous portions near its centre, and having a fibrous

capsule from the round ligament. Dr. Duncan remarked
that practically such a tumour was interesting, as it might

be mistaken for the ovary if felt during life.

Case 2 (Leopold, 'Archiv fiir Gjaiakol.,' 1880, Bd.

xvi, Ht. 3, p. 402).—Mrs. M— , aged 43, small and thin,

had had two children, the last fourteen years before.

There was no history of traumatism. She first noticed

the tumour shortly after the last labour ; in a short time
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it attained the size of a fist, then remained stationary
;

now and again it caused a certain amount of pain. After

a few years it appeared to diminish, and gave rise to no

pain. In 1879 the tumour rapidly increased in size and

painfulness. The " facies ovarica '' of Spencer Wells was

well marked. The lower abdomen, especially on the

right side, was filled, even to the pelvis, with a half-solid,

half- cystic tumour, in which were small and large fluc-

tuating cavities. Menstruation was scanty, but fairly

regular. The abdomen was filled, especially on the right

side, by a firm mass as big as a full-term uterus, rising up

to a point 8 cm. above the navel and passing on either

side beyond the mammillary line. The thin walls allowed

easy palpation of the tumour. Fluctuation was clear in

places. The tumour could be moved a little upwards and

laterally. Multilocular ovarian cystoma was diagnosed.

An exploratory operation was performed, but the tumour

was not removed, apparently owing to fear of heemorrhage

in sepai'ating the tumour. The patient died of " collapse
"

on the third day. At the necropsy peritonitis was found

over the parts of the tumour lying under the linea alba.

There were several strong adhesions to omentum and in-

testine. The ovaries were flattened, atrophic, and uncon-

nected with the tumour. The tumour had the round

ligament as a pedicle, which might easily have been tied.

It weighed 12 kilogrammes. The cysts contained a

thickish yellowish-brown fluid, and were lined Avith epi-

thelium. Leopold styles the tumour '^ myoma lympangi-

ectodes."

Case 8 (Winckel, ^ Path, der Weibl. Sex. Organe,'

Lief viii, 1881, p. 219).—The patient, aged 76, had

several children. There was a tumour in each round liga-

ment of the size of a filbert. The central end of the

tumour was in each case 2 cm. from the point of insertion

of the round ligament. The microscope showed the

tumours to be leiomyoinata.
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Case 4 (Kleinwilchter/Zeits.fiir Geburts. undGynakol./

1882, viii, pp. 181—186).—The patient, aged 44, had had

five children. The tumour appeared a year ago as a

result (?) of a blow on the abdomen, and developed slowly

and progressivel3^ The increase was greater at the

periods. There was slight pain occasionally. The tumour

was mobile, filled the pelvis, and was situated in front of

the uterus. When one tried to raise it pain was caused

in the position of Poupart's ligament. The uterus, im-

mobile, was pushed to the right and behind the tumour.

The left ovary was behind the tumour. Solid tumour of

the right ovary was diagnosed. At the operation there

were numerous adhesions to the parietal peritoneum and

the great omentum. The pedicle was clamped and the

abdomen drained. Secondary hsemorrhage occurred,

and the patient died of septic peritonitis on the third day.

At 2^ cm. from the origin of the round ligament was found

a pedicle 1| cm. long, as thick as a pencil, and terminating

at its inferior extremity in the round ligament. It was a

fibroma of the round ligament, and weighed 1750 grammes.

Case 5 (E. Hasenbalg, ' Zeits. fiir Geburts. und

Gynakol.,' 1892, Bd. xxiii, p. 54).—The patient, a virgin,

58 years old, had suffered as a girl from chlorosis. Men-

struation began at sixteen, was at first scanty, irregular,

and painless. Slight hemorrhage occurred in her thirtieth

year, then menstruation became normal every four weeks.

The menopause occurred three years ago. For four or

five years severe pain had occurred in the left lower ab-

dominal region, and had increased for the last six months.

A round hard tumour of the size of a gooseys egg could be

felt in the left lower abdomen reaching as high as the

anterior superior iliac spine. The uterus was small,

atrophic, movable. The diagnosis was " solid tumour of

the left ovary." It was removed by ligature of the pedicle

and suture of the space (the broad ligament) from which

it was enucleated. Union took place by first intention.

VOL. XLVI. 3
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Altliougli this tumour was in the broad ligament it appears

to have been a tumour of the round ligament.

Case 6 (P. Delbet and P. Heresco, ' Revue de

Chirurgie/ 1896, p. 607).
—

'I'he patient was 48 years old,

the mother of two children, and had always had good

health. The menses had always been regular, but scanty.

In 1891 she accidentally noticed on turning in bed that

the abdomen was large and had an unusual appearance.

There was no pain. The increase in volume was slow.

In 1893 stifling sensations supervened, which obliged the

patient to leave off her corset, especially after meals.

The abdomen {hj its weight) began to give her inconveni-

ence in 1894. Walking was painful. The tumour in-

creased with much greater rapidity, and the general

condition was altered. There was considerable loss of

flesh and strength. In 1895 the tumour caused difficulty

in stooping and rising and in lying on the back unless the

knees were bent. Menstruation became irregular (the

patient was near the menopause). For some time she

had experienced pain in the right side. She was extremely

thin, while the abdomen was enormously distended by the

tumour, which gave the impression on inspection of a large

ovarian cyst ; but palpation showed that the tumour was

solid, though some parts were softer than others. There

was no ascites. The tumour descended into the small

pelvis, forming a prominence to the right side and back-

wards. The diagnosis was a " solid tumour of the right

ovary." The tumour Avas removed by enucleation. The

pedicle was tied by chain ligature, which slipped ; a con-

tinuous suture was then applied. Some serous cysts were

also removed, and with them the right ovary and tubes.

Apparently no drainage was employed. The lower part

of the wound opened on the 21st day, and clots and serum

tjscaped and a fistula was left. The patient recovered.

The tumour weighed 10 lbs., and was a fibro-myoma with

some myxomatous degeneration.
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Case 7 (C. Martin, ' Briti.sli Gyn. Joui-ii./ 1898, vol. xiv,

p. o47).—The patient, aged 44, was seen on October 1st,

1897, for a rapidly growing abdominal tumour. Men-
struation was regular every three weeks, lasting five days,

and was very profuse and painful.. The pelvis was found

blocked with a large myoma. In addition there was a

o'lobular mass as bio- as a melon in the umbilical region,

freely movable, but tethered to the uterus. At the opera-

tion the mobile mass was found to be a myoma of the

round ligament very adherent to the bowel. Mr. Martin

removed it, and then removed the myomatous uterus by
pan-hysterectomy. The patient recovered. The myoma
of the round ligament weighed H lb., and the myomatous
uterus 2| lbs.

Case 8 (Andre Claisse, ' Bulletin et Mem. de la Soc.

Anat. de Paris,' 1900, p. 21).—The patient, aged 31, com-

plained of metrorrhagia and pains for several months ; at

the same time a tumour, manifestlj^ uterine, developed

and became very large. Dr. Paul Segond, having

diagnosed uterine fibroids, performed total abdominal

hysterectomy. The uterus contained a large number of

myomata, some interstitial, others subperitoneal, sessile,

and pedunculated ; they had a softish consistence, but

presented no peculiar features. The total weight of the

mass removed was 2900 grammes. The left round liga-

ment had a little tumour in it; it Avas absolutely inde-

pendent of the uterus, separated from the point of im-

plantation of the ligament by a distance of 12 mm. It

was situated in the free upper border of the ligament with

a base of implantation 11 mm, long; it had a spheroidal

form, a smooth rosy sui-face, a firmish consistence, and
measured 10 to 11 mm. in diameter. On section the usual

white aspect of fibro-myomata was seen. The periphery

was formed by a very thin shell, a little deeper in colour,

continuous with the ligament, which opened out slightly

so as to form a sort of cupola to the tumour.



36 PIBRO-MYOMA OP THE INTRA-ABDOMINAL

Case 9 (Gustav Prang-, " Inaugural Dissertation/*

Konigsberg, 1900).—The patient was 47 years old.

Menstruation began at twenty-one, and was irregular

(intervals three weeks to two months), lasting* eight

daySj and painless. In the first year it was free, but less

abundant later. Married at twenty-one, she had five

normal labours, the first at twenty-three and the last at

thirty-two. The puerperium was always normal, except

on the last occasion, when she had eight days^ fever..

For twenty years she had suffered from an inguinal

hernia, and for ten years she had had sacral pains, Avhich

of late extended to the feet. About a year ago she

noticed swelling of the abdomen, and about six months

ago a hard resistance in the lower abdomen. This was

painful to pressure, the pain spreading to the sacral and

epigastric regions. On palpation was found on the right

side of the abdomen a hard tumour as large as a man's

head, freely movable, and by its side (" daneben ") the

uterus sinistroverted. The left ovary was felt of normal

size and mobility, and the uterus could be distinguished

from the tumour. The right external abdominal ring could

be well felt ; in front of it lay a tumour of the size of an

apple, which could be pushed fairly easily into the canal.

Percussion note dull. To the large tumour was attached

a smaller one by a thin pedicle. Diagno-sis : Tumour
of the right "ovary ; slight inguinal hernia. The tumour

was removed by abdominal section and enucleation.

The pedicle was of the size of a small lead pencil.

The large tumour sent a prolongation into the inguinal

canal, which simulated a hernia. The tumour was

adherent to the right side of the abdominal wall by

broad vascular adhesions. The ligament could not be

separated from the tumour. The hinder part of the

tumour was not covered with peritoneum, but that

towards the right inguinal canal was. The cavity

from which the tumour was enucleated was closed Avith

continuous catgut stitches. There was a myoma of the

size of an apple in the fundus uteri. Microscopically the
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tumour Avas a fibro-myoma. The patient recovered

well.

Case 10 ((1. Baermann, 'Central, fiir Gynakol./ 1901,

p. 1280, and " Inaug. Dissertation/' Mtinclien, 1901).

—

The patient, 52 years old, who had had two children

and an abortion, began to menstruate at nineteen years,

at first every three months, later every five to seven

weeks. A year ago she noticed a protrusion of the right

abdominal region. Examination showed a right-sided

tumour of about the size of a man's head, fairly movable

and firm ; to the left of this lay the uterus, of about the

size of the fist. On moving the tumour the uterus was

moved, but the tumour and uterus were distinct. The
diagnosis was pedunculated subserous uterine myoma or

solid ovarian tumour. At the operation it was found that

the tumour sprang from the right round ligament. It

weighed 1300 grammes. Microscopically it was a fibro-

myoma with myxomatous degeneration. The patient

recovered.

Case 11 (Michaux, ' Bulletin et Mem. de la Soc. de

Chir. de Paris,' 1901, p. 165).—The patient was 50

years old. The tumour was removed by operation.

There was a second fibroid of the size of a nut in the

round ligament, and the uterus itself contained a fibroid

of the size of an orange. The right tube and ovary were

intact and distinct from the tumour. The tumour rose

above the umbilicus nearly to the left hypochondrium.

The pedicle (as thick as the thumb) was twisted. The
tumour, in consequence, was inflamed, its peritoneum

thickened and adherent—above to the mesentery and

loops of small intestine, below to the sigmoid flexure and

appendices epiploicae. The operation was easy. The

result is not given, the operation having been done on

the day Avhen the specimen was exhibited. The tumour

was probably right-sided.
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Case 12 (J. A. Amann, jnn., ' Monats. fiir Geburts. uiid

GynJikol./ 1901, p. 772).—The patient was 41 years

old, a vii'gin. For a year she had had tenesmus-like

pains in the intestine and pressure on the bhidder, and

occasionally stomach-ache. Menstruation was regular and

quite painless. There was an irregular tumour reaching

up to the navel. The uterus was enlarged by filu'oids to

the size of a fist. To the right of the uterus was a large

rounded tumour connected with the uterine wall by a

slender bridge only. Total abdominal hysterectomy was

performed. The patient recovered. Myxomatous degene-

ration had occurred in parts of the tumour.

Case 13 (Oscar Nebesky, 'Monats. fiir Geburts. und

Gynakol./ 1903, p. 443).—The patient, aged 43, had

had four children and two abortions. Menstruation

was regular, lasting one to four days, slight in amount.

A year ago there was metrorrhagia, Avhicli ceased on the

removal of two polypi (? fibroid) from the uterus. There

had been pain and pressure on micturition for two months,

also slight pricking pain in the left lower abdomen. On
the left side above the pubes, was felt a firm knobby

tumour, somewhat movable ; bimanually it could be

separated from the retroflexed uterus, but was fixed to

the side of the uterus by a palpable pedicle. The dia-

gnosis w^as subserous uterine myoma. On opening the

abdomen an elastic firm tumour of the size of a fist was

found growing from the left round ligament 2^ cm. from

its uterine end. It was completely intra-ligamentary.

The pedicle was tied in two places and cut, the tumour

enucleated, the bed of the tumour closed with a few

sutures, and the abdomen closed in three stages. The

patient was discharged well on the 23rd da}'.

The age of the patients is given in thirteen cases—my
own case is the youngest, twenty-four ; Claisse's case was

only thirty-one ; of the others seven were over forty, three

over fifty, and WinckeFs Avas seventy-six. It would
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appear then that fibroids of the intra-abdominal portion

of the round ligament^ like those of the uterus, mostly

occur in women over fort}'' years old, though their occur-

rence in young women under twenty-five does not appear

to be relatively so rare as it is in the uterus. Saenger

lias published a case of tumour in the extra-peritoneal

portion in a woman of twenty-two, and Fischer one in a

woman of twenty-four. Saenger quotes Nicolaysen as

having observed tumours in the extra-peritoneal portion

of both round ligaments of a girl four and a half years

old, Avho also had a double hydrocele of the processus

vaginalis. The tumours in this young child were described

as resembling flat beans, and Saenger playfully observes

that perhaps they would bear fruit, especially as a truss

was ordered. From Saenger^s description it appears

doubtful whether they were tumours at all, and there is

no evidence that they were fibroids. The original com-

munication is in Norwegian, and I have not been able to

read it.

The tiimours occui^red nine times on the right side and

five times on the left (one patient having both ligaments

affected). The greater frequency with which the right

ligament is affected is noteworthy, and is also met

with in the extra-peritoneal cases. I am unable to

suggest the cause. Seven of the patients had had

children ; two had also miscarried ; one patient was single,

and three were virgins. The statement of Delbet and

Heresco that all the tumours had developed in multiparse

is therefore no longer true. In three cases there is no

information as to pregnancy, but all the patients married

appear to have borne children, so that we may conclude

that tumours in this situation do not tend to prevent

pregnancy or to cause abortion. The tumours do not

seem to influence menstruation. In Cases 4 and 5 it was

normal, in Case 2 scanty, in Case 10 irregular but painless,

in Case 14 painful. Although metrorrhagia and painful

menstruation are mentioned, in several of the other cases

those symptoms appear to be due to the co-existence of
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uterine fibroids, which were present in no less than seven

of the fourteen cases, Kleinwachter's case is said to have

increased in size at the periods.

The tumour.—In all the cases the tumour was a fibroid.

In Leopold's case lymphangiectasis had occurred ; in

Delbet and Heresco's, and in Baermann's case mucous de-

generation; in Matthews Duncan's calcareous degeneration.

In none of the cases were true cysts found such as those

described by Cullen and Bluhm in extra-peritoneal cases.

The tumour may be pedunculated or sessile, and be freely

covered with peritoneum, or raise up the anterior layer of

the broad ligament. In size it varies from that of a nut

(Claisse and Michaux's cases), or hen's egg (Matthews

Duncan's case) to six pounds (as in my own case), ten

pounds (Delbet and Heresco's case), or even twelve kilo-

grammes (Leopold's case). Two tumours were found in

the same ligament by Michaux. The pedicle (which is

usually the ligament itself) was found in my case, and in

Cases 1, 4, 9, to be of the size of a lead pencil, being

therefore hypertrophied. In Michaux's case it was twisted

and as thick as a thumb.

8ymptoms—It is difficult to estimate the symptoms,

inasmuch as more than half the cases were complicated

by uterine fibi'oids. As shown above, menstruation does

not appear to be directly affected. Besides the general

discomfort the tumour, when large, appears to cause local

pain and stiffness and pain on walking, and sacral and

intestinal pain and pressure on the bladder. In my own

case the symptoms were not marked. Hasenbalg's case

shows that trouble does not always cease at the meno-

pause. The consistence is sometimes stated to bo hard,

firm or firmish. In other cases the softness of the tumour

in places was due to myxomatous degeneration or dilated

lymphatics. In others the tumour was elastic and even

fluctuating although solid, a condition not uncommon in

uterine fibroids.

The relative positions of the tumour and uterus are not

very fully given in most cases. It Avould appear from
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the published notes that tlie uterus is usually pushed to

the opposite side. The tumour is of course in front of

the uterus and gives the uterus a tilt not easy to describe

in words. The accompanying diagram made from sketches

Fig. 1.

taken just before and after the operation shows the relations

in my case.

In no case is there mention of the presence of ascites,

which is so connnon in ovarian fibroids. The case of

" fibro-sarcoma/' published by Frigyesi,"^ had from eight

to ten litres of ascitic fluid. In this case the evidence of

* ' Centrabl. fiir Gyniikol./ 1902, p. 830.
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sarcoma is not given ; it may possibly have been a case

of fibroid. It is to be hoped that a full account of the

microscopic appearances and of the after-history in this

case will be published, as the presence of ascites, if the

condition were not malignant, would be of great interest.

Fig. 2.

The increased abdominal reflex met with on the side of

the tumour in my case before operation and the diminution

after operation may have been merely accidental, but I

note it that other observations may be made on the point.

Matthews Duncan in exhibiting the first specimen, in 1876,

pointed out that a tumour in this situation might easily be

mistaken for an ovarian tumour, and in fact this mistake

has been made in all the cases in which a diagnosis was

made except when it was mistaken for a uterine fibroid.

The tumour is always in front of the uterus and more or

less to one side ; the position in front of the uterus is rare

in ovarian tumours except in certain dermoids, and then

the tumour is usually more movable than the round-ligament

fibroid. When the consistence is hard it may be mistaken

for a sessile uterine fibroid, from which the absence of
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cnlarg-cinent of the uterus or of its union with the tumour

woukl help to distinguish it ; or for a pedunculated uterine

fibroid^ which would usually be more movable and be

associated with enlargement of the uterus. A fibroid of

(or in) the broad ligament sometimes occupies the same

situation as a fibroid of the intra-peritoneal portion of the

round ligament, and it would be impossible to distinguish

the two conditions until an operation showed that the

round ligament formed the pedicle. It might be mistaken

for an ovarian fibroid (though these are rarely in front of

the uterus) from which its limited mobility, the presence

of the ovary on the same side and the absence of ascites

(see Frigyesi's "^ case of fibro-sarcoma) Avill help to dis-

tinguish it. But in some cases where fluctuation is

present the diagnosis from ovarian cj&t is very difficult,

the important points to bear in mind being the presence

of the tumour in front of and to one side of the uterus,

which is not enlarged (unless uterine fibroids be also

present), and the presence of the ovary on the same side;

this will best be made out by drawing* down the cervix

while the posterior surface of the broad ligament is

examined per rectum.

In view of the tendency to degeneration and the danger

of the operation in the case of large tumours, fibroids of

the intra-abdominal portion of the round ligament should

be removed as soon as they cause symptoms or attain any

considerable size. If the tumour be pedunculated and

free the operation will be very simple. But if, as is

usually the case, the tumour burrow beneath the peri-

toneum, it may entail a ver}' extensive enucleation which

will leave a large sac very liable to free oozing on account

of the vascularity of the parts ; such sacs it will be

generally Avise to drain Avith gauze. Care should be taken

to securely tie the round ligament a.rtery, which, like the

ligament itself, is hyjDertrophied in these cases. If both

ends of the ligament can be identified it is advisable

Avhere possible to stitch them together.

* Ibid.
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In the cases recorded particulars are given of the results

of operation in eleven cases; of these two died = 18'18

per cent. The two fatal cases occurred twenty years ago.

The operation is probably a very safe one if the pedicle

be securely tied and the sac obliterated by suture or

drained.
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I
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J
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na a case
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I ligament)
T. enucleated,
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I

Recovery.
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Mr. Alban Doran was not surprised to find that more than
half the cases were associated with filn-oids in the uterus. In
one instance where he had operated he enucleated a fibro-

niyomatous growth of the size of a pigeon's egg from the uterine
end of one round ligament, and removed the fibroid uteinis. It

was significant that, as in the case of fibroid of the broad liga-

ment, the same kind of tumour was found both in the intra- and
extra-pei'itoneal portion of the round ligament with relative

frequency in vouug subjects, one patient being only four years
old. Fibroid disease was also relatively common in the band
representing arrested development of a uterine coruu, and in

that case the corresponding round ligament was usually very
large. Josephson and Falk believed that too rapid development
of that ligament in foetal life was the cause of malformations of

the utervis ; hence fibroid of the round ligament might in one
sense represent a teratological condition. Quite recently Mr.
Doran had removed a uterus bicornis for a large fibroid deve-

loped in the septum, another half teratological condition not
very rare. Mr. Doran dwelt on the surgical aspect of opera-

tions involving division of the round ligament. He thought
that Dr. Spencer was right in recommending the imion of the

divided ends by sutiire when practicable. The outer stump
should not be allowed to recede towards the internal abdominal
ring.

Mr. Sampson Handley said he woidd like to hear Dr.
Spencer's A'iews on the pathology of these fibro-myomata of the

round ligament. Mr. Doran had l^rought forward reasons for

thinking that they might originate from persistent embryonic
structures. He woidd suggest that possibly fibro-myoma of the

broad and of the round ligament were genetically identical, and
that both varieties of growth might originate from accessory

Fallopian tubes. Kossmann had shown how frequently these

accessory tubes were present, and it was now known that certain

broad ligament cysts arose from them. He had himself proved
the presence of plicae in such cysts. Since fibro-myoma was
known occasionally to arise from the muscle of the normal
Fallopian tube, it seemed probable that accessory tulies might
give rise not only to Inroad ligament cysts, but to fibro-myoma
of the broad and round ligaments.

Dr. Herbert Spencer, m reply, said he had been particu-

larly interested in the remarks of Mr. Alban Doran, who had
done so much valuable work on fibroids of the uterus and broad
ligaments. He thought there was much to be said for the tera-

tological origin of these tiimoru's, especially as they sometimes

contained adenomatovis tissue as in CuUen's and Bluhm's cases.

The enlargement of the roxmd ligament in unicornuate uteri

mentioned by Mr. Alban Doran he had not previously been
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aware of. With re^-ard to Mr. Handley's suggestion it had not
been proved to liis (Dr. Spencer's) satisfaction that accessory
Fallopian tubes existed, and, when it had Ijeen proved, he could
see no reason wliv they should be brought in to explain a simple
fibro-myoma occurring in a fibro-myomatous structure like the
round ligament.





FEBRUARY 3rd, 1904.

Edward Malins, M.D., President, in the Chair.

Present—55 Fellows and 3 visitors.

Books were presented by Drs. Galabin and Cullingworth,

The Johns Hopkins Hospital Staff, and the New York

Academy of Medicine.

Ethel May Yaughan, M.D., B.S.Lond, and Walter H.

Swaffield, M.D., were admitted Fellows of the Society.

A. Macgregor Rose, M.B. (Aberdeen), William H.

Whitehouse, M.D. (Birmingham), and Arthur Holbrook

Kott, M.B.Durh., Major, I.M.S. (Calcutta) were declared

admitted.

The following candidates Avere proposed for election :

—James Marr Brydone, M.B., B.C.Camb. ;
Kedarnath

Das, L.M.S. and M.B.(Cal.), and M.D.Madras; Edmund

Moritz Hlington, Capt., I.M.S., M.R.C.S., L.R.C.P.

;

Herbert John Paterson, M.A., M.B., B.C.Cantab, F.R.C.S.

En Of,
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UNRUPTURED TUBAL GESTATION.

Shown by Mrs. Scharlieb, M.D.

(With Plate IV.)

The specimen was removed from a 6-para aged 30, Avho

was quite well and regular up to July, 1903. At that

time, during what appeared to be a normal period, she

had an attack of severe pain, which lasted three or four

hours. During the next three days the patient felt ill

and vomited frequently. From July to October there

was constant but not profuse haemorrhage, unaccompanied

by pain.

Examination.—A smooth, globular tumour, of about the

size of a billiard ball, close to the uterus but separate

from it. Diagnosis lay between a tubal gestation and a

small ovarian cyst.

OperaiioH.—October 29th, 1903.

A spherical dilatation of the inner third of the right

Fallopian tube. The bladder was adherent to its an-

terior surface and coils of intestine to the posterior.

There was no paratubal hgemorrhage.

The specimen consisted of the right Fallopian tube and

ovary. The outer two thirds of the tube were normal,

with a patent ostium abdominale. A probe could be

passed through it down the tube, but did not enter the

swelling".

The globular portion consisted of the dilated tube con-

taining blood-clot permeated by degenerated chorionic

villi. In the centre was a smooth cavity lined by the

amnion jind containing a perfect embryo of twenty-four

to twenty-eight days' development. The umbilical vesicle

was a px-ominent object.

It is probable that the haemorrhage occurred Avhen the

patient experienced the severe pain in July. No decidua

was expelled from the uterus before or after operation.





DESCRIPTION OF PLATE IV,

Illustrating Mrs. Scliarlieb's specimen of "Unruptured

Tubal Gestation."

A. Ovary.

B. Ostmm abclominale.

c. Infundibulo-pelvic ligament.

1). Eight Fallopian tube (onter two thirds).

E. Blood-clot containing chorionic villi"

F. Inner third of Fallopian titbe.

G. Abdominal pedicle.

H. Embryo (fourth Aveek).

I. Umbilical vesicle.

K. Amniotic cavity.

L. Amnion.

M. Lumen of tube not communicating Avith amniotic cavity.

N. Uterine end of tube.
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Dr. CuLLiNGWORTH Said that the number of cases of tubal

gestation operated upon before rupture, though increasing, was
still so small that it was most desirable that every case should

be placed on record. Mrs. Scharlieb's specimen was very beau-

tifully preserved and mounted. Under any circumstances the

diagnosis of unruptured tubal pregnancy is attended with much
difficulty, but the difficulty is much increased when, as in the

present case, the gestation was too early for there to be a history

of missed menstruation. Under such circumstances a certain

diagnosis must be almost impossible. He understood Mrs.
ScharKeb to describe an outer peritoneal covering of the affected

portion of the tube, and beneath that the muscular layer of the
tube wall, covering a quantity of blood-clot, Avith which damaged
chorionic vilK were irregularly mixed up. He wished to ask
Mrs. ScharHeb whether there was any evidence of the chorionic

villi having invaded the muscular coat, and also whether her
examination of the specimen could throw any hght upon the
question as to whether tlie ovum in tubal gestation is or is not
outside the lumen of the tube P

Mr. Alban Doean believed that, as a large number of tubal
abortions were known to occur about the second month, it was
highly probable that a still larger proportion of tubal preg-

nancies tenninated even earlier and without symptoms. Per-
haps, however, this was not the case, the tube being competent
to bear an ovum until it attained a certain size. Much was
known about the early stages of tubal gestation, but its chnical

features required more study. The discharge of dark blood,

known to older writers but not accurately interpreted by them,
had been correctly indicated as a cardinal symptom by Dr.
Cullingworth. Pain associated with a pelvic swelling and dis-

turbance of the catamenia was sometimes absent, haemorrhages
probably never.

CHOKIONEPITHELIOMA OF THE UTERUS, WITH
SECONDAEY GROWTHS IN THE VAGINA, THE
LUNGS, AND THE LIVER.

Shown by G. F. Blacker, M.D.

(With Plate V.)

F. T—, a single woman aged 29 years, was admitted
into the Great Northern Hospital June 27th, 1903. She
had liad one child four years ago. She denied having
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been pregnant since, but her friends thought her pregnant

in January, 1903, and at that time she was taking large

quantities of medicine to bring on her periods. In

February a severe loss of blood occurred from the vagina,

and these h^emorrhag-es continued during the four months
preceding her admission to the hospital. At the same
time, viz, in February, the appearances suggestive of

pregnancy disappeared, and it was thought that she had
had a miscarriage. The patient complained of marked
loss of flesh and extreme weakness, and said that for

fourteen days preceding admission to the hospital she

had noticed a swelling in the vulva, which had recently

burst. On examination she looked very ill, sallow, and

emaciated, her temperature was 102*2°, and the pulse

rate 104, The tongue was dry, cracked, and coated.

The abdomen was distended, and there was some pain

over the pubes.

A gangrenous ulcerating patch occupied the right side

of the vulva, and extended some little way up the vagina.

Haemorrhage was occurring from the uterus, and the

cervical canal admitted one finger. The body of the

uterus was ill-defined and enlarged, but no other swelling

could be detected in the pelvis. Fine rales could be heard

all over the right side of the chest, otherwise the heart

and lungs were normal.

There was marked anaemia present, and extreme weak-

ness and any radical operation appeared out of the

question.

Ten days after her admission a mass developed in the

abdomen, and the temperature now varied between 100

and 104°, On July 10th Mr. Stabb, under whose care

the patient at this time was, opened the abdomen and

evacuated a large abscess containing about two-thirds of

a pint of pus, lying to the left of the uterus, and extend-

ing down into the pelvis. Numerous dense adhesions

were present, and the exact anatomical relations of the

abscess cavity could not be determined.

After the abscess had been opened the condition im-
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proved somewhat, and the temperature remained about

normal from July .T7th to August 11th. The haemor-

rhages from the uterus continued, and there were severe

floodings from time to time.

On August 14th, when I saw the patient for the first

time, the abdominal incision had healed. There was a

lai'ge indurated tender and painful mass in the abdo-

men. The ulcer in the vulva had healed. On vaginal

examination the uterus was fixed in the middle of the

abdominal mass, the cervical canal admitted the finger,

and a breaking-down growth could be felt in the interior

of the uterus. A large ulcerating cavity could be felt in

the right lateral wall, and a smaller one in the posterior

wall of the vagina. Through the left lateral fornix a mass

of abou.t the size of a Avalnut could be detected, feeling

like a collection of blood. Severe hfemorrhage occurred

both from the interior of the uterus and from the ulcers

in the vagina as the result of manipulation. The patient

was coughing up a quantity of blood-stained sputum, and

loud rales could be heard over both sides of the chest.

Her condition became ver}" rapidl}' worse, repeated

rigors occurred, a very severe haemorrhage took place on

the 25th of August, necessitating saline infusion, and she

died on the 27th of August, about six months from the

commencement of her illness.

The specimen consists of the uterus, the rectum, the

vagina, and the appendages.

The uterus has been laid open by a sagittal section

dividing the anterior wall. It measures 13 cm. from the

fundus to the external os ; of this the cavit}^ of the cervix

measures 4 cm., and that of the body 6*5 cm.

The greater part of the anterior wall of the uterus is

occupied by a growth measuring ] 1 cm. by 7*5 cm. This,

devoid of any capsule, is invading the muscular tissue of

the uterus, and forms a projection, covered only by peri-

toneum at the fundus. Somewhat to the left of and

below the level of the fundus there is an oval area 3 cm.

in diameter, rag-ged on the surface, and of a reddish-grey
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colour, where a portion of the growth projecting on the

peritoneal aspect has sloughed tlu'ough. This was no

doubt the cause of the abdominal abscess. The lower

extremity of the intra-uterine mass reaches to within 2

cm. of the internal os uteri. On its peritoneal surface

the growth is somewhat nodular in character, while on

section it presents in nearly the whole of its extent the

appearance of breaking down blood-clot. There is no

definite evidence of tumour as distinct from clot to be

recognised anywhere by the naked eye.

The lower 5 cm. of the tumour forms a polypoid mass

projecting into the interior of the uterus. The rest of

the mucous membrane of the cavity of the body and that

of the cervix appears noi-mal.

The vaginal epithelium is wanting in places. In the

middle of the posterior vaginal wall, at a distance of 5

cm. from the vulva, is a small breaking down growth

measuring 2 cm. in diameter, and similar in appearance to

that in the uterine wall.

Projecting into the right side of the vagina is a larger

growth measuring 7 cm. by 5*5 cm., which has partly

ulcerated through the mucous membrane, and which

pi-esents a similar appearance to those already described.

Protruding into the left lateral fornix, covered by vaginal

mucous membrane, is a mass measuring 6 cm. by 4*5 cm.,

a portion of a tumour situated mainly in the perivaginal

cellular tissue, and presenting on section precisely the

same kind of structure.

The ovaries and tubes are normal. No corpus luteum

can be recognised. A section of the lung tissue shows it

to be studded with numerous irregularly rounded, solid

areas of secondary deposits. These measure about 8 mm.
in diameter, and present a reddish, mottled appearance.

They are readily recognisable on the external aspect of

the organ. The rest of the lung has a normal appearance.

In the liver there are a few definite dark red nodules

of secondary growth measuring on an average about

4 mm. across. Marked fatty degeneration is present.
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DESCRIPTION OF PLATE V,

Illustrating Dr. G. F. Blacker's specimen of " Cliorion-

epitlielioma of Uterus."

Fig. 1.—The iiterus and vagina laid open along the primary tumour

in the viterus and the secondary growths in the perivaginal connective

tissue.

Fig. 2.—Microscopic section of the uterine tumour showing a syncytial

mass and numerous large discrete cells.



Plate \' Obstet. Soc. Trans., Vol. XL\ I.

Fig. I.
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The spleen is more solid than normal, and a section

presents a mottled greyish-red appearance with some

darkish areas interspersed. These appear to be simply

areas of hsemorrhage as there is no evidence of the

presence of growth.

Microscopic section- of tumour in body of uterus.—The

greater part of the growth consists of disorganised blood

clot. Towards the periphery there are a number of

discrete irregularly polyhedral cells with large nuclei,

partly collected into masses, parth' scattered throughout

the blood clot. The remains of a large number of similar

cells which have undergone degeneration can be recog-

nised. These cells are infiltrating the muscle-tissue of

the wall of the uterus. In one or two places there are a

few elongated branching masses of protoplasm with

multiple nuclei, bearing a resemblance to syncytial masses.

The main micrc)Scopic feature of the tumour is the almost

complete absence of syncytium.

Secondary growths in vagina.—These 2:)resent even a

greater degree of degeneration. The main part of the

tumour is made up of blood clot, and very few distinctive

discrete cells are to be seen, although there is evidence of

the presence of considerable numbers of such cells in

various stag'es of degeneration. Xo syncytium is recog-

nisable.

Secondarg groirths in lungs.—There are numerous areas

of hemorrhage present and amongst them are some dis-

crete cells similar to those seen in the uterine growth.

Around these hajuiorrhagic areas there is some consolida-

tion of the lung tissue.

Secondary grout]ts in liver.—These consist almost

entirely of blood with some discrete tumour cells situated

at the periphery of the hemorrhages, and no syncj'tium.

Spleen.—There are numerous hemorrhagic and necrotic

patches in the splenic pulp, but there are no tumour cells

and no syncytium present.

The other organs were normal.
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PRIMARY CANCER OF THE RK.IHT FALLOPIAN
TUBE; RIGHT OVARY NORMAL.

Shown by H. Briggs, M.B., F.R.C.S.Eng.

The right Fallopian tube was seven inches long and

two and a half inches wide. Thei-e was papillary cancerous

cystic growth of the left ovary (two inches in diameter).

The left tube had malignant thickened walls. Cancerous

secondary deposits existed on intestines, parietes, and

omentum. The uterus was normal in size and apparently

unaffected.

Abdominal section on November 27th, 1903 ; recovery
;

recurrence; ascites reported on January 21st, 1904.

M. M—, aged 50 ; married at the age of twenty-six

;

sterile. History of swelling of abdomen noticed two

months previously
;
pains in lower abdomen soon after

the swelling was first observed. Menstruation, seven

days, every twenty-eight days, painless ; sometimes there

were clots and an occasional intei'menstrnal discharge.

The patient had always suffered from indigestion, and

twelve years ago she underwent with success the open-air

treatment for the first stage of pulmonary consumption.

Phydcal signs on admission.—-She looked ill. The

breathing was 24 per minute. Her temperature was

100-4°. Her pulse 100, of low tension and poor volume.

The abdominal Avails Avere tightly distended ; the skin

glazed ; the physical signs of ascites were present. Per

vaginam the uterus Avas ascertained to lie forwards, was

pushed doAvnwards, the portio vaginalis elongated as in

pseudo-prolapsus. There AA^ere tAVO swellings, the right

large cylinder-shaped heavy Fallopian tube, and the left

ii-regularly outlined and adherent appendages, less enlarged

than the right. The diagnosis of an inflammatory en-

largement Avas made from the symptoms, but the physical
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features of tlie right Fallopian tube denoted a lump, too

large and too lieavy for that of a tubercular salpingitis.

There was ascites as in tubercular salpingitis, and there

was also the puhnonary tubercular history of twelve

years ago.

During the operation of abdominal section the separa-

tion of coils of intestine from over the pelvic brim occupied

three quarters of an hour. Many secondary masses were

peeled off the intestines. Then the appendages were

removed with little difficult}'. They were only slightly

adherent. The uterus was carefully examined, and as it

Avas not abnormal in size it was not removed.

Mr. Alban Doran was interested iu learning that there was
no sauious discharge from the uterus in this case. This

symptom was the rule in primary cancer of the Fallopian tube,

and there was evidence that the blood was derived from the

tube itself,—in fact, it came from the cancer. On the other

hand, the uterine haemorrhages in tubal abortion came from the

uterus, not (or certainly not as a rvile) from the blood in the

tube. Mr. Doran reminded the Society of a case of tubal mole
which he had exhibited four years ago. There was free show of

blood on the morning of the operation. He noticed when
dividing the tube near the uterine cornu that there was no blood

iu its canal, nor did any run after removal out of the cut end
from the blood in the mole. A few hours after the operation

the bleeding from the uterus returned, and continued for four

days (vol. xhi, p. 136). Mr. Doran considered that in Mr.
Briggs's case, as was the rule, the cancer developed amidst
products of old inllanunation. He noted his own case of

papilloma of the tube removed by Spencer Wells iu 1879,—the

patient was yet alive—and compared it with Kaltenbach's case,

which was apparently just beginning to show malignant dege-

neration when the tube was removed, and Knowsley Thornton's

case, which was entirely cancerous at the date of the operation,

rntli a distinct history of old pelvic inflammation. Papilloma
was considered by French authorities, on reasonable grounds, to

be a form of salpingitis. In Mr. Briggs's case the inflammation

seemed as though originally tubercular, quite unusual in the

history of primary cancer of the tiibe.

Dr. Heywooi) Smith asked whether it would not have been

more advisable, considering how much the right oviduct was
involved in the disease, as well as the left adnexa, to have
removed the whole uterus as well.
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Annual Meeting.

The audited Report of tlie Treasurer (Dr. G. E. Herman)
was read.

Ou the motion of Mr. H. W. Kiallmark, seconded by
Dr. Henry Briggs, the Report of the Treasurer (Dr.

G. E. Herman) was received and adopted.

Report of the Honorary Lihrnrimi.

I beg to report that the condition of the Library

remains satisfactory.

The total number of volumes now in the Library

amounts to 5922^ of which 65 are periodicals. Of these

65 periodicals 21 are bound each year in 2 volumes.

During the year 121 volumes have been added. These

comprise 76 separate books acquired by donation and 34

by purchase^ together with 1 volume of tracts by donation

and 13 by purchase.

The number of Fellows visiting the Library has in-

creased. The visits paid amount to 775 for the year.

The number of books borrowed remains about the same as

in the previous year.

The aim of the Council, acting with regard to economy

and dealing with limited book-space, has been to place

upon the shelves of the Library all the best and most

recent literature on midwifery and diseases of women, and

to render the resources of the Libraiy easily accessible to

the general body of Fellows. Robert Boxall.

The Report of the Hon. Librarian, Dr. Boxall, Avas re-

ceived, and its adoption was moved by Mr. Doran, seconded

by Dr. G. F. Blacker, and carried.





64 ANNUAL MEETING.

Report of the Chair ma)i, of the Board for the Exarainatinn

of Midwives.

I have the honour to report that during the past year
there have been 1545 candidates at the Examinations for

the Society's Certificate. Of these 1221 passed, 298
failed, and 26 were absent from the Examination.

The number at the November Examination was the
largest on record. There were 479 candidates, of whom
365 passed, 108 failed, and 6 were absent.

The total number of candidates who have applied to be
examined since 1872 are 10,270, of whom 8515 have
passed.

It has been found necessary, in view of the laro-e

number of candidates for the next examination, to engage
the Examination Hall, and this will be again required in

May. W. E. Dakin.

The Report of the Chairman of the Board for the
Examination of Midwives was adopted on the motion of

Dr. C. J. CuLLiNGWOETH, who said there were one or two
noticeable features in the Eeport. One of these was the
exceptional number of candidates that had presented
themselves. This was no doubt owing to the impending
institution of a State Examination. Candidates fearino-

the unknown were hastening to avail themselves of the

Society's Examination, which, for some months to come,
would qualify for enrolment. The motion was seconded
by Mrs. Scharlieb.

The following alterations in the Laws were carried :

Present Laws. Proposed Laws.
Chap. I. Chap. I.

5. The Officers of the Society 5. The Officers of the Society
shall be elected from the Fellows, shall be elected fi-om the Fellows,
and shall consist of a President, and shall consist of a President,
four Vice-Presidents, three Trns- four Vice-Presidents, three Trus-
tees, a Treasurer, a Chairman of tees, a Treasurer, a Chairman of
the Midwifery Board, an Honorary the Midwifery Board, an Editor
Librarian, and two Honorary of the ' Transactions,' an Honorary
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Chap. I-

Present Laws,

-continued.

Secretaries. The affairs of the
Society shall be managed by a
Covmcil composed of the above-

named Officei's, five of the past

Presidents nominated in the oi'der

of their seniority, the retiring

President ex officio, and of eighteen
other Fellows elected annually
by the Society.

Chap. V.

3. Fellows wishing to com-
pound for their Annual Subscrip-

tions may pay—On admission a

Composition Fee of Fifteen

Guineas ; after Ten Anniial Pay-
ments, Ten Gruineas ; after Twenty
or more Anniial Payments, Five
Guineas.

Chap. XVI.

7. All papers read before the
Society shall be considered the
property of the Society ; but
authors of papers accepted for

reading before the Society are at
libertj^ to publish them in any
scientific periodical after they
have been read, provided that
acknowledgment of the fact of

their having been read befoi-e

the Society is made in such other
periodical.

Proposed Laws.

Chap. I

—

continued.

Librarian, and two Honorary
Secretaries. The affairs of the
Society shall be managed by a
Council composed of the above-
named Officers, five of the past
Presidents nominated in the order
of their seniority, the retiring-

President ex officio, and of eighteen
other Fellows elected annually ])y

the Society.

Chap. V.
3. Fellows wishing to com-

pound for their Annual Subscrip-
tions may pay—On admission a
Comi^osition Fee of Fifteen
Guineas ; after Ten Annual Pay-
ments, Ten Guineas; after Twenty
or more Annvxal Payments, Five
Guineas; provided always that no
Fellow may compound for future
contributions,from ivhom an annual
contribution is at the time due.

Chap. XVI.
7. All papers read and commu-

nications made before the Society

shall be considered the property
of the Society ; but authors of
papers accepted for reading before
the Society are at liberty to pub-
lish them in any scientific period-

ical after they have been read,

provided that acknowledgment of

the fact of their having been read
before the Society is made in such
other periodical.

N.B.—The proposed alterations are in italics.

The following gentlemen were elected Honorary

Fellows of tlie Society :—Samuel Pozzi, M.D., and Sir

John Williams, Bart., K.C.V.O., M.D., F.R.C.P.

The following gentlemen were declared elected to serve

on the Council of the Society for the Session 1904-5 :

President.—Edward Malins, M.D.

Vice-Presidents.—A. H. Freeland Barbour, M.D. (Edin-

burgh) ; Amand Routh, M.D., B.S. ; William Japp

Sinclair, M.D. (Manchester) ; Herbert R, Spencer, M.D.

VOL. XLVI. 5
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Treasurer.—George Ernest Herman^ M.D.

Chairman of the Board for the Examination of Mid-

wives.—W. R. Dakin, M.D.

Editor of the ' Transactions.'—Herbert R. Spencer,

M.D.
Honorary Secretaries.—Montagu Handfield-Jones, M.D.

;

Robert Boxall, M.D.

Honorary Librarian.—Arthur H. N. Lewers, M.D.

OtJier Members of Council.—-Sydney Beauchamp, M.B.,

B.C. ; John M. Biggs ; Albert Charles Butler-Smythe
;

Murdocli Cameron, M.D. (Glasgow) ; Charles James

Cullingworth, M.D. ; Ernest Rumley Dawson ; John Henry

Bwart (Eastbourne) ; John Shields Fairbairn, M.D., B.Ch. ;

Charles Arthur Goullet ; David Berry Hart, M.D. (Edin-

burgh) ; Arthur Corrie Keep, . M.D. , C.M.Edin; Arnold

W. W. Lea, M.D. (Manchester) ; Cuthbert Lockyer, M.D.,

B.S. ; William Rivers Pollock, M.B., B.C. ; Harry

Campbell Pope, M.D. ; Edward Reynolds Ray ; Walter

•C. Swayne, M.D. (Bristol) ; Charles J. Wright (Leeds).

Dr. Heywood Smith proposed, and Dr. H. Russell

Andrews seconded, a vote of thanks to the retiring Vice-

President, Dr. John Phillips, and to the other retiring-

members of Council, Dr. Comyns Berkeley, Dr. Briggs,

Dr. Fowler, Dr. Griffith, Dr. Lewers, Dr. Stevens, and

Dr. Tayler.

Dr. F. H. Champneys moved, and Dr. Hekbert R.

Spencer seconded, a vote of thanks to the retiring Hon.

Secretary, Dr. Amand Routh, and to the retiring Hon.

Librarian, Dr. Boxall, and Dr. Amand Routh briefly

replied.

The President then delivered the Annual Address.
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It is an old observation that tlie present joys of life we
doubly taste by looking back Avitli pleasure on the past.

If this be true we have reason to congratulate ourselves

upon the progress of our Society during the year just

gone, and to find satisfaction in our continued prosperity.

It has been customary for the President to give at the

Annual Meeting a brief n'sume of the work which has

been accomplished during the session among its Fellows.

I do not wish to deviate from this time-honoured plau,

for it has some advantages. To those who have not been

able to attend the meetings with regularity the narration

may serve as a stimulus for them to emulate, or to add

to the value of, our proceedings. It may appear some-

what desultory to others who are conversant with the

details and have shared in making the history by which

our position is maintained.

A retrospect is not always one so happy as this. In

some instances care sits behind the horseman, and he who

would ride in security must not too often look back upon

her face. Fortunately I have been exempt from that

necessity, for the course before me is marked out by

content in the present, and indicated by hope for the

future.

To begin with our roll-call. On the 1st of Januar}^,

1903, the Society numbered 607 Ordinary and 12 Honorary

Fellows = 619. Death has laid his hand on seven of

these. There have been 14 resignations and 9 erasures,

leaving 590. Thirty new Fellows have been elected

during the year, bringing the total up to 621. Among
the latter have been five ladies; a small proportion in

comparison Avith the number outside, some of whom, I
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think would do wisely in giving us the benefit of their

talents. We welcome this addition to our ranks as an

earnest of our desire to obliterate the past prejudices and
passions which have been associated with the endeavour

of women to gain a footing on level ground with men in

the medical profession. We may regard it, also^ as a

proof of enlightenment in modern times, which has

allowed—among us at least-^liberty, equality, and fra-

ternity to all animated by the beneficent objects for which

our Society was founded.

The past year's work of the Society has been a remark-

ably prolific one, productive of substantial and valuable

additions to our knowledge. It is not easy to classify the

material given, but I will endeavour to group it together

as far as possible, taking the papers as a guide. The
papers—the larger planets—have satellites euphemistically

spoken of as " short communications,^' a distinction often

without a difference.

The specimens constitute the constellations ; their name
is legion, for they are many ; it is impossible in the space

at my disposal to do them justice, though they fill an

important place in the Society's orb. Eleven meetings

have been held, ten ordinary and one extra, at which

have been included an Inaugural Address, an Annual
Address, and six papers. The remainder were devoted

to " short communications ;
" description of cases ; exhibi-

tion of specimens, and discussion ; in all a full session.

In January a paper by Dr. Robert Jones (introduced

by Dr. W. S. A. Griffith) was read on "Puerperal Insanity."

The paper was based upon a personal experience of 259 cases,,

of which 120 occurred during the actual puerperal period,

83 during lactation, and 56 during pregnancy. Puerperal

insanity was stated to be of a characteristic form after

confinement, to quote the words of the author, amounting*

almost to a nosological entity, though this is not the case

during pregnancy nor during lactation, there being no

definite type of insanity occurring in connection with these

two stages. Certain propositions were enunciated by Dr.
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Jones with regard to the mental condition, symptoms,

aetiology, pathology, and treatment; a form of statement

Avhich cleared the ground materially, and greatly facilitated

the discussion. The speakers were authoritative and

numerous, representing experts in insanity and in obste-

trics ; while the outcome was essentially of a practical

character. The trend of the discussion was mainly

directed to the pathology and treatment. With regard

to the origin, heredity and stress were considered the

main factors, nearly 50 per cent, of the cases havmg some

hereditary predisposition. How far the stress was due to

a toxin was debated, and the relations of septic infection

duly weighed. Dr. Percy White being of opinion that

the worst cases were of septic origin; the^ frequency of

puerperal insanity was given as 1 in every 700 labours.

This frequency is variously stated by others. I notice

that Dr. Whitridge Williams gives it as 1 in every 616

labours, and considers it to be much less frequent than

formerly. As bearing upon the septic origin, " It would

seem," he writes, "that the introduction of aseptic methods

into midwifery is responsible for a reduction by one half

of its incidence." If this is correct, then another leaf

may be added to the laurels many years ago so hardly

earned by Semmelweiss, and so justly awarded to him by

posterity. Dr. Jones touched a sensitive point in speaking

of the home treatment, and considered it to be an intense

relief to the family to avoid the stigma of an asylum when

possible. This expression of opinion was not endorsed by

subsequent speakers. Dr. Charles Mercier protested

strongly against the suggestion that cases of puerperal

mania could be treated satisfactorily at home, while Dr.

Seymour Tuke gave three cogent reasons for treatment

in a well-ordered asylum. Individual experiences were

related ; there was a general agreement as to the value

of food and sleep in such cases, and also in the opinion

that, generally speaking, a favourable prognosis may be

given. ,

"On the Anatomy of the Pregnant Tube was the
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subject of a valuable paper read Ijy Dr. H. Russell

Andrews on May 6th.

A description of the histological appearances of the

tube and ovum in early tubal pregnane}' was given, and
the question of tubal decidua fully discussed. Dr. Andrews
believes that decidual changes are to be found in the tube,

but that a compact decidua comparable to that formed in

the uterus is not present. The difference of structure in

the mucous membrane of the folds and that of the intervals

between them was pointed out. The ovum was stated to

lie outside the lumen of the tube, in the tubal muscle.

This was explained as being due to the eroding action of

the trophoblast, which also is responsible for the opening

of vessels, and mainly for the production of rupture and
abortion.

Taken in conjunction with the communication by Dr.

Lockyer, at the same meeting, on " A Case of Incomplete

Tubal Abortion showing Intra-mural Imbedding of the

Placenta," the Society had an important demonstration

presented. Many of the facts described by Webster, by
Hart and Gulland, the researches in comparative anatomy
of Hubrecht, and the descriptions of Peters's ovum, admit

of Dr. Andrews's work being regarded with much interest

and value.

One of the most impoi'tant contributions of modern
times was a paper read by Dr. J. H. Teacher (introduced

by Dr. Eden) on June 4tli entitled " On Chorionepithe-

lioma (the so-called Deciduoma Malignum) and the occur-

rence of Chorionepitheliomatous and Hydatidiform Mole-

like Structures in Tumours of the Testis." Pound this

subject considerable, and even enthusiastic, interest Avas

gathered, an adjourned meeting for further discussion

being held on June 16th.

Dr. Teacher's paper was an elaborate exposition, col-

lated witli much care, and infinite attention to details ; it

was illustrated by drawings, photographs, and micro-

scopical preparations as to the nature and origin of

chorionepithelioma, and its relations to the placenta.
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Probably Dr. Teacher laid too mueli emphasis upon the

result of the now historic discussion held at the Obstet-

rical Society in 1896. The report of that Committee

(vol. xxxviii, p. 183), consisting of exceptionally able

pathologists, states :
" We are of opinion that these cases

are sarcomata, and therefore of connective-tissue origin,

and they contain plasmodia identical in character with

the ' so-called ' syncytial masses described by writers as

deciduoma malignum, and the presumption is that they

have arisen in maternal, not in foetal tissues ; but there is

no definite evidence before us on this point.'^ Again

—

" We are of opinion that there is nothing in the histolo-

gical characters of these specimens to justify the supposi-

tion that they are of decidual origin, and the term deci-

duoma malignum is therefore an inappropriate one." At
this meeting also. May 6th, the President, Dr. Champneys,

reiterated the opinion of previous speakers when he re-

marked " the conclusion of the debate seemed to be that

the question is far from being settled." The views of

the Committee as a whole represented the views held by

the majority of its component members. It must be borne

in mind that there is no finality in knowledge, nor must it

be supposed that among the individual members of the

Committee the last word on the subject was assumed to

have been spoken. Further, Dr. Teacher's narration of

the views held by so great an authority as Veit gives

testimony that there was fair ground at least for the con-

clusions then reached by the Committee as to the resem-

blance of these conditions to sarcomata.

It is in accordance with the true spirit of scientific

research that progress is made by accretion, by the com-

parison and verification of the work of others, as well as

by patient and persistent observation on the part of all

searchers for truth. Dr. Eden frankly admitted in the

discussion on Dr. Teacher's paper that subsequent con-

sideration of Marchand's views, together with continued

study of the subject, had led to altered opinions as to the

origin and nature of the subject under debate, while the
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contributions of Dr. Lockyer and others give proof tliat

the Society had neither slumbered nor slept in its efforts

to solve the problems which had arisen.

The conclusions which Dr. Teacher in his paper con-

sidered as proved were that (1) the so-called deciduoma
malignum is a tumour arising in connection with preg-

nancy, and originating from the epithelium of the chorionic

villi (or its foi-erunner^ the trophoblast) which is of foetal

ectoblastic origin. The malignant hydatidiform moles

may be treated as a variety of chorionepithelioma. (2)

That, the chorionepithelioma and malignant hydatidiform

mole form quite a characteristic group of tumours clini-

cally and pathologically, and that they should be classified

neither as sarcomata nor carcinomata, but as a distinct

class sui generis. (3) That in addition to the common
tumours developing from a pregnancy, there are tumours

containing precisely similar structures which are not con-

nected with a pregnancy, and may occur in other parts of

the body than the uterus, and in either sex. These, he

concludes, are most probably teratomata, originating from

some structure which has the morphological value of an

included, matured, and fertilised ovum ; and the chorion-

epitheliomatous tissues represent the actual trophoblast

(chorionic epithelium of the included ovum).

The title was somewhat varied at the following meeting—" Chorionepithelioma and the occurrence of Chorion-

epitheliomatous and Hydatidiform Mole-like Structures in

Teratomata."

Dr. Galabin opened the discussion at the adjourned

meeting, stating that it had been his belief from the first

that the so-called deciduoma malignum was the result of

pregnancy, and that it was a foetal epithelioma implanted

upon the mother. Dr. Spencer affirmed that at the time

mentioned he had opposed the view of Dr. Kantliack and

Dr. Eden, and had brought forward evidence to show that

the disease originated in the products of conception.

A great number of specimens have been shown tending

to confirm the deductions of Dr. Teacher's paper. Evi-



ANNUAL ADDRESS. 73

dence has even been evoked from the spirits of the deep

—specimens long dormant in jars have been minutely

examined, and by the interpretation of modern views have

been rehabilitated and labelled afresh. Clinical descrip-

tions have also been numerous in lending- adhesion to

support the pathological alliance. The consensus of

opinion revealed that the position so clearly expounded

by Dr. Teacher represents the most advanced knowledge

of the subject at the present time.

There still remain questions of much interest to be

elucidated in connection with certain points brought out

in the course of the discussion, notably, among others, the

explanation of such cases as that brought forward by Dr.

Ritchie, "Embryoma in the Anterior Mediastinum of a

Male Adult," the occurrence of secondary growths, and

the remarkable disappearance of secondary growths after

removal of primary growths.

An interesting corollary to the paper and the specimens

shown was a communication by Mr. J. D. Malcolm and

Dr. R. Hamilton Bell on " A Case of Hydatidiform Mole

with Bilateral Cystic Disease of the Ovaries and Invasion

of the Muscular Wall of the Uterus, the patient being

quite well two years after removal of the parts." From
the condition of the patient delivery of the uterine con-

tents was necessitated. The uterus was emptied and

curetted on May 8tli, a large quantity of hydatidiform

material evacuated which it was impossible to remove

with the finger. On the 12th the uterus was again

curetted. The condition of the patient not being satis-

factory the abdomen was opened and two ovarian tumours

removed, the right one having a twisted pedicle ; the

whole uterus was also taken away. Other instances of

the occurrence of vesicular mole and chorionepithelioma

have been recorded as associated with bilateral, or single,

or ovarian cysts. Mrs. Scharlieb gave an account of one

happening in her own practice.

It was mentioned that Avhile any association between

cystic ovarian degenej-ation and vesicular mole has been
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denied, there appears from high authorities a strong pre-

sumption that some such relation is not uncommonly ob-

served.

On July Lst a paper was read by Air. Sydney Stephenson
(introduced by Dr. W. S. A. Griffith) on " Ophthalmia
Neonatorum, its Etiology and Prevention." Beginning
with the statement that, ophthalmia neonatorum is the

cause of more blindness than any other disease of the

eyes, except atrophy of the optic nerves, Mr. Stephenson
remarked that it accounted for 10 per cent, of the cases

of blindness, and that of 1498 instances of this disease

gonococci were demonstrated in 60-17 per cent. He
therefore laid considerable stress upon the bacteriological

examination of pus from the conjunctiva. The most
practical and by far the best means of prevention Mr.
Stephenson strongly insisted was the method of Crede

—

the application of a single drop of a 2 per cent, solution

of silver nitrate dropped into the baby^s eyes as soon as

possible after birth. The objection to this is that it

sometimes produces a trifling amount of conjunctivitis.

This Dr. Herman remarked was a point of importance in

the practice of young medical men. Failing to find any
evidence of specific infection he advocated the use of a

1 in 2000 sublimate solution. It was urged that in the

training of midwives a knowledge of the use of appropriate

remedies in these cases should be included. But it was
pointed out that regulations already exist as to the use of

a 1 in 4000 sublimate solution by midAvives for this pur-

pose. The objection to a mu.ltiplicity of details in the

conduct of their duties was clearly shown by Dr.

Oullingworth. Dr. Horrocks adverted to the non-necessity

of routine treatment in all cases, the inference being that

in about 90 per cent, of the cases there is no occasion for

it. Difference of opinion was expressed upon this point,

and also upon the value of various solutions recommended.
Mr. Stephenson, in reply, Avas firmly convinced that

Crede's method Avas the best available plan of prophylaxis,,

and he appealed to the Society to endorse its general use.
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The discussion left on one's mind an impression suggested

by the lines of Pope :

'"Tis with ovir judgments as oiu- watches—none

Go jiist alike, yet each believes his own."

On November 4tli Dr. George J. Maguire read a paper

on " Acute Contagious Pemphigus in the Newboi'n."

Apart from syphilitic origin this condition is rare

;

eighteen cases with eight deaths were recorded as having

happened in twenty deliveries in the Richmond Lying-in

Charity.

The contagion was traced to the practice of a certain

midwife. It was considered by Dr. Maguire to be of

septic origin, gaining entrance through the unhealed

umbilicus, the pathogenic germs being the Staphylococcus

injogenes aureus. Details were given of the clinical history

and appearances of the eruption, and it was stated th^t

no treatment was of any avail in the course or the result

of the disease. One peculiarity of the epidemic was men-
tioned—that in some instances it was communicated to

older children and to adults. All the mothers, with one

slight exception, Avere healthy, and all the children were

breast-fed. Some doubt was subsequently manifested in

the discussion as to the form of the specific micro-organism

and as to the place of its entrance.

Dr. T. Vincent Dickinson alluded to a similar epidemic

occurring at Parma in 1901-2, and gave some details

connected with it.

" On the Fate of the Ovum and Graafian Follicle in

Pre-menstrual Ages." In this paper read by Dr. T. G.

Stevens the author states that the object is to tiy and
determine to what degree the Graafian follicle matures in

pre-menstrual life, and if possible to show the retrograde

stages until a scar is formed ; and also to know what
becomes of the ovum during these retrograde stages.

Upwards of seventy pairs of ovaries of children under

ten years of age were examined by serial sections, a task

evidently entailing an enormous amount of labour.

Dr. Stevens found that no rupture of the follicle takes
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place^ and that notliing like a corpus luteuin is ever

formed. The follicle and contained ovum matures up to

a certain point, then a kind of phagocytic action takes

place—the agent being the cells of the membrana
granulosa,-—-by which the ovum is removed, though it

may undergo simple necrobiosis ; finally the contents of

the follicle are absorbed, it contracts, by means of a

granulation tissue, which forms in its wall, which eventu-

ally absorbs the remains of the membrana granulosa and

the liquor folliculi.

In the criticisms following this paper it was suggested

that the destructive cells mentioned might be leucoc3-tes,

and not those of the membrana granulosa, and that the

destructive functions said to be due to them were contrary

to known physiological processes. The investigations

were rendered less reliable by the fact that the observa-

tions were all made post-mortem. The chief point of

interest seemed to be the retrogression of the membrana
granulosa cells in pre-menstrual life, while, when sexual

life begins they continue to grow after the dehiscence of

the follicle and form the corpus luteum. Thus the corpus

luteum, with its ascribed function of forming the internal

secretion of the ovary, marks the difference which

characterises pubei'ty from the changes wdiich are pre-

sented in earlier periods of life.

Gentlemen, there is a shade which passes before us in

a review such as we are engaged upon this evening ; a

dimness which always causes some trepidation and even

difficulty in penetrating—that is in the chronicling of our

Obituary notices.

The commemorative instinct is strong within us ; we
seek to keep alive the names of those who have dwelt in

our midst, who have strengthened our counsels and shared

our deliberations. We desire to cherish in our Register

the achievements of those who have shed lustre upon our

Society, and, as far as possible, to call to mind all our

departed Fellows, for here there is no distinction.

" Pallida mors axiiio piilsat pede."
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Alike those who enter, or occup}', the pahices of king-s,

or those who toil among- the dwellers of more humble

homes, all equally submit to the inevitable and irresistible

stroke of death. It is said that it is not easy to write a

suitable epitaph ; it is less so to write with propriety and

impartiality what we would wish to say of those who have

passed away. There have been instances where we might

have been relieved from the task by the complacency and

self-satisfaction of those who have anticipated beyond the

grave. Peter Chamberlen—a name familiar to us,—whose

ag'gressiveness and dominant self-confidence led him to

appraise his own powers for posterity, thus wrote the

inscription for his own tomb :

" To tell his learning- and his life to men
Enough is said, by there lyes Chamberlen."

This pride of exultation is sometimes also met with in

men of g-enius sensible of their own merits, and fearful

lest they should not be duly recognised:—"When I am
dead," said the great Anatomist, " 3'ou will not meet Avith

another John Hunter." If it is embarrassing to record

the attributes of the dead on monuments of stone it is

more difficult to do full justice to their memory on occa-

sions like the present, yet it is fitting that we should give

an account of the vacancies in our ranks, and bear

testimony to the ties which have hitherto bound the

deceased in association with our proceedings.

Thomas Gaillard Thomas, M.D., was an Honorar}'

Fellow of this Society. He Avas born in South Carolina,

November 31st, 1832, and died suddenly of heart disease

in New York on the 28th of February, 1903.

Thirty years ago Dr. Gaillard Thomas occupied a dis-

tinguished position of world-wide fame. He filled in

succession the Chairs of Obstetrics and Grynsecology at

the College of Physicians and Surgeons of New York.

In 1868 he published a work on diseases of women,

which passed through nine editions, and Avas translated

into five languages. As an operator his repvitation was
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widespread ; one of liis methods of opening tlie abdomen
lie described as gastroelytrotomy. He endeavoured to

substitute the term of areolar hyperplasia for that of

chronic metritis. He was a frequent contributor to

obstetric and gyneecological literature, a well-known

speaker in discussions, and a man of refinement and
culture. Dr. Thomas was looked upon as one of the best

teachers and lecturers in America on the subjects with

which he was associated in his profession. He was
elected to the highest distinction of this Society in

1872.

R. J. Wallace, M.D., Calcutta. Of him I have not

been able to get any account be3'ond the mention that

he died on September 27th, 1903, at Calcutta, where he

had been in practice.

The same with regard to Edward W. Jenks, M.D.,

Detroit, from whose son a letter was received in July,

1903, saying that his father died of pneumonia on March
19tli, on his way home from a pleasure trip in Mexico.

Edward Wilmshurst Tait, M.R.C.S., died on March
31st, 1903, at his residence at Hampstead. He Avas born

at Heytesbury, Wiltshire, in 1829. His father being a

Congregational Minister, Mr. Tait was educated at St.

Bartholomew's Hospital, and ever gratefully acknowledged

the influence of Sir James Paget's teaching upon his life

and career. He was a highly respected practitioner at

Highbury Pai-k, and retired from active work some ten •

years before his death. Mr. Tait was a staunch Non-
conformist, a man of innate courtesy and consideration,

regarded with much affection by all who knew him and

who were acquainted with high principles which actuated

his life.

Edward William Flemyng Stiven, M.D.Ed., came of a

Sutherlandshire family. His father was a Surgeon in the

Indian Army. His grandfather also a Surgeon under the

Old John Company. Dr. Stiven was born in India in

1851. He was educated at Madras College, St. Andrews,

entering at Edinburgh for Medicine, at which University
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he took tlie degrees of M.B. and CM. in 1874. He
afterwards studied at Berlin and Vienna. While at the

latter place the Servian war broke out, and Dr. Stiven

took service with the Servian Army. As the Russo-

Turkish war developed he joined the Turkish troops under

the employment of the Stafford House Committee, and

rendered much valuable aid to the wounded. His name
is associated with a memorable march to Erzeroum amid

great difficulties of climate and marauding villains of every

description. After a severe attack of fever he returned

to England, entered into practice for a time at South

Shields, and settled finally at Harrow in 1881. Here
he soon associated himself with the public work of the

town, becoming Chairman, first of the Local Board, and,

after the new Act, of the District (Council in 1898. His

technical knowledge, his vigorous mind, and love of active

work enabled him to effect many reforms, and to afford

great help in the administration of local affairs. Dr.

Stiven died of pneumonia, after an illness of five days, on

July 21st, 1903. He was buried in the churchyard of

Roxeth amid manifestations of universal regret. He left

a wife and five children.

William Henry Kempster, M.D.St. Andrews, of Clapham
Common, was 69 years of age at the time of his death in

December last. He was trained at the Westminster Hos-
pital Medical School, where he gained the Chadwick Medal
and Prize, and was a prosector of the Royal College of

Surgeons. He took the M.R.C.S. in 1862, and in 1868

the L.R.C.P.Edin., and fourteen years later the M.D.St.

Andrews. He was Medical Officer of Health for Battersea

for more than thirty years, and also held the appointments

of Divisional Surgeon of Police and Public Yaccinator.

He was Treasurer and an ex-President of the Society of

Medical Officers of Health. Outside medical work he

was interested in Freemasonry, and was a Past Grand
Master. In his last few years he was confined to the

house with the illness which eventually caused his death.

John Griffiths Swayne, M.D.Lond., was at one time a
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Vice-President of this Society. Born in 1819^ Dr. Swayne
readied a rij)e old age, passing away at Clifton on August
1st; 1903j in his 85th year.

He was the son of a Clifton practitioner, and began his

studies at the Bristol Medical School, continuing them at

Guy^s Hospital and in Paris. He obtained the degree of

M.B. at the University of London in 1842 with the Gold
Medal in Medicine and Midwifery, the M.D. three years

later. Soon afterwards he commenced practice in Bristol,

taking part in the teaching school of that city.

In 1853 he was elected the first Physician Accoucheur
to the Bristol General Hospital, a post he retained for

twenty-two years. Part of this period he was Professor

of Midwifery at University College, Bristol.

Dr. Swayne was well known as the w^riter of a small

book entitled ' Obstetric Aphorisms,^ a work which he

stated as being " merely intended to serve the temporary

purpose of a guide to beginners in the Obstetric art.^^

However, it became very popular, passed through ten

editions, and was translated into eight foreign languages,

including Japanese and Hindustani. He also contributed

several interesting papers to our ' Transactions,' as well

as to other journals on obstetric subjects. For fifty years

Dr. Swayne was actively engaged as a teacher in the

Bristol Medical School. He long held a prominent and

honourable position as an expert obstetrician throughout

the west of England. Dr. Swayne possessed considerable

literary and artistic ability. He was reserved in manner,

benevolent in disposition, a devoted son of the church, to

which he was much attached and a valuable supporter.

He was also highly esteemed as a citizen. He lived long,

but he realised the highest consummation of life, for as

he drifted into the sere and yellow leaf he had all " that

which should accompany old age, as honour, love,

obedience, troops of friends."

William Sraoult Playfair, M.D.Ed. Dr. Playfair was

for many years a distinguished Fellow among us, a fre-

quent contributor to the ' Transactions,' a facile writer, a
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lucid speaker, and an eifective debater at our meetings.

He was admitted Fellow on January 6tli, 1864, and soon

identified himself with the work of the Society, becoming

Hon. Librarian 1868-9, Hon. Secretary 1870-2, Vice-

President 1873-5, and President 1879-80.

Dr. Playfair came of a stock which had done much

service to the state and to the community, his grandfather,

Dr. James Playfair, being Principal of St. Andrews Uni-

versity for nineteen years. His brother. Lord Playfair,

was for some years Professor of Chemistry at the Uni-

versity of Edinburgh, and afterwards the representative

in Parliament of the Universities of Edinburgh and St.

Andrews. Another brother was Sir Robert Lambert

Playfair, British Consul at Algiers. His father, George

Playfair, was Inspector-General of Hospitals in Bengal.

The subject of this memoir. Dr. William S. Playfair, was

born at St. Andrews in 1836. He received his earliest

training in his native city, and after graduating in medi-

cine at Edinburgh in 1856, completed his medical educa-

tion in Paris.

Aspiring to follow the steps of his father, he entered

the Indian Medical Service in 1857, serving in the Bengal

army as assistant surgeon in Oude during the Mutiny.

Upon the more settled state of that province he obtained

the post of Professor of Surgeiy at Calcutta Medical

College in the years 1859—60. Finding the climate

affecting his health after some years' residence in India,

he resolved to leave that country and begin afresh. It

is singular to relate that he went to the opposite extreme

and chose to establish himself at St. Petersburg; in

fact, he commenced practice in that city, remaining there

six mouths without realising his expectations as to health

or progress.

He returned to London in 1863 with no settled or

definite plans in his mind, intending to seize the oppor-

tunity which presented itself to him as a suitable opening,

conscious of his own powers, and relying upon his deter-

mination to succeed in his profession. At this time Dr.

6VOL. XLVl.
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Artliur Favre vcsiiJ-iiod his position as I'rot'essor of Ob-

stetrics at King's College and as Physician Accoucheur to

King's College Hospital. Dr. Priestley succeeded him

after a contest, owing to' which Dr. 'J'anner and Dr.

Meadows gave up their appointments. Then came

Play fair's opportunity. He applied himself to obtain it

with an alertness and vigour which presaged his fixed

idea of success in what he undertook. He gained what

he sought, and was elected Assistant Physician for the

Diseases of Women and Children to King's College Hos-

pital, and, on the retirement of Dr. Priestley in ] 872, Dr.

Playfair was appointed Professor of Obstetric Medicine at

King's College and Obstetric Physician to King's College

Hospital. These appointments he held for twenty-five

years, resigning in 1898, not from any age limit or in-

ability, but in accordance with, his conviction that this

period of time Avas sufficient length of service on indivi-

dual and on public grounds.

On vacating these posts he was entertained at dinner

by a large and enthusiastic gathering of his friends,

presided over by Lord Lister, who acknowledg'ed his ac-

quaintance during forty-four years with Dr. Playfair, and

expressed in graceful terms the high appreciation of his

undiminished honour and probity of purpose in public

and in private life.

It is characteristic of Dr. Playfair's energy and will

power that when, almost by accident, he took up the

subject of obstetrics and gyneecology as his future pursuit

in life on obtaining his appointment in 1863, he deve-

loped so rapidly into an advanced position in these arts

;

indeed, he admitted that at this particular juncture of his

life he knew no more about obstetrics than he did about

astronomy. He was the first to protest a.gainst and to

decline to hand over his patients to the general surgeon

for operation, and asserted his surgical instincts b}^

setting the example of obstetricians operating upon their

oAvn patients in the diseases pertaining to their own de-

partment.
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Honours came quickly upon liini. He becaniu I'liysician-

Accouclieui- to Her Imperial and Royal Highness the

Duchess of Edinburgh ; Grand Officer of the Crown of

Koumania. The Universities of Edinburgh, and of St.

Andrews, conferred upon him the honorary degree of

LL.D. He was made an Honorary Fellow of the

American and of the Boston Gynaecological Societies, of

the Obstetrical Society of Edinburgh, and of King's

College, Consulting Physician to the General Lying-in

Hospital, and to the Evelina Hospital for Children, and

lastly Emeritus Professor of Obstetrics at King's College,

and Consulting Physician for Diseases of Women to

King's College Hospital.

Dr. Playfair's contributions to the distinctive literature

of his profession Avere numerous. In 1865 he published

a hand-book of obstetric operations, which became gradu-

ally disused after the published lectures of Dr. Barnes on

the same subject in 1870. In the volume of the ' Tran-

sactions ' for 1867 there are valuable papers from his pen

on the treatment of labour complicated by ovarian tumours,

and in the ' Lancet ' for the same year on thrombosis and

embolism of the pulmonary artery as a cause of death in

the puerperal state. In 1874 there appeared in the same

paper lectures on chronic uterine catarrh which were

read and referred to with a widespread interest. He
there pointed out that applications to the interior of the

uterus could be facilitated by the use of a particular

form of instrument now familiarly known as Playfair's

probe. In 1876 he published his treatise on the ' Science

and Practice of Midwifery,' a book which subsequently

reached the ninth edition. This was based upon the teach-

ing of the Edinburgh School as enunciated by Professor

Simpson, and prior to him by Dr. Hamilton. Indeed a

very close resemblance is exhibited in the text to the

lectures delivered by Simpson, under whom Playfair had
been a student. But the popularity of this work, which

was great, consists chiefly in the charm of the style in
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which it was written^ a style which makes the subject

appear easy, and pleasant even, to read.

In 1881 he published 'Notes on the Systematic Treat-

ment of Nerve Prostration and Hysteria connected with

Uterine Disease.' It is this subject with which his name
has been most closely associated. Indeed, I doubt it

any name in our profession was more widely known out-

side professional circles, or any treatment more talked of

or criticised, when he first brought it under the notice of

the medical profession in this country. In writing these

notes he announced that he had no original contribution

to make to the profession, and that he was led to review

the subject by the study of Dr. Weir Mitchell's " remark-

able work "—
' Fat and Blood, and how to make them.'

The obscurity surrounding this class of cases, the protean

symptoms connected with them, the difficulty of ameliora-

tion and treatment has been—and I'm afraid still is

—

often embarrassing, calculated sorely to try the patience,

and to vex the skill of the medical attendant. Dr. Play-

fair called especial attention to the fact that while in a

large number of these cases there is, or has been, very

real uterine mischief, many of them have drifted beyond

the point at which local treatment, however judicious, is

capable of effecting a cure. I need hardly say to you

that the essentials of the treatment are comprised under

the heads of (1) seclusion; (2) massage
; (3) electricity;

(4) diet and regimen. Dr. Playfair adopted this method

of treatment with much enthusiasm in spite of some ex-

pressed misgivings and free criticism. At any rate he

thoroughly believed in it himself and advocated it Avitli a

persistence and intensity which seldom failed to carry

conviction. He was wont to exhibit illustrations of cures

effected by these means, and to exclaim with a laudable

pride as he displayed the photographs of patients before

and after treatment, "Look upon this picture, and upon

tliat !
" Tlie comparison appealed at once, and certainly

ap])eai'ed to justify both tlie premises and the conclusions.

Soon after, or indeed for years before his retirement,
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lie .was troablt'd with some culurgeineiii of his prostate

g-hmd. For this trouble he underwent an o})eration in

August^ 1902, with much benefit. On his recovery he

went to Home, and for a time enjoyed good health.

Writing to me from that place in a letter dated March
3rd, 1903^ he said '' I have been very reluctantly com-
pelled by the bad health I have had for some years past

to retire from practice, which has been a great distress to

me^ as I had hoped to have died in harness. Happily

this rest and change has made a new man of me, and 1

am thoroughly enjoying ni}^ stay in this most interesting

of all places ; and I now realise for the first time hoAv I

have been struggling unwisely for some years not to throw

up the sponge.^' The activity of mind ho had ahvays

possessed gave him interests for the time being in fresh

subjects. He designed to write, along with Mr. Eush-

worth, the President of the Archasological Society of Home,
a " History of the English Church in Rome.'' This happy
object did not come within his realisation, for on the 24th

of March he was seized Avith an attack of apoplexy at

Florence, There, under the assiduous attention of Dr.

Coldstream and of my friend and former colleague Sir

Willoughby Wade, he gradually rallied. His main desire

was to return to his native town of St. Andrews. His

natural hopefulness helped him, and to that place he was
brought by easy stages. There sat the " shadow feared

of man " waiting to claim his companionship. The sym-
ptoms of old-standing kidney mischief here supervened, to

Avhich he sloAvly succumbed, and died on August 3rd, 1903.

For some days before his death he suffered from distress-

ing sickness ; even then his vitality and cheerfulness of

spirits did not desert him. He met the sympathy ex-

pressed to him with a smile, and with an effort of his

former self remarked that " People are sometimes sick on

crossing the bar," The force of the allusion gave ominous

reference to his approaching end. Shortly he Avas carried

over the bar, and passed calmly through less troubled
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waters to that distant bourne from which there is no

return.

He was buried in the cemetery of St. Andrews with

the rites of the Episcopal church. This Society was

represented at the funeral by Dr. John Phillips who
happened to be near the locality at the time, and who
kindly bore our tribute to the long association of Dr.

Playfair among us, and the loss sustained by his death.

Dr. Playfair married in 1864, Emily, daughter of Mr.

James Kitson, of Leeds, by whom he had one son and

three daughters, who survive him.

I cannot allow the opportunity to pass without ex-

pressing my thanks to the officers of the Society for the

valuable support 1 have received during the first term of

iny lease as President ; to Miss Hannam for ever ready

help and information always cheerfully given, to the

Hon. Secretaries, Dr. Amand Kouth, and Dr. Handfield

Jones, for willing assistance on all occasions. My duties

having brought me more closely in association with Dr.

Amand Routh I refer to him with profound appreciation

of his service to the Society : the intimate know^ledge of

details, the sound judgment, iind the unfailing loyalty he

has displayed to the interests of the Society during a

period of four years will leave his name conspicuous in

our annals among those who have done so much to add

to its character and progress.

On the motion of Dr. C. H. F. Eouth, seconded by Dr.

Heuman, a vote of thanks to the President for his address

was passed by acclamation.
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Edward Malins, M.D., President, in the Chair.

Present—46 Fellows and 6 Visitors.

Books were presented by the St. Bartholomew's Hospital
Staff, the Radcliffe Librarian, and the Select Committee
on Ventilation api)ointed by the House of Commons.

Florence Elizabeth Willey, M.B., B.S.Lond., was ad-
mitted a Fellow.

Richard T. Worthington, M.B., B.C.Cantab., was de-

clared admitted.

The following- candidates were proposed for election :

—E. Drummond Maxwell, M.B.Lond. ; Asa Claude Van
Buren, M.B., B.S.Lond.

The following gentlemen were elected Fellows of the
Society :—James Marr Brydone, M.B., B.C.Cantab.

;

Kedarnath Das, L.M.S. and M.B.Cal. and M.D.Madras

;

Edmund Moritz Illington, Capt. I.M.S., M.R.C.S., and
L.R.C.P. ; Herbert John Paterson,M.A., M.B., B.C.Cantab.,
F.R.C.S.Eng.

The Peesident announced that it had been found advis-

able to make a slight change in the rules with regard to

VOL. XLVI. 7
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the sending in of tlie MS. of remarks made and specimens

shown at the Meetings—viz. that the speakers and ex-

hibitors must send to the Seci'etaries before the Saturday

morning folloiving the meeting an account of the same in

writino'.

TWO SPECIMENS OF EXTRA-UTERINE FCETATION.

Shown by Dr. Handfield-Jones.

Dr. Handfield-Jones showed two specimens of extra-

uterine foetation. In both cases the pregnancy occurred

in the right Fallopian tube, and was advanced to about

the seventh week, and in both cases there was no rupture

of the tube.

In one case death had occurred owing to the severe

haemorrhage, Avhich poured out from the open end of the

tube. In the other case only a couple of drachms of blood

had escaped into the peritoneal cavity, but in both cases

a large amount of blood-clot was found in the distended

tube surrounding the ovum.

Operation was easy and the result satisfactory in the

second case, while in the first patient death occurred from

haemorrhage before surgical interference was possible.

The cases Avould seem to emphasise the desirability and

advantage of early operation in these cases of unruptured

tubal gestation.

Dr. Ctjllingwoeth asked if the death had occurred before the

contemplated examination under anaesthesia, as, if so, it could

not of course be ascribed to injury diiring manipulation, a point

which it seemed important to make perfectly clear.



TWO CASES INYOLA^NG THE QUESTION OF THE
SITE OF IMPREGNATION.-^

By Hakeison Cripps,

SURGEON TO ST. BARTHOLOMEW'S HOSPITAL;

AND

Herbert Williamson,

DEMONSTRATOR OF PRACTICAL OBSTETRICS AT ST. BARTHOLOMEW'S
HOSPITAL.

(Received October 27th, 1903.)

{Abstract.)

Case 1.

—

Tubal Gestation after Complete Eemoval of

THE Ovary on the same Side.

A case is recorded in which, after complete removal of the

right ovary, gestation subsequently occurred in the right tube.

There are two possible explanations of this phenomenon :

(1) The presence of an accessory ovary on the right side.

(2) External migration of the ovum.

These two possibilities are discussed in some detail, and the

conclusion arrived at is that external migration of the o^-um

is the more proliable.

Two similar cases recorded in the literature are c[uoted.

Case 2.

—

Pregnancy after Eemoval op a Portion of both

Tubes.

A case is recorded in which a patient became pregnant after

both Fallopian tubes had been ligatured ; to prevent subsequent

conception the abdomen was reopened and a portion of each tube

excised. In spite of this the patient again became pregnant.

* The authors are indebted to Dr. Champneys for permission to use

his notes upon these two cases.
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Similar cases from the literature are quoted, and the manner

in Avhich the ovum traversed the obstructed tube is discussed.

The bearing of these two cases upon the aetiology of tubal

gestation is briefly indicated.

In spite of the careful and valuable work which in

recent years lias been done upon the early history and

development of the fertilised ovum, and in spite of the

light which Peters's observations have thrown upon many
previously obscure pathological conditions, we are still in

ignorance of the site at which impregnation normally

occurs and of all details of the journey of the ovum from

the ovary to the uterus. The following two cases Avhich

have occurred in the practice of St. BartholomeAv's

Hospital have some bearing upon these points and are

therefore placed on record.

Case 1.

—

Tubal Gestation after Complete Eemoval or

THE Ovary on the same Side.

B. D— was admitted into St. Bartholomew's Hospital

on January 10th, 1903, under the care of Dr. Champneys,

complaining of pain in the lower part of the abdomen, and

hsemorrhage from the vagina.

She had had previously five pregnancies, four children

(the last of whom was born in January, 1902), and one

miscarriage in 1898.

Menstruation had always been regular ; the periods

commenced when she was 14 years of age, they recurred

every twenty-eight days, lasted four da,js, and the amount

lost was not excessive. The last period ceased on November

9th, 1902.

The patient stated that slie underwent an operation in

1899, when Mrs. Scharlieb removed an ovarian tumour.

History of the ^present condition.—After the cessation

of the menstrual period in November, 1902, there followed

six weeks' amenorrhcea. In Christmas week of that year

the patient commenced to suffer from pain situated chiefly
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in the right iliac fossa ; this pain came on suddenly, but

without any symptoms of collapse, at the same time she

noticed hjemorrhage from the vagina. The pain and

haemorrhage have persisted since that date, the htemor-

rhage being sufficient to necessitate the use of six diapers

per day.

On examinatiun per hypogastrium a scar was seen reach-

ing from the pubes to the umbilicus j and on the right

side of the hypogastrium, situated two and a half inches

above the pubes was a fixed indurated mass of the size of

an orange.

Per vaginam the cervix was displaced downwards, for-

wards, and to the right, so as to lie a finger's breadth

behind the right pubic ramus ; behind this, and occupying

the rest of the pelvis, was a fixed tumour partly solid,

partly fluid, and elastic.

BimanualJy the uterus could be felt lying behind

the right Poupart's ligament, and not appreciably enlarged.

The tumour itself reached to a point midway between the

pubes and umbilicus.

Per rectum the tumour lay entirely in front of the

bowel. The uterine sound passed, with its concavity for-

wards, for a distance of four inches in front of the

tumour.

On January 21st abdominal section was performed by

Mr. Harrison Cripps. An incision five inches in length

was made, nearly in the middle line and just to the right

of the scar of the previous incision. A quantity of old

blood-clot was found in Douglas's pouch, and the right

Fallopian tube was expanded and ruptured. The tube was
drawn up into the wound (after separating adhesions) and

the 'broad ligament transfixed and secured as a pedicle.

The distended tube was then cut away. Nearly a pint of

old blood-clot was removed from Douglas's pouch. Care-

ful search failed to reveal any trace of a right ovary.

The patient made an uninterrupted recovery and was

discharged on February 21st, 1903.

Sections of the tube wall and of portions of the clot
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found in the tube show the pi'esence of numerous well-

formed chorionic villi, so that there can be no doubt

whatever that the case was one of tubal gestation.

Mrs. Scharlieb writes as follows :
" I removed from

Mrs. D— a right-sided ovarian tumour on May 9th, 1899.

It contained much grumous material and a little coiled-up

hair. It was the size of a foetal head at full term. The
uterus and appendages of the left side were healthy. The
patient made a good recovery and Avent home on the 2nd

of June."

The chief interest in this case centres in the fact that

it affords clear proof of the possibility of gestation in a

Fallopian tube, after the ovary of the same side has been

removed.

At the operation described above, a careful search Avas

made but no trace of the organ could be discovered
;

further the condition found at the previous operation, a

dermoid cyst, renders it very improbable that any portion

of the oophoron could have been left behind. What Avas

the source, then, of the ovum which gave rise to the

tubal gestation ?

Was there an accessory ovary on the right side ? This

is improbable—the presence of a third ovary is one of the

rarest abnormalities met with in the human body, if

indeed it ever occurs. Cases have been recorded from

time to time, but of those which have been subjected to

thorough examination, very few have stood the test.

Small pedunculated tumours attached to the surface of

the ovary, small fibro-myomata of the ovarian ligament,

and corpora fibrosa have all been described as accessory

ovaries, until submitted to microscopical examination,

when their real nature became revealed.

A very interesting case has been recently reported by

Baldwin (1). On July loth, 1893, he removed by

abdominal section both ovaries and tubes from a woman
aged 32. She had for some years suffered from monor-

rhagia, but the reasons Avhich led him to perform this

operation are not very clearly given. He states, how-
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ever, that no adhesions were encountered, and that the

recovery from the operation Avas imeventful.

In spite of this treatment the monorrhagia persisted, and
eleven months later the patient was curetted but without

benefit. ''In November, 1894, careful examination revealed

a small mass of tissue to the left of the uterus. When
this was pressed upon a senSatioh was experienced similar

to that caused by pressure upon an ovar3\'' The abdo-

men was again opened, and " this mass of tissue, which

was between the layers of left broad ligament and appa-

rently just below the remains of the ovarian ligament,

was identified and removed. It was about the size and
shape of a small Lima bean and presented all the charac-

teristics of ordinar}' ovarian tissue."

The situation of this structure, ''just below the remains

of the ovarian ligament," suggests very strongly that

the ovary was not completely removed at the first opera-

tion. Doran has pointed out that this is precisely the

spot a,t which removal is likely to be incomplete.

Thumin (2) has recently fully reviewed and ci^iticised

the recorded cases of third or accessory ovaries, and he

gives instances which apparently must be admitted ; but

in these cases there has been present a third Fallopian

tube in communication Avith the uterus.

Doran (3) has examined a number of instances in

Avhich pregnancy had occurred after double ovariotomy.

In all the cases he has investigated, the operation Avas

undertaken either for cystic disease or for intiammatorA'

conditions of the OA'ary ; and under circumstances Avliich

rendered it extremely probable that portions of ovarian

tissue had been left behind. This could be demonsti-ated

in some instances by examination of the specimens,

Avhilst in others the description of the operation indicates

the impossibility of absolute certainty of the reraoA'al of

the Avhole organ. Where, hoAvever, Ave haA^e to deal AA'ith

a dermoid, a clearly circumscribed and pedunculated

tumour, its complete removal is a much easier matter,

and it seems improbable that any oophoritic tissue Avould
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be left. We are, therefore, driven to the conclusion that

the ovum was derived from the ovary of the opposite

side.

It is not easy to understand how the ovum after its

escape from the Graafian follicle finds its way into the

tube.

The fimbria ovarica is the only portion of the abdo-

minal ostium which is in close anatomical relation with

the ovary, and it is impossible to imagine that it can

apply itself to each successive portion of the surface

which presents a ripe follicle. It seems that the dis-

charged ovum must pass directly into the peritoneal

cavity, and subsequently, through some agency imper-

fectly understood as yet, be directed into the tube.

There is experimental evidence in support of the theory

that the active agents are the cilia of the epithelium

upon the abdominal ostium, that by their action they give

rise to currents in the capillary layer of fluid between

the pelvic viscera, and that by these currents the ova

are wafted towards one or other tube. Lode (4) injected

the ova of ascarides into the peritoneal cavity of animals;

he found that they made their way to the pelvis, entered

the tubes, traversed the uterus, and eventually appeared

in the vagina. Williams (o) states that this experimental

evidence is reinforced by the fact that in certain am-

phibians large tracts of the peritoneum become covered

by ciliated epithelium shortly before the time of ovulation.

The possibility that an ovum may enter the Fallopian

tube of the side opposite to the ovary from which it was

shed was long ago suggested ; and to this journey of the

ovum across the peritoneal cavity the term " external

migratitjn" has been applied. The case we have just

recorded appears to be of this nature.

Two similar cases are on record. One is reported by

Kiistner (6), the other by Howard Kelly (7).

Kiistner operated upon a woman for tubal gestation on

the right side and, after he had removed the tube, finding

that the left ovary was cystic he removed that organ
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also ; two years later the patient again became pregnant :

the pregnancy on this occasion was intra-nterine. Kiistner

snbseqnently performed the same operation upon several

rabbits, removing the ovary on one side and the tube upon

the other ; these animals repeatedly became pregnant after

the operation, but the pregnancy was always intra-uterine,

Kelly's case was very similar : he found it necessary on

one occasion to remove a diseased left ovary and a

diseased rig-ht tube. Six months afterwards the woman
became pregnant, and was delivered at term of a healthy

child. Seventeen months later pregnancy occurred in the

left tube, and rupture necessitated its removal by ab-

dominal section.

Further proof of the external migration of the ovum
is furnished by the study of the situation of the corpus

luteuni of pregnane}'. Whitridge Williams (8) has ex-

amined six cases in which the corpus luteuni was found

in one ovary, and the pregnane}" in the opposite tube,

and Opitz (9) in eighteen cases of tubal pregnancy found

the corpus luteum in the opposite ovary in three. We
have ourselves found this condition in one out of the three

last cases operated upon at St. Bartholomew's Hospital.

Although the matter does not admit of positive proof

there can be little doubt that we have here an instance

of external migration of the ovum, but in what part of

its course the ovum became impregnated we cannot say

;

possibly as suggested by Sippel (10) impregnation occurred

in the abdominal cavity and the subsequent gestation was
tubal because the development of the trophoblast reached

such a stage that the ovum was able to bore its way into

the tubal mucosa and gain an implantation before it

reached the uterine cavity.

Case 2.

—

Case of Pkegnancy aftei; Eemoval of a

poi.'tion of both tubes.

In 1884, being then 24 years of age, the patient com-

menced to suffer from palpitation of the heart, and from
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attacks of breathlessiiess. She noticed that these sym-
ptoms were always worse at the time of her monthly
periods, indeed not infrequently on the first day of the

flow she was obliged to keep lifr bed on account of the

violent beating of the heart.

In 1888 she became pregnant : for the first part of the

pregnancy she remained in her usual health, but towards

the end of the fourth month the palpitation and breath-

lessness became nnich more marked ; in due course she

was delivered, and after the birth of the child the sym-
ptoms rapidly abated.

Between 1889 and 1893 she became pregnant three

times ; in each of these pregnancies the same course of

events occurred, but with each succeeding gestation the

exacerbation of the symptoms appeared earlier and was
more severe.

In 1893 enlargement of the neck and prominence of

the eyeballs were noticed, and the patient came to St.

Bartholomew's Hospital.

In 1895 she again became pregnant, and on October 9th

of that year was admitted as an in-patient under the care

of Dr. Champneys. Previous to this there had occurred

four months' amenorrhoea. On admission her pulse rate

was 120, the cardiac impulse and pulsation of the carotids

were very forcible, the eyes were prominent, and the

thyroid was markedly enlarged. The hands were

tremulous, but neither Yon Clraafe's nor Stellwag's sign

was present. There was marked dyspnoea, so much so

that at first it was difiicult for the patient to lie down in

bed. The physical characters of the uterus corresponded

Avith a four months' gestation.

After ten days' complete rest in bed she shoAved a

decided improvement, and left the hospital much better

in every way.

On February 5th, 1896 (in the eighth month of her

pregnancy) she returned, and her condition at this time

was so grave that labour was at once induced. This

procedure was followed by immediate recovery, the
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improvement being marked Avithin twentA^-fonr hours.

At the end of a fortnight she left the hospital, only to

return again in November, 1897, this time two and a half

months pregnant. The symptoms were so severe as to

call for the immediate emptying of the uterus, and there-

fore a tent was put into the cervix and abortion induced.

The same rapid improvement followed.

In July, 1898, she was again admitted, six weeks

pregnant ; at this time in a state of very great distress,

quite unable to lie down and suffering intensely from the

beating of the heart and throbbing* of the arteries. The
uterus was again emptied, and Dr. Champneys expressed

the opinion that steps should be taken to prevent further

pregnancies.

Mr. Harrison Cripps ligatured the Fallopian tubes on

September 7tli, 1898, The abdomen was opened in the

middle line by an incision 1^ inches in length situated mid-

way between the symphysis pubis and the umbilicus. The

left tube and broad ligament were then drawn up into the

wound, a silk ligature passed, by means of a pedicle

needle through the two layers of the broad ligament,

immediately beneath the tube, and the tube ligatured

near its fimbriated end. The right tube was then dealt

with in a similar manner, excepting that the ligature was

passed nearer to its uterine extremity. The patient made
an uninterrupted recovery, and left the hospital on Sep-

tember 24th.

She was readmitted on June 25th, 1899, and stated

that after leaving the hospital she was in good health

and her menstruation was perfectly regular until April,

1899. Since that time the catamenia had been absent,

and the train of symptoms from which she had suffered

in her former pregnancies had returned. On examination

she was found to be two months pregnant ; abortion was

as^ain induced.

On October 6th (in the absence of Mr. Cripps) a second

operation was performed by Mr. Bruce Clark. The abdo-

men was re-opened in the middle line, and the left tube
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drawn up into the wound ; ut tlie site where it had pre-

viously been ligatured the tube was completely divided

and the two ends separated by a distance of about a

quarter of an inch. No trace of a ligature could be seen.

The right tube was then drawn into the wound ; it ap-

peared in every way natural, there Avas no solution of

continuity and no trace of the ligature. A loop of each

tube, in turn, was drawn up into the wound, a ligature

passed tlirough the mesosalpinx between the two sides

of the loop, and the whole tied as a pedicle with a

Staffordshire knot. The knuckle of the tube on the

distal side of the ligature was cut away. The abdominal

wound was then closed. The recovery was uninterrupted.

In January, 1901, the patient was again admitted,

suffering from an incomplete abortion. The cervix was
dilated and the uterine cavity explored with the finger.

Portions of placenta were removed.

Cases of pregnancy after ligature of the Fallopian

tubes have been from time to time reported, and the

following instances throw some light upon the method
of passage of the ova along tubes whose lumena have

been apparently occluded.

A case is reported by Horrocks (11) "in which a patient

had been sterilised after Cassarean section by ligaturing

the Fallopian tubes. In spite of this she became pregnant

again, and the uterus ruptured along the line of incision

when near full term, the child and a portion of the

placenta escaping into the abdomen. Dr. Galabin re-

moved the uterus, and the specimen is now in the Guy's

HospitalMuseum. The ligature on one side had cut through

the tube, and the severed ends lay about half an inch

apart. On the other side the tube and ligature looked as

if the tying had only just been done, but on experimenting

it was impossible to. force a coloured liquid through

the tube. Still it was thought that in all probability the

ovum which had become inqoregnated had got ])ast the

constriction produced by the ligature and had so entered

the uterus.^'
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Galabin (12) reports a case in wliicli after performing

Cfesarean section lie tied the tubes with kangaroo tendon,

and the patient became pregnant again within a year

or so. " Taught by the experience of these cases/' he

continues, " I have since then adopted the plan of cutting

a piece out of the tube between the two ligatures, then

pulling out the stump on each side as far as possible and

cutting it off, so that the open kxmen was left at the

bottom of an inverted case of cellular tissue. None of

the patients so treated have become pregnant again, and

I am inclined to regard this as a reliable method."

That removal of portions of the tube wall, however,

is not a reliable method is shown by the case w^e have

just recorded.

In discussing Clalabin's case Bland-Sutton spoke as

follows (13):
—"It is now quite certain that Avhen a

Fallopian tube is ligatured in its continuity it does not

necessarily permanently obliterate the tubal lumen. In

a case of Caesarean section for pelvic contraction in 1891

I tied the Fallopian tube with thin silk within an inch of

the uterus. This patient has remained sterile. On a

subsequent occasion w^hen it was deemed prudent to in-

duce labour for uncontrollable vomiting and epileptic

seizures, an attempt was made to sterilise the patient by
drawing out each tulje and transfixing the mesosalpinx

Avith a needle armed with thin silk and then tightly tying

the tube near its middle.

This failed, for the patient conceived again, and has

re-conceived many times, though her constitutional con-

dition has never allowed a pregnancy to go to term. Since

this experience, I have ahvays tied the tubes in tAvo places

and exsected a piece of the tube Avhen it Avas desirable to

sterilise a patient."

Doran has suggested that the ligature may perhaps

ulcerate through the tube, AA'hich then heals behind it

Avithout causing stricture of its canal. It is Avell-knoAA^i

that sometimes a ligature Avhich has been applied to the

cut end of the ureter after nephrectoui}^, may subsequentl}^
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be passed from the bladder, and the following case shows

that the same thing is possible in a Fallopian tube.

In 1898 Bland-Sutton removed an ovarian cyst, its

slender pedicle was tied with thin silk ; the recovery was

uneventful, but for many weeks afterwards the patient

complained of cramp-like pains on the side from which the

cyst had been removed. The pain gradually passed away
and ten months later, during menstruation, the patient

accidentally noticed on her napkin a tiny loop of silk.

This proved to be the loop of silk used to secure the

Fallopian tube ; it had ulcerated into the tube, and had

been very slowly conducted into the uterus and so

escaped.

The occurrence of pregnancy after removal of portions

of the tubes is more difficult to understand. It can

hardly be that the severed ends of the tubes have become
reunited, and the canal again patent ; but it is possible

that a process of absorption may have occuri^ed in the

walls of those parts of the tube Avhich were in contact with

one another, the process ultimately leading to the forma-

tion of a fistula between the two portions, so that the

continuity of the canal once again becomes established.

There is another point of both clinical and pathological

importance to be noticed : in all the cases quoted the

lumen was either completely obstructed or narrowed ; in

Horrocks's case coloured fluid could not be made to pass

the obstruction, yet in none of them was the subsequent

pregnancy a tubal one.

These two cases taken together may perhaps add some-

thing to our knowledge of the causation of tubal gestation.

In Case 1 we have an instance of tubal gestation with

external migration of the ovum, but with no occlusion of

the lumen of the tube ; in Case 2 the lumen of the tube

on one side was completely obliterated, and on the other

must have been considerably narroAved, but the pregnancy

was uterine.
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Mr. Alban Dokan laid great stress on the subject of preg-

nancy after the removal of both ovaries as bearing on the
question of the site of impregnation. In respect to Case 1, he
considered that the existence of ovarian tissue on the same side

as the Fallopian tube satisfactorily explained the subsequent
tubal pregnancy. External migration seemed to him less prob-
able. In regard to Case 2, it was not necessary to assume that

the continuity of the entire canal of the partially excised tube
fi'om the abdominal ostium to the uterus must be restored

before the tube could resume its functions. Patency of the
proximal end was quite sufficient. Mr. Doran briefly analysed
published instances of pregnancy after extirpation of both
ovaries, claiming that they justified his views on the authors'
two cases. Taking double ovariotomy for cystic tumours first,

he observed that Schatz designedly saved a small j^iece of the
right ovary and the entire right tube. In Mr. Doran"s case Dr.
Robert Barnes removed the left ovary and tube, and fourteen

years later he himself took away the right ovary, enucleating

the base from the broad ligament, and leaving more or less of
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the right tube. He noted, during the operation that the pedicle

on the left side was comj^letely atrophied, not a trace of tube or

ovarian ligament remaining. Stansbury-Sutton and Baldwin
each removed a pair of ovai'ian cysts with long pedicles easily

divided below the limits of the ovaries ; the tubes were ampu-
tated. Turning next to ociphorectomy for inflammatory disease

of both ovaries, Lapthorn Smith's and Stansbury- Sutton's cases

must be rejected, as delivery occurred about nine mouths after

the operation, so that there might have been a very early ovum
already in the uterus when the appendages were removed.
Grordon, Morris, and Anderson Robertson reported very authen-
tic instances of pregnancy taking place some time after double
oophorectomy. The tubes were amputated, but it was highly

probable that the ovaries were not entirely removed. In none
of these cases of dou.ble ovariotomy or oophorectomy was the

external migration theory so probable as the alternative explana-

tion ; in Mr. Doran's case it was impossible. Ligatures do not
readily obliterate mucous canals, hence in all the cases where
the Fallopian tube was divided, its stump regained its patency,

and was then enabled to take up an ovum from a fragment of

the ovary on its own side, or from a piece of ovarian tissue in

the stump of the corresponding ovarian ligament. The latter

condition was most probable in Stansbury-Sutton's and
Baldwin's patients, where the cysts were removed with ease

owing to the length of the pedicles. When the tube was not
removed at all, as in Schatz's case, and in another reported by
Engelmann, and in another oophorectomy by Kossmann, it was
still easier to understand how it could receive an ovum developed
in ovarian tissue on its own side. Mr. Doran had more than
once detected ovarian tissue in the ovarian ligament close to the

uterus and far from the anatomical ovary.

Dr. Williamson said that he appreciated the justice of Mr.
Doran's criticism : it was truly impossible to be absolutely

certain that no ovarian tissue remained in the pedicle ; this fact

had been fully borne in mind, but the balance of evidence in

this particular case was still in favour of external migration of

the ovum. Here we were not dealing with an ovarian cystoma
nor with inflamed appendages. A smooth, rounded, peduncu-
lated dermoid tumour was discovered at the first operation

;

there was no difficulty in removing it, and it was improbable on
the face of it that the removal was incomplete ; moreover, the

possibility of such a condition was discussed at the second

operation, and a careful search failed to reveal anything like the

remains of an ovary ; further, a very thorough examination was
made of the specimen after removal, again with a negative

result. Mr. Doran very rightly distinguished between ovary

and ovarian tissue, but in this case neither ovary nor ovarian
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tissue could be found. The migration of the ovum may be

regarded as an established fact—the evidence already quoted

must surely be taken as proof—and since this is so it is only

reasonable' to believe that such is the explanation of the preg-

nancy in this case.

Dr. Eden said that he agreed in the main with the views

advanced by Mr. Alban Doran. He thought it was impossible

by any clinical examination, however careful, to exclude the

presence of small portions of ovarian tissue in the ovarian pedicle

or between the layers of the broad ligament. Only by an

exhaustive examination made at an autopsy could this exclusion

be satisfactorily accomplished. He therefore regarded the first

case recorded by the authors as affording no support to the

theory of internal migration of the ovum. With regard to the

second case he thought the method employed by the authors was

faulty. Ligature of the base of a loop of the tube left the

divided ends in juxtaposition, and when the ligatures had been

absorbed the lumen might easily be restored. He had twice

sterilised a patient with a satisfactory result by the following

method : Two silk ligatures were applied to the tube about one

and a half inches apart, the intermediate portion was then cut

away and each end closed over with peritoneum in the way
surgeons closed over the stump of the vermiform appendix. He
did not think it was possible for the lumen of the tube to be

restored after this operation.

Dr. Herman thought there was abundant evidence that the

ovum might traverse the peritoneum from one ovary to the

opposite tube. There was also some evidence that an ovum
might traverse the uterus and get from one tube into the other.*

Knowing that ligature of the tube did not ensure sterility he

had endeavoured to sterilise patients after Csesarean section by
removing the tubes altogether, tying the stumps close to the

uterine cornu, and so far he had not heard of any. patient so

treated becoming pregnant.

The President said that his experience in some cases of

Csesarean section and myomata had shown the difficulty of

efficient sterilisation by ligaturing the Fallopian tubes. Simple

ligation, and even cutting out a piece of the tube had been

proved to have failed in the object sought. It had been shown
that the best method is to excise a wedge-shaped piece of the

broad ligament, including the tube, near to the cornua of the

uterus. In cases of Caesarean section this plan has been more
readily carried out when the incision has been made transversely

in the fundus instead of the usual longitudinal one.

* See Hassfurther, quotod by Leopold, 'Arch, fiir Gyn.,' Band xvi,

s. 27 ; and Schaeffer, ' Zeitscli. fiir Geb. and Gyn.,' Band xvii, s. 13.

VOL. XLVI. 8
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Dr. Galabin said that lie was interested iu the demonstration
given in the paper that the method of excising a portion of each

tube was not an absolutely certain one of preventing future

pregnancy. Iu future he should add to his plan of excising in

conical shape the mucous membrane of the end of the tube left

attached to the uterus the application of a stitch to close the

opening. But he had not yet met with any case of pregnancy in

patients whom he had treated in this way. He thought with the

authors of the paper that external migration of the ovum was
much the more probable explanation of their first case. He
thought that this view was really supported by the cases quoted
by Mr. Doran, in Avliich pregnancy had occurred after removal
of all the tubes except the small stump left attached to the

uterus. If such a stump without any fimbriated extremity

could produce enough ciliary current in its neighbourhood to

pick up the ovum it seemed still more likely that when the

fimbriated extremity was intact it might readily attract an ovum
of the opposite side which had escajjed just beyond the range of

the ciliary current of the tube of its own side. Such an
occurrence was pi'obably not uncommon.

Dr. BoxALL said that even in healthy conditions of the pelvic

organs he found no difficulty in accepting the possibility of

transmigration of the ovum in the abdominal cavity from the

ovary on one side to the tube on the other. The relation of the
parts in situ, with the abdomen unopened, is very different to

what is observed either on the post-inortem taljle or at an
operation. With the pelvic organs and intestines closely applied

in what is, under ordinary circumstances during life, a potential

cavity only, it is quite easy to imagine how the ovum, floating

about like a drop of oil, might readily find its way from one
ovary to the abdominal ostium of the Fallopian tube of the

opposite side, and so be swallowed ; or, for the matter of that,

find its way into an opening in the tube which has resulted from
its severance.

Dr. CuLLiNGwoRTH Said he was about to make a very similar

remark to that made by Dr. Boxall as to there being no great

difficulty in accepting the theory of external migration of the

ovum. In view of the numeroiis cases in which, when operating

for inflammatory disease of the uterine appendages, the ap-

pendages of the two sides are found firmly united to each other

behind the uterus, he would go even further than Dr. Boxall,

and say that the ovaries and abdominal ostea of the Fallopian
tubes not only lie within a much more contracted area than
appears to be generally supposed, but are not unfrequently in

actual contact. If it be said that, iu the operation cases alluded
to, the crmditions ai-e those of disease, he would reply that the

jxmfion of the parts was not likely to have been altered by the
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disease, and that there had probably already been coutact where
there was now actual adhesion. Writers spoke of the ovum
travelling across the peritoneal cavity, and eonveved the im-
pression of along and almost iucouceivable journey; whereas theovum might merely have to step in next door.

Mr. Harrison Cripps replied.
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Case 1.—A woman of forty-two was first seen by tlae writer

when two and a half months pi-egnant. There was a mass in

the abdomen reaching np to the umbilicus on the left (pregnant

fvmdus), and out to the iliac fossa on the right (hard fibroids)
;

the cervix was thrust to the front by a hard fibroid in Douglas's

pouch, almost filling the pelvis. This pelvic fibroid was pushed

up, and a ring inserted. The tumour tended to fall back, and

at the end of pregnancy was found to be no longer replaceable

and very tender, and to obstruct the entry of the presenting

vertex into the brim. After consultation, a Porro-Csesarean

section was decided on, and presented no difiiculty. After

delivery of a living child the pelvic fibroid was found to be

pedunculated and fixed by adhesions, which were separated, and

the uterus and fibroids removed by supra-vaginal amputation

;

the stump was treated retro-peritoneally by suture. The

patient, who did well for two days, died on the third day, with

o-reat acceleration of pulse and marked distension of the

abdomen.

The ixist-morfem sliowed local peritonitis at the site of

adhesion, to which a coil of bowel was attached; cultures from

the l)lood and peritoneal fluid proved sterile. It is suggested

tliat death was due to liainpering of a weakened heart by over-

distension of intestine above the adlierent coil, and that cou-
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sequeullj au earlier inyoniectoiny before the tumour became

adherent might have given a better i-esuli.

Case 2.—A I gravida of forty-one, with multiple fibroids before

marriage, came again under care when three months pregnant.

The uterus, beset with fibroids, reached above the umbilicus,

and from the pelvis a right-sided intra-ligamentous fibroid could

be felt displacing the cervix. Five weeks later development of

the uterus was noted to be proceeding toAvards the posterior wall.

Owing to the obstruction of the intra-ligamentous fibroid, and

the doubtful possibility of development of a living and imde-

formed child, the question of operation at this stage or at term

was discussed, and decided in favour of the former as involving

less risk for the mother. The uterus was removed entire Ijy

supra-vaginal amputation, and the patient recovered well.

The specimen shows thinning of the posterior uterine wall,

suggesting the possibility of ruptvire had development proceeded,

and a low implantation of the placenta on an intra-mural

fibroid, which must have led to haemorrhage in the course of

spontaneous labour.

(^ASE 1.—Mrs. P

—

, aged 42, was admitted to the New
Hospital for Women, January 28th, 1902. Her history

in brief was as follows : Married four years ; no children
;

one supposed early miscarriage in May, 1901. Before,

and since, the periods had been regular and profuse,

with rather less than three weeks' interval until October

ItStli, 1901 ; from that time amenorrhoea. Up to six

years ao-o she had suffered from clysmenorrhoea, but that

symptom had declined. For some months she luid had a

sense of pressure in the rectum and some irritaljility of the

bladder. She was sent into the hospital for an opinion

as to treatment by Miss xildrich-Blake, M.S., under whose

care she had been for the previous six months. Miss

Aldrich-Blake first saw her after the supposed miscarriage,

when the patient was losing freely, and noted then the

presence of a couple of fibroids in front, and one,- pedun-

culated, occupying Douglas's pouch and retroverting the

uterus. She noted a faint systolic murmur at the cardiac

apex but no albuminuria. She had suggested myomec-
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tomy, owing to the trouble experienced from pressure on

the rectum and bladder. This the patient declined. In

January, 1902, she found her two and a half months

pregnant, and the pelvic fibroid, as well as the whole

mass of the uterus, markedly increased in size. She then

recommended her to come into hospital for consul-

tation as to treatment. The patient's friends, wishing

for an independent opinion, took her to see Dr. Amand
Routh, who kindly wa^ote to Miss Aldrich-Blake his

opinion of the case, Avhicli was, that she was certainly

pregnant, and that an attempt should be made to push

up the fibroid. Should that fail, he thought Ceesarean

section at term might be necessary.

On admission.—The abdomen was prominent, and the

lower part occupied by a tumour reaching on the left

side up to the umbilicus, and on the right side out into

the iliac fossa, irregular and bossy on the surface. Con-

sistence on the left semi-cystic and elastic, while the

bosses and portion in the right iliac fossa were hard. The

left round ligament could be traced on to the main

tumour, the right round ligament could be felt crossing

the tumour in the right iliac fossa.

The cervix was thrust to the front and high up by a

hard tumour almost filling the pelvis. Under angesthesia

this tumour was pushed up out of the pelvis to within

four fingers' breadths of the umbilicus and a ring pessary

inserted. The patient was told to adopt the knee-elbow

position frequently. It was hoped that as the uterus

increased in size the tumour would be drawn up out of

the pelvis and that spontaneous delivery might be possible.

The prospect of Cassarean section with removal of the

fibroid uterus at term, should reduction not occur, was

explained to the patient, who agreed to keep herself

under Miss Aldricli-Blake's observation.

Even before leaving hospital, the tumour tended to

return into the pelvis, and Miss Aldrich-Blake reported

from time to time that the position of the tumour was not

satisfactory in spite of regular increase in the size of the
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utiu'us. Tlie ]iati(.'iit was re-adinitted on June 30th, 1902,

three weeks before labour was due. General condition

good, some signs of venous congestion about the face and

legs, Avhich had occasionally been swollen. Pulse good.

Systolic murmur at T)ase of heart, and cardiac area

increased. Trace of albumen in the urine. The uterus

filled the abdomen, and the head was found pi-esenting,

lyiug centrally above the pubes. The boggy mass of the

placenta was felt to the left and fcetal parts on the right.

Per uaginam the softened cervix lay centrally, and less

anterior in position than on the previous occasion; behind

it, in Douglas's pouch, was a flattened firm tumour, very

distinctly tender. The head lay entirely above the brim

and could not in any way be pressed into it, owing to the

presence of the tumour. In consultation with Mrs.

8charlieb and Miss Aldrich-Blake the advisability and

possibility of pushing up the tumour were discussed and
tried, care being taken not to use undue force, owing to

the tenderness. These efforts were quite unsuccessful.

It was thought that some inflammatory change had taken

place in the tumour, and that forcible attempts at

reposition might lead to serious injury or rupture of a

softened portion. AVitli this danger in view, Cassarean

section was decided on as involving less risk.

At the operation on July 19th the child Avas delivered

alive by central incision of the uterus in the usual way,

no amniotic fluid escaping into the peritoneal cavity. The
uterus was then at once drawn outside the abdomen, and
the placental edge was seen to bulge out at the left side

of the incision, which had only just missed it. No
attempt was made to separate it, but the uterine walls

were well squeezed together ; they contracted down on

the placenta and no bleeding occurred. The main tumour
was found to be a pedunculated fibroid of the posterior

wall, the size of a large Jaffa orange, adherent to the

lateral and posterior walls of the true pelvis. Close to it

was a second fibroid the size of a large walnut, and the

uterus was beset throughout with smaller fibroid nodules.
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Consequently, all thought of myomectomy was abandoned,

and the uterus, containing the placenta, with the fibroids

was removed by the ordinary supra-vaginal amputation.

A small piece of membrane occupying the cervix was
dissected aAvay, the cervical canal was disinfected with

pure carbolic acid and closed in by suture, the cervix Avas

dropped, and the peritoneum was closed over it with

catgut suture. Both ovaries were left. The child, a

male, was well-formed and weighed 9 lbs.

The pulse immediately after operation was 102 and
rather feeble, but the patient rallied and did fairly well

for the first two days, giving no real ground for anxiet)'',

although the pulse remained over 100 and feeble, and
there was a good deal of sickness for the first twelve

hours. On the morning of the 21st, forty-eight hours

after operation, the pulse failed markedly, and ran up
from 180 to 160 and the patient complained of breath-

lessness. By noon the abdomen was much distended

though moving well on respiration, the pulse feeble and
irregular. Examination of the wound showed healing.

A few stitches were removed and the peritoneal cavity

opened, when a little clear orange-coloured fluid welled

up ; a rubber drainage tube was passed into the pelvis.

There was no improvement in pulse or respiration after

this, and there was still complaint of pain and discomfort

at the chest ; she died the same evening, fifty-eight hours

after operation.

The 'post-'raortem Avas unsatisfactory and inconclusive.

There Avas no general peritonitis, but whei^e the tumour
Avas originally adherent a patch of localised peritonitis

existed in the pelvis, and here a collapsed coil of small

bowel Avas adherent. The lines of peritoneal suture were
healthy. There Avas hardly any fluid in the pelvis, but

cultures from it and from the blood proved sterile. There

was nothing special in the heart or lungs to account for

death, though both pleura) contained a small amount of

blood-stained serum. What Avas the cause of death ?

Sepsis is always the first thing in one's mind in such a
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case, iiiul it, was tluit suspicion on tlic third day tliiii led

me to establish drainage of the peritoneum, but tlie

absence of g'cneral })eritonitis and the result of the cultures

negatived this. There Avas mai'ked distension of intestine,

due probably to the adherence of a coil in the pelvis, and
I am inclined to think that this so hampered a feebly

acting heart as to turn the scale against the patient. If

so, she died indirectly as a result of the injury to the

tumour from long-continued pressure during the later

months of pregnancy. I note that in one of the cases

reported by Dr. Amand Routh to the British Medical

Association Meeting at Swansea adhesions were present,

but the patient made a good recovery, and Hofraeier refers

to two cases of Porro-Ctesarean section at term for

adherent hbroids (one his own, one Schroder's) which
both recovered well. Probably in my case there was
some special weakness of the heart muscle leading to

dilatation, as shown by physical signs before operation,

and this may have been the determining factor in the

fatal issue. I think that earlier operation (in this case

myomectomy) would have given the mother a better

chance, and the child at least a fair one. Since this

paper was written, such a case has been reported by
Dr. Maclaren in the ' British Medical Journal ' of January

9tli. I should be very glad to hear the views of other

Fellows as to the cause of death in this case. It is the

only death I have myself had in thirty-one abdominal

hysterectomies for fibroids, and I do not remember to have

seen an exactly similar case. Hofmeier, writing in the
* Zeits. fiir Geburts. und Gynakol./ in 1894, mentions a

case of death from sudden heart failure seventeen days

after delivery in a case of pregnancy complicated by
fibroids, and notes that during the whole period of labour

and of the puerperium there had been a very small and
frequent pulse without other symptoms. This he thought

might have been due to heart changes connected with the

presence of fibroids.

The specimen, w^iich has shrunk considerably in
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preservation^ shows a pedunculated filn-oid springing from
the posterior wall of the uterus low down, flattened by
pressure, and rough and irregular from tags of adhesions.

The right half of the anterior wall has been cut away to

show the placenta in situ which is attached to the left

anterior and lateral aspects of the uterus. The wall of

the uterus is of about normal thickness at term, and is

beset with numerous smiall fibroids.

Case 2.^—Miss P—,
giving her age as 29, consulted me

first in January, 1901, for a lump in the abdomen and
menorrhagia. Under an anesthetic, the uterus was
found to lie retroverted between two fibroids, one sessile

at the anterior aspect of the left curnu, of the size of a

small apple, while on the right side was felt another

fibroid of the size of a Jaffa orange, which, though occupy-

ing the right and posterior aspects of the pelvis, could be
pushed up out of it and the uterus restored to anteversion.

Under treatment (ergot, hamamelis, and bromides) the

periods lessened and the uterus remained in anteversion.

A year later menorrhagia recurred ; there Avas some in-

crease in the right-sided tumour, and the whole uterus

was higher, giving reason to think that with further

increase the whole mass would rise out of the pelvis and
grow towards the abdomen. She consulted me about

marriage. I thought that with severe menorrhagia and
a growing tumour at the age of 29, operation would
ultimately become necessary, while the dangers attending

pregnancy would be great. Neither she nor her intended

husband would give up the engagement. Consequeiitly,

following the lines indicated by Dr. Cullingworth in his

paper " On Fibroids complicating Pregnancy " {' St.

Thomas's Hospital Reports,' 1899, p. 395), 1 advised

operation before marriage with a view to myomectomy or

possibly hysterectomy, but I placed before her the

alternative, in case of pregnancy occurring, of Cassarean

section and hysterectomy or myomectomy at term. She
chose marriage with the attendant risks, chiefly because
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she was really 10 years older than she told iiie, viz. 40^

and she thought that pregnancy was out of the question.

Eighteen months later she Avas sent to me again by

Dr. Lydia Leney, being, as she thought, three months

pregnant. She was married in Jul}^, 1902, and the last

period was March 21st—28th, 1903. There was marked
irritability of the bladder and constipation, but her con-

dition was otherwise good, for the monorrhagia had

lessened after her marriage. A mass was found in the

abdomen reaching to two fingers' breadth above the

umbilicus and out to the line of the anterior superior

spine on the left side. To the right of the umbilicus and

two fingers' breadths beloAv was a second rounded mass,

the size of half an orang'e, below which the hand could be

well pressed in.

The cervix lay far back and much displaced to the left

by a third rounded firm mass occupying the right and

anterior fornices ; the upper limit of this mass could be

felt bimanually above Poupart's ligament and below the

upper right-sided tumour. All the tumours were fairly

soft, but where they met in the hypogastrium was a softer

and more elastic portion taken to indicate the position of

the pregnant body of the uterus. Five weeks later the

whole abdomen Avas moi-e prominent, though the tumour

was not higher—a condition evidently due to posterior

development of the pregnant fundus, the anterior wall

being blocked by fibroids. It was impossible to push the

pelvic mass up out of the pelvis. I thought it was intra-

ligamentous and would prove an absolute obstacle to

spontaneous delivery. The question was one of operation

now or at term. It was doubtful whether there was

room for a living child to develop, and there was danger

of injury to the growing pelvic fibroid from impaction.

Under these circumstances I thought that a hysterectomy

at the fourth month involved less risk to the mother than

a Porro-Ca3sarean at term. (In this opinion I Avas no

doubt influenced by the fatal issue in the previous case.)

The question of least risk to the mother was pressed upon
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me very strongly by the husband^ and seeing that tin's

wonld involve the sacrifice of the child, I induced her to

take a second opinion. She elected, fortunately, to see so

eminent an authority as Dr. Cullingsvorth. He also doubted

the possibility of her carrying a living child to term, and

agreed that immediate operation involved less risk for the

patient herself. Consequently, he suggested an exploratory

operation, and recommended that should it prove possible

to draw the tumour up out of the pelvis, the case should

be allowed to go to term.

At the operation on July 29th, I found the pelvic

tumour to be intra-ligamentous and immovable, and de-

cided to remove the uterus by supra-vaginal amputation.

The operation was quick and easy, the intra-ligamentous

fibroid shelling out without difficulty after incision of the

reflection of peritoneiim over its upper part. The patient

made an excellent recovery.

An examination of the specimen justifies, I think,

the treatment adopted. It shows that spontaneous

delivery at term would have been out of the question,

owing to the situation and immobility of the lower

fibroid ; that the uterine cavity is limited and encroached

upon by two of the fibroids, the lower one forming the

floor of the uterine cavity ; that the only portion of

uterine wall free from fibroids is the posterior, towards

Avhich the fcetal sac is developing, thus giving rise already

at the fourth month to marked thinning of this wall.

Might this not have gone on to rupture ? This is a pos-

sible though rare accident which was not alluded to by

Dr. Amand Routh in the exhaustive account of the

dangers of the complication of pregnancy with fibroids

Avith which he opened the discussion at Swansea. One

such case of rupture at the fourth month with the jiosi-

mortem specimen was recorded by Dr. Hogan [' American

Journal of Obstetrics,' 1893, p. 305), at the fifth annual

meeting of the Southern Surgical and Clyniecological

Association. More recently, and since this paper was

written, Eksteiu has published a case of rupture in the
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course of forcible delivery at torni, hni tlie condition of

the uterine wall at the seat of ru])ture is not mentioned

(' Monats. fiir Gebui-ts. und Gyniikol./ Bd. xviii, Ht. 5).

Finally, the specimen shows a dangerous implantation

of the placenta in the lower uterine zone and over the

area of an intra-mural fibroid, so that had the case passed

into laboui', haemorrhage must have occurred early, from
marginal separation of the placenta as the cervix ex-

panded, and later, from the impossibility of retraction of

the placental site. From all these considerations it is

evident that operation would ultimately have been neces-

sary on behalf of the mother. What is the probability

of a foetus developing to term and without deformity in

such a case ?

In this case I operated in contravention of the recog-

nised rule, clearly stated by Landau (amongst others) in

his paper on the treatment of this complication in

' Volkmann's Sammlung ' (Gyna?col. Series, No. 9) and
re-stated by Dr. Amand Eouth in the paj)er above re-

ferred to—the rule that no operative interference should

be undertaken during pregnancy unless urgent symptoms
arise. My patient had certain pressure symptoms, fre-

quency of micturition and obstinate constipation, but they

did not in themselves call for operation. The grounds on
which I acted were the comparative risk to the mother,

and the improbability of a healthy foetus developing to

term. It seems to me, that Landau's statement that the

prognosis for the mother is more favourable the later in

the course of pregnancy a hystero-myomotomy is under-

taken, is a little too sweeping, in view of the possible

effects of pressure on the fibroid itself and on the uterus

by distension of its cavity. And it is the question of

risk for the mother that Avill frequently, where family is

not strongly desired, guide the parents in the choice of

operation, however it may be presented to them by the

medical attendant. The possibility of development for

the foetus, too, is an important point, for it would be a

sorry thing to persuade a patient to Avait till term for an
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operation wliicli the position of the tibroicl made inevit-

ahle, and go through months of anxiety and hope^ only to

deliver her in the end of a deformed or macerated fcetus.

Dr. Herbert Spencer had no doubt that both the cases

shown by Mrs. Boyd required operation, but thought that in

the second case it Avould have been better to wait and see

whether the pregnancy could not be allowed to continue until

the child was viable or even developed to term. Whether the

uterus should have been removed in that case was perhaps

doubtful ; but in the case of a pedunculated tumour, such as

one of Mr. Doran's cases, he thought the conservative operation

of myomectomy was preferable.

Dr. Amand Routh congratulated Mrs. Boyd upon her paper,

and thought that the main interest circled round the second

case, where hysterectomy had been done in the fifth month of

pregnancy. He had no doubt that the condition of the patient

at the time justified the early oj^eration, though he had never

seen a case which could not wait for operation till the contained

foetus was viable. Before deciding to operate one must recall

two facts, first that two lives were involved ; and secondly, that

any interference must be of a severe surgical nature, induction

of abortion being nowadays advocated by none. If abortion

were induced for an obstructing fibroid, it was probably im-

possible to efficiently empty the uterus, and it was entirely

unjustifiable to induce abortion if the fibroid were not obstruc-

tive. He thought there were three groups of conditions in the

early months of gestation in which surgical interference was
practised, but they were rarely good reasons for such operations.

The first group were those where obstruction was considered

certain to be present at full term. The fallacy here was that a

certain prognosis could not be made, for the vast majority of

such fibroids were drawn up in late pregnancy or in labour

itself. Moreover, if obstruction were certain, operation at term
was just as easy and safe, and secured a living child. The
second group was that in which cases were met with severe

pressure symptoms, but Lewers and others had shown that pain

in these cases was often ti-actable, and that such symptoms
were often temporary. There should, therefore, always be

reasonable delay liefore operating early. The third group com-
prised those where dangers threatened, and Kelly's dictum
" That two lives are involved, and operating during pregnancy

where there are no urgent symjitoms, on account of dangers

which may arise, has no field here " is true. The dangers

usually feared are rupture of the uterus, haemorrhage from the

placental site, and deformity of the child. He had found no

recorded instance of a spontaneous ruptured uterus, and Dr.
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Hogau's case alluded to by llie author was opeu to grave doubt,
aud might well have been one of secondary abdominal pregnancy
after a ruptured tubal gestation. The haemorrhage from the

placental site was jjost-partuni and not ante-jjartum, and, there-

fore, need not be considered, and he had not been able to find

any case of fcetal deformity in these fibroid pregnancies. There
was, further, no evidence in favour of a lower mortality in the
earlier operation, the mortality of even myomectomy being 25 per
cent, against IG'6 per cent, for supra-vaginal hysterectomy at

full term. He, therefore, speaking generally, strongly advised
waiting till full term unless very urgent symptoms were
actually present.

Dr. CuLLiNGWORTH Said the decision in the second of Mrs.
Boyd's cases had been arrived at only after the most careful

considei-ation. There was room, of course, in such a case for

difference of o] anion, but he could not help thinking that

objectors to the course a<:lopted might have taken a different

view had they had the opportunity of seeing and examining the

patient. As his paper ou the subject showed, he was strongly

of opinion that interference with the course of pregnancy in

these cases was seldom justifiable, and it was, therefore, with
reluctance that he came to the conclusion that he did. He did

not think, in spite of the statistics quoted by Dr. Routh, that it

could reasonably be maintained that operation at term was safer

than an earlier operation.

Dr. Lewers said that as regards the two cases of Csesarean

section he had performed for obstruction due to pelvic fibroids,

he had seen both cases comparatively early in the pregnancy.
Both cases had rather severe pain at that period, but it gradu-
ally passed off, and during the latter half of the pregnancy the

patients were very fairly comfortable. He thought it only rarely

justifiable in such cases to perform an abdominal hysterectomy
in the earlier months of the pregnancy. By that treatment the

child was of course lost, and the patient had to undergo a severe

operation. He thought it much better when at all possible to

let the patient go to full term, aud then pei'form Csesai'ean

section. In that way the child was almost certainly saved, and
the mother underwent no greater risk than if hysterectomy had
been performed during the earlier months. He would go
fui'ther and say that, when the fibroids Avere wholly or chiefly

pelvic, and there was an otherwise fairly normal uterus, the

operator should be content with performing a conservative

Caesarean section, leaving the pelvic fibroid, or fibroids, vm-
touched. In his two cases the fibroids had given rise to no
symptoms prior t(S the pregnancy, and he thought, therefore,

that there was a very fair probability that afterwards they

would cause no symptoms. He had, therefore, performed a

conservative Ca3sarean section in both cases, and left the fibroids
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aloue. So far in these two cases a year and a lialf, and sixteen
months respectively, had elapsed since the operations, and he
had not heard of the fibroids causing- any trouhle. In botii liis

cases tlie chiklren were well-developed aiid perfectly normal, and
had thriven well up to the present.

Mrs. Boyd replied.
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PREGNANT FIBROID UTERI RE:\I0VED BY
OPERATION.

Shown 1,)}^ Mr. Alban Doran.

These three specimens of uteri which Mr. Doran had

removed for fibroid disease involving the posterior aspect

of the lower segment in early pregnane}^ were exhibited

in relation to Dr. Stanley Boyd's paper. In all, it would

have been dangerous to push the lower part of the tumour

above the pelvic brim, and in all the operation proved

successful, and saved the patient from possible complica-

tions later in pregnancy.

He first referred to a specimen of pregnant fibroid

uterus removed at the fifth month, which he exhibited

before the Society in June, 1901,^ in association Avith Dr.

Archibald Donald's paper on '^Fibroid Tumours com-

plicating Pregnancy and Labour." The patient was a

primipara, aged 40. The uterus lay between two large

pedunculated fibroids, one obstructing the pel\4s. The

latter, as in all the specimens exhibited on this occasion,

arose from the posterior part of the lower segment of the

uterus. Pushing up this outgrowth would probably have

caused rupture of the uterus, like a soft fruit pressed

between two stones.

The patient was in good health last November, three

years after the operation.

The specimens illustrating the second and third cases

to which Mr. Doran desired to refer to-night had not been

exhibited before the Society, but a full clinical report,

with drawino-s, would be found in the ' Lancet. 't

The specimen, from the second case, showed a large

* 'Trans. Obst. Soc./ vol. xliii, 1901, p. 178, and pi. xii
;
also "A Case

of Hysterectomy for Uterine Fibroid in the Fifth Month of Pregnancy

;

Eecovery," ' Lancet/ vol. i, 1901, p. 621. Tlie specimen is preserved in

the Museum of St. Bartholomew's Hospital, series xlvi, 3090 c.

t
" Hysterectomy for Uterine Fibroid Disease in Early Pregnancy,"

' Lancet,' vol. ii, 1902, p. l^ol.

VOL. XLVI. 9
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fibroid in tlie posterior part of the inferior segment of the

uterus involving the cervix. Thus it was a true "cervical

fibroid/' as in the case"^ recently exhibited by Mr.

Meredith, and not a fibroid in the parametrium behind

the cervix, often incorrectly called '^ cervical.'^ The

patient was 39, mai'ried seventeen years. After nine

abortions she bore a child to term, now living. Nearly

six years later she again became pregnant. Severe

attacks of pain set in, and the health deteriorated rapidly.

Mr. Doran therefore removed the uterus above the cervix.

The patient gained flesh during convalescence, and was

in excellent health last January, two years after the

operation.

The third case was illustrated by a specimen which

Mr. Doran presented to the Museum of the Eoyal College

of Surgeons (Path. Ser. A, 4724 cZ). There was a large

fibroid in the lower segment posteriorly involving the

cervix and opening up the broad ligament. There was

also a subserous fibroid with a very distinct, narrow

pedicle ; it moved freely in the abdomen and was a

feature which aided in correct diagnosis. The patient,

aged 30, had been married but four months. In the

earliest stages of this, her first pregnancy, there were

severe attacks of hypogastric pain. Pushing up the

mass was out of the question. Mr. Doran amputated

the uterus in the fourth month. The foetus was in

poor condition, as Dr. F. N. Stanley Boyd remarked to

be often the case ; its nutrition seemed much prejudiced

by the pressure of interstitial growths, which would have

contra-indicated conservative Csesarean section.

The patient was in good health nearly two years after

the operation when Mr. Doran last saw her.

The fourth and last case was of special interest owing

to two features, discussed in full elsewhere,t which caused

* Not f^ravid.

t " Hysteroctoniy for Fibroid Disease in Pregnancy : the Sonffle and

Muscular Contractions in Relation to Diagnosis," ' Edinb. Med. Jonrn./

September 190;3, p. 246.
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difficult}' in diagnosis. The patient was 30, married nine

years ; her two previous pregnancies had ended at the

third month. On the third occasion a bilobed abdominal

tumour developed. The right lobe was evidently a preg-

nant uterus, the souffle was distinct. The nature of the

left lobe was uncertain before operation; a second souffle,

quite distinct from the first, was audible almost in the

middle line. The left lobe seemed to undergo contrac-

tions. Mr. Doran made an exploratory incision, and then

discovered that the left lobe was a fibroid with a broad

pedicle attached to the left side of the supra-vaginal

portion of the cervix and lower uterine segment behind

the left ovary and tube. The second souffle Avas caused

by the left ovarian vessels rotated forwards by the growth

so that they lay behind the linea alba, on the left border

of the uterus. The sensation simulating contraction, on

palpation of the left lobe, that is to say the tumour, must

have been caused by contractions of the normal gravid

uterine wall dragging on the pedicle of the tumour.

Perhaps the foetus might have been saved by delay to

term, but the pi-ecise nature of the case was difficult

to determine even during the operation, and altogether

the operator thought that removal of the uterus and

tumour was the safer course.

The patient was in good health fifteen months after the

operation.

As the management of the ovaries Avas a much dis-

puted question, it was noted that in the first case (ex-

hibited in 1901) both ovaries were removed, in the second

both were sacrificed as they showed marked signs of

cystic degeneration^ in the third both were saved, Avhilst

in the fourth both were removed. In the three cases

where both ovaries were removed (ages 40, 39, 30), the

suppression of the catamenia was immediate, yet in no

case did troublesome menopause symptoms ensue. In

the third case (aged 30), where both ovaries were saved,

the period became irregular and disappeared altogether,

after an attack of menorrhagia, in about fifteen months.
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The patient for some time afterwards complained that she

often felt " queer all over/'

In conclusion, it seemed clear from the relations of

tumour and uterine cavity in these specimens, that when
a large fibroid developing in the posterior part of the

lower segment was detected in early pregnancy, as in

Dr. Stanley Boyd's case, hysterectomy was the best treat-

ment.

DEGENERATED FIBRO-MYOMA WEIGHING OVER
SEVENTEEN POUNDS ENUCLEATED FROM
THE BROAD LIGAMENT NINE HOURS BEFORE
DELIVERY AT TERM.

(With Plate VI.)

Shown by Dr. Herbert R. Spencer.

Dr. Herbert Spencer showed a degenerated fibro-

myoma, the solid part of which weighed 17 lbs. 14 oz.,

which he had removed nine hours before delivery

from a patient who was pregnant at (or a feAv days

beyond) full time. Although he had seen a considerable

number of pregnancies complicating uterine fibroids, this

was the only case but one in which he had found

it necessary to operate during pregnancy. The other

case (treated by C?esarean section) had been already

published in the 'Transactions' (vol. xxxviii, p. 390).

Tumours which encroached on the pelvis in the early

months were often drawn up at the end of pregnancy or

in labour. He was of opinion that operations in the

early months and mutilating operations were by far too

frequently performed in cases of fibroids complicating

pregnancy.

The specimen showed that even at full term a very

large tumour might be successfully removed by the opera-

tion of myomectomy.





DESCRIPTION OF PLATE VI,

Illustrating Dr. Herbert Spencer's specimen of Fibromyoma

weighing- over 17 lbs., removed by myomectomy at

term.

The section measvires 1 foot in diameter ; before removal it was miich

larger, several pints of fluid and jelly having escaped on incision at the

operation. Degenerated areas are shown by the grey shading, and many

sHt-like and irregiilar cavities are seen, some filled with coagulated fluid.

A large cavity at the upper part is indicated by the wrinkled surface.

Hsemorrhage into the degenerated tissue has occvirred at one spot in the

centre of the left half of the tumour. Microscopically the tumoiir is a

fibromyoma which has vmdergone myxomatous degeneration. The

cavities have no epithelial lining.



Plate VI. Obstet. Soc. Trans., Vol. XLVl.

Illustrating Dr. Herbert Spencer's specimen ot Fibro-myoma, weighing over

17 lbs., removed by myomectomy at term.

Bilk .<i Dimielssoo, ltd.
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The tumour measured 12 inclies by 12 inches by 4 inches,

and the solid part of the tumoui- weighed 17 lbs. 14 oz.,

but in its recent state it Avas much larger, several pints of

straw-coloui-ed fluid and jelly-like material having escaped

on incision at the operation. It was a tibro-mj^oma which

distended the left broad ligament, but probably originated

in the left wall of the uterus. It had undergone myxo-

matous degeneration, and in one spot slight haemorrhage

had occurred into the degenerated tissues. Microscopic

examination of the cavities resulting from the degenera-

tion showed that they had no epithelial lining. The left

ovary, which was also removed, was somewhat enlarged

and stretched but distinct from the tumour.

The histor}' of the case is as follows :

E. B—,aged 41, the mother of four children, was admitted

to University College Hospital on May 4th, 1901, com-

plaining of enormous swelling of the abdomen ; she was

also pregnant at full term. She had had four children

;

at the last labour twins, six years ago. The labours were

all normal, and the patient had never aborted.

She began to menstruate at 14, was fairly regular,

bled for four to five days, using four diapers. Menstrua-

tion Avas accompanied b}^ a feeling of fulness in the loAver

part of the abdomen, but no pain. She last menstruated

on July 29th, 1900.

She first noticed considerable enlargement of the abdo-

men two years ago ; this gradually increased and was

accompanied by a feeling of weight. She had had no

pain. The bowels had been confined, micturition and the

urine were normal. She had been very healthy all her

life. She says she always noticed that her abdomen did

not go flat after her labours.

On admission the patient Avas enormously stout, the

tongue clean, pulse 80, breasts typical of advanced preg-

nancy, the heart-sounds strong, the breath-sounds normal.

The abdomen Avas enormously distended, the girth at the

umbilicus being 54 inches (27 inches on each side).

From the ensiform cartilage to the pubes measured
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26 inches. From the umbilicus to the anterior superior

iliac spine measured on the left side 10 inches, on the

right side 11^ inches. The abdomen was dull to percus-

sion except in the epigastrium and far back in the left

flank.

The great distension of the abdomen was due to tAvo

tumours, of which the right (the pregnant uterus at term)

was rather firmer than the normal uterus at term ; in it

the foetus and contractions could be felt with some diffi-

culty, but neither uterine souffle nor foetal heart-sounds

were heard. The tumour on the left side of the abdomen
was about twice as big as the uterus and clearly fluc-

tuated. It was thought to be an ovarian tumour.

The vagina was of a blue colour, the cervix soft and

patulous, and through it the foetus could be felt. The
tumour could be felt on the left side of the cervix and

encroached upon the pelvic brim, but did not descend into

the small pelvis.

On May 9th, as the patient had gone over term (284

days) and the heart-sounds could not be heard, abdominal

section was performed and the tumour removed from the

left broad ligament through a long* median incision. The
veins between the tumour and the uterus were very large,

several as thick as a forefinger. After tying the ovarian

vessels the broad ligament was split and the tumour easily

enucleated ; afterwards several veins Avere tied with fine

silk. The cavity, which still oozed a little, Avas packed

with iodoform gauze, Avhich was brought out through the

lower inch of the wound. The rest of the wound was

closed with silkworm gut through stitches, silk fascial

sutures, and horsehair sutures for the skin. The operation

lasted sixty-three minutes, and Avas folloAved by some

shock. Eight and a half hours afterwards the patient

had not noticed labour pains, but on attempting to pass

a catheter the assistant found the child's head in the

vagina, and the child Avas born shortly afterAvards. It

Avas dead but seemed fi^esh. It Avas 21 inches long and

Aveighed 6 lbs. 2 oz.
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The gauze was removed next day and replaced by a

tube. The patient made a good recovery. The wound

healed by first intention except where the tube had been.

On May 27th she had pains in the left leg, and a thrombus

formed in one of the veins. On June 18th the Avound

was soundly healed except a granulating spot as big as a

pea where the tube had been.

After the operation the temperature did not reach

100° till May 27th, when it reached lOl""; it was below 100°

after May 31st, and only twice reached 98'8° after June

6th. She was discharged quite well on July oth, the

left leo- beino- still a little swollen.



APRIL 6th, 1904.

Edwaed Malins, M.D., President, in tlie Chair.

Present—48 Fellows and 6 visitors.

Books were presented by Guy's Hospital Staff, the

Societe de Medecine de Rouen, Dr. Bernhard S. Schultze,

and Dr. J. Whitridge Williams.

The following candidate was proposed for election :

—

Harry Ohphant Nicholson, M.D.Ed., M.R.C.P.Ed.

The following gentlemen were elected Fellows of the

Society:—R. Drummond Maxwell, M.B.Lond.; Asa Claude

Van Buren, M.B., B.S.Lond.

FORTY-ONE CASES OF PUERPERAL ECLAMPSIA
TREATED BY THYROID EXTRACT.

By Lieut.-Col. A. J. Sturmee, I.M.S.

My attention was first drawn to the treatment of

puer-peral eclampsia by thyroid extract, in an article in

the ' Journal of Obstetrics and Cxyntecology of the British

Empire ' for July, 1902, by Dr. H. 0. Nicholson, and as

our mortality m this disease has always been high, I



PUERl'KKAL ECLAMI'SIA TKEATKI) BY THYliOlD EXTIJACT. 127

determined to try it. I commenced the treatment in

September, 1902, and continued it tlirouo-liout 1903. To
all cases of eclampsia the extract was q-iven ; thei'e has

been no picking of cases.

I may state tliat no fair comparison can l)e made
between patients in the United Kingxlom suffering from

echimpsia and those in India ; the balance is always

greatly in favour of the former. In India, patients come
from long distances, being transported in springless carts

over bad roads, or those living in tcnvns are first treated

by ignorant quacks—they are made to sit over hot ashes,

or pungent aromatics or peppers are burnt under their

noses, or they are cauterised. So, if our results are good
(and I think it will be admitted they are), a stronger term
should be applied when comparing the results in the East

and in the West.

On looking back at the results of treatment and the

mortality, I find—In 1871 : No. of cases, 16 ; recoveries, 9 ;

deaths, 7, or 44-4 per cent. In 1881 : No. of cases, 15;
recoveries, 8 ; deaths, 7, or 46*6 per cent. In 1891 : No.

of cases, 23 ; recoveries, 21 ; deaths, 3, or 13 per cent.

In 1901 : No. of cases, 25; recoveries, 14; deaths, 11, or

44 per cent.

In 1871 tinct. veratrum was given in fifteen minim
doses every cpiarter of an hour for nine doses. Potassium

bromide Avas also given, grains 15, repeated every

second hour. When the pulse fell to 60 the former was
omitted, but administered again if it rose to 100.

In 1881 veratrum was given in large doses by the

mouth, or if the patient could not SAvallow, by the rectum.

It was administered in sixty minim doses twice, at

intervals of two hours ; then, if required, ten minims in a

diaphoretic mixture were given every third or fourth hour.

In 1891 reliance Avas placed on chloral and bromide,

and, as in former years, chloroform Avas gi\^en to mitigate

the spasms.

In 1901 the treatment consisted in the injection of

morphia, grain one-half, at intervals, and in those cases in
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which the secretion of urine was deficient saline injections

were resorted to. No chloral or bromide were given, and

chloroform was inhaled only when something had to be

done for the patient, e.g., passing a catheter.

It must also be remembered that a certain number of

the patients are admitted annually in a moribund condition,

for whom no treatment is of any use; there may be more

one year than the next, but in the percentages I have

counted "all cases, Avhether moribund on admission or not.

Under the thyroid treatment, a patient on admission

suffering from eclampsia is given ten grains, and five

grains are administered every four hours afterwards.

Should the urine be scanty, a saline injection of one or

two pints is given under the breast or into the axilla, and

a hypodermic injection of morphia, half a grain, is also

administered, and repeated if necessary in two hours.

Some of the cases, with a history of fits on the road or at

home, who come walking into the labour ward, are only

given thyroid and watched ; the urine is either drawn or

passed, and should it be full of albumen or very scanty, a

saline injection is also given—on the least sign of restless-

ness a hypodermic injection of morphia is given. Should,

however, a patient show signs of great oedema of the

lungs, or should the urine be free from albumen and

passed in large quantities, the saline is omitted.

From 1870 to 1903 there have been three hundred and

sixty-nine cases of eclampsia treated, and of these one

hundred and six have died or been removed by their

friends in a dying condition ; this gives a mortality of

28*7 per cent. One j^ear, 1890, is omitted, as I can find

no records.

When I first joined the Service in 1875 I was ordered

to do duty under Dr. W. H. Harris, who was at the time

in charge of the Lying-in Hospital. Dr. Harris Avas of

opinion that eclampsia was due to the condition of

pregnancy, and that the sooner this was ended the better

for the patient. The line of treatment adopted, therefore,

was to hasten delivery, if labour had commenced—if not.
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to induce labour by i-uptui'ing the membranes, and

dilating' the cervix by Barnes' bags. How antagonistic

this Avas to the teaching of the day and for long after-

wards will be seen from the extracts given below, Avhich

have been extracted from the text-books. Opinion seems

to have changed, for now it is urged that the cervix

should be dilated, and delivery accomplished as soon as

possible. The practice of Dr. Harris was carried on by
Col. Branfoot, during his tenure of office, and has been

steadily persevered in since I have been in charge. We
have, moreover, taught our students that in eclampsia

labour should either be induced, or the forceps, version or

cephalotripsy should be employed to expedite delivery.

Looking at the results of this line of treatment, either

with veratrum, or Avith chloral and bromide, Avith or

Avithout chloroform, I cannot say that the results haA^e been

very good—except in 1891, Avhen the mortality Avas 13 per

cent.—Avhereas, since the thyroid treatment has been

adopted, in addition to morphia and saline injection, the

mortality has only been 12*2 per cent. Forty-one cases

are A'eiy fcAv, I acknoAvledge, on Avhich to base a line of

treatment, but I am continuing this treatment, and shall

have probably by the end of the year another tAventy or

more cases to add to the list.

Under morphia and saline infusion the mortality de-

creased, but it Avas not Avholly satisfactory. The injection

of saline did not cause any great increase to the floAv of

urine until after tAventy-four hours had elapsed, Avhereas

A\'e haA'e found that Avith 30 to 40 grains of thyroid given

in the tAventy-four hours, the urine after the first Iavo or

three doses has shoAved a considerable increase, and by
the end of tAventy-four hours, a A'ery large increase has

been noticed.

The hypodermic injection of morphia, it has been noted,

has a considerable effect on the child—I allude, of course, to

those cases Avhich are some time in an eclam]itic state before

delivery, and to Avhom more than one injection of morphia

has been giA'en—the child is very somnolent, it breathes
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badly^ and it is often born in an asphyxiated condition,

and considerable time has to be spent before it can be

made to breathe sufficiently well to dilate the air-sacs

;

and not all such children are premature.

We admit cases of diseases of pregnancy, and to those

suffering from anasarca with albumen in the urine, thyroid

has been given. It has certainly had a great effect on

the secretion of urine. The symptoms of giddiness, and

disordered vision, and vomiting, have passed away under

its use, and in one case the virine increased from a few

ounces to a hundred and twenty in the twenty-four

hours.

Whether it should be given to every case will have to

be proved by experience, for it seems hardly likely that a

patient who passes large quantities of urine which contain

no albumen can be suffering from the same type of dis-

order as the patient who passes only a few ounces, black

with blood, and loaded with albumen. The type of con-

vulsion also varies very considerably : one patient may
have only one or two fits, she then becomes comatose, and

never regains consciousness and dies, whereas another may
have forty, and become conscious after each, and recover

without a bad symptom, A great deal has yet to be

learnt about this disorder, but I only wish to give my
experience—so far as it has gone—with the treatment

with the extract of the thyroid gland. Extracts from

various authorities :

'Meadows's Midwifery,' 4th edit., 1882.—"Not until

labour has begun and advanced to full dilatation of the

OS should any attempt be made to expedite delivery.

The whole practice of forcibly dilating the os for the

purpose of effecting speedy delivery is now happily ex-

ploded, for the consequences of such a proceeding could not

be otherwise than mischievous.^' But he says later, if the

parts are undilated and unyielding', the measures for

securing dilatation should be had recourse to, as in the case

of rigidity of the os uteri, and no attempt at delivery should

be made until the parts are sufficiently dilated to admit of it.
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Galabin, edit. 1886.—" Accelerate lahouv, puncture the

menibraiies, if the patient is seen when in labour use bags,

apply forceps or turn, or craniotomy if the child is dead.^^

Galabin, 5th edit., 1900.—"Patient not in labour, in a

mild case give purgatives, etc. If severe, lose no time in

inducing labour. If in labour, accelerate."

Playfair, 1876.—" If therefore the os be undilated and
labour have not begun, no active means to induce it

should be adopted, although the membranes may be

ruptured Avith advantage, since the proceeding tends to no

irritation. Forcible dilatation of the os, and especially

turning, are strongly contra-indicated."

Pla3-fair, 9th edit., 1898, affirms what he has already

said in former editions.

Lusk, 1884.—" After the advent of labour pains,

catheterisation of the uterus. Water bags if necessary.

Incisions and accouchement force are unnecessary. After

the first stage, forceps, but obstetrical aid is only warrant-

able where it can be emploj^ed without detriment to the

mother."

Jardine, ' International Clinics,' vol. ii for 1901, gives

the practice of the Glasgow Maternit}^ Hospital. He states

that each case must be judged on its own merits, but

broadly speaking the less interference with the uterus the

better, in the case of convulsions which occur before

labour sets in. If the fits cannot be controlled, the

uterus should be emptied by rapid dilatation, the cervix

may be incised; where the os is quite dilatable enough,

delivery should be expedited.

Dakin, edit, of 1897, in his epitome of treatment, recom-

mends the rupture of the membranes followed by dilata-

tion of the cervix, and assisting labour by forceps, etc.

From the above it will be seen that Dr. Dakin is the

only one who advocates immediate action, and this agrees

with our practice ; all the others appear to be rather unde-

cided in the line of treatment to be adopted, and thus

valuable time may be lost.

From the tabular statement appended it will be seen
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Thyroid Extract, in'tli the Suhsidiary Treatriwut.
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that twenty-seven (-)f tlie children were burn alive, and of

these eight died within three days after birth. Fourteen

children were born " still/' and of these three were

macerated. It is curious that in the list there is no case

of twin-birth. Of the classes of patients, two were

Eurasians, one was a Mahoniedan, and thirty-eight were

Hindus ; under this last term are included native

Christians, Pariahs, and caste ]ieople. Probably fewer

Mahomedans resort to the hospital as it is not a " Gosha "

one, for I do not believe they are any the less prone to this

disorder than the rest of womankind. Thii-ty-three out of

the forty-one cases occurred among women for the first

time pregnant, or 80'o per cent.

The following are the notes of the fatal cases :

1. A caste woman, aged 20, admitted at 5.o0 a.m.,

full term, history of three fits at home, swelling of the

hands and feet for the past two months. Temp. 97°. Cervix

admits a finger, membranes absent, half drachm of urine

drawn, loaded Avith albumen, abdomen distended, the

whole body swollen. 12.30 : Dilatation complete, forceps

applied, still child delivered, breathing very bad, respira-

tion stopping every ten seconds, cyanosis, great oedema

of lungs. Died at 7 p.m.

2. A caste woman, aged 18, admitted 7.50 p.m., un-

conscious, histor}' of six fits at home. Temp. 104°, breathing

stertorous, urine drawn four ounces, bloody. External os

admits two fingers, membranes sepai'ated all round. Next
morning patient delivered by cephalotripsy, premature

child. Died at 2 p.m. Had no fit after admission, and

never regained consciousness. Urine the colour of porter.

3. A caste woman, aged 26, fourth pregnancy, admitted

at 11.30 a.m., full term, os admits two fingers. While

asleep at 2.30 seized with an eclamptic fit ; urine solid

with albumen. At 6.30 a fit lasting a minute, at 10.20

child born, preceded by a fit. No fit after confinement.

Only five ounces of urine draAvn. Patient never regained

consciousness, and died next day at 10.30 a,m,

4. A caste woman, aged 18, admitted at 4.20 p.m.,
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semi-conscious, said to liave had several fits at home.

Feet swollen since her fifth month, is now at full term.

Six ounces of urine drawn, very dark, full of albumen.

Fits frequent. Barnes's bags under chloroform 9.30 p.m.,

no urine in bladder, cephalotripsy performed, delivery

effected, but patient expired at 11 p.m.

5. Pariah, aged 22, semi-conscious on admission,

oedema of feet and vulva, membranes ruptured at 4 a.m.

Admitted at 11.30 a.m., in labour since 11 a.m. yesterday.

One ounce of urine withdrawn, coloured with, blood. No
history of fits at home, but one soon after admission.

Head in the cavity, forceps applied and delivery easily

effected. She had no fit after delivery and became quite

conscious, but albumen was present in her urine until the

end. She had been freely handled outside before admis-

sion, and really died on the fifth day of septicaemia ; her

death ought not to be put down to eclampsia, but as she

was admitted for this complaint, her death in the records

comes under this head.

It has been remarked that most of the cases occur pn
dull and cloudy days; the reason of this is probably that

as the day is cooler the skin does not act so well, and the

eclamptic seizure is anticipated. We are always on the

look-out on a cloudy day for a case. It would be interest-

ing to know whether on a more than usually damp and
Avet day these seizures are more common at home.

Dr. Herman said that Lieut.-Colonel Stunner had shown that
among the cases treated with thyroid extract the mortaUty was
less than among the cases treated in a different manner in fonner
years. But the treatment had not been with thyroid extract alone

;

morphia had also been given. This made ' it difficvilt to be
certain that the good result was due to the thvroid. There was
one feature of these cases that pointed in this direction, viz. the
rapid restoration of the urinary excretion which followed the
giving of thyroid. When in eclampsia the urinary excretion
began to increase it was one of the most tiiistworthy indications
that the patient was going to recover ; and the fact that when
thyroid was given the quantity of urine became quickly aug-
mented was a reason for thinking that this preparation was
beneficial.

VOL. XLVI. 10
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Dr. BoxALL said that he had found eclampsia very prevalent

iu the West Indian Islands and one of the chief causes of death

in connection with child-birth. This undue prevalence was
unhesitatingly attributed by the doctors on the spot to malarial

influence.

Dr. Oliphant Nicholson wished first of all to thank the

Society for giving him the opportunity of being present and of

taking part in the discussion. The use of thyroid extract in the

treatment of eclampsia had been so limited that one could not

yet form any very definite conclusions about its value. There
was a good deal of evidence—both clinical and experimental—in

support of the view that a thyroid insuificiency might be

responsible for the appearance of certain acute symptoms during

the course of pregnancy. Richon and Jeandelize in a recent

communication had described the case of a rabbit where they

removed the whole thyroid and two of the parathyroids during

gestation. Labour came on prematurely and lasted about three

days, four dead foetuses being born. Diwing the course of labour

the animal was in a semi-comatose condition, and afterwards it

became quite comatose and died. There was a remarkable

lowering of the temperature with the onset of labour, and the

scanty urine contained traces of albumen. The authors were

greatly impressed by the analogy of the symptoms to those of

eclamptic coma, and to lu-aemia without albuminin-ia. As regards

the prophylaxis of eclampsia one of the most striking things, in

his opinion, was the remarkably beneficial results obtained when
the patient could be kept on an exclusive milk diet. The
relationship of nitrogenous food to the thyroid secretion had
l;>een pretty fidly investigated, and some of the results were
highly suggestive. Thus a thyroidectomised dog very readily

developed acute toxic symptoms when fed on meat, which
symptoms disappeared when it was fed entirely on milk, and
Horsley had noted that patients suffering from a hypothyroidism

got on best upon a milk diet. In such cases it would appear

that proteid food used up too much of the scanty supply of

thyroid secretion, and that this form of diet likewise yielded

very little iodine, which substance had been shown to be

necessary to the gland for the elaboration of the active principle

in its secretion. Dr. Nicholson had treated a number of cases of

eclampsia or impending eclampsia by thyroid extract, and the

results had been very encoin*aging ; in all the severe cases, how-
ever, he always used morphia in addition, and used it with a

very free hand. He thought the combination of these two
remedies provided the best means of medical treatment in

eclampsia. In the case of the thyroidectomised rabbit above

described it was a noteworthy j)oint that the temperature became
greatly lowered. He thought that was suggestive in view of the

condition of the circulation which seemed to develop in women
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wlio became eclamptic. Tliere was a marked contraction of

the smaller blood-vessels, and as this got more pronounced the
secretion of urine ceased. In these cases, at an early stage, the
quantity of urine might be largely increased, but later on, when
the constriction affected tlie renal arteries, and thus virtually

shut off the blood supply to the glomeruli of the kidney, urine
could not be secreted. Whether a deficient thyroid secretion

was responsible for this or not he could not say, but he had no'

doubt whatever about the action of very large doses of thyroid
extract in bringing about a complete vascular dilatation. Thus
the full force of the circulation became again turned on to the
glomeruli, and the secretion of urine recommenced. He
entirely agreed with Dr. Herman that if renal activity could be
established early enough, and if, coincidently, there was a rise in
the excretion of urea, the prognosis was very favourable. He
wished to congratulate Dr. Sturmer on the brilHant resvdts

obtained in his last series of cases, since he had added thyroid
extract to the other means of treatment previously employed.
The President remarked that from the paper of Lieut.-Col.

Sturmer it was difficult to come to an accurate conclusion as to
the value of thyroid extract treatment in the cases mentioned

;

for they were associated with other remedies such as the hypo-
dermic injections of morphia and saline infusions. The record
was therefore the description of an empirical treatment which
invalidated precise deductions as to the use of thyroid extract
from a scientific point of view. Still, it was interesting from the
observations so fully recorded from a clinical aspect, and from
the success attained in so large a number of cases. With regard
to predisposing influences in puerperal eclampsia some singular
results have been noticed. Dr. Fordyce Barker mentions that in

one day in a certain winter he saw three cases in consultation and
two in the service of the hospital, while on another day of the
same week three more cases in consultation. He was of opinion
that atmospheric influences were largely concerned in the
production of such an exceptional number. These facts accord
with the experience of others in this country who may go for a
lengthy interval and not see a single case, and then have seyeral

in succession. The question of malarial influence, as remarked
by Lieut. -Col. Sturmer, had evidently some bearing of a similar
kind in some of the cases he had narrated. While it is unusual
in this country for so large a number of such cases to come
within the scope of one practitioner the paper indicates the lines

upon which the generally adopted treatment is based ; it leaves

at present much to be ascertained about many points in

connection with the subject
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TUBERCULOUS DISEASE OF CERVIX AND
FALLOPIAN TUBES.

Shown by Dr. Waltek Tate.

A. C—, aged 36, married, was admitted to St. Thomas's

Hospital on November 28th, 1903. Catamenia began at

age of 16, occurred every five weeks, and lasted seven to

eight days. Patient has never been pregnant. Six years

ago patient had two operations for removal of tuberculous

glands in neck. Three years ago she was in bed for

three weeks with an attack of pelvic peritonitis. For the

last year she has suffered from dysmenorrhoea, and the

periods occurred every three weeks. On examination the

uterus was enlarged and retroverted ; the cervix was

greatly enlarged, and the canal was expanded into a large

cavity, full of soft, friable growth. A portion of this

growth was removed with the finger, and was found to

be tuberculous on microscopic examination. On the right

side of the uterus some thickening was felt in the situation

of the appendages, and on the left side a soft swelling as

large as a hen^s egg, fixed to the pelvic wall. The uterus

and uterine appendages were removed by a combined

vaginal and abdominal operation, without any special

difficulty. The abdominal wound was closed without

drainage, and a gauze plug was placed in the vagina.

Parts removed.—On opening the uterus by longitudinal

incision, the cervix is found to be considerably enlarged,

the cervical canal excavated, and its walls lined by a soft,

pulpy growth, ha^morrhagic on the surface. The growth

is limited above by the internal os. The vaginal portion

is healthy. The left tube and ovary form a swelling as

large as a Tangerine orange. The tube is as thick as the

little finger. The fimbriated end is closed, and on incising

the walls, thick brown pus escaped ; the mucous membrane

of the tube is much thickened. The right tube is also

slightly thickened. Portions of the tube and of the
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cervix were examined, by Mr. Shattock, who reported the

disease to be tuberculous.

The patient ultimately made a good recovery, but

convalescence was delayed owing to suppuration occurring

in the wound.

FIBRO-MYOMA OF UTERUS WITH EXTENSIVE
CARCINOMA OF BODY OF UTERUS, AND
FIBROMA OF OVARY.

Shown by Dr. Walter Tate.

E. V—, single woman, aged 65, was admitted to St.

Thomas^s Hospital on March 10th, 1903. Catamenia

began at 13, always regular ; duration seven to eight

days. Twenty-five years ago suffered from increased loss

at the periods with metrorrhagia and a good deal of pain.

She consulted a doctor, who is said to have told her she

had a tumour, which would cause no further trouble after

the menopause. The symptoms gradually improved, the

pain was relieved, and the patient remained regular in her

periods up to the age of 55. From that time up to the

present the regular periods have ceased, but there has

been almost continuous irregular hemorrhage, "with some

pain of a shooting character in the hypogastric region.

No increase in the size of the tumour has been noticed by

the patient for many years past.

On examination a large irregular mass of fibroids is felt

in the lower part of the abdomen reaching up to the level

of the umbilicus. One well-marked freely mobile swelling

is felt in the left iliac and lumbar region. Per vaginam

the cervix is atrophic, and no part of the tumour is felt

encroaching on the true pelvis.

The patient was rather a feeble subject and nearly

blind, and as the symptoms were not very urgent, it was
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not tlioug-lit advisable to recommend abdominal hysterec-

tomy. Moreover, it was not suspected that the disease

was malignant owing to the long duration of the sym-

ptoms. She left the hospital on March 24th. After her

return home the hfemorrhage continued and became much
more profuse, causing great loss of strength. She was

readmitted on November 23rd, and was anxious to have

the tumour removed, even though the risk was very great.

On examining the patient again a hard tumour of the size

of a large potato could be felt filling up the posterior part

Off the pelvis behind the cervix. This was not present at

the first examination, and was probably the movable lump

which had previously been felt in the left iliac region.

Abdominal section was performed on November 20th.

After drawing the uterine tumour out of the wound a

second tumour was found occupying the pelvis, which

proved to be a fibroid tumour of the left ovary. The

uterus and its appendages were removed and the wound

closed without drainage.

The uterine tumour removed weighed 5 lbs. 2 oz. It

consists of a large mass of fibroids varying in size from a

fcBtal head down to a pea. Most of the fibroids are inter-

stitial, but some are subperitoneal, and one is submucous.

The larg'est fibroid on section is softened, and shows a large

patch of necrotic tissue. The cavity of the uterus is much
distended, and contains a large mass of new growth, which

is sloughing. The malignant growth invades the muscular

wall of the uterus, but does not involve the submucous

fibroid. Microscopically the growth is a columnar-celled

carcinoma. The fibroid tumour of the left ovary weighed.

1 lb. 4 oz. It is very hard and white on section, and

shows patches of calcareous degeneration. The right

ovary removed was atrophic.

The case is of interest owing to the association of fibroid

tumour of the uterus with fibroid tumour of ovary. It

further illustrates the importance of exploi'ing the uterus

in cases of hemorrhage persisting for years at about the

time of the menopause and later, as in these cases malig-
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iiant disease of the body is a very probable cause of the

symptoms.

Dr. BoxALL had removed a myomatous uterus and its appen-

dages for troubles due to the burrowing of the fibroids in the

pelvis. On svd^sequent investigation he foimd a small carcmo-

matous mass not larger than a castor-oil bean at the fimbriated

end of one tube, and on further investigation the ovary of the

opposite side was found to be similarly affected. There was

nothing in the clinical history of the case to suggest malignant

growth. The specimen was shown before the Society two or

three years ago.
i . 1 1 j

Dr. Peter Horrocks called attention to the fact that bleed-

ing from the uterus after the climacteric in a woman known to

have a fibroid tumour did not necessarily indicate malignant

disease of the uterus, as in this case, or malignant degeneration

of the fibroid. Some authorities disputed the possibility of the

latter, but Mr. Alban Doran and he himself had shown speci-

mens illustrating sarcomatous changes in fibroid tumours.

TWO CASES OF DIFFUSE ADENO-MYOMA OF
UTERUS.

Shown by Dr. Walter Tate.

Case 1.—Patient aged 46. She was married at the age

of twenty-three, and had no children. She had been a

widow for eleven years. Patient has always suffered

severely fi'om dysmenorrhosa ; the periods only continue

for three days or so, and are of the twenty-one day type.

Since the death of her husband the dysmenorrhoea has

been much more severe, and she often has to keep in bed

for three days on account of pain and sickness. Two

and a half years ago the patient consulted Dr. Cullmg-

worth on account of the dysmenorrhcea, and was anxious

to have something done. Nothing, however, was advised

owing to the patient's age. The uterus at that time was

bulky. The periods remained quite regular till October,
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1902 ; slie then saw nothing for seven weeks, after which
she had continuous loss for four weeks.

In January, 1903, she saw a doctor in Rome on

account of the haemorrhage, but no special treatment was
advised. After this the periods became regular, but were
accompanied by very severe pain. In October, 1903, she

again had continuous hemorrhage for a fortnight ; then

she saw nothing for seven weeks, after which she had
continuous loss till January 16th, 1904. At this time she

was examined by Dr. Cullingworth and Dr. Tate, and the

uterus was found to form a tumour in the hypogastric

region. Per raginam the cervix was healthy, non-patulous,

and the uterus was enlarged to the size of a three months'

gestation. As it was thought possible that it might
contain a fibroid polyp, and it was uncertain whether the

enlargement of the uterus was due to a malignant growth,

the interior of the uterus was explored under an

anesthetic. A good deal of soft, apparently adenomatous
groAvth was removed with the curette, but as tl>e interior

of the uterus felt very irregular and the uterine wall felt

greatly thickened and very hard, the patient was advised

to have the uterus removed.

On January 19th, 1904, the uterus was removed by the

combined vaginal and abdominal operation. The ovaries

were left in situ. The patient made an excellent recovery.

Parts removed.—The uterus is found to be much en-

larged owing to great increase in the thickness of the

uterine wall. It is syiumetrical in shape, and measures

5 inches from fundus to the external os. The broadest

transverse measurement of the uterus is 3i inches.

There is a diifuse fibro-myomatous growth in the

posterior wall of the uterus extending from the mucous
membrane outwards towards the peritoneal coat. There

is no clearly defined edge to the tumour, but there is ' a

thin layer of normal uterine muscle just below the peri-

toneum.

Pathological report hy Dr. Dudgeon.—An examination

of sections, including the entire thickness of the uterine
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wall, shows the extension of glandular tissue from the

mucous membranes to the peritoneuni. In some places

the glands are almost circular and quite small ; in other

places large and convoluted processes extend in all

directions into the nuiscular tissue. The epithelium

lining these glands is columnar and sometimes almost

cubical. There is complete absence of ciliated epithelium

throughout the various sections. The epithelium rests

on a highly cellular (both round and spindle-shaped cells)

submucosa, which gives quite a characteristic feature to

this pathological condition.

The muscular coat, beyond the hypertrophy to which

attention has been drawn, appears to be normal. There

is no evidence of fibrosis.

Case 2.—Patient was a single woman aged 46.

Catamenia began at 15, usually copious, lasting for seven

days. During the last seven years menstruation has been

excessive, and has been accompanied by a considerable

amount of pain. There has been some leucorrhoeal dis-

charge' for the past four years. Two years ago patient

noticed a lump in the lower part of the abdomen. This

has gradually increased in size, and during the last year

the periods have been very excessive. She was admitted

to St. Thomas's Hospital on December 9th, 1903. At

this time she was remarkably anasmic. A tumour could

be felt in the lower abdomen reaching up to Avithin a

handsbreadth of the umbilicus. The cervix was high up

and far back. The anterior vaginal wall was depressed

by a hard, round, solid tumour, which was continuous with

the abdominal swelling. There is some mobility of the

whole mass, which appears to be as large as a cricket

ball.

On December 18th abdominal hysterectomy was per-

formed. The right ovary was cystic and removed with

the uterus. The left ovary was not interfered with.

Patient made fair progress during the first week after

the operation, although there Avas some trouble with the
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bowels. On the eighth clay after operation she began
to complain of pain in the left side, in the iliac region,

and on the ninth day she began to be sick, and other

signs of obstruction developed. The abdomen was re-

opened on December 28th, and several coils of intestine

were found adherent to the upper surface of the uterine

stump. There was also a good deal of serous exudation

and lymph in the pelvis and extending along intestines

towards the left iliac region. The abdomen was thoroughly

douched and drained, and the patient ultimately made an

excellent recovery.

Farts removed.—The uterus is greatly enlarged. The
anterior wall is 2^ inches thick. The posterior wall is

1^ inch thick. The length of the uterine cavity is 3^

inches. The external surface of the uterus is quite smooth

and very hard. On section the whole thickness of the

cut surface presents a homogeneous appearance extending

from the mucous membrane to the peritoneal coat, owing

to the presence of a diffuse myomatous growth. There is

no sign of any capsule separating the tumour from the

rest of the uterine tissue. In the lower part of the uterus

is a small encapsuled fibroid as large as a walnut.

Dr. Frank E. Taylor said his interest in this subject was
aroused by two cases which had recently come imder his

observation, the specimens having been removed from patients

in the Chelsea Hospital for Women by Mr. Bland-Sutton. The
first case had already been recorded iti exfenso by Dr. Cameron
and himself in the March number of the ' Journal of Obstetrics

and G-ynsecology of the British Empire,' and the second he hoped
to lay before this Society at some no very distant meeting. The
description, both macroscopic and microscopic, of the growths
which he had examined ancl which was given in the paper already

referred to, might be ec^ually well applied to the specimens
which Dr. Tate had sliOAvn us to-night. It was, he thought,

somewhat unfortunate that the endometrium had l)een removed
in Dr. Tate's case by a previous curettage, because the oppor-
tunity had l)een lost of ascertaining the exact relationship

] letween the endometrium and the adeno-myomatous growths. In
his own cases and many of the recorded ones, especially that of

Cidlen, there could not, he thought, be the slightest doubt that

the endometrium stands in direct causative relationship to
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neoplasms of this nature. Von ReckUnghausen, however, although

not denying- this mode of origin, considers It to be an extremely

rare one, and it is his opinion that they ahnost always take their

orio-in in the Wolffian ducts or their remnants. He thought that

adeno-mvomata had probably often been overlooked hitherto, the

growths having been considered to be malignant adenomata or

adeno-carcinomata. Thev could probably, however, be readily

distinguished by the fact that in the adeno-myomata the glandular

elements were separated from the fibro-muscular by more or less

highly cellular stroma, whereas in the case of malignant disease

the epithelial and muscular elements were in direct contact with

each other.

Dr Blacker hoped that these two specimens would be reteiTed

to the Pathology Committee. They were the first examples of

this kind of tumour to be sho^ra before the Society, and appeared

to resemble very closely the cases recorded by Cullen m his

monograph on " Adeno-myome des Uterus," published m 1903.

Further examination would no doubt show that the glandular

downgrowths were in reality derived from the uterine mucous

membrane, and an investigation of the cases by the Committee

might help to solve the vexed question of the origin of these

interesting tumours.

SOLID MESENTERIC TUMOUR (FIBRO-MYOMA)

WEIGHING THIRTY POUNDS.

Shown by Mr. Alban Doran.

I EXHIBIT this specimen to-night because it is too bulky

for preservation. It was removed seven days ago, that is

on March 31st, 1904, from a woman aged 34, married six

years and never pregnant. For five months the abdomen

had been swelling, and during the last six weeks with

great rapidity. The girth at the umbilical level was

43i inches. There was very uniform distension and

duiness on percussion ; a distinct thrill could be obtained

on percussing in any direction. The base of the tumour

descended into the pelvic brim, the cervix uteri lay far

back, and the sound passed four inches upwards and to

the left behind the tumour, which appeared to be an

enormous ovarian cyst.
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At the operation I found that the tumour was entirely

invested by the upper layer of the mesentery "\\dth the

ascending colon on its right border, and the small intestines

on its surface to the left. There was nothing in the

'.'ontents sufficiently fluid to run through the trocar. I

enucleated it and found that the right Fallopian tube and
ovary were drawn up on the inner side of its capsule,

quite unaltered, the mesosalpinx was intact, the uterus and
left appendages healthy and not drawn up on the capsule.

There was much trouble in checking haemorrhage, and I

plugged the great cavity whence the tumour had been

enucleated with gauze, replaced by a rubber tube on

the second day. The capsule, after careful trimming, was

attached to the lower angle of the wound, the right

appendages were amputated in order to secure by ligature

the vessels which ran into the capsule from the pelvis.

Large vessels from above had also to be carefully ligatured.

At 6 p.m. to-day, April 6th, the patient was in a

very favourable condition. The bowels were opened

freely without any trouble. (The patient recovered.)

A fuller account of the case will be published in due

time. At present I only need dwell on the operative

question about the surgical treatment of the capsule.

In this instance my usual practice of packing it, when
oozing is free, and fixing the cut edge to the lower

angle of the wound, seemed to be the best way of con-

cluding the operation. I have discussed the practice and

the objections Avhich have been raised against it at a

meeting of this Society eight years ago.* As the capsule,

though developed in peritoneum belonging to the upper

layer of the mesentery, was very ample, there seemed little

risk of causing obstruction, but great distension occurred

by the end of the first day, completely relieved by removal

of the gauze. Heidenhaint recently packed a mesenteric

* " On the Management of True and False Capsules in Ovariotomy/'

' Trans. Obst. Soc./ vol. xxxix, p. 265.

t " Enormgrosse' Mesenterialbreicyste/' ' Monatsschrift. fiir Geb. u.

Gyn.; March, 1904, p. 446.
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cyst and did not remove tlie g-auze for a Aveek ; twice

during that week lie had to punctui'e distended intestine

to relieve acute distension, an eminent instance of abuse

of packing. It was suggested that resection of a certain

amount of gut is necessary in some cases where big

retro-peritoneal tumours are enucleated.

AN OVAHIAX DERMOID WITH A TWISTED
PEDICLE SIX INCHES IN LENGTH.

By Mr. J. Blaxd-Sutton.

In January, 1904, Dr. R. Ironside asked me to see a

middle-aged lady, mother of several children, on account

of an excessively mobile tumour in the abdomen which

had sometimes been regarded as a movable kidney when
it occupied the lumbar region, and at others, when it fell

into the pelvis^ as an ovarian tumour. He examined the

patient under ether, and came to the conclusion that it

was an ovarian tumour, and recommended its removal. At
the operation the tumour represented in the draA^ng was
found, attached by a narrow twisted cord 15 cm. (6 inches)

long to the rounded stump of the left Fallopian tube.

The cyst-wall was extremely thin and free from adhesions.

The sac contains a mass of grease mixed with short

light brown hairs.

It is needless to add that the operation was singularly

easy and the convalescence free from anxiety.

It is well known that ovarian tumours, especially heavy

dermoids, are occasionally furnished "VA"ith unusually long-

pedicles, which allow them to float among the intestines

and reach as hio-h as the lumbar reo-ion. In this situa-

tion they are sometimes mistaken for a movable kidney,

and even tumours of that organ. In one case Le Bee
removed an ovarian tumour through an incision in the left

loin under the impression that he was dealing with a renal
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An ovarian dermoid containing light brown hair and grease

;

its twisted pedicle measiu-ed at the time of removal 15 cm.
(6 inches).
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tumour. In these cases the pedicle^ though long, was not

twisted.

In the specimen the subject of this paper, it is easy to

see that a very little strain would have broken the slender

stalk and left the dermoid free to tumble about the

belly.

It is well to remember that Rokitansky, in his classical

paper, pointed out that the lengthening of the pedicle and

the spontaneous detachment of an abdominal tumour was

in part due to the tension of the tumour on its pedicle, as

well as to torsion. Probably both factors played a part

in elongating the pedicle in my specimen.

ON A CASE OF ACUTE AXIAL ROTATION OF A
CALCIFIED FIBROID OF THE UTERUS.

By Mr. J. Bland-Sutton.

Axial rotation of a pedunculated fibroid is a recognised

accident ; in the present case I am able to bring a specimen

before the Society, in which the tumour is shown with its

pedicle twisted and the deep plum colour, so characteristic

of the engorgement of tumours in which acute axial rota-

tion has happened, has been preserved.

The patient had reached her 53rd year, and had ceased

to menstruate at fifty. For many years she had suffered

fi'om fibroids of the uterus, which had become so big that

her belly was as ^protuberant as that of a pregnant woman
at the eighth month. After the cessation of menstruation

the tumour masses in the abdomen underwent a marked
diminution, but coincident with this she began to suffer

from frequent slight attacks of pyrexia, which were

regarded as influenza.

In February, 1904, without any obvious reason, the

patient was seized with violent pelvic pain, accompanied by
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painful micturition and tenesmus ; the temperature rose to

102^, with a pulse-rate of 120 per minute.

On examination by the vagina a hard^ rounded, tender

mass, completel}" blocking the pelvis, could be felt behind

the uterus.

These signs made it clear that some change had arisen

in one of the fibroids, or that the pelvic mass was an

inflamed ovarian cyst incarcerated by the weight of the

fibroids in the abdomen.

The patient very readily assented to operation.

On opening the abdomen two large-stalked fibroids,

each as big as a man's head, were exposed, reaching from

the pelvis to the liver, and the surfaces, where they came
into frictional contact with each other, were coated with a

thick layer of white material resembling the cartilage-clad

facets on the articular surface of a bone. The non-contact

aspects of these tumours were everywhere adhered to omen-

tum, the peritoneum on the posterior aspect of the belly, and
especially to the sigmoid flexure of the colon. The vessels

in these adhesions were very large, the arteries, veins, and

lymphatics forming a rete mirabilis with vessels many of

which exceeded in cross-section the radial artery. With
patience these difficulties were overcome. The uterus was
obscured by what may be termed a constellation of fibroids

(about twenty) varying in size from a ripe cherry to a

Tangerine orange. Standing out from these by a long-

stalk attached to the posterior wall of the uterus is a calci-

fied fibroid as big as a fist. This has undergone one com-

plete rotation and tightly twisted its stalk. The uterus

was removed by the supra-vaginal method ; the broad liga-

ments had become converted by blood and lymph into

thick succulent septa. The pelvic steps of the operation

gave me no difficulty.

The operation was a tedious one on account of the great

number of vessels and adhesions that required ligature, as

well as the length of incision that required to be sutured

in layers. It was the longest hysterectomy that I

have performed, for the patient was under the anaes-
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thetic one liour and ten minutes ; Init in spite of this she

made a good recovery.

The operative aspect of the case is, of course, entirely

secondary to the clinical, and I beg to offer the following

opinion in regard to the rotation of the tumour :

—

As long as the patient menstruated, and these large

tumours were vigorously supplied with blood, they were in

almost the same close contact as the bones of the carpus

or the tarsus. On the cessation of menstruation the

tumours began to shrink and their mobility markedly in-

creased ; as a result the calcified fibroid on the back of

the uterus, which had been more or less incarcerated and

rendered immovable in the pelvis by the close apposition

of the two large abdominal tumours, had, in consequence

of their shrinkage, more space, and became in itself

movable in virtue of its pedicle. The exact cause of the

rotation is pure conjecture, but I would submit that a

rounded movable body with a definite pedicle, allowing of

afairly free excursion and lying beneath and in close juxta-

position to two masses ten times larger than itself, would,

or rather could, be made to rotate on its own axis by the

movements of the larger juxtaposed masses much in

the manner of a cog-wheel. It is also conceivable that the

tumour may have originally rested above the pelvic brim,

and then as it shrunk, slipped, or was pushed into the

pelvic cavity by the mere weight of the superimposed

tumours ; either of these movements could bring about

axial rotation.

Whichever explanation may be advanced, it does not

upset the fact that this tumour did rotate and twist its

pedicle, causing the patient great pain and distress, as well

as placing her life in great peril.
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TOESION OF THE PEDICLE IX HYDROSALPIXX,
AXD OTHER MORBID COXDITIOXS OF THE
FALLOPIAX" TUBE.

By R. Hamilton Bell, M.A., M.B., B.C. (Cantab.).

(Eeceived February lltli, 1904.)

{Ahstract.)

Attention is first directed to the rarity of the accident, and

particularly to the very few observations recorded in England.

Various continental papers dealing with the subject are referred

to, particularly one by Cathelin in the * Revue de Chiri;rgie,'

1901, to which a table of forty-one observations is appended.

The writer is able to add twelve further cases collected from the

literature, which have been recorded since 1901, or had escaped

Cathelin' s notice.

A full account is then given of a case coming under the

writer's own observation. The patient was under the care of

Dr. Cullingworth in St. Thomas's Hospital, February, 1903.

The symptoms and physical signs suggested the diagnosis of an

ovarian cyst with torsion of the pedicle, rather of the chronic

than of the acute variety. At the operation the condition found

was that of bilateral disease of the tubes, a left hsematosalpinx,

converted into such from a previous hydrosalpinx by torsion of

its pedicle, and a right hydrosalpinx. The twist consisted of

one and three quarter turns in the inverse direction of the hands

of a watch. The ovary was not involved. An account of the

parts removed follows the clinical history of the case.

The aiithor shortly discusses the general problem of torsion of

the abdominal viscera, and points out the particular conditions
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wliieli must be satisfied l)efore torsion eau take place in hydro-

salpinx and other morbid conditions of the Fallopian tube. A
swelling situated in the ampulla, and not in the isthmus,

sufficient growth of the tumour for it to obtain an abdominal

rather than a pelvic situation, a long thin pedicle, and the

absence of adhesions are the favouring conditions. These are

satisfied much more frec^uently in cases of hydrosalpinx than in

other forms of tubal disease.

Short notes follow on the two varieties of torsion, acute and

chronic ; the direction of rotation ; and the results of the twist.

The infliience of age and pregnancy is also discussed.

The paper concludes with a consideration of the more cHnical

aspect of the cases. The close approximation of the symptoms

to those of a twisted ovarian is recognised, and the fact is noted

that a correct diagnosis previous to operation has never yet been

made. But it should be at least suggested when the following

conditions are present : a fluctuating abdominal tumour of

irregular shape, not rising above the umbilicus, associated with

paroxysmal attacks of pain, culminating in a very severe attack

with vomiting and constipation, and if the tumour has been

observed before, increase of size, tenderness, and some loss of

mobility.

The treatment consists of removal of the twisted tube by

abdominal section, and the writer thinks that the other tube

should be dealt with conservately wherever possible.

Torsion of the pedicle in tumours of the Fallopian tube

is a rare phenomenon. To Mv. Bland-Sutton we owe the

first recorded observation. It was a hydrosalpinx with its

pedicle twisted three and a half times, and w^as removed

by Mr. Henry Morris, in 1891. The specimen is preserved

in the Museum of the Eoyal College of Surgeons. Since

that date very few ca^es have been observed in England,

or at any rate published, and the subject has never

aroused much interest or attention. The case is very

different on the Continent. In France observations of the

phenomenon are constantly being made, and at the Societe

d'Obstetriqne de Paris are the subject of frequent

discussion. In addition, Hartmann and Eeymond,
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Maillard, and Catlielin have written articles, with a record

of all previously observed cases, and a full discussion of

the clinical and pathological phenomena.

In Germany also numerous cases have been recorded,

and Praeger, in the ' Archiv fiiv Gynakol.,' 1899, collected

twenty cases from the literature, and added two of his own.

My attention Avas directed to the subject by the

occurrence of a case under the care of Dr. Cullingworth

in St. Thomas's Hospital. It was the first case of the

kind which had come under his personal observation, and

he suggested to me .that it would be valuable to record it,

and at the same time to look up the records of other

published cases.

On searching the literature I soon found that the cases,

though rare, were by no means so unique as was thought

onlv a few years ago. Hartmann and Reymond, in 1898,

collected eleven cases, Praeger in the following year

reached twenty-two, and finally Cathelin, at the end of his

article " La Torsion des Hydro-Salpinx," published in

1901, added a table of forty-one observations. A few of

these might perhaps be disputed. He includes, for

example, a specimen of axial rotation of a right-sided

parovarial cyst with attached right ovary and Fallopian

tube distended by haemorrhage. This case Avas published

by Xapier in the ' Transactions of the Obstetrical Society,'

1892, vol. xxxiv. Clearly, though closely akin to the cases

we are considering, it is only in a very loose classification

included amongst them.

Hartmann and Reymond show the same laxity as

Cathelin in this respect, and in their article headed " La

Torsion des Salpingites " they include a case of tAvisting

of a healthy tube, and another Avhere the main cystic mass

contained five hundred grammes of blood, and Avas very

probably OA'arian rather than tubal.

It has fallen to the lot of most men Avho have operated

on a considerable number of ovarian tumours to come

across an ovarian cyst Avith tAA'isted pedicle associated Avith

a hsematosalpinx produced by the torsion of a hydrosalpinx
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wliicli was atlliereiit to the ovarian cyst. ^ One such case

occurred in St. Thomas's Hospital in June, 1898. But

here the main mass is ovarian, and the associated

ha?matosalpinx is a mere accessory. Such cases should

therefore not be classified with those we are considering

here, in which the torsion occurs in connection with

primary tumours of the Fallopian tube, and in which the

ovary may, or may not, be involved in the twist. Praeger

excludes all such cases from his list, and he also particularly

excludes one published by Montgomery {' American Journal

of Obstetrics and Gyntecology,' vol. ix) of a cyst in the

broad ligament closely connected with the tube, a case

similar to Napier's mentioned above, and included by

Cathelin.

But even if we are careful to exclude these cases, the

number of recorded observations has now reached fifty at

the least. I had intended to draw up a table of all the

cases, but abandoned this on discovering that it had
already been done by Cathelin as recently as 1901. I

will, however, before giving details of the case on Avhich

this paper is based, mention shortly those which I have

discovered in the literature which have been recorded

since 1901, or had escaped Cathelin's notice. These ai'e

twelve in number,

1. Praeger, 'Archiv. fiir Gynakol.,' 1899, p. 583.

A married woman, aged 22, one child. Pelvic tumour,

placed on the right side, and noticed nine months before

operation. Severe abdominal pain, vomiting and
constipation.

Diagnosis.—Tubal (n* ovarian tumour, either intra-

ligamentary or adherent.

At operation tumour found arising not from right but

left side. Tubal in origin, dark-red in colour, and
adherent. Pedicle twisted twice in the direction of the

hands of a watch. Pedicle 7 h cm. long ; left ovary drawn
into the twist. Below part of the tumour Avas a hematocele

the size of a fist. Recovery.



156 TORSION OF THE PEDICLE IN HYDROSALPINX.

2. Praeger. ^Arcliiv. fur Gynakol./ 1899, p. 584.

A married woman, aged 35, one child. Tumour on left

side of abdomen, first discovered one year before

operation ; later twelve weeks' amenorrhoea, with sickness,

severe abdominal pains, retention of urine, constipation,

etc. Tumour in left iliac fossa, tender, fluctuating.

Below this four months' pregnant uterus.

Diagnosis.—Left-sided ovarian cyst with twisted pedicle,

associated with four months' pregnancy. At operation,

dark-red cystic swelling, Avhich turned out to be a left-

sided tubal swelling, with the pedicle twisted twice in

the direction of the hands of a watch. Ovary not

involved. Contents, fluid blood and detritus. Tube
between twist and uterus very thin. Recovery. Preg-

nancy not interrupted.

3. Pozzi. ' Comptes Kendus de la Soc. d'Obstet. de

G-ynecol. et de Pasdiat. de Paris,' April, 1900.

A right tubal pregnancy, three and a quarter months,

with torsion of the pedicle ; left hydrosalpinx. Married

woman, aged 33, one previous pregnancy, seven years

ago; last period January 4th, 1900. On January 19th,

severe pains in lower abdomen, and slight haemorrhage.

This hfemorrhage continued daily till the operation, April

2nd. On February 23rd another severe attack of abdo-

minal pain, with vomiting. Tenderness of the lower

abdomen. Per vaginam a cystic tumour was felt on the

left side, but at the operation this was found to be

attached to the right cornu of the uterus by a pedicle

which had one complete turn in the inverse direction of

the hands of a watch. The twist was not very tight, so

that the circulation had not been interrupted in the tube,

and the ovum had continued to groAv. Ovary not adherent

to the tube, but involved in the torsion.

(This case is mentioned b}' Cathelin, but not included

in his table, because it is a tubal pregnancy and not a

hydrosalpinx. He however includes one clear case of
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tubal pregnancy.—A. Martin, ' Centralljl. fiir Gynakol/

1893.)

4. PiNARD and Paquy. ' Comptes Eendus de la See

d'Obstet. de Gynecol, et de Pasdiat. de Paris/

October, 1901.

Torsion of the pedicle of a right hydrosalpinx, coin-

ciding with a four months' pregnancy. Married woman,

aged 26, one previous pregnancy. Several severe attacks

of abdominal pain in the course of the present gestation.

Vomiting in the last attack. Tender cystic tumour to

the right of the pregnant uterus.

Diagnosis.—Pregnancy, together with an ovarian cyst

with twisted pedicle.

Operation, October 13th, 1900. Tumour greenish-

brown in colour, tubal in origin, with pedicle twisted

tmce on itself, in the inverse direction of the hands of a

watch. Some recent adhesions. Ovary enlarged, not

participating in torsion. Eecovery. Pregnancy not

interrupted.

5. PiNARD. ' Comptes Eendus de la Soc. d'Obstet. de

Gynecol, et de Paediat. de Paris,' 1902.

Torsion of a hydrosalpinx during pregnancy. Married

woman, aged 36, one previous pregnancy. Patient came

under Mons. Pinard's care June, 1902 ; last period

September 5tli to 13th, 1901. History of short attacks of

pain in the right inguinal region for five years, worse

since the pregnancy started. Admitted for severe pain,

nausea, and frequent micturition; later vomiting, diarrhoea,

and meteorism ; slight icterus. It was decided to induce

labour, and deliver as rapidly as possible. Delivery

effected in 70 minutes. Temporary improvement, but

abdominal section undertaken, as arranged before delivery.

In the right iliac fossa tumour the size of an orange, a

right hydrosalpinx, twisted tAvice on its pedicle in the

inverse direction of the hands of a watch. Ovary normal.

Eemoval of right appendages. Eecovery.
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6. Kleinhans. ' Veit's Handbucli/ p. 713. Illustrated.

No clinical details of case. Specially interesting from

the presence of a hematocele due to a left tubal abortion,

associated with an htematosalpinx on the right side, due

to torsion and adhesions. Eight tube shows a quite thin

isthmic portiou, and is then bent down and backwards,

with one axial twist. Tube swollen beyond the twist.

Contents, dark fluid blood. Wall infiltrated with blood.

7. Harpoth. 'Centralbl. fiir Gynakol., 1900, p. 1399.

Left tube twisted two and a half times, " from left to

right." Right tube untwisted. Sero-purulent contents

of both, but contents sterile. Absence of adhesions, which

rendered twist possible.

8. Waldo. 'American Journ. of Obstet.,^ August, 1901.

Single woman, 17 years old. Abdominal pain, etc.

No irregularity or change in menstruation.

Diagnosis.— ? Appendicitis. At operation, right haema-

tosalpinx, contents entirely fluid, dark in colour, no clots.

Ovary drawn up by the tumour, but not involved in twist.

Ligature on pedicle slipped, but there was no haemorrhage;

complete strangulation. Twist of pedicle described thus :

" Several distinct and complete twists on its long axis."

Direction not stated. Left tube and ovary normal. Recovery.

9. Waldo. ' American Journ. of Obstet.,^ August, 1901.

Married woman, aged 26, no pregnancies. Abdominal

pain and tenderness. Menstruation regular.

Diagnosis.—Inflamed and adherent ovarian cyst. At
operation proved to be a left hgematosalpinx with "several

complete twists " of pedicle. Direction not stated. Ovary

not involved and left in situ. Also right tube and ovary.

Recovery.

10. Baldwin. ' American Journ. of Surg, and Gynaecol.,'

1900. St. Louis, 1900.

I obtained this reference, but have not been able to see

the paper.
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11. McCaxx. 'Lancet/ May 9th, 1903. Illustrated.

Married woman, aged 37, sterile, menstruation regular.

Four attacks of acute abdominal pain, culminating in

very severe attack a fortnight before operation. A
swelling on the right side of the uterus, bluish-black in

colour." Intestines adherent to it. When pedicle exposed

three complete turns observed. Ovary not involved and

left in situ. Appendages on opposite side normal.

Dilated tube contained blood-clot and dark fluid blood.

Tubal wall infiltrated with blood. Sections made from

the wall showed chorionic villi, also infiltrated with l)lood.

Recovery.

12. Lewees. ' Trans. Obstet. Soc. of London,' vol. xliv,

p. 362.

A single woman, aged 37. First attack^ of abdominal

pain and vomiting December, 1901. A similar attack

May, 1902, then continuous pain till September, 1902,

when she had a third acute attack. Menstruation normal.

Physical signs suggesting the presence of two ovarian

tumours. This consequently the diagnosis, "and that

probably, judging from the history, one had a twisted

pedicle." Operation October 9th, 1902. Condition found

to be that of double pyosalpinx. The right pyosalpinx

was firmly adherent to small intestine and omentum, and

slightly adherent to the bladder. When freed from

adhesions the dilated part of the tube was found to be

attached to the broad ligament by a pedicle twisted

several times, Avhich consisted of the undilated inner part

of the Fallopian tube. Direction of the twist not stated.

The rio-ht ovary was not involved, and was not removed.

The pedicle of the left pyosalpinx was not twisted.

Bacteriological examination failed to demonstrate the

tubercle bacillus, but Dr. Lewers states that " though no

positive evidence of tubercle was found, he thought that

most probably the salpingitis was tubercular." Sepsis

and gonorrhcea were fairly excluded by the fact that the

patient was a virgin. Uninterrupted recovery.
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To proceed to the details of tlie case under my own ob-

servation :

P. A. C

—

, aged 45^ was admitted to St. Thomas's Hos-

pital^ February 9thj 1903, under the care of Dr. Cullingworth.

She had been a fairly healthy woman, but subject to

severe and recurring attacks of bronchitis. There was a

family history of tuberculosis, her father, sister, and two

brothers having died of consumption. Catamenia began
at thirteen, and till two years ago the periods had always

been regular, of the twenty-eight day type, and lasting for

three or four days. The patient was married at nineteen,

and eighteen months later bore a healthy child, the

labour and puerperium l^eing normal. Since then she had
never been pregnant.

In 1899 she was seized one evening with severe pain in

the lower part of the abdomen. The pain was such as to

cause faintness and vomiting, but it lasted only a few
hours, and she did not see a doctor. So far as the patient

can remember no headache or fever, diarrhoea, or constipa-

tion accompanied the attack of pain. For two years she

was free, and then, in 1901, the attacks returned, but

though sharp while they lasted they were of short dura-

tion and never led to her seeking advice until a very

severe attack in February, 1903, which immediately pre-

ceded her entrance to the hospital. All through there

had been no trouble with the bowels, nor with micturition.

For the last two years the periods had lost their regularity,

recurring at intervals varying from one to three months,

but there was absolutely no evidence of any relation

between the attacks of pain and uterine hemorrhage.

She had herself noticed no increase in the size of the

abdomen, and was quite unconscious of any lump or

swelling.

During the last six months the abdominal crises had

recurred with increasing frequency, at intervals of one

month to six weeks, and greater severity. The last attack

was the severest of all.

On examination of the abdomen, Avhich was full and



TORSION OF THE PEDICLE IN HYDROSALPINX. 101

rather tense^ a swelling' could be felt extending from the

pubes upwards to a point one inch below 'the umbilicus.

The fingers could be inserted over the borders of the

swelling-, between it and the anterior superior spines on

both sides. There was marked tenderness on the left side.

Fluctuation could be obtained.

Per rac/hiam the uterus was lying- behind the swel-

ling, no part of which projected into the pelvic cavity.

It could be felt lying in front and above the anterior

vaginal wall, but it caused no bulging-. Bimanually the

swelling gave the impression of being a not A'ery tense

cyst about the size of an ostriches egg. It lay with its

largest diameter across the abdominal cavity, reaching to

^athin one inch of the anterior superior spine on the right,

and almost as far on the left. High up behind the cervix

could be felt a hard, fixed nodular swelling, which, however,

did not de|)ress the vaginal vault.

Per rectum the mass could be distinctly felt pro-

jecting into the bowel from the right side, the projection

being itself of the size of a hen's egg, but forming part of a

larger mass. An impulse was conveyed directly to the

mass projecting into the rectum from the abdominal

swelling.

The measurement from the pubes to the upper limit of

the tumour was 4i inches.

Examination of the chest showed that the heart was

healthy, but there was impairment of resonance over the

base of the right lung, and a pleuritic friction sound in the

same area. Ehonchi were heard over both lungs. The

temperature was normal, and the pulse of fair strength and

normal rate. The urine was acid, sp. gr. 1030, with a

heavy deposit of urates, but no albumen, sugar, or blood.

A week later (February 16th), a further pelvic examina-

tion was made by Dr. Cullingworth. The portion of the

tumour extending into Douglas's pouch, and into the

vagina above the right fornix, was still almost completely

fixed. It was partly cystic, but in pai-t consisted of a

harder and more irregular mass, with cords on its surface
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suggestive (to the toucli) of the inflamed veins of a

varicocele. Per rectum the swelling could now be felt

distinctly in front of the canal, between it and the upper
part of the vagina.

The most probable explanation of the existing condition

in the light of the patient^'s history was that the attacks

described represented a series of twists of the pedicle of a

right-sided ovarian cyst, the harder and more fixed

portions in the pelvis representing the parts more imme-
diately affected, and therefore altered by oedema and
adhesions, probably also by extravasations of blood.

Three days later the abdomen was opened. The
omentum was found adherent to the subjacent viscera.

It was carefully separated from its adhesions and pushed
upwards. The abdominal mass could now be explored.

A large cystic swelling was identified, and its pedicle

made out, apparently rising from the left side of the

uterus. Some adhesions to bowel and anterior surface of

the uterus were broken down and the tumour brought out

through the incision. It was dark, almost black, in

colour, and obviously connected with the left appendages.

To it was attached an apparently normal ovary. The
pedicle was twisted, and the next step in the operation

was the unwinding of the twist. To do this the cyst was
taken in both hands and turned in the direction of the

hands of a watch. The turns were carefully counted, and
it was found that there had been one and three-quarter

complete twists of the pedicle. A blunt pedicle needle,

double threaded, was pushed through the mid-line of the

pedicle close to the uterine end, and the ligatures inter-

locked and tied. The pedicle was then cut through and
the cyst removed. For greater security the stump of the

pedicle, which had been secured by forceps, was encircled

by a silk ligature and tied.

The right side of the abdominal cavity was now
explored, and deep down in the pelvis another tumour
was found. It was brought to the surface, and proved to

be an hydrosalpinx of the right tube, with the right ovary
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flattened against its pedicle and adherent to it. The
pedicle was tied and the tumour removed; together with

a portion of the ovary. On examining the pelvis the

uterus was found to be freely movable and to have
returned from its retroflexion to a normal position. The
abdomen was closed without drainage.

Convalescence was uninterrupted, the temperature never

being above 100°. The patient got up on the eighteenth

day, and left the liospital just four weeks after the

operation. The last note is dated March 16th :
" Pro-

gress unimpeded. Uterus in good position and mobile."

Examination of j^arts removed.—The cyst removed from

the left side could be seen now to be a h^ematosalpinx,

converted into such from a previous hydrosalpinx by the

twisting of its pedicle. It formed a large tumour, measur-

ing 5 inches by 4 inches in its longest diameters. It was
impervious both at the uterine and fimbriated ends. The
tube as it left the uterus was much thickened, the wall

measuring a quarter of an inch. Grradually the lumen
dilated, until it reached a point about 2 inches from the

uterine end ; then suddenly it enlarged into a l:)ladder-like

cyst, the fiinbrise of the tube forming a ribbed network of

raised tissue on the internal wall of the cyst. For the

greater part of its area the cyst wall was thick and
haemorrhagic, but at the distal end there was an area

about the size of a crown, which was thin and free from

hasmorrhage. On section the wall of the cyst was found

to consist of a thin outer colourless fibrous layer, a broader

middle layer of dark htemorrhagic material, and an inner

thin layer of mucous membrane, which was continuous

over the narrow part of the tube, and over the ribs which

represent the fimbrise. This inner layer, with the hasmorr-

hagic layer, disappeared, to the naked eye at least, on

reaching the thin portion of the wall already referred to.

The contents of the cyst measured about 14 oz. The
fluid was dark and grumous in character, about the colour

of chocolate. It was strongly alkaline, and became solid

on boiling. Under the microscope were seen the remains
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of many red blood-cells and a good deal of amorphous

dehris resembling broken-doAvn epithelium. No pus-cells

were seen.

Attached to the external surface of the cyst was the

left ovary, slightly hypertrophied and oedematous, but

otherwise normal. Xear the ovary Avas a second small

cyst the size of a Avalnut, filled with dark altered blood.

The right Fallopian tube was dilated into a typical hydro-

salpinx, measuring in its greatest diameters 3 and 4 inches.

The walls of the cyst were thin and transparent. There

was .evidence of pelvic inflammation in the strong ad-

hesions, which divided the whole cyst into a series of

rounded swellings, and matted the fimbriated end to the

ovary and to the mesosalpinx.

No microscopical examination of the wall of the

haematosalpinx was made, nor of the pedicle.

The whole problem of torsion in relation to the ab-

dominal viscera is, of course, raised by such a case as

this. As is Avell known, nearly every organ in the

abdomen is affected in varying proportions, the liver

perhaps being a single exception. Torsions of the bowel,

kidney, and testicle are common, and of the spleen not

infrequent. Of the female pelvic viscera the ovary is

very frequently affected, the tube much more rarely, and

the uterus least of all. What is the exciting cause ? To

this, I think, the answer must be that there is no single

exciting cause, but a variety, some intrinsic to the organ

affected, and some extrinsic. As regards the first point,

the relative frequency of torsion in cases of dermoid and

solid tumours of the ovary is very suggestive. Storer

states that in 248 cases of ovarian torsion collected from

various sources there were 43 dermoids and 23 solid

tumours. Irregular shape and varying weight and

consistency must tend to produce disturbance of equi-

librium. Freund insists that this is the chief factor in

torsions even of high degree. But most observers have

reo-arded the extrinsic causes as of more account. Certain

conditions must, of course, be present to give freedom of
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movement, of which the most obvious are a cei'tain leno-th

of pedicle, and a smooth peritoneum without adhesions.

We shall see a little later how these conditions apply

specially to tumours of the Fallopian tubes, but given

their presence the actual exciting cause of torsion is still

to seek, and the suggestions that have been made are

very numerous. In Thornton^s cases of torsion of ovarian

cysts pregnancy and labour played a prominent jmrt.

Others have suggested the alternate filling and emptying
of the bladder and rectum. This last, one would think,

might produce a slow progressive twisting (a condition

which is by no means rare, and judging from the history

was probably present in the case here recorded), but not

an acute strangulation. The latter must be produced by
some more violent agent, such as the sudden descent of

the diaphragm or quick movement of the body as a whole.

Quick alterations of abdominal pressure, such as are pro-

duced by labour or tapping, might also be eifectual. I

think myself that sufficient stress has not been laid on
the movements of the diaphragm in producing both kinds

of torsion, the acute and the chronic. In the latter case

suppose the peritoneum to have lost a little of its lustre.

There would then be a certain amount of friction, easily

overcome by the active contraction of the diaphragm, but

sufficient to resist the much weaker force of its passive

relaxation. It is easy thus to imagine a tumour driven

sloAvly onwards, and the twist of its pedicle gradually in-

creased.

It was mentioned above that the presence of a suffi-

ciently long pedicle and the absence of adhesions are the

two primary conditions which must be satisfied if torsion is

to take place. The fact that these conditions can only

occasionally be satisfied in tumours of the Fallopian tube

explains the rarity of the phenomenon in these cases.

In most cases of salpingitis or p3"osalpinx the adhesions

are numerous, and torsion consequently impossible. In

Cathelin's list of forty-one observations there are six of

pyosalpinx, but he gives reasons for thinking that these
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are not primary cases of purulent salpingitis^ but rather

primary liydrosalpinx, with subsequent lifemato- and pyo-

salpinx. He points out that in one of the observations of

Pozzi the contents are described as a mixture of pus and

blt)od. Of course a p^'osalpinx is seen occasionally floating

free in the pelvis, and in this case torsion would be as easy

as in a hydrosalpinx, but the condition is rare. Probably

if examined it would prove to be tubercular in origin.

Nearly all the cases of tubal torsion recorded are torsions

of a hydrosalpinx, converted into a htematosalpinx by the

torsion, just as hasmorrhage occurs in an ovarian cyst

when its pedicle is twisted. The case recorded here is a

good example of this bilateral hydrosalpinx with conver-

sion of the left h^'dro- into a hasmatosalpinx by twisting of

the pedicle. Besides hydrosalpinx several cases of tor-

sion of tubal gestations have now been recorded—e. g. by

A. Martin, Pozzi, and McCann ; one or two also of malig-

nant disease (Stroganoff and Warnek) ; and Hartmann
and Reymond published a curious case of twisting of a

tube apparently quite healthy save for the hemorrhagic

infiltration produced by the twist itself.

Besides the absence of adhesions, it is necessary for the

tumour to have a distinct pedicle, and much more easy for

it to rotate when the pedicle is long and thin and the

mobility free. These conditions are satisfied Avhen the

swelling is situated in the ampulla of the tube and not in

the isthmus, and when sufficient growth of the tumour has

taken place for it to have obtained an abdominal rather

than a pelvic situation. The former condition is almost a

sine cptd non, the latter not absolutely necessary, but cer-

tainly favourable. Where the exact localisation of the

tumour in relation to the parts of the Fallopian tube is

mentioned in the recorded cases it is almost without ex-

ception a dilatation of the ampulla connected with the

cornu of the uterus by a long and usually thin pedicle.

Tiro varieties of torsion.—Legueu particularly has in-

sisted on the slow or chronic variety of torsion. It is by

no means so common as the acute form. It cannot
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truly be said that there is any hard and fast line between

the two forms, but clinically the cases are Tery different,

urgent symptoms in the one leading- to immediate opera-

tion, and in the other a succession of twists, with only

short, if sharp, attacks of pain occui'ring at intervals per-

haps for years. In my own case the first attack of

abdominal pain occurred four years before her admission

to hospital, and during the last two years the attacks had

gradually increased in frequency and severity. It seems

probable that these attacks were produced by successive

twists, leading ultimately, but very slowly, to complete

strangulation of the pedicle and acute symptoms.

Direction of rotation.—The methods of recording this

are so various and confusing that it is difficult to arrive

at any exact conclusion as to the usual direction of the

twist. "From left to right" or "from behind forwards"

are phrases loosely employed. I think undoubtedly the

best method of describing the direction of torsion is that

usually employed by the French writers, namely, " in the

direction, or in the inverse direction of the hands of a

watch." It must be understood that the face of the watch

is towards the tumour, the back towards the uterus, but

no other conditions need be observed. In my case the

twist Avas nnravelled by turning the tumour in the direc-

tion of the hands of a watch. The original twist was

therefore in the inverse direction. As it was a left

hydrosalpinx, this follows Kustner^s "law of torsion."

But there are so many exceptions to this law that it can

hardly be considered to have much validity, as regards

torsions of hydrosalpinx at any rate. Cathelin gives the

following table in this connection :

E. side

—

In the direction of the hands of a watch... 2 cases.

In the inverse direction ... ... 5 „

L. side

—

In the direction of the hands of a watch... 2 „

In the inverse direction ... . . . o „

These figures afford no support whatever to Kustner's

VOL. XLVI. 12
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so-called law. They point, on the contrary, to there

being no definite rule as regards the direction of the

twist.

Results of torsion.—The number of turns varies greatly in

the recorded cases from a half twist {i.e., through 180°) up to

four and a half twists. The actual number of twists is really

of little importance. What is important is the tightness

of the twist and consequent strangulation. It is possible

to have a complete twist without any interference with the

blood supply, but the usual thing is for the veins to be

compressed ; and as a natural result of the impeded

venous return there is a rapid increase in the size of the

tumour, with hasmorrhage both into the cyst and between

the layers of its wall. Occasionally the strangulation is

so complete that necrosis or gangrene occurs. In one or

two recorded cases the twist has resulted in the complete,

or nearly complete, separation of the pedicle. Occasion-

ally bleeding takes place into the peritoneal cavity, and a

hgematocele is formed, as in Praeger's first case.

The usual tumour of the tube to undergo torsion is a

hydrosalpinx, and it is transformed by the haemorrhage

induced by the torsion into a htematosalpinx. The con-

tents are usually fluid, clots being only rarely found. The

colour is variously described as dark red, blackish, re-

sembling chocolate, or like the contents of a hsematocele.

Pus is occasionally found, but we have mentioned already

that it may be doubted if these are primary torsions of a

pyosalpinx. It seems more reasonable to suppose that

suppuration has occurred after the twist, as often happens

in the case of ovarian cysts.

The ovary is involved in the twist in roughly one third

of the cases. I have found it in eleven out of thirty in

which the point is specifically mentioned. Earely other

orofans are affected. In one case of Hartmann the uterus

was twisted a half-turn on itself. In another observation

the bladder was nipped between a fibroid uterus and the

twisted hydrosalpinx. Adhesions are, of course, common
to the broad ligament, to the pelvic peritoneum, to bowel,
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and to omentum. Hurtmann and Reymond in France, and
Praeger in Germany liave made careful microscopical ex-

aminations of the wall of the cyst and of the pedicle at

the seat of torsion. As might be expected, the sections

show little more than ha?morrhages in all directions. The
arteries in the pedicle remain permeable, at least many of

them, though the walls are dissociated by interstitial

haemorrhages, and the vasa vasorum very dilated. The
veins, on the other hand, are dilated and thrombosed.

The microscopical appearances vary, of course, with the

degree of torsion. As Cathelin puts it, there are four

stages—congestion, hasmorrhage, mortification, and sepa-

ration.

Influence of age and lyregnancij.—As might perhaps be

expected, the age at Avhich this form of torsion occurs is

that of full genital activity. Out of 42 cases in which the

age is noted 34 were between 20 and 40 (13 of these

between 20 and 30, and 21 between 30 and 40). There
were 7 cases between 40 and oO, and 1 case under 20—an
unmarried girl of 17. No case over 50 has yet been re-

corded. Pregnancy does not seem to play a very important

part as a jDredisposing agent. Out of 38 cases 10 were
nulliparous, and 15 had had only one confinement. At
the same time several cases are directly associated either

with pregnancy or the puerperium. In Cathelin^s list of

41 cases there is only one ojDerated on actually during

pregnancy, but in the few cases that I have added two
coincided with a four months' gestation, and were operated

upon without any interruption of the pregnancy, and one

was dealt with immediately after artificial delivery at

practically full term. Multiple pregnancies weaken the

abdominal wall, and would naturally favour torsion if a

tumour of the tube were present; but there is the other

side to the picture, namel}', that diseases of the tubes are

commonly associated with sterility, absolute or relative.

The figures given above afford another illustration of this

fact.

I propose now to consider shortly the more clinical
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aspect of these cases, under the headings of Symptoms,

Diagnosis, and Treatment.

Sijiiiptoms.—The most ]n*ominent symptom, common to

all the cases, is abdominal pain of a severe type, situated

in the lower part of the abdomen, and in nearly all cases

referred to the side on which the twist has occurred. The

pain is sudden in onset and very sharp, often leading to

faintness and even syncope. In many cases, of which

the one recorded here is a good example, there is a history

of many previous attacks of pain, usually of shoi't duration,

and not so severe as the final attack which leads to

operation. These previous attacks may be associated

with slight twists of the pedicle, not leading to complete

strangulation, or on the other hand they may be, when
not severe, due to slight attacks of salpingitis and pelvic

peritonitis, and so connected rather with the primary

disease which leads to the formation of the salpingitic

tumour than with the torsion of the pedicle. In certain

cases the tumour itself has been recognised for months

before the severe and final attack of pain. This occurred

in Praeger's two cases, for example. In my own observa-

tifjn, though the woman had not herself noticed any

enlargement of the abdomen, nor was she conscious of

any lump, it is certain that the double hydrosalpinx must

have been present for some time, forming a distinct

tumour had she submitted herself to examination. In

those cases where a tumour has been noted previously

there are distinct changes observed in it occurring with

the acute attack of pain, changes exactly similar to those

occurring in an ovarian cyst when its pedicle becomes

twisted, i. e., enlargement, tenderness, and loss of mobility.

The pain, though usually situated in the lower abdomen,

radiates sometimes to the inguinal region and legs, to the

hypochondrium, or to the loins. This has led to wrong

diagnoses, such as appendicitis.

There is usually little or no interference with menstrua-

tion. In Cathelin's series, out of seventeen cases where

the point is mentioned in only forty-eight was there any
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irregularity. Occasionally, however, there are irregular

haemorrhages between the periods. It is doubtful whether

these are due to the original disease of the tube or to the

torsion. Certainly in the analogous cases of torsion of

the ovary some irregular bleeding is a fairly frequent

symptom.

In my own case the periods had lost their regularity

for two years, recurring at intervals varying from one to

three months, but there was no evidence of any relation

between the attacks of pain and uterine haemorrhage. It

must, too, be noted that the patient was 45 years of age.

Peritonitic symptoms are well marked. Vomiting is

commonly noted, of varying severity, but never ft\?cal.

The belly is usually distended, and constipation is the

rule, sometimes absolute even to the absence of flatus,

leading in two cases to the diagnosis of intestinal obstruc-

tion. On the other hand diarrhoea is noted in a few

cases. The bladder is occasionallv interfered with, leading-

to frequency of micturition. Retention of urine occurred

in one case.

Slight fever is "Sometimes present, but it is not the rule.

The pulse rate is generally quickened, and the face has a

somewhat anxious look.

As regards the physical signs, the abdomen is usually

distended, and tender to the touch. On gentle palpation

a tumour can often be made out, fluctuating and more or

less fixed, according to the amount of local peritonitis

excited b}^ the torsion. In the cases where a tumour has

been observed beforehand augmentation of volume occurs.

The presence of a tumour in the abdomen is very

characteristic of this lesion, in contrast to the usual pelvic

situation of disease of the Fallopian tubes. This is

doubtless due to the fact that torsion is much more likely

to occur when the hydrosalpinx has reached such a size

as to become an abdominal tumour than when it is con-

fined within the narrow limits of the pelvis.

Vaginal examination does not commonly afford much
information, save in the few cases where the tumour is
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situated in the poucli of Douglas. In my own oLservation

the tumour did not enter the pelvis^ but could be felt

lying in front of and above the anterior vaginal wall.

This situation has been noted in three other cases.

Bimanually it is possible, if the patient is not too tender,

to separate the tumour from the uterus in the great

majority of cases, and localise it to the appendages. A
careful examination should always be made to determine

if possible the condition of the opjoosite appendages, as

disease in that region might suggest the tubal rather than

ovarian origin. In one case, jDublished by Warnek, he

was able to feel the twisted pedicle both by the abdomen
and jjer vaginam, but this must he very rarely possible.

The tumour was on the right side. He noted disease of

the left appendages also, but still did not come to a

correct diagnosis, reg'arding it as a case of right ovarian

cyst with twisted pedicle and left salpingitis.

Diagnosis.—So far as I have been able to discover an

absolutely correct diagnosis has never yet been made.

The symptoms and signs detailed above show an almost

exact correspondence with the symptoms and signs of a

twisted ovarian, and this is the most common diagnosis.

Sometimes the characteristic signs are not present, and
examination is very difficult from the tenderness of the

patient, or the presence of another abdominal tumour,

such as pregnancy or a fibroid uterus. In these cases the

operation is of an exploratory nature, and there is a pro-

visional diagnosis only, usually of salpingitis or appendicitis.

I think the fact that a diagnosis has never been made
or even suggested is due to the possibilit}" of the condition

not being present to the mind of the examiner. The
cases are no doubt rare. Pozzi, in reporting his four

cases in 1900, stated that he had never met with the

occurrence before 1899, and the case reported here is the

first to come under Dr. Cullingworth^s observation. Still

the number of recorded cases has now reached above fifty,

and all since Bland-Sutton's premier observation in 1891.

Given the followino' couditious and sio-ns I think the
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diagnosis sliould be at least suggested : a fluctuating

abdominal tumour, not rising above t'lie umbilicus,

associated with paroxysmal attacks of pain, culminating

in a very severe attack, with vomiting and constipation,

and if the tumour has been observed before, increase of

size, tenderness, and some loss of mobility.

The great difficulty is to distinguish this from torsion

of an ovarian cyst. It cannot be done with certainty.

But the shape of the tumour may be suggestive. An
ovarian cyst is usually rounded, the twisted hydrosalpinx

much more irregular. (In my own observation the

tumour only reached to one inch below the umbilicus, and

lay with its largest diameter across the pelvis.) If the

abdomen were too tender for palpation percussion might

be of aid. Instead of the definite upper convex limit of

dulness there might be an irregular curve, corresponding

rather to the .retort-shaped hydrosalpinx than to the

circular or oval ovarian cyst. Of course it is only in the

case of small ovarian cysts that the question of differential

diagnosis could arise. In tumours above the umbilicus no

one would suggest disease of the tubes. Bimanual

examination might lead to the discovery of bilateral

disease, with acute symptoms on one side. This Avould be

a further point in favour of tubal rather than ovarian

torsion.

If the case is seen for the first time during the acute

attack the severe abdominal pain, collapse, vomiting, etc.,

suggest either colic (hepatic, renal, or intestinal) or

appendicitis. If a tumour is present a mistake is not

likely to be made, but where this is absent, or small and

not discovered from the extreme abdominal tenderness,

the difficulty is great. Localisation of the seat of pain is

sometimes of A'alue, and the absence of particular

symptoms such as tenderness at McBurney's point or

jaundice would help in the differential diagnosis.

Ruptured extra-uterine gestation might be suggested, but

if watched for a little it is seen that there are not the

symptoms of great internal haemorrhage, nor on the other
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hand the physical signs of the formation of a haematocele.

As we hare said before it is Only rarely that a twisted

hydrosalpinx forms a tumour situated in the pelvis.

From one point of view perhaps a correct diagnosis is

a matter of no very great importance. The surgeon may
be satisfied that operative interference is called for, and is

ready to open the abdomen and pre])ared to deal with any
condition he may find present. But the value of a careful

attempt to make a diagnosis beforehand is I think

undoubted, and I trust that before long a case may be
recorded in which not only will the patient's life have
been saved by a timely operation, but also that the

condition will have been diagnosed correctly before the

abdomen was opened.

Treatment.—This requires little discussion. It is

necessarily surgical, and I think no one would dispute

that the abdominal is the correct route. The incision

should be made in the mid-line, or a little to one side,

preferably the side ©f torsion. After removing the twisted

tube the appendages of the other side should be carefully

examined. Where the tube is obviously diseased it will

of course be removed. One ovary should if possible be

left in situ. It is a more difficult matter to decide what
to do when the other tube is not obviously diseased.

Cathelin in his discussion of treatment decides in favour

of " unc castration bilaterale," leaving only a fragment of

ovary, with a secondary hysteropexy, but he allows that

if the other appendages are absolutely health}'- it may be

better to leave them so as to give the patient a chance of

a subsequent pregnancy. I think this should certainly be

the rule, and that after removal of the twisted tube the

other, should be dealt with conservative!}^, by separation of

adhesions for example, wherever possible.

With regard to " washing out " and drainage, each case

must be considered separately. Though the practice of

surgeons differs, 1 think it may be said that nowadays

drainage should be avoided, unless there is some very

positive indication for its use.
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The prognosis after operation is favourable. So far

only three deaths have occurred in just over fifty cases.
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Mr. Bland-Sutton expressed satisfaction that Dr. Hamiltou
Bell had interested himself in the question of torsion of dis-
tended Fallopian tulies, and had so carefully collected the
recorded cases for publication in the ' Transactions ' where they
would be accessible for reference. He thought it very stimulating
that one of the youngest Fellows of the Society shoidd set forth
such a high standard of clinical excellence as to expect the
diagnosis of a hydro- or pyosalpinx with a twisted pedicle,
especially in view of the fact that almost every acute lesion of
the abdominal viscera had, at one time or another, been simulated
by axial rotation of ovarian or similar cysts and tumours of the
pelvic organs. It is a fact that Fallopian tubes when distended
with simple fluid, pus, blood, or even when gravid did twist their
pedicles, but it is very difficult to even attempt to frame a
plausible theory to explain it ; this could he attributed in a great
measure to our profound ignorance of the statics and dynamics
of the peritoneal cavity.

Dr. McCann said he had been fortunate in having met with
an example of tubal pregnancy complicated by torsion of the
pedicle. The patient had had two attacks characterised by
elevation of temperature, increased pulse rate, sudden severe
pain in the right side of the lower abdomen, vomiting and
abdominal distension. As the history of tubal pregnancy was
indefinite the case was considered to be either an inflamed' cyst
or a cyst complicated by torsion of its pedicle. When the
tumour was removed it was foimd to be a haematosalpinx,
the tubal cavity containing blood-clot. Chorionic villi were
detected on microscopic examination of the tube wall. The case
is described in the ' Lancet ' of May, 1903, and appears to be the
only examjile of this unusual complication puljlished in the
English language. Martin, of Berlin, in his book on " Eileiter-

krankheiteu," describes and figures a hsematosalpinx due to
tul )al pregnancy complicated l)y pedicle torsion. The description
closely resembles the condition of the tvibe and its contents
which was fovuid in Dr. McCann' s case.

Mr. Alban Doran considered that diagnosis of the twisting
of a tubal pedicle must be impossible in many cases and that
therefore this condition was often overlooked, so that it was com-
moner than clinical records would lead us to believe. Again it

seemed pro1)able, for mechanical reasons, that it was easier for

a tiibe than for an ovarian tumour to untwist itself after axial

rotation. Tubal torsion to any appreciable degree was rarer

than torsion of the ovarian pedicle because the dilated tube soon
became fixed by adhesions, whilst many ovarian cysts did not
become adherent to neighbouring structvires until after torsion.

Dr. Lewers said that a remarkable feature in his case of

pyosalpinx with twisted pedicle (to which reference had been
made in Dr. Bell's paper) was the absolutely normal condition
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of the ovaries ou both sides. In the large majority of cases of

pyosalpinx the ovaries were matted to the tubes, and the lump
so formed was generally firmly adherent everywhere. At all

events in such cases it was impossible to leave the ovaries. In
his case of pyosalpinx with twisted pedicle he was easily able to

remove the pyosalpinx without removing the ovary. He thought
that the freedom of the ovaries in this and similar cases tended
to show that the cause of the pyosalpinx Avas one different from the

usual causes of pyosalpinx, viz., gonorrhoea and sepsis. Possil:)ly

the cause might be tubercle, but no evidence of it could be found
in his case though a careful examination of the pus and tube-

wall was made.
Dr. Bell thanked the Fellows for the kind reception they had

given to his paper. He recognised fully the great difficulty in

the diagnosis of the condition, but he still clung to the belief

that, given an irregular swelling situated below the umbilicus,

associated with the symptoiiis of torsion, and associated also with

disease on the other side of the pelvis, the possibility of this

accident should be present to the mind of the obseiwer. Of
course, where the swelling was of the size mentioned by Mr.
Targett it would never suggest tubal disease. He was sorry to

have missed the case referred to, which, however, must have been
very exceptional. He was glad to hear Mr. Targett agreed with
the view that when torsion occurred in connection with a
pyosalpinx. not secondary to the torsion, it was almost certainly

a tul^erculous pyosalpinx, though this, unfortunately, could not

be shown in Dr. Lewers's case.
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Edward Malixs, M.D., President, in the Chair.

Present—37 Fellows and 7 visitors.

Books were presented by St. Thomas's Hospital, Boston

Lying'-in Hospital (U.S.A.), and the New York Hospital

Staffs, the ' Deutsche Gesellschaft fiir Gynakologie,' and

by Dr. C. Hul^ert Roberts.

•James Marr Brydone, M.B., B.C.Cantab., and Edmund
Moritz Illing'ton, Capt. I.M.S., L.R.C.P., were admitted

Fellows of the Society.

The following gentleman was elected a Fellow of the

Society :—Harry Oliphant Nicholson, M.D.Ed., M.R.C.P.Ed.

Report of Pafhology Committee on Tico S2:>ecimens of

Diffuse Adeno-Myoma of the Uterus, shown by Dr.

Walter Tate, at Meeting of Society, April 6th, 1904.

We, the undersigned, agi'ee with the macroscopic and

microscopic descriptions of both specimens as given by

Dr. Tate and Dr. Dudgeon.

In specimen No. 1 downgrowths of the endometrium

can be traced into the central parts of the tumour. In

specimen No. 2 the microscopic appearances resemble
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closely those of No. 1, with the exception of the presence

of areas of degeneration and hasmorrhage in the myomatous

tissue and a more cystic condition of the gland tubules.

As no endometrial surface is shown in the sections it is

impossible for us to decide Avhether the adenomatous

tissue is directly continuous with the mucosa of the uterus.

John S. Faiebairn.

CoERiE Keep.

April 21st, 1904. Alban Doean, Chairman.

TWO CASES OF ENLARGED WANDERING SPLEEN
FORMING PELVIC TUMOURS.

Shown by Mr. Frank E. Taylor.

Case 1.—E.B—,a married woman, aged 32, was admitted

into Chelsea Hospital for Women, under the care of

Dr. W. H. Fenton, on January 1st, 1904, complaining

of pain in the left side, accompanied by sickness and

diarrhoea.

She has had two children, the last fifteen months

prior to admission into hospital. At this confinement

she Avas kept in bed for six weeks on account of " septic

fever." AVhilst then Ijvug in bed she first noticed a

lump in the right iliac region, and she experienced a

good deal of pain in the same situation.

In September, 1903, she attended as an out-patient, and

was then found to have a hard mass in the right iliac

region, extending inwards as far as the middle line of

the abdomen and up to the umbilicus. She was recom-

mended to become an in-patient, but refused to do so.

From this time until admission in January last she

has had a good deal of sickness and diarrhoea, having
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had two very severe attacks on Christmas Eve and New
Year's Eve, and these she called " bilious attacks/'

The catamenia were regailar, lasting seven days out

of every twenty-eight, and the loss was fairly profuse,

and unaccompanied by pain or clots. Between the

periods there Avas some creamy white vaginal discharge.

Micturition was normal throughout.

On physical examination the heart and lungs were

found to be normal. The surface of the abdomen was
dark in colour, and there was some intestinal distension

in the umbilical region.

Below the level of the umbilicus, and chiefly on the

right side, but also extending across the middle line

towards the left, was a hard firm mass rising up in

the right flank almost to the level of the umbilicus.

It was extremely tender on deep paljDation. Its surface

was smooth and uniform. It presented a well-defined

edge, in which no notch could be palpated. Neither

could any movement be elicited.

Per vaginmn a hard mass was felt to occupy the

anterior fornix ; it also extended to the left, forming a

very large tumour. It Avas very tender, and only very

slight movement could be induced. The uterus occupied

the pouch of Douglas behind the tumour, with which it

had no connection.

The history of the case, the apparent origin of the

swelling during a septic puerperium, and the presence of

a hard mass in the pelvis suggested the diagnosis of

parametritis. The definiteness of the swelling and the

presence of slight mobility entirely negatived this view.

The fact that the tumour occupied the pelvis and was

free from the uterus caused it to be diagnosed as an

ovarian tumour.

The patient's general condition was so bad that

operation was deferred until February 19th. In the interval

she was kept in bed, and with skilful nursing and

appropriate treatment this very considerably imj^roved.

On Febiniary 19th, Dr. Fenton opened the abdomen
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through a subnmbilical median incision, and found the

tumour to be an enlarged spleen embedded in the right side

of the pelvis and extending- up into the right iliac region.

After separating the adhesions, the pedicle of the spleen

was found to be t"\visted through two and a half complete

turns. The tail of the pancreas was contained in the

pedicle, and extended to within two inches of the spleen.

The portion of the pedicle intervening between the tip

of the tail of the pancreas and the spleen was ligatured

by transfixion and cut through, the spleen being thus

removed. The abdominal wound was sewn up in three

layers.

Except that for a couple of days after operation the

patient was somewhat restless, recovery was uneventful,

the temperature never reaching beyond 99*8° F., and only

touching this figure once on the day following operation.

The wound healed per primam throughout, and the stitches

were removed on the eighth day.

The patient left the hospital perfectly well on March
10th, that is twenty days after the splenectomy.

Examination of the specimen removed showed it to be

a uniformly enlarged spleen measuring 8i inches in

length, 5|- inches in breadth, and 3 inches in thickness.

It weighs forty-one ounces.

It was softish and elastic in consistence and dark purple

in colour. Its peritoneal surface was smooth and glisten-

ing and free from adhesions. It was hardened whole i»

formalin. On being bisected it presented a striking-

appearance. The whole of the central part of the tumour,

forming- the major portion of it, was seen to be composed
of a large htemorrhagic mass, bright red in colour. Round
this a thin layer of splenic tissue of a dark-brown hue was
spread out, with larger accumulations at each end. The
capsule of the spleen is also thickened.

The changes observed on microscopic examination are

the presence of a large central htemorrhagic mass in

which no trace of splenic tissue is discernible, which is

surrounded by splenic tissue, with increased trabecular
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connective tissue and thickening of the connective-tissue

capsule.

Case 2.—Dr. Fenton kindly informs ine that the above

is the second case of enlarged wandering spleen occupying

the pelvis and simulating an ovarian tumour which had
been observed and submitted to operation by him. The
first occurred about twelve years ago in his private

practice, and he has kindly supplied me with the following

notes from memoiy to incorporate Avith this communica-

tion ;

—

Dr. Fenton Avas asked to go to Hampstead by the late

Dr. Miller to perform ovariotomy. On examination of

the patient, Dr. Fenton found a large mass in the pelvis

independent of the uterus. This he agreed was a solid

ovarian tumour, associated with ascites.

The patient's general condition was very bad ; she

was very weak and wasted, and there were many petechiiK

all over the body.

Subumbilical median coeliotomy was performed. Iii

the peritoneal cavity much ascitic flviid was found, and

this was removed by sponging, and the tumour was then

found to be a displaced and enlarged spleen. It Avas

noticed that the spleen Avas adherent to as much of the

abdominal contents as it came in contact Avith ; so much
so that it seemed a serious matter to attempt to separate

these adhesions, especially in vieAv of the capillary

degeneration shoAvn by the petechiee on the skin, in the

adhesions, and on the surface of the spleen. No attempt

Avas accordingly made at their separation, or at removal

of the enlarged spleen. The Avound Avas seAvn up in three

layers.

Shortly after the operation blood began to ooze from

the abdominal Avound, and continued in spite of all treat-

ment, until the patient died the next day from a com-

bination of shock and haemorrhage.

It is unfortunate that in neither of these cases was any

blood examination undertaken, as this Avould probably have
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thrown some light upon the nature of the splenic enlarge-

ment. Nevertheless, there seems little doul3t that in the

one case, as the specimen shows, the enlargement of the

spleen was due to the hasmorrhage caused by the torsion

of the pedicle. It is possible that the attacks of pain and
sickness which the patient described as " bilious attacks

"

were in reality caused by distinct hjemorrhages into the

spleen. In the other case there can be equally little

doubt that the splenic enlargement was most probably

due to leucocytha?mia, as the subsequent uncontrollable

and fatal haemorrhage from the abdominal wound would

suggest.

TWIN MONSTER.

Shown by Dr. Peter Horrocks.

This was a twin blended in the thorax. It was deli-

vered by Dr. Stewart, of Rotherhithe, who was obliged to

rupture the membranes as there were no pains. Two left

feet presented. He had considerable difficulty in getting

the four arms born, but after that was accomplished he

was able, by carrying the legs and body backwards, to

obtain the delivery of the anterior head, the posterior

quickly following. Delivery was accomplished without

an anaesthetic. There was only one umbilical cord and
only one placenta. The cord terminated in a single

umbilicus just below the lower end of the united thoraces.

During the pregnancy, the mother, who was a multi-

para but only twenty-four years of age, had- been greatly

frightened by an idiot child living in the same house, who
used to come and stroke, her and utter unearthly shrieks.

A dissection of the monster may be of interest in regard

to the development of two embryos from a single ovum.

Dr. LocKYEK noted that Dr. Horrocks drew attention to the
fact that there was only one placenta, and he (Dr. Lockyer)

VOL, XLVI. 13
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remarked that this is what one would expect with double-headed

monsters, inasmuch as they arose from uniovular impregnation,

where the ovum possessed but one germinal spot, the monster

being due to a subsequent error, viz. a division of the blasto-

derm, which, being incomplete, had resulted in the twins being

conjoined.

FIBRO-MYOMA OF THE UTERUS UNDERGOING
SARCOMATOUS DEGENERATION.

Shown by Dr. Petek Horeocks.

This specimen was removed by abdominal hysterectomy

in March, 1904. The patient was 46 and single, and had
for some years suffered from menorrhagia. In December,

1903, she had some illness, which w^as thought to be peri-

tonitis, and on examination it was found that she had a

large tumour rising into the abdomen out of the pelvis.

I first saw her in January, 1904, and recommended no

operation, with the idea of conducting her safely over the

climacteric. But examining again a month later, I found

it was gromng rapidly, and so recommended operation.

I removed the uterus and tumour in March by abdominal

section, and the patient made a good recovery. Appended
is a report made by Dr. Leonard S. Dudgeon.

Some authorities still disbelieve in the possibility of

sarcomatous change in a fibro-myoma of the uterus. There

is no a priori reason against it, and this case is one more

in proof of it. In the ' Obstet. Trans.' for 1898 I showed

a similar case. Doran published a case in the ' Trans, of

the Pathological Society,' vol. xli, and Finlay in vol. xxxiv

of the same ' Transactions.' There is one significant point

common to all these cases, namely, that the tumour was

known to have existed for years in the usual state of slow

growth, and that it began to grow rapidly shortl}^ before

operation or removal.
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Pathological Report hy Leonard S. Dudgeon, M.R.C.P.

The weight of the tumour was found to be 2 kilogrammes

200 grammes. It consisted of one large solid mass, and
several small nodules about the size of a hen's egg firmly

adherent to the main tumour. On section, the whole

mass except for a firm pale periphery about half an inch

in width resembled raAv beef, and towards the centre was
quite soft and necrotic. The small masses closely

resembled the large tumour in longitudinal section.

Fluctuation was obtained over most portions of the

tumour, but there was no evidence of any suppuration.

A large area at one portion of the main mass was
extremely hard, and consisted of dense calcified masses
which could only be cut with bone forceps.

There was no evidence of inflammation over the surface

of the tumour.

Microscopical histology.—Sections of the tumour Avere

made from the following situations :— (1) Central area of

necrosis, (2) area of necrosis and adjoining tissues,

(3) area of calcification, (4) firm tissue between the

calcified area and the area of necrosis. The specimens

were fixed in Orth's bichromate formalin mixture, cut in

paraffin, and stained Avitli Mayer's htemalum and eosin,

or ©range G, and with A^an Gieson's stain.

By Van Gieson's stain we are able to show that a small

portion of the whole tumour consists of dense fibrous

tissue and delicate muscle bundles. There are laro-e

areas of necrosis and fatty degeneration irregularlv

scattered throughout this portion of the tumour, while the

main bulk of the tumour shows almost ever}- variety of

degeneration.

In one of the microscopical preparations, a small area

of large round cells with very pale and granular nuclei,

and some spindle-shaped cells, can be seen to have
infiltrated the tissues in all directions. Sections

prepared from the softer portion of the tumour are found
to consist of cells of all shapes and sizes, but chiefly large
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round cells with granular nuclei, some of wliicli stain

intensely with htematoxylin, and giant cells, some of

Avhich contain four or five darkly stained nuclei and

almost resemble the giant cells which we meet with in

sections of tubercular tissue. Many spindle-shaped cells

are also scattered throughout the specimens.

Van Grieson's stain shows that delicate bands of fibrous

tissue interlace in all directions throughout the highly

cellular regions of the specimens.

In some of the sections cells radiate from the walls of

the' small blood vessels in a " spoke-shape " fashion and

closely resemble what we meet with in specimens of

h^m-angeiomatous sarcomata. The small nodules attached

to the surface of the main tumour were found to have a

similar structure.

Large areas of calcification and numerous small dots of

similar structure can be seen in sections prepared from

one portion of the tumour, which otherwise consists of

degenerated fibrous tissue, sharply marked off from the

fibro-myomatous tissue.

This tumour is, therefore, an example of a fibro-myoma

which has u^ndergone all forms of degeneration, in-

cluding sarcomatous degeneration. The main bulk of

the tumour appears to be of this nature, and the large

areas of degeneration are chiefly situated in the sarco-

matous growth.

Mr. Shattock stated that he considered that the growth

was a mixed-celled sarcoma.

Dr. Handfield-Jones asked how it was possible to decide iu

the specimen, which had just been described, whether the

sarcomatous degeneration had begain in the substance of the

fibroid or had started iu the endometrium, and in the course of

its extension had involved the fibroid. He narrated a case which

had been under his care of a woman aged fifty-six, who had had
a fibroid of the uterus which reached up above the umbilicus.

After the menopause, which occurred at the age of fifty, this had
shrunk doAvn to a short distance above the pelvic brim. During
the last eighteen months metrorrhagia had been constant, and
the uterus had again enlarged, until it reached the level of the

umbilicus. The whole mass Avas removed by supra-vaginal
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hystereotoiuy, and then the uterine cavity was found to be

distended by a large mass of sarcoma, wliicli had also involved

the old atrophied fibroid. Probably in this case sarcoma had not

originated in the fibroid, but had involved it secondarily.

Mr. Alban Doran doubted whether these tumours, said to be

"sarcoma"' histologically, were clinically malignant. TJlesko

Strogauowa,* examining a large series of uterine fibroids

removed in a Russian hospital, made out malignant elements in

10 per cent, of all the cases—a proportion quite at variance with

our clinical experience of tliis familiar new-gro"\vth. Mr. Doran
suspected that the cells which were large and spindle-shaped

might be altered plain-muscle cells. Histological elements of

that kind, when subjected to morbid influences, assumed strange

appearances, especially when a number were seen in section, cut

longitudinally, transversely, and obliquely. He reminded the

Society of the drawings of sections of the wall of a cyst of the

iirachus, reported in the eighty-first volume of the ' Medico-

Chirurgical Transactions.' The muscle-cells, originally normal
elements in the urachus, assumed very malignant appearances,

yet the new-growth was perfectly innocent. There was a great

want of after-histories to these cases of malignant degeneration of

fibroids.

Dr. Eden said that he had been interested in the subject of

sarcomatous changes in fibroids for some years. In 1893 he had
exliibited before this Society (vol. xxxv, p. 408) an ovai-iancyst in

the wall of which he had found a nodule the size of a walnut,

which, on microscopic examination, proved to be a sarcoma.

The diagnosis was confirmed by the subsequent death of the

patient from extensive pelvic recurrence within a few months of

the operation. Since that time he had seen two cases of sarcoma
attacking a uterine fibroid. He had no difiiculty in accepting the

fact that a malignant growth might arise in a benign neoplasm
just as easily as in healthy normal tissues. But the term
sai*comatous or malignant " degeneration " as applied to this

process was, he thought, an unhappy one, because " degenera-

tion " implied loss of vitality or death of cells, while a malignant
new-growth was characterised by extraordinary activity and
pi-oliferation of cells. The process was rather the occurrence de

novo of a malignant growth in the tissues of a benign neoplasm.

Dr. Peter Horrocks replied that Dr. Handfield-Jones's case

was probably a sarcoma from the beginning, because the endo-

metrium appeared to be the starting point. But this was not so

in his case, and cases were on record of a fibroid polypus with

sarcomatous degeneration in it, and yet where the pedicle was
not affected by sarcomatous change. He did not think with

* " Ueber Bosartiges Myom der Gebiirmutter," ' Monatsschr. f. Geb.

u. Gyn.; September, 1902, p. 427, and October, 1902, p. 826.
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Dorau that the change was one in the muscle-cells, thus render-

ing it a thing peculiar to fibroids, but he believed it to be a real

and ordinary sarcomatous change developing from the connective-

tissue. Dr. Eden objected to the term degeneration, which,
however, was the one usually employed.

A CASE OF ADENO-MYOMA OF THE UTERUS.

Shown by Mr. Frank E. Taylor.

M. F—, single, aged 37, hospital nurse, was admitted'into

Chelsea Hospital for Women, on March 4tli, 1904, under

the care of Mr. Bland-Sutton, complaining of pain and
excessive loss at the periods. Menstruation now lasted

eight days out of every tAventy-three to twenty-eight

;

the loss being excessive and accompanied by some pain.

About seven or eight years ago the loss became increased

and the duration became longer than it had previously

been. This condition became gradually worse, and has

been much more marked during the last tAvo years.

During the last few" months there has been some vaginal

discharge between the periods. Micturition has been

normal, and the bow'els regular throughout.

The patient finds that her vocation as hospital nurse

is now much interfered with.

On abdominal examination, some resistance was felt in

the right iliac fossa, where there w^as tenderness on pres-

sure. No abdominal tumour could be felt.

Per vaginam the cervix was found to be soft and

patulous : it was directed downwards and backwards. A
rounded swelling was felt in the anterior wall of the

uterus, and a smooth, regular, hard, rounded mass could

be felt to the right of the uterus in the region of the

ovary.

The diagnosis of multiple uterine fibro-myomata w^as
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made, and operation—myomectomy, if possible—was

decided upon l^ecause of the interference with her Avork

which the condition caused.

On March 7th, the patient was etherised and carefully

examined under the anaesthetic. The previous findings

were confirmed and coeliotomy forthwith performed. The

enlarged uterus was exposed, and an incision was made
over the tumour in the anterior uterine wall with a view

of enucleating it. This proved to be impossible because

of the diffuse nature of the growth and the entire

absence of any capsule, there being direct continuity of

the tumour mass with the uterine wall. Supra-vaginal

hysterectomy was accordingly performed, and both

uterine appendages were left behind.

The abdominal wound was sutured in three layers.

Convalescence was rapid and uneventful, the wound
being dressed on the eighth day, when the stitches were

removed and the wound found to be completely healed

per 'primara.

The specimen, which weighs five ounces, consists of

the major portion of an enlarged uterus, Avliich is also

distorted by the presence of two small projecting subserous

tumours. The uterine appendages, not having been

removed at operation, were absent. The uterus measures

three inches in length. On extending the incision in

the anterior wall of the uterus, the tissue offered much
resistance to the knife, being dense and hard. The

uterine cavity and endometrium were not discernible.

The body of the uterus, which constituted the upper

24- inches of the specimen, had walls measuring 1|- inches

in thickness. These were seen to be composed of a

mass of dense, hard, coarsely-striated, spongy-looking

tissue, with striee running in all directions and without

any arrangement into whorls.

There was no attempt at encapsulation of the growth,

which was quite diffuse, and appeared to occupy the

whole thickness of the uterine wall right up to its

peritoneal investment, which, however, was not invaded
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by tlie growth, being quite smooth, glistening, and free

from adhesions.

Projecting from the surface of the uterus in the

region of the right tubal angle are two small, hard,

rounded tumours. The larger one, three inches in its

longest diameter, and rather larger than a chestnut,

which it somewhat resembles in shape, springs from the

right of the fundus uteri above the insertion of the

tube. Its peritoneal surface, which is smooth and
glistening, is slightly tuberose.

The smaller tumour is ^ inch in diameter : it is the shape

and size of a small marble. It projects from the lateral

aspect of the body of the uterus, behind and below the

tubal attachment. It is also covered by smooth, glistening-

peritoneum.

Both these tumours are well encapsuled, and on section

are hard, white, glistening, and whorled, presenting all the

macroscopic appearances of fibro-myomata, and markedly

contrasting with the diffuse growth in the body of the

uterus.

Microscopic examination of the diffuse growth shows

the typical appearances of an adeno-myoma of the uterus,

which I have fully described in the ' Journal of Obstetrics

and Gynaecology of the British Empire ' for March, 1904,

that is to say, it consists of interlacing bundles of unstriped

muscular tissue running in all directions and enclosing-

islands of epithelial tubes lined by a single layer of

columnar epithelium—uterine glands—surrounded and
separated from the muscular tissue by a greater or less

amount of richly cellular lymphadenoid connective-tissue.

The two subserous tumours are typical fibro-myomata,

being composed of interlacing strands of fibrous and
plain muscular tissue, and are quite devoid of glandular

elements.
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UNIOVULAR TWINS. ^

ShoAvu by Dr. Cuthbert Lockyer.

Dr. Cuthbert Lockyer sho^ved the placenta membranes

and a foetus papyraceus belonging to a case of uniovular

or homologous twins.

The placenta, common to the two foetuses, was composed

of unequal halves Avhich varied nuich in character. The

smaller part, which corresponded to the snialler of the two

amniotic sacs, was very thin, hard, and densely fibrotic on

section ; it contained no calcareous plates, but grated on

section like dried-up iibrous tissue. Its maternal surface

showed no division into cotyledons, but presented a uniform

cake-like mass. To its foetal aspect was attached the

thin, attenuated umbilical cord, which at its distal

extremity was united to a foetus compressus, in which the

male sex was just distinguishable by fusion of the two

halves of the scrotum.

The larger portion of the placenta was intimately fused

with the smaller, although at the junction of the two the

tissue was very thin. Its maternal surface was deeply

divided into cotyledons, and these appeared quite normal to

the naked eye. From its foetal surface an umbilical cord

of normal size and thickness came off. The corresponding

foetus was not showm. The two amniotic sacs were of

very unequal size, the one related to the normal part of

the placenta being twice the size of the other. The

septum dividing the two, and consisting of two layers of

amnion, w^as thick, strong, and complete. The clinical

history kindly provided by Dr. Ernest Randall, who sent

the specimen to the writer, was as follows :

Mrs. N—, aged 30. Had had one child previously, two

and a half years ago. Delivery was spontaneous at the

eighth month; no cause could be assigned for the pre-

mature labour. Four months later the patient had a

severe flooding, Avhich was regarded as an early abortion.
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Following this the catamenia had been normal until

August 12th, 1903; since then there was a slight show of

one day's duration each month until November, when all

sign of menstruation ceased. Dr. Randall saw the patient

on January 4th, 1904, and found the fundus uteri at the

umbilical level, and the patient said she had felt foetal

movements; twin pregnancy was not diagnosed, nor was
there any indication of foetal death. On January 22nd,

much abdominal pain Avas complained of after a ver}-

fatiguing day's work. On February 23rd, Dr. Eandall

examined the patient at 8 a.m., and found commencing
dilatation of the os. At 4 p.m. on the same day, spon-

taneous delivery by a vertex presentation occurred. The
foetus was healthy : it was considered to be a seven-months'

child, and lived for two hours only. The placenta was
delivered twenty minutes after the birth of the child by
" considerable abdominal compression," and this was imme-
diately followed by the compressed foetus. There was no
'post-'partum hfemorrhage, and the puerperium was quite

normal.

The sinmltaneous fecundation of two germinal spots

belonging to one ovum is a comparatively rare occurrence.

When it does occur, the two children are of the same sex.

Veit, as quoted by Clifton Edgar, found that in 429 cases

of multiple pregnancy, 383 were from two distinct ova,

46 from a single ovum, and two of these had a single

amnion. Dr. Thomas Wilson in a paper on " Hydramnion
in Cases of Uniovial or Homologous Twins," read before

this Society in 1899, gives binovial twins as seven times

more common than those derived fi-om one ovum.

He draws particular attention to the association of

hydramnion with this type of twins, and records twenty-

two cases of its occurrence, and says its causation is found

in the relation of the vessels of the two foetuses to the

common placenta. " The twin whose vessels run a

shorter or more direct course obtains an undue share of

blood from the placenta, in which anastomoses take place

between the vessels belono-ino- to the two foetuses. In
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this way one foetus grows faster than the other and its

heart becomes not only absolutely but also relatively

larger than that of the other ; that is to say its heart

becomes really hypertrophied. This leads in some way to

increased uptake of fluid in the placenta and so to

increased exudation by this twin. This increased

exudation takes the form of excessive secTetion, certainh'

from the kidneys, probal)ly from the skin, and possibly

also fi'om the portion of placenta belonging to the aifected

foetus ; and the accumulation of these discharges leads

rapidly to enormous hydramnion of the foetus."

In the ' Transactions of the Obstetrical Society ^ for

1890, Graily Hewitt describes one case similar to those

to w^hich Wilson drew attention, and Edgar, quoting*

Ahlfeld, says, ^' There may be a marked amount of fluid in

one sac and very little in the other."

Other abnormal conditions which may be found

associated with homologous twins are fcetal atrophy or

acardia and foetus papyraceus (of which the present

specimen is an example). Vesicular degeneration of the

chorion, albuminuria, placental disease, velamentous

insertion of the cord are complications which may be met

^\ath in this as in any other type of twin pregnancy,

whilst double-headed monsters will have a different

explanation, these not being the result of the spontaneous

fecundation of two germinal spots, but dvie to the

partial fusion of the single blastoderm. A section taken

through the junction of the quick and the dead part

of the placenta and also another shoA%'ing the structure of

the former at its thickest part and at a considerable

distance from the latter, were exhibited.

A large unorganised htemorrhage surrounded by
maternal decidua and by chorionic villi was seen at the

junction of the dead and living portions of the placenta.

The dead tissue showed chorionic villi in an advanced

stage of fibrosis and hyaline degeneration, totally devoid

of syncytium and Langhans' cells and with their vessels

occluded by fibrous tissue. Areas of round-celled
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infiltration existed between the decidua and the chorionic

villi. The villi were for the most part packed closely

together^ but here and there fibrinous areas existed

between them. The living- placenta at its junction with

the dead part and for the space of two centimetres

distant, was chiefly characterised by the enormous size of

its vessels. This was not due to atonic dilatation, since in

addition to the increased lumen the walls were very much
hypertrophied. The close proximity of such vessels to

the free hfemorrhage above referred to as having existed

at the junction of the quick and dead parts, would seem

to suggest that there had been an attempt made by the

living foetus to send blood through the dead portion after

the vessels of the latter had been occluded.

The villi in the living part were quite normal in

appearance, not only as seen in the examination of the

section taken at some distance from the " junction " but

even where the two portions (dead and living) met, the

transition from dead, fibrotic, and hyaline chorionic villi to

normal villi being abrupt.

NECROBIOTIC FIBROID REMOVED FROM A
RECENTLY DELIVERED PATIENT AGED
TWENTY-TWO.

Shown by Dr. J. S. Fairbaikn.

This specimen is shown as a good example of

necrobiotic change in a uterine fibroid removed from a

patient who was confined some five weeks previously. It

is also of interest as showing the difiiculty of arriving at

an accurate diagnosis, for the age of the patient and the

symptoms to which it gave rise were more suggestive of

some inflammatory mischief in the pelvis than of a fibroid

of the uterus.
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The simplest way Avill l)e to begin with the clinical

history of the case. The patient, aged 22, had always

had good health ; the catamenia were regular, and small

in amount, but there was slight dysmenorrhoea for the

first two days of the period. She had been married

thirteen months, and was confined of her first child on

March 10th. During the later months of her pregnancy

she suffered considerably from a sharp pain shooting from

the right side to the vulva, but no lump or tender spot

was noticed in the abdomen. As the account of the

delivery and puerperium is of considerable importance,

the notes of this part of the history have been obtained

from Dr. Mordaunt Wheler, of Battersea, under whose

care she was. Dr. Wheler saw her for the first time

when she was in labour, and though he had his hand on the

uterus for some time after the expulsion of the placenta

and membranes, which came away entire, he did not detect

any defined swelling of the uterus. The labour was not

a protracted one, but forceps were used to complete

delivery when the head was low down, as the patient

showed some signs of exhaustion. For the first few days

of the lying-in period nothing unusual was noticed : there

was no rise of temperature, the lochia were normal and on

non-offensive. About the fifth day the temperature began

to rise, and for the next three or four weeks continued to

do so until her admission to hosj^ital, reaching 100° and

on one occasion, early in the illness, 102°, that being the

highest recorded. A tender swelling was first noticed on

the sixth day. It appeared first on the right side, but

later became more median in position, and was thought to

be connected with the utei-us. Dr. Turner, who was

called into consultation with Dr. Wheler on March 22nd,

thought that there w^as some infiltration of the right broad

ligament. As the tumour appeared to vary in size from

one day to another, a catheter was passed to exclude

involvement of the bladder. The question of retained

products of coiiception with subinvolution of the uterus

was discussed, but in the absence of ha3inorrhage or of
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any morbid change in the lochia, no exploration of the

viterine cavity was undertaken. About the third Aveek, a

second tumour was noticed higher up on the right side

and was thought to be ovarian. The tumours were

always markedly sensitive to pressure. On April 6th the

patient got up for the first time to come to the hospital,

and I saw her in the out-patient department of St.

Thomas's. She was anaemic and looked ill, and had a

temperature of 100°. On examination of the abdomen, two

apparently distinct swellings could be made out ; one, a

central swelling above the pubes, rising up out of the

pelvis, and another movable swelling in the right iliac

fossa, extending from within an inch of the anterior

superior spine to a finger's breadth above the umbilicus.

They were both very tender to palpation. Per varjinam,

the tumour in the right iliac region could not be reached

from below; on the left side an elastic fluctuating

swelling, closely incorporated with the uterus and appa-

rently fixed, was found to bulge down the anterior fornix.

The tumour in the right iliac fossa was thought to be an

ovarian cyst, either inflamed or with a twisted pedicle,

while the median fluctuating swelling adherent to the

uterus was thought to be an intra-pelvic abscess or a

suppurating ovarian cyst. The patient was admitted to

the hospital under Dr. Tate, and examined by him two

days later. Dr. Tate found much the same condition as

was noted in the out-patient room. A definite sulcus

could be made out between the tumour on the right side

and the mass in the hypogastric region. The former he

considered to be an ovarian cyst with a twisted pedicle,

while the lower swelling connected with the uterus was

looked upon as a cyst of the left ovary, probably a

dermoid, as it did not appear to be fixed^ enough for a

suppurating mass. During her stay in the hospital the

temperature did not rise above normal and the patient

improved considerably in appearance.

Abdominal section was performed by Dr. Tate, on April

14th, when both swellings were found to be connected
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with the uterus, forming one tumour of an hour-glass

shape, the division into two masses being formed by a

very definite constricting band. The tumour grew from

the right side of the uterus and invaded the right broad

ligament, and appeared to be constricted at the place

where it expanded into the ligament. The tumour

was enucleated from its bed, but as the cavity left in

the uterus was very ragged and did not contract down,

the body of the uterus was removed by supra-vaginal

amputation, the left tube and ovary being left. The

patient made a good recovery, though the abdomen had

to be reopened on the fourth day for intestinal ob-

struction, due to constriction of bowel by a piece of

omentum adherent to the smmp.

The tumour removed A^eighed 1 lb. 9| oz. ;
it was

soft, and showed throughout on section the fleshy-red, raw-

beefsteak appearance w^iich is characteristic of this form

of necrosis. At one pole definite thrombosis of the vessels

could be seen. It had a slight stale odour. Broth

cultures from the centre proved sterile. Microscopically,

the tissue shoAved the usual signs of necrosis in the

extensive disappearance of nuclei, leaving the wavy fibres

stained by the ground stain. There was also some

engorgement of the vessels, and a little haemorrhage into

the tissues, but the necrosis was the chief feature as shown

by the microscope.

The specimen illustrates many of the points referred to

in a paper on this necrotic process, in the ' Journal of

Obstetrics and Gynaecology of the British Empire ' for

August, 1903. First of all the frequent occurrence—

nearly 40 per cent, of cases—in connection with pregnancy

or recent delivery, as well as the fact that the change

appears to be a fairly acute one and to occur in parents

of all ages. It is certainly not a senile change. The

necrosis is evidently either a vascular change or due to

bacterial invasion. As it does not appear to be due to

the latter, it is in all probability due to interference

with the blood supply. The thrombosis noted in this
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specimen would appear to confirm this, but there is

nothing to show how it is brought about. Its clinical

manifestations^ too, are interesting. The slight rise of

temperature, Avith some constitutional effects, the pain

and tenderness of the tumour, together with the

softness and sense of fluctuation, give rise to the

impression of an inflamed cystic swelling, and the

most frequent error in diagnosis, that of ovarian

cyst, with torsion of its pedicle, was made. As was

shown in the paper referred to, the change probably

begins during- pregnancy, indicated in this case by the

pain, but is hastened by the retraction of the uterus

during the puerperium. No doubt this also explains

why the tumour was not detected until, by the diminu-

tion in the size of the uterus, it became separated

from the uterus and so easily recognisable as a distinct

NECEOBIOTIC FIBROID.

Shown by Dr. Florence N. Boyd. »

Mes. Boyd showed a specimen of a uterus containing an

interstitial fibroid in a state of necrobiosis removed by abdo-

minal panhysterectomy from a patient of 45, who was

admitted to the New Hospital for Women with a left-sided

strangulated femoral hernia. A successful operation for

this latter condition was followed on the third day by

thrombosis of the left internal saphenous vein accompanied

by slight oedema of the leg. The patient was kept strictly

at rest, and no extension of the thrombus was observed.

The femoral wound healed by first intention. On the

eleventh day after operation the temperature rose, and in

two days reached 103'8°, the patient complaining of pain

in the region of the wound. Examination showed a re-
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sistance to the left of the mid-line reaching halfway to

the umbilicus, extending into the anterior and -left fornices,

and displacing the cervix to the right. There was ex-

treme tenderness over the Avhole mass, rendering a satis-

factory bimanual examination difficult, and the examina-

tion was followed later by a rigor (103-4°) and a pulse of

140. A diagnosis of a deep septic cellulitis in relation to

the operation was made, but an incision above Poupart's

ligament, with the object of reaching pus extra-peri-

toneally, showed the mass to be a fibroid in the anterior

and left wall of an enlarged uterus. The wound was

closed, as it was uncertain whether some degenerative

change in this fibroid was the cause of the fever, or some

general septic condition connected with the thrombosis

of the saphenous. The fever continued with occasional

rigors, and pain and swelling of the metacarpo-phalangeal

and right shoulder joints appeared, but lasted only a short

time. °The patient lost ground rapidly and became very

ill, and it was decided, after consultation, to remove the

uterus and fibroid. Immediately before operation local

peritonitis was noted to have set in. At the operation

some turbid fluid was found in the peritoneal cavity, and

adhesions of some standing were found round the fibroid

in the left side of the pelvis. On manipulation pus oozed

from a small opening in the anterior part of the fundus.

A panhysterectomy was done, the intestines turned out

and freely washed with saline, and the peritoneal cavity

drained through the vagina by tube and iodoform gauze,

and in both lumbar regions by gauze. The fever continued

after operation, and the patient was only now, five weeks

after operation, slowly recovering.

The specimen consisted of the entire uterus, containing

a solitary interstitial fibroid (5 inches by 3 inches), which

showed a whiter peripheral portion continuous with the

uterine wall, and a central red portion resembling on sec-

tion raw beefsteak. In the peripheral portion were

numerous sinuses, from which, on pressure, thick pus

oozed. Bacteriological examination of the fresh pus, of a

14
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culture from the pus, and stained sections of the peri-

pheral and central portions of the tumour showed the pre-

sence of large diplococci lying between the pus cells ; and

besides these, numerous cell-colonies of minute biscuit-

shaped diplococci, six or eight pairs of which appeared to

lie in some cases inside the polynuclear leucocytes. The

exact nature of these organisms remained doubtful. The

sections were stained by methylene-blue and tannic acid,

also by Grram's method, and were prepared by Miss Wood-
cock, M.B,, pathologist to the New Hospital for Women,
who. also reported on the histological appearances of the

sections :
" In the peripheral portion the structure is that

of an ordinary fibro-myoma, but the nuclei do not stain as

well as usual, and in places, especially around the veins

and venous sinuses, there is an infiltration with small round

cells and polynuclear leucocytes, amounting in some sec-

tions to an abscess formation. In one artery there is

thickening and inturning of the wall and proliferation of

the intima, as described by Dr. Fairbairn. The section of

the central portion shows advanced necrotic change. Yery

few nuclei are jDresent, and the ground-substance stains

reluctantly with eosin. There is no leucocytic infiltration

in this central part.^^

LITHOP^DION OF FOURTEEN YEAKS' DURATION
SUCCESSFULLY REMOVED.

Shown by Mr. Hedley C. Bartlett.

LiTHOP^DiON is a very rare condition, and, from what I

can gather, I should say ultimately lithoptedion will have

a tendency to become rarer still, for this reason : that the

advances which have been made in pelvic surgery will

entirely do away with the condition, because as soon as a

tubal pregnancy is diagnosed the abdomen is opened, the
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tube containing the foetus is removed, consequently doing

away with all further likelihood of a lithop^edion forming.

In this paper I do not intend to deal with cases of

lithopjfidion which have been endeavouring to find an exit

from the abdomen, probably for some years, through the

various lines of least resistance which they generally take
;

but I only intend to deal with those cases which have been

found by examination, diagnosed, and removed by lapa-

rotomy. The former kinds of lithoiDffidion are so frequently

met with, and are not of so much interest as those which

have been sequestrated for several years and then dia-

gnosed and removed by the surgeon. These latter cases

are extremely rare. I have looked up the literature of

these cases in the College of Surgeons' Library, and in this

paper I shall refer to a few notes of the cases which I have

come across.

The first case which I will relate is my own case, and
which forms the subject of this paper.

H. H—, aged 49, having the following family history :

Mother died of cancer of the womb.

Personal history.—She was 25 years old when married.

The catamenia were delayed until 19 years old. Ten
months after marriage she became pregnant and carried

for three months, and then miscarried. She was then laid

up for five months (with inflammation of the womb) . Then
she had three years' interval of good health. She again

became pregnant, and she carried for four months, and
then miscarried again. Two months after this miscarriage

she again became pregnant and carried for seven months.

She is then said to have miscarried again. She was ill

for six weeks ; considerable haemorrhage, sudden pain

which lasted an hour, and she was in bed for two weeks;

and this was fourteen years ago. She was irregular as

regards her catamenia until she was 42 years old, when
the catamenia ceased. Six years ago she saw Dr. Routh
in London, who told her that she had a fibroid, which

would probably disappear after the change of life. Dr.

Routh sends to me the following note which he made at
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the time :
" Hard exudation behind and to tlie riglit of

uterus, probably subsiding acute peritonitis."

State on examination.—Uterus low in pelvis, very

tender, pushed somewhat forward, somewhat fixed, sound

passes readily, offensive discharge. In Douglas's pouch

and perhaps a little more to the left can be felt an

extremely hard and rounded swelling the size of an

orange, absolutely fixed posteriorly and also fixed to

uterus. It is due to this fixity that probably the uterus

is fixed in pelvis ; therefore the uterus is indirectly fixed,

not directly. The finger cannot be passed above and

behind the tumour, which presses considerably on and

into the rectum. The swelling on examination through

the rectum can be readily felt and gives the feeling of a

hard, bony, rounded mass with a sharjD projection. The

hardness is different, however, from the hardness of a

malignant g*rowth. Examination was intensely painful.

The different conditions which pass through one's mind

with such a SAvelling might be :— (1) Malignant disease of

the left ovary and tube
; (2) a bony growth extending

from the back of the sacrum
; (3) a fibroid tumour of the

uterus, which had undergone some calcareous change
;

(4) a stone which had ulcerated through from some

neighbouring organ
; (5) a dermoid tumour of the ovarj^

;

or (6) a Fallopian tube which had undergone some

calcareous change ; and this latter was the view I

inclined to.

I suggested the abdomen should be opened. The

operation was performed on October 9th, 1903.

On passing the hand into the pelvis on the left side of

the uterus could be felt the swelling above described, but

buried very deeply by adhesions and coverings. These

were torn and broken through, when at once some very

sharp points were felt. One was loosened and detached

and removed, and a humerus was delivered. This

cleared up the mystery, and by still further careful

manipulation the whole of the specimen which I now show

was removed. The grave Avhere it had been lying Avas
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carefully mopped out. The left ovary aud tube could not

be 2nade out at all—appeared to be absent. The right

ovary and tube were normal. The abdomen was closed

in the usual manner and the patient made an uninterrupted

recovery. The temperature during the whole of con-

valescence was normal.

The lithopaedion which I removed weighs 1 oz. 2 drams

40 grains^ and measures in its greatest length 2i inches and

round its greatest breadth 4f inches. Probably it looks

like a four or five months^ foetus^ but might be more

owing to shrinkage.

Other cases.—The notes of the following cases of

lithopsedia will be of interest

:

Case No. 1.—This case was reported by Andrew Currier,

of New York, in 1898, in the 'Gynaecological Transactions of

America.' Some bones had been discharged through

rectum, making diagnosis easy. This case was laparoto-

mised.

No. 2.—A case related by Walter Tate, in 1902, in the

' Obstetrical Society's Trans.,' vol. xliv, which was

diagnosed as a dermoid cyst of the ovary. A lithoptedion

was found of sixteen years' duration.

No. 3.—Another case of lithopasdia related by Bryant

in the ' Guy's Hospital Reports, 1901,' a lithopaedion

causing acute intestinal obstruction by being adherent to

the ileum in two places. Pregnancy had never been

suspected. On opening the abdomen the lithopaedion was
found. This case did not recover.

EemarTcs on LitliopFedia.—There are many interesting

cases on record of lithopaedia which have migrated

from their position into other parts of the body in their

efforts to get out. In one case a lithopaedion had

wandered into the umbilical hernia. I believe another

case Professor Humphry removed piecemeal through the

rectum.

It used to be a question whether, supposing lithopaedion

was diagnosed, one would be justified in opening the

abdomen to remove it, but now there is no such question.
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The difficulty in these cases of lithop^dion appears

to be in the dias^nosis, and in several of those cases

which I have referred to besides my own—in three of

the cases at least which I looked up—fibroid tumour of

the uterus had been diagnosed; for this reason, probably,

that the lithopEedion is very adherent to the uterus,

and can be felt as part and parcel of the uterus and

cannot be moved independently of the uterus, for there

is no doubt that the tendency of the lithopeedion is to

form very tense, hard adhesions of a strong fibrous

nature bleeding readily on interference.

There is no doubt that lives have been lost by allowing

these lithopffidia to wander about the abdomen gaining

fresh adhesions to important organs and probabh^

especially in getting in contact with the bowel, whereby

gases are absorbed, causing the lithopsedion to lay in

a suppurating sac and therefore caiising a double danger.

There have been one or two interesting lithopsedia

found fost mortem which probably during life gave no

trouble, one specimen in the Middlesex Hospital and

one in the College of Surgeons' Museum.

It is interesting to note also that a woman may have

a lithopffidion or a macerated skeleton of a foetus

between the layers of the broad ligament, and yet

conceive in her uterus. Stonham relates such a case.

The term lithopeedion does not mean that the foetus

is converted into stone, but that its tissues are impreg-

nated with limesalts (calcification).

If we could insure that these migratory foetuses would

remain quiet between the layers of the mesometrium,

we might be inclined to leave them alone, but the

whole tendency of modern surgery for safety is to remove

them.

Probably in my case the rupture took place in the

tube lying between the layers of the left broad ligament

close to the uterus, and extending backwards under the

peritoneum and invading the connective tissue round the

rectum.
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My reason for tliinking that the tube ruptured in

that position is due to the fact that the patient has had

for years an offensive discharge dating quite from the

time when she is said to have miscarried, and also to

the fact that the pain which she had at the time of

rupture did not give rise to much shock and soon

passed off.
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HEMATOMA AND HEMATOCELE; A STUDY OF
TWO CASES OF EARLY TUBAL PREGNANCY.

By Alban Doran, F.R.C.S.,

SURGEON TO THE SAMARITAN FREE HOSPITAL.

(Eeceived January 11th, 190-i.)

(Abstract.)

It is generally taught that haematocele associated with inter-

rupted early tubal gestation demands operation whilst a haema-

toma orextra-peritoneal hseniatocele under the same conditions will

subside if the patient be kept at rest. Two cases which do not

support this teaching are related and discussed at length. In

the first, the patient passed clots over two months after the last

period, pelvic pain set in and a swelling could be detected in the

right fornix and iliac fossa. A week later a decidua was ex-

pelled, then a mass with all the characters of a pelvic hseniato-

cele developed and became harder and smaller during prolonged

rest. Menstruation was re-established within two months. In

the second case the patient was seized with vomiting and pain in

the right iliac fossa when a period was due. Four days later

uterine haemorrhages set in. A swelling could soon be defined

above the pubes, its lower limits formed a convex mass behind

the cei'vix, simulating a haematocele in Douglas's pouch. This

swelling steadily increased in size. A month after the beginning

of the symptoms a decidua Avas passed, eleven days later acute

internal haemorrhage occurred. The author operated and dis-

covered a very large haematoma containing iova' pounds of

old clot. The uterus, appendages, and pelvic peritoneum

were entirely above the clot and formed its capsule. The right

tube had burst between the folds of the broad ligament so that a

haematoma developed and ultimately leaked into the peritoneal



hj^:matuma and h.ematocele. 207

cavity wliicli coutaiued a little recent clot. The uterus and

appendages were removed with the clot^the cervix was saved. A
show of blood Avas seen twice within seven months after the

operation. The nature of the first case was evident, there was

a bleeding tubal mole on the right side and a pelvic haematocele

as its consequence. The lower part of the haematocele formed a

convex mass in Douglas's pouch. According to Taylor and other

authorities this condition rarely ends in spontaneous cure, but

Veit, Champneys, Lockyer, and Gossniann are of a contrary

opinion on the ground of clinical experience, and this case, like

several others recently under the author's care, was cured by

prolonged rest. The author admits, however, that convalescence

is usually more rapid when the tubal sac is removed, although

operation involves cicatrices and retained ligatures. In the

second case it Avas proved at the operation that there had been

originally no haematocele whilst a great quantity of blood escaped

between the folds of the broad ligament. The blood had raised

up the peritoneum of Douglas's poiich which encapsuled its upper

part, as in the case of a large cyst or fibroma of the broad liga-

ment. The convex mass behind the cervix was therefore not in

Douglas's pouch, Avhich did not exist, but represented th*e lower

limits of the entirely subperitoneal hsematoma. The acute sym-

ptoms were caused by secondary ruptiu'e into the peritoneum.

The hsematoma was the homologue of the posterior tubo-liga-

mentary pregnancy of Taylor, but the products of conception

had been completely destroyed. The secondary rupture into the

peritoneal cavity was the homologue of Taylor's fourth class of

tubo-abdominal pregnancies. The author suspects that in other

cases a haematoma behind the cervix has been taken for a haema-

tocele in Douglas's pouch. Hence liEematoma is probably not so

rare a result of interrupted extra-uterine pregnancy, and not so

amenable to expectant treatment as is generally taught, its

dangers being underrated. Haematocele is certainly very com-

mon and its perils have been apparently overrated. Careful

clinical study of these conditions is yet needed.

The question of operative or expectant treatment in

early extra-uterine pregnancy is of hig'li importance, but

remains unsettled. For authorities are not agreed as to
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what is the best course to pursue when haemorrhage sets

in and stops the early abnormal pregnancy. Htematocele,

the result of intra-pei'itoneal haemorrhage, may undoubt-

edly subside as has been demonstrated by the experience

of authorities to whom further reference will be made,

and by a case in my own practice presently to be related.

A majority of g3nia3cologists, however, hold that haemor-

rhage into the peritoneal cavity even when due to a

bleeding mole and not to rupture of the tubal sac demands

operation. On the other hand, all authorities appear to

admit that hasmatoma, the result of haemorrhage into the

pelvic connective-tissue outside the peritoneal cavity, is far

more likely to be absorbed, and therefore does not as a

rule render operative interference urgent. Even Taylor

who insists that cases of intra-jjeritoneal hemorrhage from

a ruptured tube or tubal mole rarely recover without

operation,"^ at the same time admits that when the tubal

sac ruptures into the connective-tissue space below the

peritoneum a hasmatoma is the result, and in some instances

the pressure and disturbance caused by this collection of

blood is sufficient to stop the progress of the misplaced

pregnancy. When this is the case, the haemorrhage is

slowly absorbed, and if the pregnancy be early and

abortive, the products of conception undergo absorption

also.t

Roughly speaking, then, we are taught by certain living

writers of repute that a ha^matocele implies great peril

and demands operation, whilst it is generally admitted

that a htematoma J represents a far less dangerous ending

to an interrupted tubal pregnancy, and will subside if the

patient be kept at rest.

The two following cases are of some interest because

they do not support this teaching. For in the first there

* ' Extra-Uterine Pregnancy/ p. 148.

f Loc. cit., p. 64.

J That is to say, subperitoneal haemorrhage, as defined above. The

term " tubal hsematoma " applied to ha?morrhagic mole is confusing, and

is therefore not employed in this communication.
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svere all the sig-ns of tubal abortion with haemorrhagic

mole and pelvic ha^matocele, yet the patient recovered and

the hasmatocele underwent absorption. In the second^ a

hasmatoma developed, but though the patient was kept at

rest in hospital, the effusion of blood did not subside.

On the contrary, it ruptured its capsule so that intra-

peritoneal haemorrhage occurred, rendering immediate

operative interference needful.

Case 1.

—

Bleeding Tubal Mole and Pelvic

h.ematocele.

Clots passed over two months after last period, witJi

pelvic pain and sicelling in rigid fornix and iliac fossa ;

decidua passed a week later, a mass with the characters of

pelvic hpematocele then developing and gradiially becoming

harder and smaller. No operation; prolonged rest. Period

re-established within two months, becoming regular.

E. H—, aged 24, was admitted into my Avards in the

Samaritan Free Hospital on February 11th, 1903, for

symptoms indicating ectopic gestation.

She had been married for over six years, and had been

twice pregnant. The first child was five years and nine

months old, and was delivered at the seventh month by

forceps; the second was one year and eight months old,

and was delivered by forceps at term. Both children

were reared, and the puerperium was uncomplicated after

both labours. At the age of thirteen, this patient had

been under treatment for anaemia, but she had never

suffered from any serious illness.

The catamenia recommenced and continued regular

during lactation after both labours, but the second child

was only suckled for six weeks. There was scanty show

e\eTj third week with much pain.

The last period occurred in the first week in December,

1902. On February 7th, 1903, over two months later,

some clots passed, and there was much pelvic pain.

Hasmorrhage continued, especially at night. Dr. Williams,

of Connaught Street, was called in on February 11th, and
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found the patient in severe pain, with a temperature of

101°> and a pulse of 120. She complained of much
bearing-down pains at night, and was at once sent to the

Samaritan Hospital.

The patient was very aniumic and thin, but quite free

from cachexia or depression of spirits. I detected much
distension in the right iliac region with tenderness on

palpation and resonance on percussion. No hard body
could be defined. The uterus was almost fixed, the right

fornix was occupied by a tender mass of about the size of

a walnut, hardly encroaching on Douglas's pouch but

connected with the swelling in the corresponding iliac

fossa.

On February 13th, the distension was more marked,

very resonant and much less tender. The uterus was
more fixed and displaced forwards, the mass in the right

fornix larger. In the afternoon the decidua, which I now
exhibit, was passed. The temperature was 100'2°, the

pulse 132. There was absolutely no shock nor pain.

The passage of the membrane aiforded relief and I decided

to wait for awhile before operating.

On the morning of February 14th, I detected a firm
' mass in the right iliac fossa, cup-shaped with the convexity

upwards and extending across the middle line. The
shrinking of the dimensions of this mass was very

appreciable day by day. By the 20th it was quite hard

and round ; the show, for the first time since admission, was
absent. By March 2nd the pelvic condition was more
evident than before, for there was a firm insensitive convex

body in the posterior fornix continuous with the mass above

the right groin. The uterus was drawn up in front of the

mass, the cervix lying against the pubes.

The whole mass steadily contracted, and on March 23rd,

when I discharged the patient, it projected three inches

above the pubes, lying more in the middle line than

before. On April 6th I had an opportunity of examining

her. The uterus now moved with a convex mass which

occupied the posterior and right fornices. The fundus
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could be clearly defined and the upper part of the mass

did not extend above the level of the fundus. On April

9th a true period with molimen occurred, lasting five

days, and the show was rather free. A little powdery,

brownish blood was occasionally discharged until the end

of April. Then the period became regular ; by the end

of June the mass behind the uterus had greatly diminished

and the patient was in excellent health. I noted distinct

pulsation at the base of the right broad ligament, as is

observed in a tubal pregnancy still in progress. At the

end of July the anaemia had almost disappeared and the

pelvic pains had passed away. I afterwards heard that

the patient Avas in very good health in October.

This case was to all appearances an instance of bleed-

ing tubal mole ^ on the right side and development,

subsequent to the expulsion of the decidua, of a pelvic

hasmatocele. That hfematocele was cup-shaped above and
formed inferiorly a convex mass projecting into the posterior

vaginal fornix. In other words, its lower part really

occupied Doug'las's pouch (Fig. 1). This relation of the

clot is of importance in association with the next case, where

also a convex mass projected into the posterior fornix, but

did not occupy Douglas's pouch, since that serous fold had
been completely displaced by extra-peritoneal haemorrhage.

I have repeatedly verified this combination of tubal

mole and pelvic haematocele on the operating table ; indeed,

* I need not chvell on the pathology of this condition on Avhich so

much Kglit has been thrown by CullingAvorth, Bland-Stitton, Lockyer,

Handley, and others, as this coinnmnication deals with the question of

intra- and extra-peritoneal collections of blood rather than Avith tubal

mole. I may as well note, however, that whilst in rupture of a tubal

sac immediate, free, and dangerous haemorrhage is the rule, in tubal abor-

tion it is said to be the exception, yet Gottschalk (' Zentralbl. f . Gyniik.,'

No. 4, 1903, p. 113) reports a case of free hoemorrhage at the commence-

ment of a tubal abortion. Is this exceptional condition so rare, and is

the rule about haemorrhage immediately on the rupture of the sac so

invariable ? I suspect not. The question is interesting, as I am dis-

cussing another theory about rule and exception in eases of tubal

pregnancy.
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it must be familiar to all well versed in the surgery of the

female pelvis. Masses of clot are discovered concealing

the pelvic viscera. The uterus, the unaffected appendages

and the conspicuous tubal mole come into view when the

clot is removed. Below and behind Douglas's pouch is

found full of blood, fluid or otherwise. Thus the effused

blood, save that which is still inside the tubal mole, lies

outside the uterus and appendages which it covers up

-Pig. 1, Case 1.—The dotted line shows the peritoneum of Douglas's
pouch in normal position. The clot fills the potich. (a) Fallopian
tube containing: a tubal mole which caused the liBemorrhasre.

more or less completely. In the next case, on the contrary,

the uterus, tubes and broad ligaments completely covered

the great collection of effused blood, only a small amount
of which was beginning to escape into the peritoneal

cavity by leakage from the broad ligament.

Taylor, whose demonstration of intrapei'itoneal hfema-

tocele is well-known for its clearness, teaches that " in

women it is almost always caused by tubal pregnancy,

sometimes by rupture of the tube and sometimes by bleed-

ing from the iimbi'iated end without rupture. The latter
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is the more common cause of intraperitoneal hsematocele,

and this bleeding from the unruptured tube is usually set

2tp by the presence of a hemorrhagic mole loithin it."
"^

Turning" to treatment, the opinion of the same authority

on that important matter is not so generally accepted as

is his interpretation of the morbid anatomy of the con-

dition in question. He maintains that an operation is

always needed in cases of rupture of the tube and tubal

mole {loc. cit., p. 148) where these hjematoceles develop,

the collection of blood being, in his opinion, " almost

always " due to those complications (p. 65) . He states

that " occasionally, here and there " a patient recovers

without operation, and admits that he has seen five or six

such cases (p. 148). He declares that "natural cure is

rarely satisfactory and that it contrasts somewhat un-

favourably with operative methods ^^
(p. 149).

Many gynfficologists follow Taylor^s principles, but

experience has shown that he has overrated the perils

implied by the development of a hjematocele. I have had
under my care a considerable number of cases during" the

last few years that have done very well without operation,

though I, as well as certain more thorough advocates of

expectant treatment, must make allowance for errors of

diagnosis, the more so as I shall explain how another

variety of haemorrhage in ectopic gestation, namely

htematoma, may be mistaken for hematocele.

I admit that convalescence is without doubt more rapid

after operation, but in my cases of spontaneous recovery

the patients remain perfectly comfortable, with no

abdominal cicatrix and with no ligatures on stumps, com-

plications always to be dispensed with if possible. But
several authorities are even more conservative than

myself. My colleague. Dr. Lockyer, has published a

valuable critical review on this question, (t) Champneys'

* Loc. cit., p. 33.

t " The Conservative or Expectant Treatment of Extra-Uterine

Pregnancy," ' Journ. of Obstet. and Gynaec. of the Brit. Empire/ vol. ii,

p. 173. See also, for a recent instructive discussion on the same theme.
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statistics are familiar to us all,^ but Lockyer also dwells

upon tlie opinion of Veit. That g-yna?cologist lays down

a principle in direct contradiction to Taylor's teaching.

" We cannot assert," says he, " that Avhen the ovum is

dead dangers are absent. We can, however, state that

subsequent to death of the ovum a favourable terniinatio:i is

much more probable. These cases trill mostly recover vithonf

help." Lockyer himself concludes that the conservative

treatment of ectopic pregnancy in the earlier months has

established for itself a secure position in modern gyujB-

cology. It is specially satisfactory in the treatment of

tubal mole and diffuse ha^matoceles. Gossmann also

believes in the frequency of spontaneous cure.t

When we turn to hasmatoma, sometimes called extra-

peritoneal ha?matocele, Taylor differs from many of us as

to its relation to ectopic g-estation. He demonstrates

how a tubal sac may burst so as to discharge the ovum

into a space which it makes for itself by forcing apart the

layers of the broad ligament. In consequence, an

anterior or posterior tubo-ligamentary pregnancy develops.

Taylor's theory is generally accepted, being based on

sound anatomical and pathological evidence, and in fact

w^e all admit that the ovum may lie between the layers of

the broad ligament. That being the case we must further

allow that blood from a ruptured tubal sac may also force

itself into the broad ligament, in other words it wall form

a hfematoma. Nevertheless, Taylor teaches that ha3matoma

of the broad ligament is only in the minority of cases due

to tubal pregnancy {loc. cit., p. 65).

I am of opinion that htematoma is more frequently the

result of extra-uterine pregnancy. In the case Avhich

Gustav Klein, "Operiren oder Xicht-Operireu bei Eileiter-Sclnvanger-

schaft vmd Haematocele ? " ' Monatssclir. fur Geb. u. Gyn.,' December,

1903, p. 897. The conflicting evidence of Klein and Gossmann deserved

consideration.

* "A Contribution towards the Study of the Natural History of Tubal

Gestation, illustrated byla Series of Seventy-five Original Cases," ' Joiurn.

of Obstet. and Gyn. of Brit. Empire,' vol. i, p. 585.

t Gustav Klein, loc. cit.
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I will now relate the extra-peritoneal position of the clot

and displacement of the pelvic peritoneum were made
very manifest at the operation. There was a source of

fallacy which led me to suspect before the operation that

the clot lay in Douglas's pouch. I cannot help thinking

that many cases of hasmatoma have thus been diagnosed

as hajmatocele.

Case 2.

—

Haematoma following Kupture of Tubal Sac.

Pain in right iliac fossa and vomiting ichen loeriod

icas due, four days later haemorrhages and swelling above

-puhes steadily increasing and forming heloic a convex mass

simnlating a hematocele. Decidua 'passed over a month

after beginning of symptoms—eleven days later acute

internal hsemorrhage ; operation, haematoma containing four

pounds of clot discovered, uterus, appendages and pelvic

peritoneum forming its capsule, right tube opening into

hsematoma lohich leaked into peritoneal cavity. Removal

of uterus, appendages and clot ; recovery.

A. B—, aged 31, was admitted into my wards in the

Samaritan Free Hospital on March 14th, 1903, with

symptoms indicating ectopic gestation.

She had been married eleven years, and her first

pregnancy ended normally two years after marriage.

Two years later, when in the seventh week of her second

pregnancy, she received a blow in the eye and aborted
;

the curette was used in the Queen's Hospital, Birmingham,

shortly afterwards. The third pregnancy ended one

year and a half later at term ; the fourth also ter-

minated normally, on March 23rd, 1902, but hgemorrhages

occurred during the puerperium and lasted for eleven

weeks, when Dr. Davidson, of Shepherd's Bush, plugged

the uterus and the bleeding ceased. The child had died

in the fourth week.

The catamenia returned and were regular until

January 14th, 1903, when free show appeared, lasting

for four or five daj's. A fortnight later the patient

VOL. XLVI. 15
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suddenly "felt very languid." On February lotli, sharp

pain was felt in the right iliac fossa, and she vomited

twice. On the 19th haemorrhages set in; they were
slight, but the pains increased. Dr. Davidson kept her

at rest, and on March 8th detected a lump above the

pubes. She was seen a few days later by Dr. Lockyer, who
sent her into my wards, having diagnosed ectopic gestation.

The patient, on admission, was slightly anasmic ; she

had been slightly so for several months. The abdomen
was distended with flatus and very tender to touch.

A firm deposit could be felt in the hypogastrium, its

upper limits lay ^vithin three inches of the umbilicus,

and the blunt-edged fundus of the uterus could be

defined high on its anterior surface.

On vaginal examination, I detected a big-, firm mass

uniformly convex, in the posterior fornix, which made
me suspect that it must be in Douglases pouch, a

haematocele in fact ; but it proved, as will be shown,

to be extra-peritoneal. The cervix was small and pushed

upwards and forwards. Yery distinct pulsation could

be felt in both lateral fornices.

The temperature on admission was 102° in the mouth,

at the end of a week it dropped to 99 , then it rose

to 100 at night and never fell to normal ; shortly

before the operation it was 100*2°.

Three days after admission, on March 17th, I found

that the decidua ^ which I now exhibit, had been passed

on the previous night. There was great trouble from

constipation, and it was not easy to introduce an enema
tube as the mass pressed on the rectum.t A long, shreddy,

shaggy clot was passed on the 18th. The bowels were

at length opened by aperients, and the patient fared

better for a few days.

On the evening of March 28th, a clot as big as a

walnut was passed, and a few hours later violent pains,

* My thanks are due to my colleague. Dr. Lockyer, for examining and

moimting the decidiise from these two cases.

t This symptom would favoiir the diagnosis of hsematoma.
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" like labour " as the patient described them, set in. At
6 a.m. on the 29th, I was called up and "found the

patient in a state of collapse with a very rapid, feeble

pulse. The swelling; Avas distinctly larger and much
more tense. There could be no doubt that internal

haemorrhage was taking place.

From the first, ectopic gestation seemed very probable,

and the discharge of a decidua on the 17th made the

patient's condition yet more clear. There was no

evidence of fresh haemorrhage Avhen the decidual mem-
brane came away, so I thought that the liaBmatocele

as it seemed to be, ^vould gradually disappear. Several

large hjematoceles in my own practice have become

absorbed. When the acute symptoms set in, I concluded

that there must be fresh intra-peritoneal hemorrhage,

and in order to arrest it I operated, with the assistance of

Dr. Lockyer, Dr. Belfrage administering gas and ether.

The pelvis was elevated throughout the operation.

I made a free incision and found that the hard mass

was the uterus drawn high up on the anterior aspect

of a convex swelling, together Avith a greatly distended

right Fallopian tube. The left tube, also much dilated,

ran down the left border of the swelling. The great

omentum adhered firmly to the fundus and to the right

tubal sac. A small collection of recent clot lay behind

the omental adhesion in front of adherent small intestine

and descending colon. These adhesions Avere detached.

I laid open the right tube. About fovir ounces of old,

dry, brown clot Avere found in its canal and then a big

dark sAA^elling came into A'ieAA', forming as it AA'ere the floor

of the dilated tubal cavity. I cut into the thin mem-
branous tissue consisting of organised clot AA^hich formed

the wall of the sAvelling, and then a great mass of coagulum
appeared, more recent than that Avhich had filled the

right tube. I removed no less than four pounds of this

clot, AA^hich filled the AA'hole peh-is."^

* No tiTice of a fcetiis could be detected. The pregnancy had been
interrupted at a very early stage.
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The patient's condition at this stage was very serious^

and as the precise source of the haemorrhage could not be

determined, I tied both ovarian vessels, turned down an

anterior flap of peritoneum from the lower part of the

uterus, secured the uterine vessels, and amputated the

viterus through the upper part of the cervix. That organ

then came away with both tubes and ovaries, and with

the great dome of membrane which had capped the mass

of clot. That displaced membrane consisted of the opened-

up broad ligament and peritoneum which had once formed

Douglas's pouch.

The pelvis was drained with iodoform gauze and the

abdominal wound closed except at its lower angle.

Over one pint of saline fluid was injected under the

breast during the operation, and a saline enema Avas

administered. After the abdominal wound had been

closed a pint and a half of saline fluid was injected into

the left median basilic vein.

When the patient was put back to bed her condition

was very unfavourable. At the end of three-quarters of

an hour she seemed a little stronger, though there was no

pulse at the wrist. Brandy and digitalis were given

;

enemata and hot water could not be retained. At noon the

temperature had risen to 105 "2" and there was a rigor. I

observed marked facial spasms Avhich lasted for several

minutes. Half an hour later the pulse could be felt.

By 6 p.m., after free administration of digitalis and

brandy, the temperature had fallen to 103 ; the pulse was

150, but distinct and regular. At 10 p.m. temperature

10r6°, pulse 138, and the patient took barley water.

The absence of vomiting was remarkable.

Twenty-four hours after the operation, the patient

seemed much stronger and flatus passed naturally. I

removed the gauze, and little or no oozing followed ; a

rubber tube was left in the lower angle of the wound for

a few days. The cavity was washed out with antiseptic

solutions for about four weeks, some sloughy tissue

coming away. The anemia was relieved by suitable
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treatment, and the patient left hospital with a sinus in

the lower angle of the wound four inches deep. The

general health Avas good.

I last saw the patient on November 2ud, 1903. She

had gained flesh and was much less anfemic. On
August 9th, she noticed a show of blood which lasted for

two days ; on October loth, a much more copious dis-

charge set in and lasted for four da3's.'^ A little pus

discharged from the sinus, which was 2h inches deep.

The long cicatrix of the abdominal wound was firm. On
vaginal examination the cervix was found to be quite

movable ; the fornices were free.

This case was clearly an example of hgematoma caused

by rupture of a tubal sac, between the layers of the

corresponding broad ligament. The accident must have

occurred about Februar}^ loth and the ovum was de-

stroyed, else a posterior tubo-ligamentar\- pregnancy

would have developed. The hiemorrhage continued until

at length the whole jDelvic peritoneum was heaved up.

That part wliich had formed Douglas's pouch became the

superior and posterior part of the capsule which covered

the great mass of clot (Fig. 2). The uterus and appen-

dages were raised up Avith the anterior layer of the broad

ligament so as to constitute the anterior part of the cap-

sule. The loAver part of the clot, free in the pelvic

connective tissue, lay not in Douglas's pouch, but in its

site, and could be detected by touch as a convex mass

behind the cei'vix.

On the night of March 28th, nearly six Aveeks after

the rupture of the tube, the capsule leaked a little pos-

teriorly to its superior limits at the point of adhesion to

the omentum. On this occasion there Avas sharp pain,

such as has been noted in intra-peritoneal htemorrhage,

* It is very doubtful if any ovarian tissue could have been left as both

ovaries Avere easily removed with the body of the ntei-us. In oophorectomy

for the cvire of uterine fibroids it w^as quite otherwise. I have discussed

this question in the Harveian Lectm-es (Lecture II, ' Lancet,' 1903, vol. i,

p. 415).
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but the patient's sufferings must have been largely due to

the tension of the capsule of peritoneum^ a necessary re-

sult of the renewed ha3morrhage.

Had a foetus escaped through a rent in the capsule,

instead of a clot, then granting that the patient and
foetus had survived, a tubo-abdominal pregnancy of the

fourth class according to Taylor {loc. cif., p. 58) would
have developed. Earlier writers believed that most

Fig. 2, Case 2.—The dotted line sho-ws the pelvic peritoneum
completely displaced upwards by the clot. («) Dilated right
Falloijian tube which had ruptured into the parametrium

;

(b) site of secondary rupture into peritoneal cavity.

abdominal pregnancies were established in that manner,
Avhich implied that abdominal was secondary to tubo-

ligamentary pregnancy {loc. cit., pp. 47, 48).

The cause of the renewed haemorrhage in Case 2 was
not clear. Most probably it was due to straining at

stool. There Avere no solid motions in the intestinal

canal at the time, but on the contrary, looseness of the

bowels following free purgation by sulphate of magnesia,
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which had great!j relieved the flatulence. In order to

hasten the escape of flatus and liquid motion, patients

often strain at stool.

The most prominent physical sign, after the presence of

a tumour in the hypogastrium, was the convex mass

behind the cervix. A similar kind of swelling is to be

detected when there is a pelvic ha3matocele and the blood

in Douglas's pouch has coagulated ; a tubal sac in the

same position also forms a convex mass behind the

cervix."^ But there was no Douglas's pouch in this

case, a fact which Avas made clear at the operation. All

collections of clot as well as all cysts and fibroids which

burrow thoroughly into the posterior fold of the mesome-
trium must, if they continue to grow, displace that

portion of the peritoneum which constitutes Douglas's

pouch so that it Avill lie on the top and back of the

clot or tumour. This displacement of the peritoneum

is very plainly seen when a large fibroid of the broad

ligament is exposed and enucleated from its serous

investment. I have demonstrated at full length this

displacement in the Harveian Lectures for 1902.t

Taylor + in treating of broad ligament liEematoma,

observes that in some cases '^ by burrowing in front of

the rectum low down in {sic) the pouch of Douglas it

may produce a well-defined tumour behind the uterus

that closely simulates intra-peritoneal swelling of a

* Taylor rightly lays stress on the fact that a swelling behind the

cervix in these cases may be the gravid tube and not a hematocele or

hsematoma. For his view of the relation of the gravid tnbe to the

hsematocele see loc. cit., p. 113, par. 10. This heaving iip of Douglas's

ponch has recently been noted by Savariand when operating upon a case

of hydatid cyst burrowing in and beyond the broad ligament. " J'essaie

en vain de luxer la tumeur hors du Doiiglas ; elle souleve le ]}eritoine

pelvien en s'en coiffant." (The term is most expressive, the clot in my
case was coiffe by the pelvic peritoneum.) See Savariaud, " Kystes

Hydatiques du Ligament large et du Grand Ej^iploon," ' Ee\T.ie de Gynec.

et de Chir. Abdom.,' November—December, 1903, p. 986.

t Lecture I, ' Lancet,' vol. i, 1903, p. 350, section, " The Surgical

Anatomy of the Broad and Ovarian Ligaments."'

X Loc. cit., p. 65.
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distended and adherent tube/^ But a broad ligament

lifematoma cannot be in Douglases pouch, as it is

essentially an extra-peritoneal condition. Taylor illus-

trates the above remarks by a drawing from Hart and
Carter's work,"^ on inspecting it that author's meaning
at' once becomes clear. The clot is represented hehind

the posterior layer of Douglas's pouch, being in the

case illustrated insufficient in bulk to heave up the whole

pouch in the manner which I have already endeavoured

to explain. Thus the relations of one form of small

hasniatoma are proved by Hart and Carter's section,

whilst the relations of aa unusually large hematoma were

made evident by the condition of the affected parts which

I detected when operating on Case 2.t

Thus these two cases indicated in the first place that

hfematoma is not so rare a result of interrujJted extra-

uterine pregnancy as is generally taught, and that it may
be mistaken for hfematocele. Hasmatoma is, however,

decidedly less frequent than haematocele, in relation to

ectopic gestation. For the tubal sac is more likely

to discharge its contents through the ostium into the

peritoneal cavity or to burst into that cavity than to

rupture between the folds of the broad ligament. ^Vhen

the broad ligament is opened up in this manner
experience has proved that, instead of a hfematoma

forming, the ovum not rarely continues to develop, con-

stituting the tubo-ligamentary pregnancy, anterior or

posterior, of Taylor. There remains a considerable

minority of cases where the ovum is destroyed and a

true hfematoma develops and displaces the pelvic peri-

toneum upwards after the manner of a tubo-ligamentary

sac.

* Loc. cit., fig. 27, p. 66.

t See Taylor, loc. cit., fig. 29, p. 68, where a broad ligament pregnancy

has already begnn to heave np Douglas's povxch. As that aiithor justly

observes (p. 69), this illustration is " exceedingly simple and intelligible."

Lawson Tait's Avell-known " jelly-fish," convex above, concave below,

represents an intermediate or average type of hsematoma.
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In such a case the lower part of the haematoma,

bulging behind the cervix, may be mistaken for a ha?ma-

tocele occupying Douglas's pouch, though in reality that

pouch no longer exists, its peritoneum lying above the

hajmatoma.

Secondly, the hasmatoma of extra-uterine gestation,

even when developed early, is not so innocuous as com-

pared with hematocele, as certain authorities are inclined

to believe. The peritoneal capsule may yield so that

dangerous intra-peritoneal htemorrhage ensues.

Thirdly, there can be no doubt of the truth of the

prevalent theory that hgematocele is a very frequent

result of interrupted tubal gestation. At the same time,

whilst the dangers of hasmatoma have been underrated,

the perils of hasmatocele have been exaggerated, at least

as regards the earlier stages of ectopic gestation. The

hematocele often signifies that the issue of blood from a

tubal mole has permanently ceased, nor is it certain that

the same may not be said of many cases of early rupture

of the tube.

In conclusion, we must admit that the importance of

faithful clinical study of extra-uterine pregnancy from its

earliest recognisable stages cannot be over-estimated.

There is much that we can safely teach, yet there remains

more that w^e must learn about ectopic gestation, above all

as to the relation of prognosis to treatment.

Dr. Peter Horeocks said he agreed with those who thought

that extra-uterine gestatiou was much commoner than was

supposed, and that a great many cases got well withoiit being

diagnosed or treated. Moreover he had seen many cases that had

recovered without operation. He related details of such a case

seen by himself. Dr. Herman, and Dr. Galabin. On the other

hand he related details of a case which was kept imder observa-

tion for many weeks imtil it was considered safe to let her go

home ; as she was bidding good-bye to the other patients she was

seized with pain and collapse and had to be operated on. Never-

theless it was his practice not to ad-vise operation when the blood

appeared to be encysted or clotted, and the patient was not in great

pain, and when she had no signs of sepsis, and when she was

within easy reach of efficient help. He had listened in vain for
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any indication which would enable one to diagnose a hsematoma
such as the one described from an ordinary hseniatocele.

Dr. CuLLiNGwoRTH said he had listened to the paper with

great interest, for the condition described in Mr. Doran's second

case was rare, much rarer than Mr. Doran in his modesty had
indicated. It was suggested in the paper that hsematoma was
probably not so rare a result of interrupted extra-uterine

pregnancy as had been generally taught, but the only ground for

this opinion appeared to be that a case had occurred in Mr.
Doran's practice, and that he "suspected" that undiagnosed

cases had occurred in the practice of others. That was siu'ely not

a very logical position to take up. From his (the speaker's) own
experience (one in about seventy cases), and from what he had
gathered from reading, he must still continue to regard pelvic

lisematoma as a rare complication of interrupted tubal preg-

nancy, and an extensive hsematoma such as Mr. Doran had
described as excessively rare. With regard to treatment, the

cases on record Avere at present far too few to justify them in

formulating any conclusions as to the dangers inciu-red, or any

fixed rules as to the line of treatment to be adopted. Each case

must be dealt with according to its own individual features. Mr.

Doran's was an instance in point. He had operated, not because

the condition was a haematoma, for he did not know it before

operation, but because there was reason to believe that fresh

haemorrhages were taking place. In reference to the comparative

dangers of intra-peritoneal and extra-peritoneal haemorrhage, it

was obvious, as Lawson Tait had long ago pointed out, that

haemorrhage into the peritoneal cavity, being a haemorrhage into

a practically unlimited space, was, aetaris jjaribus, hound to be

more formidable because less likely to be spontaneously arrested

than a haemorrhage into connective tissue. But that exceptionally

extensive pelvic haematomata may occiu-, and may call for prompt

measures, is proved by the case cited in the paper. He gathered

that Mr. Doran was unable to give them any help in diagnosing

an extensive haematoma from a haematocele. Fortimately this

was not a matter of much practical importance. The treatment

of every case had to be decided on general principles. Notwith-

standing these criticisms he was grateful to the author for his

most valuable paper.

Mr. John W. Tayloe, after acknowledging the kind references

to himself and to his work in Mr. Doran's paper, said he was

pleased to find that he was so much in agreement with Mr.

Doran, in greater agreement, he thought, than Mr. Doran
recognised. It is true that in one sentence in his book (which

Mr. Doran quoted) he had said that a broad ligament haematoma

due to tubal pregnancy might be absorbed and undergo a

natural cure, but this was inserted rather in deference to popular

teaching than as the result of personal observation. So far as
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his own experience Avent the only recoveries without operation

which he had himself observed were the seven or eight cases of

peri-tubal htematocele, most of which were referred to in his

book. Mr. Taylor had always held and taught that whereas

hsematoma due to other causes than tubal pregnancy was very

generally easily absorbed, a broad ligament pregnancy and
hsematoma due to broad ligament pregnancy Avas specially

dangerous. The example quoted in his book (on p. 69) was
exceedingly similar to Mr. Doran's in its severity and clinical

VLTgency, and on the next page the dangers of broad ligament

pregnancy and htematoma resulting from this were contrasted

unfavourably with those of tubo-alxlominal pregnancy in the

following terms :
" In tubo-abdomiual pregnancy, if the patient

siTrvive the fourth month and the dangers incidental to the

extrusion of the fcetus from the tube, she is free from further

dangeroixs complications until the term of pregnancy is near its

completion. In the tubo-ligamentary, on the other hand, owing

to the higher position of the placenta and its liability to detach-

ment from the growth of the pregnancy, the patient is neverfree

from danger, and although many cases of this kind go on to

term, secondary ruptKre and fatal hemorrhage are by no means

uncommon or impossible at almost any stage of the development.''

Nothing could be plainer than this, he hoped, in pointing out the

danger of broad ligament hsematoma and secondary rupture from

first" to last all through the case of a tubo-ligamentary preg-

nancy. What Mr. Taylor had originally said regarding the

general danger of expectant treatment in tubal pregnancy and
the advisability of operation was the residt of personal observa-

tion and experience—an experience which had, on more than one

occasion, been very similar to that recovxnted by Dr. Horrocks.

This experience might possibly be affected to some extent by the

exigencies of his hospital practice (the accommodation at the

Women's Hospital being too limited to allow of patients coming

in for rest), but on the whole he thought that his advice was

soimd. He had what he regarded as a wholesome horror of

active placental tissue bottled up within the abdomen and having

no channel of exit. In one respect Mr. Taylor differed altogether

from Mr. Doran. Mr. Doran appeared to think that haematoma

might be a rather common result of tubal pregnancy. Mr.

Taylor believed that ligamentary invasion and hsematoma was
always a rather rare result, and had been accustomed to consider

the proportion as roughly gauged by the ratio of the circumference

of the tid^e to the chink' or line of the ligamentary attachment.

Dr. CuUingworth had spoken of encapsulation of the hsematocele

as preceding absorption. Mr. Taylor would like to point out

that in some cases it prevented absorption, and a fully en-

capsulated hsematocele might remain for many months within
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the abdonieu uncliauged auJ a coustant source of paiu aud
danger.

Dr. Amand Routh related a case of hsematoma of the broad
ligament following tnbal rupture, where the extravasated blood
had stripped up the retro-uterine peritoneum, but did not cause
the formation of a convex tumour as felt j^er vaginam, but rather
a concave hardness like a half-collar. He had in that case found
that the extravasated blood was extremely slow in being
absorbed. He thought a distinction should be made between
encysted and diffuse haematocele. If the haematocele was diffused
bleeding was probably still going on, and if the severe pain felt

in these cases was as high as the umbilicus, it was evidence of

extensive haemorrhage into the peritoneal cavity. Such a case

needed prompt abdominal section. If the hsematocele was
encysted, operation was rarely called for, and when done should
always be by a free incision jjer vaginam through Douglas's
pouch, a gauze drain being left in the cavity. This operation of

posterior colpotomy was only indicated where the hsematocele
became increasingly tense and bulged do'wiiwards into the vagina.
Even if pyrexia occurred, operation was not called for if there
was no evidence of increased tension as shown by vaginal
bulging or by increase in size of abdominal tumour.

Dr. Blacker was much interested in the question of the
rarity of a hsematoma of the broad ligament. He had met with
two examples of this condition. In the first case the abdomen
was opened and the blood removed, the patient doing well, while
in the second case, that of a patient with a typical history of

extra-uterine gestation, admitted into the Great jSTorthern

Hospital, he had been able to confirm the disappearance of the
tiunour at a subsequent operation. At the first operation, June
13th, 1902, the left broad ligament was found to be distended to
the size of a foetal head by a tumour of softish consistence,

evidently blood clot. On the surface of the tumour were a
number of large veins, and in separating some adhesions one of

these vessels was torn. As the tumour was considered to be an
intra-ligamentary heematoma the abdomen Avas closed, the
haemorrhage, which was rather troublesome, being finally arrested
with an iodoform gaiize pKig. The patient made a good recovery,

and when she left the hospital the tumour was a little smaller.

In February, 1904, she returned with a ventral hernia, no doubt
due to the use of the gauze plug at the first operation. The
abdomen was re-opened for the purpose of dealing with the
hernia, and the tumour on the left side was found to have
entirely disappeared. Except for some adhesions the left broad
ligament was normal. The case was an interesting proof of the
fact that a hsematoma of the V)road ligament could disappear
entirely, leaving liehind practically no trace of its existence. He
thoiight that it Avas necessary to distinguish very carefully
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between tlie lesults to be obtained by expectant treatment in

cases of liseniatoma of the broad ligament such as Mr,Doran was
referring- to, and cases of broad Hgament gestation in which the
fcetus was still alive ; two entirely different classes of cases and
requiring quite different treatment in most instances.

Mr. Albak Doran, in reply to Dr. Horrocks, l)elieved that the
diagnosis of a large haematoma from a large haematocele, and the
determination of the side on which either originally de^-eloped,

were not always possible, as the uterus tended to come in front
of the mass, just as it lay in front of a big tumour of either

broad ligament. The nature and original seat of the big mass
wdiich displaced the uterus upwards, forwards, and towards the
middle line were in this respect immaterial. In regard to Dr.
CuUingworth's remarks Mr. Doran maintained that his two
cases showed that it was an error to suppose that a convex mass
behind the cervix was necessarily in Douglas's pouch. The
undoubted rarity of hseinatoma and the admitted frequency of

Taylor's tulio-intraligamentary pregnancy implied very clearlv

that the ovum, when it was forced through a rupture in the tube
into the space between the layers of the broad ligament, usually
survived and continued to develop. Professor Taylor dwelt oil

the manifest dangers of intra-ligamentary pregnancy in its later

stages, but Mr. Doran confined himself in his paper to the
accidents of early tubal pregnancy. Dr. Aniand Eouth spoke of

encysted and diffused haematocele. In Case 1 in this paper the
blood was very possibly encysted through adhesions which cut
off the pelvic peritoneum from the general peritoneal cavity.

But coagulability was an important factor in respect to true
haematocele. Mr. Doran had found a clot like a tennis ball loose
in the pelvic peritoneum and quite unencysted, that is to say,

there had been diffuse haematocele, but strong coagulabilitv had
stopped the liEemorrhage and saved the patient.
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Edwaed Malins, M.D., President, in the Chair.

Present—47 Fellows and 8 visitors.

R. Drummond Maxwell, M.B., was admitted a Fellow.

The following candidates Avere proposed for election :

Mary H. Frances Ivens, M.B., M.S.Lond. ; James Cole

Marshall, M.B.Lond., F.R.C.S.Eng. ; Norman Blake

Odgers, M.B., B.Ch.Oxon., F.R.C.S.Eng.; Edward Colston

Williams, M.B., B.S.Lond.

PRIMARY CARCINOMA OF BOTH OVARIES.

Shown by Dr. Cuthbeet Lockyee.

I AM indebted to Dr. W. J. Maurice for his kind per-

mission to show this case, and also for supplying me with

the clinical details.

The patient was aged 47, single, no children. Men-
struation was regular and normal until February, 1904,

when it ceased. The patient had never suffered fi'om

leucorrhoea ; she had suffered for some years from loose

kidneys, and Dr. Maurice had examined the abdomen in

August, 1903, but detected no pelvic tumour. As the

VOL. XLVI. 16
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patient had always been extremely thin a tumour of any

considerable size .would have been noticed.

Two weeks after menstruation ceased the patient dis-

covered that she had a tumour. She was then abroad,

but came home at once, and Dr. Maurice, on March 30th,

1904, removed the two growths now exhibited. There

was considerable ascites, which was not blood-stained.

The right tumour occupied the pelvis, the left lay in the

abdomen. There were no adhesions. Each tumour had

a broad short pedicle. No sign of malignant disease was

discovered in any other part of the body.

Recurrence occurred within six weeks of the operation.

The abdomen was reopened for intestinal obstruction, and

enterostomy performed on May 24th. The intestines were

studded with tubercles of new growth, and were quite

adherent to the anterior abdominal wall. Ascites was again

present, the fluid was not blood-stained. The present

condition is one of temporary relief, but emaciation is

rapidly proceeding.

The left solid ovarian tumour measures 5 by 4 inches.

It is oval in shape and flattened from before back. Its

long diameter is vertical. The pedicle consisting of the

mesosalpinx has been cut quite short; it measures If inches

in width, and still attached to its outer portion is the

extremity of the left Fallopian tube, which is normal in

appearance. The pedicle and tube lie in a sulcus on the

anterior aspect of the tumour at the junction of the upper

with the middle third; the rest of the anterior surface is

rendered irregular by deep sulci and broad furrows, which

give the growth a nodular appearance. The posterior

surface of the tumour is smooth and flattened. On section

the growth presents a greyish yellow colour, and shows

rounded masses of smooth material held together by
strands of connective tissue. One small cyst-like space

was seen measuring 1 by f inches.

Microscopically, long columns and masses of glandular

epithelium, mostly of spheroidal shape, are seen running

in clefts and occupying alveolar spaces within dense
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fibrous tissue. The latter varies greatly in amount in

different parts of the section ; in places it is reduced to a

minimum^ the cells being almost devoid of supporting

stroma. Elsewhere it is very dense, but even here the

thick coarse trabeculte are invaded by the gland elements,

the latter lying in lymphatics and also in the thick-walled

blood-vessels (!), which lie in the dense fibrous matrix.

The individual cells are for the most part much altered by
degeneration ; they present as swollen spheres with a very

reticular protoplasm ; many contain vacuoles. These

swollen cells may be seen fused together, forming irregular

protoplasmic masses with two, three, five, or more nuclei,

whilst some of the single cells contain two large distinct

nuclei. The nuclei are large, and for the most part oval

in shape ; they show a finely granular protoplasm and
various karyokinetic figures.

The right-sided ovarian growth measures 5 by 4 by 3

inches. Its shape is irregularly ovoid, with its long axis

running transversel}". The anterior surface is puckered,

deep fissures dividing it into lobes. Running transversely

across this surface is a deep sulcus in which lie the meso-

salpinx and right Fallopian tube ; the latter is somewhat
thickened but otherwise normal, being quite free from
adhesions and signs of peritonitis. The pedicle is three

inches in wudth and is veiy thick and vascular. The
posterior surface is even more nodular and tuberous than

the anterior. Many small projecting bosses are here seen,

but they present no roughness, no adhesions.

On section, the solid tissue has a greyish-yellow

colour ; there is no indication of division into lobes of

smooth growth such as was seen in the tumour on the left

side. The entire surface is imiformly smooth and putty-

like. No cysts are seen.

Under the microscope the general characters of the

tumour are the same as that on the opposite side, but the

degeneration of cells is more marked. In some of the

degenerated swollen cells the nuclei have entirely dis-

appeared, in others the nucleus is reduced to a thin
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crescent of deeply staining protoplasm on the periphery of

the cell. Xo loose chromatin granules can be seen, nor

are any broken down individual cells to be found, the final

stage of the degeneration being a fusion of the bubble-like

denucleated cells to form a complex reticular myxomatous
mass, in which not a trace of cell-formation is left. The
relation of gland elements to stroma is different to that

seen in the left-sided tumour. Here small clusters of

cells lie quite separate and distinct in a wide field of loose

oedematous fibrous tissue. The discrete patches of tightly

packed gland tissue present the picture so familiar in

adenoma mammre.

To the right Fallopian tube was attached a small cystic

body one inch from the abdominal ostium. A micro-

scopical section through the tube and cyst proves the

latter to be a tiny accessory hydrosalpinx. The tube

wall itself, although its peritoneal coat is everywhere quite

normal, is found to be infiltrated with cancerous deposit.

The cancer-cells are arranged in oval clusters within the

principal lymphatics of each fimbria and within the peri-

vascular lymphatic channels accompanying the thick-

walled vessels lying in the fibro-muscular wall. The

malis'nant invasion has extended from the ovarv throuo-h

the mesosalpinx into the tube wall, and from thence

through the central cortex of the fimbrias up to their

columnar-epithelial co^'ering on the one hand, and also

through the fibro-muscular Avail of the tube as far as the

peritoneal coat on the other hand. There are no free

cancer cells in the lumen of the tube, and no implantation

of cancer cells on the external peritoneal coat. The

naked-eye appearances of the tube gave rise to no suspicion

that it Avas the seat of invasion, and I should probably not

have examined it microscopically but for Avishing to in-

A'estigate the nature of the small cyst on its upper sui'face.

Whilst there is nothing unusual in the spread of glandular

carcinoma along efferent lymphatics AvhercA'er the groAvth

may be situated, an anatomical demonstration of this

ordinary pathological process in this particular situation

—
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where the ovary is the primary seat of the lesion and the

tube has become secondarily involved—has never, so far

as my memory serves me, been so clearly demonstrated.

The condition of the tube raises the important question as

to whether the uterus itself might not be likewise involved

in secondary growth, and if this can be shown to be the

case, the correct treatment would involve not only the

removal of tubes and ovaries, but also total abdomhial

hysterectomy. There would appear to be three distinct

ways by which the tubes may become the seat of carcinoma

secondarily to the ovary : (1) by implantation of papillo-

matous nodules on its peritoneal coat
; (2) by the entrance

of ascitic fluid, carrying cancer cells, through the abdominal

ostium of the tube, followed by implantation of these cells

on the surface of the fimbria ; (3) by continuity of tissue,

the cells travelling along the lymphatic channels accom-

panying the large blood-vessels in the hilum of the ovary

and"^ in the mesosalpinx which join up with the vessels

entering the tube at its " uncovered " surface.

The section placed under the microscope shows a portion

of mesosalpinx A\dth the tube attached thereto, and the

cancer cells can be seen to track along the lymph-channels

in the connective tissue, and to enter the tube wall, where

they have both the centripetal and centrifugal distribution

already described.

Dr W. J. Maurice stated that the patient was a single

woman, aged 47. She had suffered for some years from loose

kiduevs, and her abdomen had been examined by him in August,

1903,'wlien, as she was extremely thin, any considerable tumour

would have been detected. She' had had no pelvic symptoms,

and there had been at no stage any vaginal discharge. In

February, 1904. menstruation, which had always been regular

and normal, had ceased, and about the same time she herself had

discovered a tumour. She was seen on March 28th, and was

found to have a solid tumour in the lower abdomen freely

movable, with ascites. Ovarian tumour was diagnosed, probably

malignant. Operation March 80th. There was much ascitic

fluid! not blood-stained. The right ovary occupied the pelvis
;

the left lav in front of it and formed the tumour which had been

felt and seen. There were no adhesions and no evidence of
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growth elsewhere. The pedicles were broad and very short

;

otherwise removal was perfectly easy. Recovery was slow, but

uneventful. Recurrence had, however, taken place in less than

six weeks, and on May 24th Dr. Maurice had had to operate for

intestinal obstruction. Ascitic fluid, not blood-stained, was again

present ; the small intestine was extensively adhei'ent to the

anterior abdominal wall ; the pelvis was full of growth, especially

about the right broad ligament ; the intestines and parietal

peritoneum were everywhere covered with small warty growths.

Enterostomy was performed and had given great relief. Since

the last operation emaciation had progressed very rapidly ; the

discharge, which had at first been faecal, now consisted of partially

digested, food, and probably the opening was somewhat high up,

which would partly account for the loss of flesh, but clinically

the most striking feature of the case had been the very rapid

growth of the original tumour and the still more rapid recurrence.

Removal of the uterus with the appendages, as suggested by
Dr. Lockver, might perhaps be more satisfactory in any future

case of the kind, but in this instance the result would probably

have been the same.

Miss Thoene described a case of what she beheved to be

primary carcinoma of the ovary in a patient aged forty-six. The
onset was unusually acute, the woman stating that she had felt

sudden severe pain in the left side while doing heavy washing.

The left ovary was found to be enlarged and tender ; the right

ovary was normal. The left ovary increased rapidly in size, and
an exploratory laparotomy was performed, when the left ovary

was foimd to consist of a mass partly solid and partly cystic and
densely adherent to the surrounding parts. There was no free

fluid in the abdomen or pelvis. On microscopic examination the

left ovary showed typical carcinomatous growth. The patient

died foiu' months later. At the j^ost-mortem examination made
at the cancer wing, Middlesex Hospital, it was found that in

addition to the large carcinoma of the left ovary there was a

deposit in the right ovary. The ileum was adherent to the

primary growth and was ulcerated through. There were

secondarv nodules in the liver.
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CANCER OF THE BODY OF THE UTERUS
SIMULATING FIBROID IN A WOMAN AGED
THIRTY-SIX.

(With Plate YII.)

Shown by Dr. Herbert Spencer.

The points of interest in the case were the occurrence

of cancer in the body of a uterus containing fibroids in a

patient aged thirty-six, the slow growth of the tumour,

and the freedom of the patient from recurrence six and a

quarter years after the operation of combined vaginal

and abdominal hysterectomy.

The specimen is a uterus measuring 5| in. by 4^ m.

by 3 in., and weighing 14| oz. in the fresh state. There

is a subperitoneal fibroid of the size of a marble at the

fundus and an interstitial fibroid as big as a pea just

above the internal, os (see Plate YII).

The uterus is distended by a soft brittle growth of

the size of a small orange, Avhich has infiltrated the

muscular wall, in one place to within | in. of the

peritoneum. The substance of this growth has been

broken into by the curette. The lower surface of the

growth is fairly smooth ; the cervical canal is filled with

blood-stained mucus. The microscope shows the growth

to consist of closely set narrow columns of epithelial

cells ; in some of these columns a lumen is apparent, but

most 'of the columns appear to be solid; the columns are

separated by strands of connective tissue in which fine

capillaries can be made out; bands of muscular tissue

also separate the columns where the growth is extending

into the muscular wall. There is extensive infiltration

with small round cells both in the connective-tissue

stroma and in the muscular wall in advance of the

extending growth. It is a glandular carcinoma of the

body of a somewhat unusual type. The small sub-
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peritoneal tumour is a fibro-mj^oma and contains numerous
small vessels but no glands.

The history of the case is as follows :

A. D

—

, aged 36, was admitted to University College

Hospital on October 15th, 1896, complaining of pain in

the back, in the left side of the abdomen, left leg, and
left hip, of discharge (slightly coloured red) and of

bearing-down. These symptoms had been present for ten

months.

Menstruation began at 16 and had been regular even

during the present illness. There was no family history

of cancer and the jDatient appeared fairly healthy.

On October 27th, 1896, under an anassthetic, the uterus

"was found to be a good deal enlarged and hard, as if it

contained a fibroid. The sound passed for four inches.

A little nodule on the top of the uterus appeared to be a

subperitoneal fibroid. The uterus was curetted and a

considerable quantity of " endometrium " was removed
and tincture of iodine applied. The appearance of the

scrapings under the microscope did not suggest malignant

disease.^

After the curetting the coloured discharge diminished.

On November 19th, 1896, the sound passed for 3^
inches. After leaving the hospital the patient was fairly

well, the uterus remaining large. On March 2oth, 1897,

it was noted to be three times its normal size.

On February 2nd, 1898, the patient was readmitted to the

hospital for copious watery discharge, which had been

present for several months ; she had lost flesh and had
pains in the back.

The uterus was now of the size of the uterus at the

third month of pregnancy ; the sound passed 5 inches. I

regarded it as a case of submucous fibroid and dilated

the cervix with a view of removing it. The curette,

however, removed a large piece of soft brittle growth,

which was evidently malignant. I therefore on February

* This may have been due to a piece of the cndometriiim (and not
growth) having been removed by the curette.





DESCRIPTION OF PLATE VII,

Ilhistrating Dr. Herbert Spencer's specimen of Cancer of

the Body of the Uterus simulating Fibroid in a woman
aged 36.

The drawing shows a sagittal section of the iitervis (natural size). A
subperitoneal fibro-myoma (as shown by the microscope), of the size of

a marble, is seen at the fundus, and an intra-mviral one, of the size

of a pea, above the internal os. The uterus is distended by a greyish-

yellow growth, of the size of a small orange, invading the muscular

wall. The microscope shows this growth to be a glandular carcinoma

(see pp. 28.'^, 265).
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Illustrating Dr. Herbert Spencer's case of Cancer of the liody of the Uterus

simulating Fibroid in a woman aged 36.
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28tli, 1898, removed the uterus by the abdomen, after

separating the cervix from the vagina, closing the cervix

by suture and leaving a pair of forceps attached to the

front and another to the back of the supra-vaginal cervix

to act as guides. The peritoneum was not closed (this

was a mistake in technique) and a piece of gauze was
passed through the hole in the peritoneum into the vagina.

One ovary was left behind. The patient made a slow

recovery owing to an attack of cystitis and thrombosis of

the veins of the left leg.

The patient was again admitted to the hospital on

October 14th, 1898, suffering from intestinal obstruction,

probably due to adhesion of a coil of intestine in the

pelvis, though the fact was not definitely ascertained.

The distended bowel was opened next day by my colleague,

Mr. Raymond Johnson. She recovered well, but still

has a very small fistula through which a little liquid

fgeces escapes at times ; the main part of the faeces passes

through the anus. The fistula causes very little incon-

venience and it has been decided not to close it.

I examined her on October 20th, 1903. She was in

very good health. The vagina admitted a speculum

1-^-^ in. in diameter; the interior wall measured 2|- in.

in length, the posterior Avail 4-|- in. in length. There

was no difficult}^ in having connection and only occasion-

ally pain. Sexual gratification occurred.

I examined the patient recently and heard from her

by letter on June 1st, 1904, six and a quarter years after

the hysterectomy. She is well and free from recurrence.

This is the first case in which I removed the cancerous

uterus by the abdomen.

Dr. F. E. Taylor thought that although there was no doubt
as to the carciuoniatous nature of the growth, vet it certainly

differed iu many ways from the appearances usually presented hj
a specimen of ordinary carcinoma of the body of the uterus. He
asked if Dr. Spencer had considered the possibility of it being a
case of carcinoma originating in a diffuse adeuo-myoma of the

body of the uterus, the glandular elements of which had imder-
gone an atypical proliferation, and so become carcinomatous, as in
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the cases described by Culleu and others. He thought that some
evidence could be adduced in support of this view from a
consideration of the three following facts. luthe first place, Dr.
Spencer had told us that the microscopical examination of

scrapings removed from the uterus by a pi'evious curettage had
failed to show any evidences of carcinoma, which showed that the

endometrium was not the source of the growth. Secondly, the

history of a growth of six * years' duration, which had been
diagnosed as a tibro-myoma in its earlier stages and had only been
considered to be malignant disease in its later stages, was a very

significant fact, being just the history that would be expected in

a case of carcinomatous transformation of an adeno-myoma.
Thirdly, the distribution, extent, and appearance of the growth,

as shown in the specimen handed round, would all tally with this

view of the case. He therefore proposed that the specimen be

submitted to the Pathological Committee for further investiga-

tion.

Dr. Spencer, in reply, said he considered in ordinary cases

of abdominal hysterectomy it was a fault in technique not to

close the peritoneiun. He did not think the tvimoiu" was
malignant growth arising from an adeno-myoma, as its structure

was quite different from that of the two adeno-myomata he had
met with and of those described by v. Eecklinghausen,

Cullen, and others. Such an origin, however, was not impossible.

The growth was a carcinoma of glandular origin.

(For report of the Pathology Committee, see page 265.)

PREGNANCY IN A UTERUS WITH FIBROIDS:
PANHYSTERECTOMY DURING LABOUR IN
THE SEVENTH MONTH.

By J. Bland-Sutton.

In March, 1904, Dr. Beer placed under my cai-e in the

Chelsea Hospital for Women Mrs, F—, aged 33, on

account of an abdominal tumour complicated with preg-

nancy.

The patient had been married a few months, and had

* The symptoms were of two years' chu-ation ; the groA\i;h was kno^^ii

to have been present for one year and foiu- months.

—

Ed.
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ceased to menstruate since October 27th, 1903. She
considered herself to be pregnant, but her peace of mind
was disturbed by a rounded tumour as big as a man's fist,

which had become mai'kedly prominent in the neighbour-

hood of the umbilicus. Examination satisfied me that

this lump was a fibroid in the anterior wall of a gravid

uterus, but the pelvis also contained a large rounded

elastic swelling, and as the cervix uteri was flattened

against the j^ubes, it caused some difficulty to determine

whether the globular body in the true pelvis represented

the fundus of a retroverted gravid uterus, or another

fibroid incarcerated by the uterus. As there were no

symptoms of urgency or interference with the urinary

organs, it seemed judicious to keep the patient under

observation, especially as she was anxious to have a

living child. She reported herself at intervals, and the

uterus rose in the abdomen, but the pelvic mass re-

mained unaltered. On May 9th the patient came to the

hospital in great pain and distress ; on examination she

was found to be in labour, with the arm of the foetus

protruding through the mouth of the womb. Dr. Eden
kindly saw the patient and decided that an operation was

urgently indicated, as the pelvic tumour absolutely ob-

structed the transit of the foetus, and that it was dead.

After the patient's abdomen had been rendered as antiseptic

as the urgency of the case allowed, I exposed the uterus

through a free abdominal incision and performed pan-

hysterectomy, removing the uterus and its neck with the

tumours, foetus, placenta, ovaries, and tubes intact.

The earl}^ stages of the operation were conducted in

sterilised rubber gloves until the peritoneum was sutured

over the vaginal opening. I then discarded the gloves,

as they had probably become contaminated by contact

with the vagina, and then carefully washed out the pelvis

with sterilised water and completed the operation without

gloves.

In the course of convalescence an abscess formed at

the pelvic end of the incision, the result probably of
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a staphylococcus infection in consequence of the hurried

preparation of the skin.

The operation offered no difficulty and occupied about

three quarters of an hour. During the enucleation of the
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cervix I was a little puzzled to determine where the cervix

ended and the vagina began, as the parts were soft and
oedematous, but a subsequent examination of the parts

showed that the whole cervix was removed. The
specimen, as displayed in the drawing, shows the uterus

divided in a sagittal direction ; an interstitial fibroid

occupies its anterior Avail near the fundus ; it is of the

colour of mahogany in consequence of red degeneration,

which is such a common change in fibroids of the body
of the uterus when complicated with pregnancy. The
larger fibroid grew from the posterior aspect of the

cervix, and almost completely occupied the cavity of

the true pelvis. This tumour was soft as if degenerating,

and resembled in colour the peculiar yellowish appearance

of wet washleather. It would be tedious to attempt a

description of the extraordinarily contorted condition of

the foetus, but this is faithfully displayed, as well as the

oedema of the presenting-arm, in Mr. Charles Berjeau's

admirable drawing.

I have on many occasions performed supra-vaginal

hysterectomy for fibroids complicating- pregnancy, and
find it is an easier task than removing an unimpregnated

uterus ; but this is the first occasion on which I have

performed panhysterectomy upon a patient in labour.

Dr. Handfield-Joxes asked Mr. Blaud-Suttou how long the
patient had been in labour before the operation was performed.
Though the tiiuiour was situated in the lower uterine segment, it

was noteworthy how markedly fibroid growths were drawn up
and elongated, so as to render the passage of an infant possible,

even in the most impromising cases. He narrated the case of a
patient, who had recently been under his care, where delivery had
been efi'ected after version, thoiTgli the patient had a fibroid in

the cervical area, and dehvery had seemed at first absolutely
impossible.

Dr. Eden said that when asked to see Mr. Bland-Sutton's
patient he found the following condition : On abdominal
examination the uterus appeared to be firmly retracted ; no part

of the body of the foetus coidd be felt distinctly, nor Avas the

fcetal heart audible. The ring of Bandl was not found, but the
outline of the uterus Avas distorted bv the fibroid tumour and its
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recognition was liarclly to be expected even if it had Ijeen present.

On vaginal examination an ann was found, prolapsed, with the
hand outside the vulva. The limb could be followed upwards
behind the symphysis pubis, but the os externum was out
of reach and could not be felt. Behind the posterior vaginal
wall was a large, hard, absolutely fixed swelling, which appeared
to occupy the greater part of the pelvic cavity. Version was
clearly impracticable, and he judged that there was considerable

risk of spontaneous rupture of the utems if the labour was
allowed to continue. This opinion was now confirmed by the
marked thinning of the anterior part of the lower uterine

segment shown in the specimen. In his opinion the case was
clearly one in which delivery per abdomen was indicated.

PAEOVAKIAN CYST WITH TWISTED PEDICLE.

Shown by Dr. Cojiyns Berkeley.
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A CASE OF PEIMAEY HYDATID DISEASE
(ECHINOCOCCUS) OF THE FALLOPIAN TUBE.

By T. W. Eden, M.D.,

ASSISTANT OBSTETRIC PHYSICIAN TO CHARING CROSS HOSPITAL.

(Received January 10th, 1904.)

{Ahstl-act.)

The autlior records the case of a womaii of forty years of

age who had been married for thirteen years, had never

been pregnant, and presented herself at the Chelsea Hospital

for Women in July, 1903, complaining of pain in the back and

left side. On examination a small pelvic tmnour was found in

the pouch of Douglas, which from its position and characters was

thought to be a dermoid cyst of the right ovary. Operation was

performed on September 10th, 1903, when the tumour was fotmd

to be incorporated with the upper border of the densely adlierent

right Fallopian tube, and to be filled with detached hydatid

vesicles. The ovary was quite separate, and unaffected except by

adhesions. The tube and ovary of the left side were adherent,

but otherwise unaffected. There was no trace of hydatid disease

elsewhere. The patient made a good recovery. The naked-eye

and microscopic characters of the specimen are then described.

After examination of the literature the author believes that

only one other case of primary hydatid disease of the Fallopian

tube is on record, viz. that described by Doleris in 1896. With
regard to the ovary, he believes that only one case of primary

hydatid disease of this organ has been recorded, viz. that de-

scribed by Pean in 1895. Pelvic hydatids usually begin in the

peritoneum or connective tissue.

The female pelvic organs are but rarely the localities

chosen for the deposition and development of the ova of
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the Taenia echinococcus. They not uncommonly become

involved in extensive hydatid growths, developing

primarily in the liver or other abdominal organs, but

they are rarely the localities primarily affected. The

ovary and Fallopian tube are among the last sites in the

whole body selected by those parasites, and it is on

account of the extreme rarity of the condition that the

following" case is recorded.

Mrs. E—, aged 40, was admitted to the Chelsea

Hospital for Women under my care on September 4th,

1903. She had been seen by me in the out-patient

department in the previous July, where she came com-

plaining of pain in the small of the back and in the left

side, with troublesome palpitations of many years^ standing.

Her menstrual periods were regular and the loss moderate

in amount, but she habitually suffered severe pain during

the whole time in the hypogastric and sacral regions.

She had no vaginal discharge, and was in good general

health. Although mai'ried for thirteen years, she had

never been pregnant.

On local examination (July, 1908) a small, tense cyst

was found in the pouch of Douglas, firmly adherent to

surrounding structures, and connected b}" an easily

palpated pedicle with, the right cornu of the uterus. On
rectal examination the posterior wall Avas felt to be of

almost stony hardness, and the case was diagnosed as

being probably a dermoid cyst of the right ovary. Its

removal was advised, but as the hospital was about to be

closed for the annual cleaning, the operation was postponed

until September.

On the jDatient's admission on September 4th her

condition was practically unchanged in all respects. The

operation was performed on September 10th. After

opening the abdomen the swelling was easily defined, as

no adhesions had formed except in its immediate neigh-

bourhood. The swelling itself was densely adherent, and

on exposing it by means of retractors, its wall Avas seen to
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be of a dull yellow colour and of very dense appearance,

not unlike an ovarian dermoid with cartilaginous w^alls.

Much time and care Avere expended in separating the

unusually strong and resistant adhesions, some of which

required ligature. The tumour ruptured in the manipula-

tions, revealing its true nature, for large numbers of loose,

thin-walled, cystic structures escaped, easily recognisable

as hydatid vesicles, accompanied by loose membrane and

a scanty amount of thin fluid. The tumour w^as emptied

as far as possible and the loose vesicles and membrane

carefully 'removed from the peritoneal cavity. The

remaining adhesions were then separated, a good pedicle

obtained, and treated in the usual manner by transfixion

and ligature. There was a good deal of oozing from the

tumour-bed, but this was all controlled by pressure with

hot sponges. The structures removed were the appendages

of the right side ; the left appendages were involved in

adhesions apparently as dense as those surrounding the

tumour. There was, however, no enlargement either of

the tube or ovary, and as separation of the adhesions

Avould in all probability have involved the removal of the

appendages it was considered better to leave them un-

disturbed. No other swelling could be felt in the

abdominal cavity, and the remaining viscera appeared to

be quite free from hydatid disease, so far as could be

determined by palpation. No drain was required, and

the abdomen was closed in the usual manner, in three

layers."^

Up to this time the tumour Avas believed to be ovai'ian,

but careful examination by the pathologist to the hospital

(Dr. Taylor) demonstrated its tubal character.

Description of the specimen.—The specimen consists of

the right uterine appendages including the ovary, the

Fallopian tube, and the mesosalpinx. The ovary is of

normal size, its surface being rough and showing tags of

* Convalescence was a little delayed by the formation of a small

hsematoma in the abdominal wound, bnt the patient left the hospital

well in a month.

VOL. XLVI. 17
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Illustrating Dr. Eden's Case of Hydatid Cyst of the Fallopian Tube.

a, Cyst, b, Ostium abdominale. c, Lumen of tube, d, Ovary, e, Meso-

salpinx.
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torn adhesions. On dividing the ovary it is seen to con-

tain two small corpora lutea in the stage of retrogression,

one abortive follicle containing blood, and one small cyst

lined with a smooth membrane. The organ was obviously

functionally active when removed. The mesosalpinx

measures one inch in greatest vertical diameter ; it is a

little thickened, and its peritoneal surfaces are roughened

from adhesions. The usual transparency of this portion

of the broad ligament is lost, so that the condition of the

parovarium cannot be made out by inspection.

The Fallopian tube measures four inches from the

divided end to the abdominal ostium. The inner third is

not much altered in naked-eye characters. With the

upper border of the outer two thirds is closely incorpo-

rated a cyst of considerable size ; this cavity was at first

regarded as the dilated lumen of the tube, and the hyda-

tids were considered to occupy that portion of the canal of

the tube. In fact, this was the description of the specimen

first sent in to the Society in this paper, but further ex-

amination proved it to be erroneous, and by the courtesy

of the senior Hon. Sec. I have been allowed to correct

the error. As will be seen from the drawing, the tubal

canal is intact, and has been laid open, running appa-

rently in the lower wall of the cyst. There was no

communication whatever between the tubal canal and the

cavity of the cyst, and it was owing to the failure to

demonstrate this connection that the error in description

was discovered. The union of the cyst wall with the

upper wall of the tube is a firm organic union, and not

the result of adhesions.

The abdominal ostium of the tube is sealed, but its

position is clearly indicated in the specimen by a dimple

and a small tag which may represent a single atrophied

fimbria. The surface of all parts of the specimen is

roughened and shows many tags of adhesions.

The cyst, which is oval in shape, rises steeply from the

upper wall of the tube, and is firmly incorporated with

it from the junction of the inner and middle thirds
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nearly to the abdominal ostium. It measures 4^ in. in

vertical, 3 in. in transverse, and 2j in. in antero-posterior

diameter. The wall varies in thickness from -^ to j of

an inch, being on an average about ^ of an inch. It con-

tains but a single cavity ; the inner wall is smooth and
polished, the hydatid membrane having been completely

detached.

Microscopic details.—Examination of the fluid obtained

from the hydatid vesicles shows large numbers of typical

brood-capsules and free hooklets. The detached mem-
brane is lamellar in character, and represents the outer

cuticular layer of the cyst. Sections of the wall of the

tube taken from the dilated portion show that little of

the normal structure remains, the greater part consisting

of stratified layers of hydatid membrane showing the

characteristic pectorate markings. The diagnosis of the

nature of the tubal cyst is thus fully established ; but its

mode of origin is not so simple and presents some points of

interest. Two points are fairly clear : Firstly, the hyda-

tid ova were not deposited in the lumen of the tube, nor

has the resulting cyst involved the lumen in its further

development. Secondly, the union of the cysts with the

wall of the tube is so intimate that it cannot be possible

that free peritoneal hydatids have become adherent to the

tube and have developed in that position. Further, there

is no evidence of any other abdominal organ having been

infested with the parasite. This point is worth considera-

tion because, in the view of Lawson Tait, pelvic hydatids

always arise secondarily to rupture and escape of hyda-

tid vessels from another abdominal organ—usually the

liver. The most probable explanation appears to be that

the ova were deposited in the tissues of the upper wall of

the tube, and their development in that position was

sufficiently slow and gradual to avoid rupture either into

the peritoneal cavity or the tubal canal. Inasmuch as

the subperitoneal cellular tissue is the favourite pelvic

location for hydatids, it seems further reasonable to sur-

mise that in this case ova were deposited beneath the
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peritoneal covering of the tube, and that the}^ continued

to develop in that position. From the long duration of

the patient's symptoms and the unusual density of the

adhesions met with at the operation, it is clear that the

disease was of long standing—probably of many years

—

and the microscopic recognition of a peritoneal investment

after so long an interval is, of course, impossible.

Regarding the source of the parasitic infestment, I can

give no information. The patient had lived all her life

in London or its immediate neighbourhood, and she had

never kept a dog or cat, or any other pet animal, in her

life. The ova must have been ingested with some article

of food.

The first writer who endeavoured to collect information

about pelvic hydatids appears to have been Villard, who
published in the 'Annales de Gynecologic' for 1878 a

paper entitled " Considerations Cliniques sur les Kystes

Hydatidiques du petit Bassin chez la Femme." In this

paper he collected twelve cases published since 1817, and

added a personal observation of his own. Following him

Freund,"^ in 1885, published eighteen fresh cases observed

by himself, and to him is due the credit of laying the

foundation of our knowledge of the subject. Since

Yillard's paper was published numerous additional cases

have been recorded, and these have been collected by

Doleris,t who, in 1896, brought up the total to seventy

cases, including those previously recorded. Pelvic hyda-

tids, as a complication of pregnancy and labour, have

recently been discussed by a Hungarian writer, Franta,+

in an important monograph of 250 pages. But it may be

said that these researches throw no light upon the condi-

tions which determine the locality which the hydatid ova

select for their development.

Pelvic hydatids appear to find their primary lodgment

in the great majority of cases beneath the peritoneum in

* ' Gynakologische Klinik/ 1885, p. 302.

t ' La Gynecologie/ 1896, p. 97.

:|: Boubele, Mechozilove Teilotenstoi za Porodii, a v. Sestinedeli.



250 PRIMARY HYDATID DISEASE OF THE FALLOPIAN TUBE.

the pelvic cellular tissue of the pouch of Douglas. Here
they burrow in all directions, and come into relation with

the uterus, bladder, rectum, ovary, and Fallopian tubes.

No case has yet been recorded of the primary lodgment
of hydatids in the uterine cavity or the uterine walls."^

Several cases are known where hydatids have invaded the

hollow pelvic viscera by perforation of their walls, but

that is obviously a different condition, and must not be
confused with cases of primary lodgment.

In the Fallopian tube and ovary, primary hydatid

disease is extremely rare, and I have thought that it might
be useful to look through the literature with the object of

finding such cases if they existed, and of examining the

evidence in favour of their primary origin in these organs.

Text-books, I w^as not surprised to find, contradict one

another consistently upon the subject. In the last edition

of his text-book on ' Tumours,' Mr. Bland-Sutton says

that no case of primary hydatidiform disease of the ovary

has been recorded, and only one case in the Fallopian

tube, in the case of Doleris. Veit's ' Handbuch der

Gynakologie' states, on the other hand, that a case of

primary echinococcus of the ovary was recorded by Pean
in 1895. Martin, in his monograph 'Die Krankheiten der

Eileiter,' published in 1895, makes no mention of echino-

coccus of the tube. Griffith, in the ' System of Gynte-

cology ' edited by AUbutt and Playfair, says there is

" grave doubt whether any of the cases so recorded are

really hydatids of the ovary."

My search through the literature has convinced me
that there was on record, previous to my own, one case of

undoubted primary hydatid disease of the ovary, and one

* Since this paper was wi-itten an Inaugural Dissertation of the

University of Amsterdam by J. de Vries has appeared on the subject of

" Echinococcus of the Uterus." The author records an original observa-

tion of his own, and claims to have found in the literatiire seven other

cases of apparently primary uterine hydatids. The original paper I was
unable to read, and the only abstract which I have found was very
cursory (' Monats. fur Geburts. ixnd Gynakol./ March, 1904), so that I am
unable to do more than call attention to de Vries' paper.
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of the Fallopian tube, and I now give short abstracts of

these cases as recorded by the authors.

Pean's account of his case is so brief that it may be

transcribed verhatim*

"Case 98. Hydatid cyst of right ovary; cceliotomy

;

recovery.—M. —, Spaniard, nineteen years old, sub-

mitted to operation June 12th, 1888. Brunette, pale,

very emaciated. Menstruated first at age of 11; not

married. Commencement of trouble ten years ago in the

right side of abdomen. No pain. Four months before

operation capillary puncture had yielded 6 litres of fluid.

Abdomen distended to umbilicus.

" Operation.—Abdominal wall incised from pubes to

umbilicus ; no ascites or adhesions. Cyst wall whitish,

moderately thick. On puncture 8 litres of limpid fluid

mixed with hydatids. Incision of the cyst enabled us to

A^dthdraw a considerable quantity of daughter cysts, and

to determine that the cyst originated in the ovary and

had become prolonged into the broad ligament. This was

clamped, ligatured in two parts, and returned after the

excision of the tumour. Duration fifteen months
;
good

recovery ; no recurrence."

It is unfortunate that a more detailed description of

the cyst after removal was not given, nor any note made

of the absence of hydatid growths in other organs. But

the authority of Prof. Pean is unimpeachable, and I am
certainly prepared to accept this case as the only un-

doubted instance hitherto recorded of primary hydatid

disease of the ovary. Very many cases are on record in

which the ovary was involved in extensive pelvic hydatids,

but in such instances demonstration of the organ primarily

affected is impracticable, and they need not be further

referred to.

The previously recorded case of hydatid disease of the

Fallopian tube was recorded in full detail by Doleris in

1896. The following is an abstract of his description :

* ' Diagnostiqiie et Traitement ties Tiimeiirs de rAbdomen/ vol. iii,

p. 671.
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" M. J

—

, aged 36, the daughter of a butcher, Avas

married at age of 24, to a man of the same occupation

as her father. She was not personally brought much in

contact with animals. Towards the end of the first year

of her married life she began to suffer from attacks of

abdominal pain which often necessitated her staying in

bed. At first these attacks coincided with the periods,

later they became quite ii-regular. After a few months
constipation and dysuria appeared. An abdominal

tumour was discovered in 1888, and thought to be a

fibroid ; she was treated with ergot for many months,

and got much thinner, the monthly loss being diminished.

During the last five to six years the tumour has grown
rapidly. She has never been pregnant.

" She was seen by Doleris in September, 1895. He
found the cervix small and firm, and displaced upwards
and forwards behind the symphysis. The body could not

be felt. The pouch of Douglas was depressed towards

the vagina and contained a firm, regular tumour. Per

abdomen a nodular tumour was felt, extending- above the

umbilicus nearly to the epigastrium, and about the size of

a seven months' gravid uterus. Sound passed 8'5 cm.

(3^ inches). The diagnosis was a multinodular fibroid.

" On March 24th, 1896, the patient was submitted to

operation. The tumour was found to consist of the two
Fallopian tubes enormously enlarged and measuring, the

one 57 cm. (22| inches) in length, the other 53 cm. (21^^

inches). In general appearance they resembled large

intestine, with thickened walls, and were irregularly

distended in places. The convolutions of the tumours

were intimately adherent to one another by broad surfaces.

The cavity Avas full of hydatid capsules. On the omen-
tum were some small cysts resembling' dead hydatids,

but there was no other trace of tumour in any of the

abdominal organs.

" After removal the tumours weighed 2 kilos. The
walls varied in thickness, and were pearly-white in colour,

and almost transparent in places. Both tubes were
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distended in tlie g-reatei- pai-t of theii' extent, the right to

within 1 inch, the left to within ^ inch of the uterus.

The ovaries, though adherent, were normal in appear-

ance."

Doleris's description of the parts removed leaves some-

thing to be desired, and the illustration published with

his paper represents the tubal swellings intact. But the

author clearly regarded the condition as the development

of hydatid vesicles Avithin the tubal canal, so that the

case differs considerably from that here recorded.



254

NOTES ON A CASE OF HYDATIDS OF, OR
CONNECTED WITH, BOTH OVARIES, RIGHT
BROAD LIGAMENT, LIVER, OMENTUM,
MESENTERY, AND OTHER PARTS.

Shown by Chas. J. Cullingworth, M.D., F.R.C.P., and
H. H. Cluttox, M.C. (Cantab.), F.R.C.S.

(Received February loth, 1904.)

An unmarried lady, aged 24, the eldest of a family of

five orphan sisters, was sent to Dr. Cullingworth, in the

month of June, 1896, from one of the continental health

resorts. She had been under treatment for nine months
on account of an abdominal swelling which had been

attributed to indigestion. Pain in the left leg having,

however, supervened, an abdominal examination had been

at length made, and what was believed to be a movable
and displaced kidney discovered. The history the patient

gave was that, five years previously, viz. in 1891, when in

the act of jumping from a chair upon which she had been

standing, the chair tilted and she received a blow upon
her back. This was immediately followed by severe pain

and vomiting-, necessitating a week's confinement to bed.

She had been subject, she said, to pain ever since.

In July, 1895, she had slipped and fallen over some
stones in a mule-path, and had had, as a result, pain in

the lower part of the. abdomen, requiring the application

of jjoultices. Her doctor was unable, at that time, to

come to any conclusion as to the precise cause or seat of

the pain. On the only occasion on which he had examined
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the abdomen lie thought he felt, in the right hypo-

chondriunij a tumour give Avay under his fingers. He
stated, in his letter to Dr. Cullingworth, that as the

nausea from which the patient had been suffering ceased

immediately, he felt confirmed in his belief that he had

replaced a dislocated kidney.

The patient arrived in England on June 6th, 1896, and

consulted Dr. Cullingworth on the 19th. She complained

of some pain in the morning on passing urine. She had

no pain at that time in the region of the kidney. Her
general health was fairly good. Her appetite was dainty.

The catamenia were quite regular; their average duration

Avas four days ; they were norinal in quantity and painless.

The abdomen was enlarged by a rounded, fixed, cystic

swelling*, situated in the supra-pubic region, which was

dull on percussion from the pubes upwards. The flanks

were resonant. There being some suspicion that the bladder

might be distended, a catheter was passed and a pint

of clear non-albuminous urine was drawn off. The uterus

was felt to be of normal length, and displaced forwards

and to one side. A portion of the tumour occupied

Douglas's pouch.

The opinion then formed was that there was a cystic

tumour either of the ovary or of the broad ligament, and

that it ought to be removed.

The patient was admitted into a private nursing home,

and, on July 24th, 1896, assisted by his colleague. Dr.

Walter Tate, Dr. Cullingworth opened the abdomen by a

median incision, and in doing so entered a cyst, from

which a quantit}" of clear fluid escaped and a number of

hydatid cysts floated out. The incision was thereupon

enlarged. On the hand being passed into the peritoneal

cavity, cysts were found connected with both ovaries and

with the right broad ligament. All these cystswere removed,

and proved to be hydatids. That connected with the

right ovary was preserved, and is now No. 2379 B in the

museum of St. Thomas's Hospital (see drawing)."^ The

* The specimen was sho-\vn.
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broad ligament tumour was of considerable size, and had
displaced both uterus and bladder. It had, moreover,
burrowed down into the deeper parts of the pelvis, where
it was extremely adherent, making it difficult to remove.
It was, in fact, removed piecemeal. A bladder sound was

Sketch by E. E. liol.iiu^, ..i ilie rio-ht ovaiy aud Fallopian tube,
from the preparation (No. 2379 B) in 'the miisexun of St.
Thomas's Hospital. A. Hydatids of, or attached to, right
ovaiy, seen through the transparent cyst -svall. B. The same,
exposed to view by cutting out a window in the cyst wall. C.
Torn remains of a burrowing hydatid cyst connected with the
right broad ligament. D. Right Fallopian tube.

kept in sit it during the separation of the adhesions to the

bladder, which were firm and extensive. The cyst wall

was in part nmch thickened, and presented an appearance
suggestive of papilloma. There were observed several

small cysts of the omentum, as many as possible of which
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were removed. Xumerous smaller cysts in the mesentery

were also seen, and a large cyst in the right loin believed

at the time to be a cyst of the right kidney. A second

laro-e cvst in the upper part of the abdomen extended

from the splenic region on the left across and upw^ards

beneath the lower end of the sternum towards the right.

These were all left to be dealt with at a future time,

especially as during the latter part of the operation (which

lasted two and a half hours) the patient had been pulse-

less and in a very alarming condition. Strychnia Avas

injected twice, and the abdomen was closed as quickly as

possible. A glass drainage-tube was left in for a few

hours, as there was considerable oozing from the raw sur-

face in the deeper parts of the pelvis. Before removing

the patient to bed, a catheter was passed. The urine

withdrawn was quite clear.

For some hours after the operation the patient was in a

condition of collapse, and strychnia was again injected on

two occasions, on one of them in conjunction with morphia.

The drainage-tube was removed in the afternoon of the

day following that of the operation. From that time the

patient made a good recovery, her temperature never

exceeding 100 F.

It was ascertained on inquiry from the patient and her

friends that she possessed a pet dog to which she had

been extremely devoted, and which, especially as it had

been much out of health, she had constantly tended and

been in the habit of kissing and fondling.

When the patient had sufficiently recovered from the

first operation, she was transferred to the care of Mr.

Glutton, with a view to the attempted removal of the

cysts in the upper part of the abdomen.

On October 26th, 1896, Mr. Glutton opened the abdo-

men through the rectus above the umbilicus, and found

three large and separate cysts attached to the liver, two

at the free margin and one in the body of that organ.

There were also several smaller ones. All except two

were removed entire, but the ectocystic walls of the two
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largest were reduced in size and then attached by sutures

to the abdominal incision. It was not thought safe to

drop their very large surfaces back into the abdomen.

The shock during and after the operation was extreme,

and appeared to be due to the traction to which the dia-

phragm was exposed. The pulse remained at 150 for

twenty-four hours. During the operation another large

cyst was felt towards the spleen, but this was left for a

subsequent operation.

On November 19th, 1896, a swelling having been felt

for at least ten days in the left iliac fossa, and increasing

pain having been experienced in the front and back of the

pelvis, the July incision wAs reopened by Dr. Cullingworth.

One large cyst was evacuated and the wall sutured to the

parietal incision. On November 27tli a quantity of stink-

ing pus and numerous hydatids escaped ^^e?* rectum. This

was followed a few days later by a slough, which was

probably the ectocyst. The temperature, which had been

high, now dropped to normal, and all the wounds healed.

On February 2nd, 1897, an operation was undertaken

by Mr. Glutton for the removal of the cyst which was

thought to be in relation Avith the spleen. The abdomen

was opened through the left rectus, and the large hydatid

cyst previously felt was found to be attached to the free

maro-in of the left lobe of the liver. It was adherent to

the diaphragm and stomach, and could not be brought to

the surface. It was therefore packed all round with

gauze and evacuated in situ. There was the usual count-

less number of daughter cysts and laminated membranes

to be removed. A certain amount of ectocyst Avas cut

away and the remainder sutured to the abdominal incision.

The same kind of shock was experienced as in the opera-

tion of October, 1896, but it did not last so long after the

operation was over. A sinus left from this operation

lasted for some years, and was due to silkworm-gut sutures

which were gradually drawn up towards the diaphragm

out of sight. This was the only one of the patient's many
operations which was followed by a persistent sinus.
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On January 12th, 1899, the patient reported that she

had remained free from any evidence of hydatid cysts

until about a month ago. On the loth Mr. Ckitton

reopened the cicatrix over the liver to the right of the

median line, and another incision was made, still further

to the right, through the rectus. Three large cysts, each

containing* hundreds of daughter cysts, were evacuated

and the ectocysts sutured to the abdominal incision. The
peritoneal cavity was not opened. Dr. Cullingworth, who
was present, took the opportunity of the patient being

anaesthetised to examine the pelvis 2^^^' vaginam. He
found a large swelling in Douglas's pouch. The bowels

soon became difficult to move, and enemata began to

return too quickly. On examination on January 31st it

was found that the pelvic cyst had increased very rapidly

since the operation of January 15th.

On February 2nd, 1899, Dr. Cullingworth made a

vaginal incision and found one large cyst, which on

evacuation was discovered to be free from any daughter cysts.

Rectal examination subsequently proved that the whole

swelling, which previously filled the cavity of the pelvis,

had gone. On passing a finger into the ectocyst through

the vagina, it was found that the cyst was adherent to

bone on the patient's right side. By March 22nd all the

wounds and sinuses were closed except the sinus of

February, 1897. The pelvis was also carefully examined

and found to be free from cysts.

On September 20th, 1899, Mr. Glutton removed a large

cyst with its ectocyst, from the deep laj'er of the abdominal

wall without opening the peritoneal cavity. It contained

no daughter cysts. The pelvis w^as examined through the

rectum, and a round, hard lump Avas felt in front, Avhich

it was thought might be the remains of the ectocyst of a

previous operation. It was therefore decided to leave it.

At a later operation (January 9th, 1900) this lump had
disappeared.

On Januar}^ 9tli, 1900, a cyst was removed from the

cicatrix over the liver. It had no daughter cysts. After
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this operation the patient remained free from any evidence

of hydatid disease till January^ 1902. A swelling was then

noticed on the right side over the free margin of the liver.

On February ISth^ 1902, this cyst was removed without

opening the peritoneal cavity. A careful examination of

the whole abdomen was made under an angesthetic, and a

small, very movable swelling was found in the right iliac

fossa. The patient was unaware of its existence, and it

was left alone. This tumour remained stationary in size

and gave her no trouble.

Towards the end of 1902 and during the early part of

1903 she had occasional attacks of frequency of micturition,

lasting only for a few days at a time, and without any change

in the quality of the urine. On September 30th, 1903,

Dr. Cullingworth made a bimanual examination and found

a lai'ge cyst extending from the base of the bladder to the

brim of the j^elvis on the left side.

On October 20th, 1903, Mr. Glutton opened the abdomen

through the left rectus just above the pubes. The cyst

was found to be beneath the pelvic fascia and behind the

sigmoid flexure. After the peritoneum and fascia had

been divided, the cyst, which contained a large number of

daughter cysts, was easily extracted. The cavity from

Avhich it was removed extended to the bottom of the pelvis.

The ectocyst was closed with sutures and left in situ.

The abdomen was also opened on the right side to

remove the cyst, which has been previously described as

remaining unaltered since February, 1902. There were

found to be two small cysts in the mesocolon, which

were easily removed without spilling their contents. They

were both very old, without daughter cysts, and one of

them was entirely cheesy in consistence. The wounds

healed in the ordinary way, but the temperature began to

rise ten days after operation, and a distinct swelling

appeared on the left side of the pelvis in the position of

the closed ectocyst.

On November 2nd this swelling was opened, and offen-

sive pus evacuated. A drainage-tube was introduced.
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On November 10th there was an escape of pus ^^er

vaginam, and on syringing through the drainage-tube above

the pubes the lotion ran out below. By November 26th

the discharge had almost ceased, and the dramage-tube

was removed. On December 7th the sinus had healed.

Meanwhile a silkworm-gut suture had been removed from

the sinus which had existed so long in the left hypo-

chondrium, and that sinus also healed. The patient there-

fore left the Home early in December without any smus.

It is impossible to say that there will be no fur-

ther development of hydatid cysts, as, in the course of

the case, there has already been an interval of two yeiirs

without any necessity for operation. As the case has

now, however, extended over a period of eight years, it

seems a pity to keep an interesting record locked up m

case-books any longer, and the announcement of Dr.

Eden^s forthcoming paper suggested the present as a

suitable opportunity for publication, though, of course

it is impossible to say that the ovaries, although the farst

part operated upon, were the primary seat of the disease.

It may be well to add that there has been no menstrua-

tion since the first operation. There has been no com-

plaint of flushings or of any of the nervous discomforts that

frequently accompany or follow the menopause and that

have been said by some to be specially marked when

the menopause has occurred prematurely as the result ot

operation. „

Note—We should like to take this opportunity ot

acknowledging our gratitude to Mr. E. F. White, of

Putney, who gave the anaesthetic for every operation

except the last. In some of the operations, especially

those which involved the under surface of the diaphragm,

he had a most trying experience. The patient was extra-

ordinarily courageous in returning agam and agam tor

fresh operations, but she was really of very feeble con-

stitution, and so nearly ceased to breathe when diffi-

culties arose that both operator and anaesthetist had to

cease for a time and await her recovery. Under these trying

18
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circumstances Mr. White was most patient and skilful.

Mr. F. C. Abbott assisted in most of the operations, and
to him also thanks are due for help and advice in many
difficulties.

The President said that in the case narrated by Dr. CuUing-
worth it was diflficult which to admire most—the persistence of

the surgeons or the fortitude and endurance of the patient. The
success ultimately attained justified the repetition of the opera-
tion and the wisdom in dealing with the recui'rences. He had
seen one case of hydatid in the pelvis where a cyst some 3^ inches

by 2 was taken from the side of the uterus and front of the right
broad ligament. From its ultimate connection with subjacent
structures it bore out the opinion of Mr. Bland-Sutton that these
cysts originated in the subserous tissue. There was no evidence
of hydatids elsewhere in the body ; in this instance }t was a
single cyst, isolated in the situation found, and possessing all the
characters of an echinococcus groAvth.

Mr. Glutton said that the patient owed her present satisfac-

tory condition to the fact that, contrary to the usual experience,

the development of hydatid cysts had, in her case, been hitherto

limited to the abdomen. Had the disease affected the thorax or

the brain, as so often happened, the result might have been very
different. He could not withhold from the patient herself a
tribute of admiration for the cheerful courage with which she had
faced operation time after time. With regard to the question of

pelvic hydatids he could not, speaking as a general surgeon, see

any reason for supposing that hydatids in the pelvis differed

from hydatids in other parts, or that anything was likely to be
gained by considering them separately.

Mr. Bland-Sutton expressed his interest in the papers, and
observed that some years ago he had taken great pains to verify

the references and study records relating to primary echinococcus
colonies of the ovary, and found them unreliable, and he ventured
to suggest that Dr. CuUingworth's specimen shordd be re-

examined to determine whether the colony really arose in the
ovary or in the connective tissue of the broad ligament, and as it

increased in size flattened the ovary over its periphery. Mr.
Bland-Sutton had recorded a case of this kind (' Clinical Journal,'

October 23rd, 1901). It would also be found that if the dis-

tribution of echinococcus colonies among the abdominal viscera

was critically examined it would be seen that, in the great

majority of instances, the parasite really selected the subserous
tissiie. This is true of the kidney—where they flourish in the
connective tissue of the renal sinus—the bowel, thebroad ligament,

omentum, rectum, etc. The immunity of the ovary depended on
the fact that it lacked a loose serous investment, and this is also
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true of the testis, which seems equally imnmne with the ovary to

these parasites. The loose connective tissue of the mesosalpinx
and the adjacent portion of the broad ligament formed admirable
environments for the maturation of the six-hooked embryo of

Tn'tiia echinococci(s, but was not quite so accessible as the loose

connective tissue of the mesocolon, the mesorectum, or the
omentum. The multiplicity of the lesions depended on the
number of ova swallowed (the extraordinary number of cysts

in some patients would suggest the probability that occasionally

an entire proglottis had been ingested), and the cysts and
colonies gave rise to clinical signs according to the rate at which
they grew, and this varied with the favouring nature of their

position and the character of the tissue. It seems also certain

that the brood-cysts may be sowyi into the connective tissue of

the wounds made for their removal, a view supported by the
frequency with Avliich echinococcus cysts grew in the cicatrices of

operation wounds made for the removal of primary colonies. Of
this Mr. Bland-Sutton had observed several cases in his own
practice.

Dr. F. E. Taylor congratulated Dr. Eden both on the
excellent report he had given of a case which was certainly

unique as far as this country is concerned, and on his masterly
survey of the whole subject of pelvic hydatids. As Mr. Bland-
Sutton had remarked that many of the cases recorded in litera-

ture as hydatids of the ovary were not true hydatids— that
is to say echinococcus cysts—he (Dr. Taylor) would like to

mention the ease with which the echinococcus nature of the
cyst in Dr. Eden's case was recognised. On incising the cyst

many tvpical hydatid vesicles at once escaped in the fluid of

which circles of hooklets abounded ; and microscopical exam-
ination of the cyst-wall with its laminated membrane and
secondary brood-capsules absolutely pi'oved its nature. Dr.
Taylor agreed with Mr. Bland-Sutton as to the predominance
of hydatids of the abdomen in the subperitoneal tissues, and
believed that Dr. Eden's case was of this variety, its situation in

the anti-mesosalpingeal border of the tube, independent of the
tube-lumen, lending support to this view. Its occurrence in the
Eallopian tube was, he considered, merely an accidental circum-
stance.

Dr. CuLLiNGWoRTH, in reply to Mr. Bland-Sutton, said that
now that his attention had been called to the possibility of the
cyst exhibited not being actually ovarian, but having the ovary
stretched over it, he would suggest to the curator of the St.

Thomas's Hospital Museimi that a further examination of the
specimen should be made in order to clear that point up. If that
were done he would ask permission to append to the paper a note
giving the result.



JULY 6th, 1904.

Edward Malins, M.D., President, in the Chair.

Present—40 Fellows and 4 visitors.

Books were presented by the Staffs of the Middlesex
Hospital and the Presbyterian Hospital of the City of

New York.

Herbert John Paterson, M.A., M.B., B.C.Cantab.,

F.Er.C.S.Eng., was admitted a Fellow.

Asa C. van Buren, M.B., B.S. (Ashford, Middlesex),

was declared admitted.

The following candidate was proposed for election

:

Thomas Rose, M.E.C.S., L.R.C.P.

The following candidates were elected Fellows of the

Society : Mary H. Frances Ivens, M.B., M.S.Lond.
;

James Cole Marshall, M.B.Lond., F.R.C.S.Eng. ; Norman
Blake Odgers, M.B., B.Ch.Oxon., F.R.C.S.Eng. ; Edward
Colston Williams, M.B., B.S.Lond. (Liverpool).
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Report of the Pathology Committee on Dr. Horrocks's

Specimen of Fihro-myoma of the Uterus undergoing

Sarcomatous Degeneration. (See p, 184.)

We have examined sections prepared from the growth,

and we find it shows an admixtvire of smooth muscle-

fibres and sarcoma elements, the latter preponderating.

,
cuthbert lockyer.

Herbert R. Spencer.

Peter Horrocks.

Gr. Bellingham Smith.

May 4th, 1904.

Report of the Pathology Committee on Dr. Herbert Spencer's

Specimen of Cancer of the Body of the Uterus simulat-

ing Fibroid. (See p. 235.)

We have examined sections prepared from the groAvth,

and are of opinion that it is a glandular carcinoma of the

body. The small subperitoneal tumour at the fundus is a

fibro-myoma.

Herbert R. Spencer.

Ct. Bellingham Smith.

Cuthbkrt Lockyer.

June, 1904.

FURTHER NOTE, CASE OF PRIMARY TUBER-
CULOSIS OF CERVIX.

By Dr. W. H. B. Brook.

On May 6th of last year I brought before the notice of

the Obstetrical Society a case of primary tuberculosis of

the cervix, for which I had performed hysterectomy.* A
* See ' Obstet. Soc. Trans./ vol. xlv, p. 185.
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wish was expressed that I shoukl report the subsequent

history of the patient.

I saw and examined her on May 24th of this year.

She was then in excellent health and had put on weight.

UTERUS WITH CARCINOMA OF THE BODY AND
MUTIPLE FIBROIDS.

Shown by Dr. L ewers.

The patient from whom the specimen shown was
removed was 45 years of age. She had been married

seven years, but had never been pregnant. She was

admitted into the London Hospital on February 13th,

1904. Menstruation had always been regular till two

years prior to her admission. For the last two years

there had been a constant blood-stained vaginal discharge.

There had been no severe losses. There had been some
pain in the lower abdomen, but only quite recently.

She had noticed a lump in the abdomen six years ago.

On examining the abdomen a large, hard, somewhat
irregular tumour was felt rising from the pelvis, and

reaching in the middle line a distance of 2 inches above

the umbilicus. In the right nipple line the tumour

reached the ribs.

On vaginal examination a blood-stained, offensive

discharge was seen issuing from the os uteri. The

vaginal portion was normal, and the external os rather

small. The sound passed for 8 inches.

Operation, Fthruary 2Srd.—The diagnosis made was
uterine fibroids, and at the operation Dr. Lowers pro-

ceeded with the operation he generally adopts for that

condition, namely amputation of the body of the uterus,

intending to leave the cervix. On cutting through the

cervix at the level of the internal os at this stasfe of the
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operation he found, however, that there was a malignant

growth in the lumen of the cervix in the plane of section.

Accordingly he proceeded to remove the whole cervix

from above ; the operation performed was therefore

abdominal panhysterectomy. The patient made an un-

eventful recovery.

Remarks.—The case emphasises the importance when
operating for fibroids of having the body of the uterus

opened immediately on removal, so that, if a malignant

growth is present in the endometrium, the operator can

immediately continue the operation, and remove the

cervix also. He also thought as carcinoma of the body,

not very rarely in his experience, is a complication

present in cases of uterine fibroids, the possibility of such

a conjunction should be borne in mind when the question

of expectant treatment or operation was under con-

sideration.

Dr. Herbert Spencer suergested to Dr. Lewers that instead

of haviug au assistant to open the amputated fibroid uterus at the

time of the operation to see if it contained malignant disease,

which it would in some cases be quite impossible to decide, he
should remove the entire uterus by total hysterectomy. The
presence of an assistant for the above purpose had been suggested
by Cullen, who preferred to amputate the uterus through the cervix

and reserved total hysterectomy for cases where malignant
disease might develop in the cervix. As numerous cases showed
that malignant disease might develop in any cervix, it logically

followed that Cullen ought to remove the ceiwix in every case.

He hoped therefore soon to see Cullen a convert to total

hysterectomy. Dr. Lewers seemed to make little of cutting

thi'ough the malignant growth in cases of cancer complicating

fibroids if the cervix were afterwards removed, but there could

be no doubt that the risk of local implantation of cancer was
greater in that case than if the uterus were removed entire. His
own case of cancer of the body complicated by fibroids removed
by total hysterectomy was free from recurrence after six and a
quarter years, a result Avhich might have been less satisfactory

had he first amputated the body. He had two years ago
expressed his belief in the superiority of total hysterectomy over

amputation for fibroids, and he was glad to hear from Mrs.
Scharlieb that she too liked the operation. For his own part he
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had not amputated a fibroid uterus for four and a half years.

There were cases of maUgnant disease which could not be
distinguished from fibroids before or during an operation, and
there were many cases recorded in which malignant disease had
subsequently developed in the cervix which had been left behind.
He believed a careful study of statistics showed that the total

operation was the safer of the two, for reasons stated in the paper
alluded to, and his preference for total hysterectomy for fibroids

was increased by the report of cases like those of Dr. Lewers and
Dr. Tate, in which the cervix had to be subsequently removed
owing to the discovery of cancer in the body.

Dr. Amand Routh thought Dr. Lewers' view that cancer was
often associated with fibroid tumour of the uterus was incorrect,

and should certainly not be held to be an argument in favour of

hysterectomy before the menopause. If, however, metrorrhagia
became a symptom after the menopause in a woman known to

have had a fibroid, it was strong presumptive evidence of cancer
having developed. In such a case, if the uterus were removed it

should be by panhysterectomy. Dr. Eouth did not, however,
consider that cancer was relatively so frequent in fibroid uteri as

in cases where no fibroids were present.

Dr. Galabin said that one symptom in Dr. Lewers' case,

namely metrorrhagia, might have raised the suspicion that cancer
existed as well as fibroid. He had met with several cases of this

kind in which exploration of the uterus by a curette failed to

reveal the cancer which lay beyond reach or in some recess under
the fibroid, and in which the disease was only revealed either by
removal of the uterus or dilatation sufficient to allow the finger to

explore. He considered that in all cases of fibroid in which
continuous or irregular haemorrhage could not othenvise be cured
in a moderate time, the uterus ought to be removed. He had
met with the combination of fibroids with cancer of the fundus
commencing from the endometrium so often that he thought
that the fibroids predisposed to the cancer. In one instance the
cancer was precisely limited to the endometrium covering the
fibroid. He agreed with Dr. Spencer that panhysterectomy
involved no greater risk than supra-vaginal hysterectomy, though
he did not follow him in preferring panhysterectomy in all

cases. He was accustomed to choose that operation in parous
women if the cervix were lacerated or inflamed or showed
adenomatous hypertrophy or any other lesion. But in single or
nulliparous women with a healthy cervix, he thought that if

supra-vaginal hysterectomy were performed there was no
appreciable risk that the cervix left behind would afterwards
becotne affected by cancer.

Mrs. ScHARLiEB entirely agreed with Dr. Herbert Spencer that
panhysterectomy for fibroids was the best operation both for
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immediate aud remote results. In supra-vaginal amputation the

cervix was left and might become the seat of malignant disease

in after vears. It was demonstrated by Dr. Lewers' case and by

manv others that malignant disease of the endometrium may
co-exist with fibroids, and that its presence may not always be

detected before or during operation.

Dr. Lewers thought for the greater number of cases of

uterine fibroids reciuiring operation amputation of the body of

the uterus, leaving the cervix, was the best operation. Of course,

if a malignant growth were detected during the operation the

cervix also shoiild be removed. It happened sometimes that in

hvsterectomy by the method described a very small portion of

the mucous membrane of the body of the uterus was unintention-

allv left. This was an advantage, as then he found such patients

had slight monthly losses, aud suffered much less, or not at all,

fi-om the disturbances incidental to the production of an ai-tificial

menopause.

CYSTIC TUMOUR OF UTERUS.

Shown by Dr, Pueslow.

This specimen was removed from a married woman,

24 years of age, who was admitted to the Queen's

Hospital, Birmingham, November 12th, 1903, wdth an

abdomiiial swelling the size of a seven months' pregnancy.

She stated that she had first noticed the swelling of

the abdomen six weeks previously, and that since that

time it had been rapidly increasing in size and that she

had lost flesh and strength lately.

On examination.—The abdomen was found to be

distended by a cystic tumour having the characters of an

ovarian cystoma, and a diagnosis of this condition was

made, the rapid growth of the tumour and the loss of

flesh giving rise to a suspicion of malignancy.

Oi:ieration.—The abdomen was opened in the middle

line, the cyst exposed and tapped and a large quantity of

thin yellow fluid evacuated from two loculi.
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The cyst was found to be growing- from tlie fundus

uteri ; it had lifted up and invaded both broad ligaments

and the mesosigmoid, and had formed numerous thick

omental adhesions ; the latter were tied and divided and
the broad ligaments were treated in the same way.

When the level of the internal os was reached the uterus

was cut across and the body of the uterus with the

tumour removed.

A gauze drain Avas passed through the posterior fornix

into the vagina^ and the abdominal wound was completely

closed.

The operation Avas prolonged and difficult, but the

patient rallied well and eventually made a good recovery.

On examining the specimen it will be seen that the

cyst wall is directly continuous with the tissue of the

fundus uteri. There is no communication between the

cavity of the cyst and that of the uterus.

A microscopic examination showed that the wall of the

cyst consisted of interlacing muscle-fibre bundles and was

lined on its inner aspect by a mass of blood and inflam-

matory exudate in various stages of organisation. There

was no epithelial lining.

The cyst is, therefore, probably a degenerated fibroid,

but the unusual points about the case appear to me to

be the early age of the patient and the rapid growth of

the tumour, and it is with the hope of learning something

more of its character that I have brought this specimen

here this evenino-.
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TUBAL MOLE.

By Dr. Pukslow.

This specimen was removed from a patient, tliirty-six

years of age, who was sent to me by Dr. Darlington, of

Handsworth, and gave the following history:

Menstruation commenced at sixteen, and had always

been regular, though attended by considerable pain. The

patient had been married twelve years, but had never,

so far as she knew, been pregnant. She had been com-

plaining for some considerable time of pain in left ovarian

region, which for the past few months had been getting

worse ; it was this pain which caused her to consult Dr.

Darlington, and he had tried various methods of treatment

without giving her relief.

State on admission.—On bimanual examination a small

tender mass could be felt on the left side of the uterus,

and from its character I considered it to be a swelling of

the Fallopian tube.

The patient was admitted to the Queen's Hospital on

April 21st, 1903, and two days later the abdomen was

opened. A small mass of greyish-purple colour was

found adhering loosely to the fimbriated extremity of the

left Fallopian tube; it was readily detached on gentle

manipulation and came away in the fingers. The tube

appeared to be normal, and the uterus and other appen-

dages were normal, so that nothing further was done.

The wound healed by first intention, the pain disappeared,

and has not returned.

On examining the specimen, which measures about

2 inches by Ij inch, and is roughly oval in shape, it is seen,

on section, to be composed mainly of blood-clot, but in its

interior a distinct amniotic cavity with a foetus of three to

four Aveeks' development can be seen. The outer covering

of the mass is of a greyish-purple colour, except at one

spot about the size of a sixpence, where this covering is
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absent and the deep red colour of the interior blood-clot

is seen; this area marks the site of attachment to the

fimbriated extremity of the tube.

On making" further inquiries of the patient after the

operation, she stated that two and a half years previously

she missed two periods, and that when menstruation re-

appeared the period was profuse.

The case may, I think, be considered to be one of

practically complete tubal abortion, and the history leaves

little doubt that the pregnancy in the tube occurred two

and a half years before the operation, as that was the

only interval of amenorrhoea during twelve years of

married life.

Complete extrusion of the ovum from the fimbriated

extremity of the Fallopian tube in cases of tubal preg-

nancy is, I believe, a rare condition.

Professor Taylor, in his well-known book on extra-

uterine pregnancy, says :
'' In a very few cases (one is

reported by Mr. Sutton) the mole is extruded from the

Fallopian tube into the abdominal cavity, forming a true

tubal abortion."

THREE CASES OF VARIATION OF THE POSTERIOR
FONTANELLE IN CHILDREN.

Shown by Dr. A. W. Sikes.

Dr. A. W. Sixes showed three specimens illustrating the

above. In one there was a small Wormian bone com-

pletely filling- up the fontanelle ; in another the squamous

portion of the occipital bone was small, and what ought to

have been the fontanelle was filled up with two small

bones. In a third badly ossified case, the posterior

fontanelle showed four fissures, and in appearance closely

resembled the anterior.
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Dr. BoxALL remarked on the frequency with which deviations

from the normal type of posterior fontanelle occurred.

FIBRO-MYOMA AND CYSTIC DISEASE CO-
EXISTING IN THE SAME OVARY.

Shown by Dr. Walter Tate.

M. B—, a widow^ aged 71, was admitted to St. Thomas's

Hospital in March, 1904, with the following history. The
periods began at 19, and were always accompanied by
pain. She was married at the age of 30, and had one

miscarriage at the sixth month. The menopause occurred

at 46. A year after the menopause patient noticed that

her stomach was getting larger. She began to lose flesh,

and had severe pain across the lower abdomen. She was
in the Waterloo Road Hospital for two months. The
abdomen continued to get larger until 1891, when she

had a fall, and the abdomen then returned to its normal

size. Patient remained fairly well from this time till two

years ago, when the abdomen again began to enlarge.

There has been severe pain and progressive enlargement

of the abdomen during the last two years. She has also

had occasional hasmorrhage from the vagina, the last

occurring about a fortnight ago.

On admission, the abdomen was found to be distended

to the size of a seven months' pregnancy. The greater

part of the distension was due to a cystic tumour which
occupied the abdomen, but in the left hypochondrial

region there was a hard mass, of the size of a foetal head,

which was continuous with, and appeared to form part of,

the cj^stic tumour. There was some prolapse of the

vaginal walls, but the tumour did not encroach on the

true pelvis.

On March 22nd abdominal section was performed.

The tumour was everywhere firmly adherent to the
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abdominal wall^, bowel, omentum and contiguous structures.

In one place, where the adhesion to bowel was very dense,

a small portion of the cyst wall was left attached. The
abdominal cavity was douched, and the wound closed

without drainage. The tumour removed consisted of two

distinct parts—a solid portion of the size of a foetal head,

which appeared to grow in the wall of the cystic tumour,

and a cystic portion, the wall of which was inflamed, and

lined by lymph. On section of the solid portion it pre-

sented a firm fibrous appearance, with commencement of

necrotic change in the central part. On section the tumour

proved to be a fibro-myoma. The wall of the cystic

portion on section showed chronic inflammation.

Mr. Alban Doran had observed cystic disease in association

with myoma of the ovary. The specimen was figured in the
' Edinburgh Medical Jom-ual' (vol. iii, p. 455, 1898), and he had
exhibited it two years since, before the Society, as part of the

discussion on Dr. Fairbairu's jjaper on " Fibroid Tumour of the

Ovary" (' Obstet. Soc. Trans.' vol. xliv, p. 168, 1902). The tumour
had caused severe pain, simulating inflammatory disease of the

appendages.

NECROBIOTIC UTERUS ASSOCIATED WITH
RECENT PREGNANCY.

By Alsan Doran, F.R.C.S., and Herbert Williamson,

M.A., M.B.

This fibroid uterus was removed from a patient who
had recently been pregnant, and the changes in the fibro-

myoma which it bore were most probably due to the

pregnancy.
I

Mrs. E. B—, aged 38, married six months, was sent

into my wards in the Samaritan Free Hospital by Mr.

Butler-Smythe on December 16th, 1903. He had diagnosed

tumour associated with pregnancy. The patient had
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noticed swelling o£ the abdomen for over one year, and

the period had been absent for four months. The abdomen
was greatly distended, its integuments Avere markedly

pigmented ; a dark streak, corresponding to the middle

line, extended from the pubes to over two inches above

the umbilicus. The distension was due to a large tumour

slightly bilobed; the right portion nearly touched the ribs;

the left did not extend quite so much upwards, but reached

the left hypochondrium. It also lay obliquely, its lower

part passing across the middle line so as to cut off the

right portion from the right iliac region.

The right portion was very resistant, yet on palpation

distinct contractions were occasionally felt, and there was

suspicion of a fcetal head within its limits. The left

portion fluctuated on percussion ; a soufile was audible to

the right of the middle line inferiorly, and a foetal head

could distinctly be defined. On December 29th I explored.

On reaching the peritoneum I could feel the foetus quite

distinctly in the left portion of the mass ; the head lay

below, and there was nothing to impede natural delivery.

The tumour, the character of which was not absolutely

clear, lay quite above the uterine cavity. I thought that

the best course was to leave it alone until after labour..

Dr. J. R. Johnson, of Richmond Hill, attended this patient

at her confinement, which took place at term on April 9tli.

Delivery was spontaneous ; the child was a very small

but apparently healthy male. It rapidly gained flesh and

weight within the first month, yet died rather suddenly

when seven weeks old. Mr. Johnson detected a large

tumour rolling about from side to side in the abdomen,

which remained very lax after the birth of the child. He
noticed that the tumour was painful on pressure.

On May 2nd the patient got up, and in the night had

a violent attack of pain referred to the epigastrium. It

strangely simulated those familiar symptoms caused by

axial rotation of an ovarian cyst. The pains subsided on

rest, and on May 7th the patient was readmitted into the

Samaritan Hospital.
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I noted remarkable pigmentation of the skin of the

abdomen, which had developed since she was discharged

from the hospital in January. On examination I found a

freely movable oval mass occupying- the middle of the

abdomen from the pubes to the epigastrium. It was
uniformly elastic, without any sign of fluctuation on per-

cussion, and, what was most significant, it was distinctly

tender on touch. The uterus was small and soft, and on
the tumour being moved laterally the movement Avas im-

parted to the body of the uterus. The base of the tumour
came down into the pelvic brim, the cervix lay posteriorly.

The temperature on admission was 101°, and there was
free show.

Diagnosis was not very easy ; the recent history of a

sudden attack of pain suggested ovarian tumour with

twisted pedicle, a very common accident after delivery.

The uterus, however, seemed closely connected with the

tumour.

I operated on May 12th. The tumour, as may be seen,

proved to be a fibroid of the body of the uterus, which I

amputated a little above the cervix ; there was no morbid

tissue of any kind on the divided surface of the stump,

and the portion of the uterine cavity exposed seemed quite

healthy. Both ovaries were saved. The patient re-

covered without any complication.

The temperature, which had reached 101° for three

nights after admission and fallen to 99"4° on the morning

of the operation, rose to 101° on the evening after the

removal of the tumour. It fell to 99° within twenty-four

hours and never rose higher in the course of convalescence.

Description of the tumour.—Dr. Herbert Williamson

examined the parts removed, the specimen, which weighed

8 lbs., having been sent to the Museum of St. Bartholo-

mew's Hospital, and kindly wrote out for me the following

report

:

" The tumour is of oval shape,, everywhere smooth,

rounded, and clad with peritoneum, except over the lowest

portion, where this membrane has apparently been stripped
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down during- the operation. In one or two places small

Bubperitoneal nodules are seen. Two inches from the

lowest part of the specimen on either side is the point of

attachment of the Fallopian tubes. These structures

have been divided close to the tumour, and their proximal

ends are included in a ligature. A little anterior to the

attachment of each tube, at the same level, is the round
ligament.

" On the plane of amputation is seen the aperture of

the uterine cavity. This lies towards the posterior

part of the tumour, A probe introduced through this

opening passes for a distance of 3^ inches backwards and
somewhat upwards.

"The dimensions are—length 11 "5 cm., circumference

at widest part 20 "5 cm.
" On section, the tumour is seen to be a fibro-myoma

situated in the anterior wall of the uterus. The cavity of

the uterus, enlarged to a length of 3i inches, lies behind

and below. The fibroid is large, single, and of the inter-

stitial variety ; it is everywhere definitely encapsuled by
uterine wall, though in some places the exact line of de-

marcation is not easy to determine.

" In colour it .is red and fleshy-looking ; the colour is

apparently due to staining of the whole mass with blood

pigments. In parts it became distinctly darker after

exposure to the air. One or two large vessels are seen

cut across near the centre of the tumour, and scattered

throughout are numerous small, almost punctiform,

haemorrhages.
" The consistence is soft and jelly-like, so that it can

be deeply impressed by the fing-er ; after section a fluid

of a mucoid character exuded from the surface. The
arrangement of the various Avhorls which constitute the

tumour can still be made out, but their outlines are blurred

and indistinct.

" The tumour is undergoing those forms of degenerative

change which are described under the name of ' necrobiosis.'

As the specimen was hardened in formalin before it was
VOL. XLVI. 19
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cut into, the presence or absence of the characteristic fish-

like odour was not determined.

" The specimen illustrates a fact which has been well

shown by several degenerate fibroids which have recently

been submitted to me for examination, namely, that

necrobiosis is not a form of degeneration mi generis, but

is associated sometimes with calcification and sometimes

with the presence of ragged necrotic cavities in the centre

of the tumour. Herbert Williamson.^'

Several specimens illustrating sloughing or necrobiotic

changes in uterine fibro-myoma have been exhibited before

this Society during the present year. In Mrs. Boyd's

case {vide supra, p. 198) necrobiosis was independent of

gestation. In Mr. Malcolm's (p. 15) sloughing of the

centre part of a fibroid occurred in the puerperium, and

the uterus was removed a few weeks later. A good

drawing {vide supra, PI. II, p. 18) of a section made by

Mr. Handley illustrates the report of this case. Lastly,

Dr. Fairbairn exhibited a necrobiotic fibroid from a

recently delivered patient aged 22 {vide supra, p. 194).

The specimen which I exhibit represents a similar con-

dition with a similar clinical history.

The severe pain, as well as tenderness, was a remark-

able feature in this case. Both Dr. Cullingworth and

myself have noted tenderness as a symptom in cases of

necrobiotic fibroid. Stouffs, of Brussels,* reported a

case of necrobiotic fibroid, removed, as in Dr. Fairbairn's

and the present case, shortly after pregnancy. The

patient complained that the tumour was tender. Pain

and rise of temperature were reported as very marked

in Dr. Victor Bonney's patient,t where necrobiosis had

occurred independently of gestation.

In the present case, where gestation and the puerperium

* "Fibrome iiterin en voie de degenerescence necrobiotiqiie post

partum," ' Bvilletin de la Soc. Beige de Gyn. et d'Obstet./ vol. xiii,

1902—3, p. 71.

t "Uterine Myoma undergoing Eed Degeneration," 'Trans. Obstet.

Soc.,' vol. xlv, p. 464.
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must have played a large share in causing the pathological
changes, there was not only tenderness with rise of
temperature, there was also acute pain, so sudden in its

onset as to simulate a well-known clinical phenomenon
associated Avith ovarian tumours, especially as a complica-
tion of pregnancy and the puerperium.

Dr. A^iAND EouTH alluded to a case of necrobiotic change in
a fibroid due to axial rotation of its pedicle at the fifth mouth of
preguaucy. The tumour occupied the whole of the right side of
the abdomen, and was stated by the medical attendant to have
doubled its size in a few days. The symptoms were acute, and
consisted of shock, severe pain, and vomiting. Axial rotation of
an ovarian cyst Avith haemorrhage into its" sac was diagnosed.
When he opened the abdomen the tumour was found to be a
fibroid Avith a half twist of its pedicle. The fibroid was removed,
and the patient recovered without disturbance of her pregnancy!
Dr. Lockyer had examined the fibroid, and reports necrobiotic
changes, many muscle fibres being opaque and blurred, and their
nuclei invisible. The capsule contained much coarse hyaline
material.

Mr. Bxjtler-Smythe considered Mr. Doran's specimen in-
teresting from the fact that there was much difficultv in making
a diagnosis by those who examined the patient, *the general
impression being that the woman was pregnant and that slie had
an ovarian tumour also. Mr. Butler-Smythe had diagnosed
pregnancy complicated by a fibroid. Mr."^ Doran decided to
operate, but when the abdominal wall was cut through down to
the peritoneum the movements of the child were so evident all
over the abdomen that Mr. Butler-Smythe urged Mr. Doran to
close the wound as there was nothing about the situation of the
tumour that w-ould interfere with labour at the full time. The
abdomen was closed and the patient did not miscarry. She went
home and was safely delivered, and, in fact, had a perfectly
normal labour. Later on she was readmitted by Mr. Doran, and
again there was the same difficulty in making a diagnosis.

'

The
patient's abdomen was occupied by a centrally situated, movable
tumour, in which there was some sense of fluctuation, but which
Mr. Butler-Smythe still insisted was a uterine fibroid with some
softening connected with the changes following pregnancv. The
abdomen was opened, a perfectly simple fibroid was disclosed,
pyriform in shape, and an ideal one for hysterectomv from a
teaching point of view.

Dr. Faiebairn was very interested in this specimen, as it
corresponded closely to several of those in the series of nineteen
which he had investigated. With regard to the influence of
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pregnancy lie found that seven of them were from pregnant or

recently delivered patients, another seven from patients who had
been pregnant at some time, but in the remaining five cases the

patients had never been pregnant. Pregnancy, therefore, appears

to have some influence in the causation of this necrobiotic

change, but cannot be the only factor. That it is not due to

labour and the changes during the puerperium is shown by its

frequent occvirrence early in pregnancy. Mr. Bland-Sutton was
the first to call attention to the resemblance of the acute

symptoms which sometimes arise to those of axial rotation of an
ovarian cyst, and several cases have been put on record where this

mistake w^as made, including the one recently shown by the

speaker at this Society. Tenderness certainly appears to be
more common in the pregnancy cases than in the non-pregnant
ones, but generally speaking it is not so common a symptom as

pain, which was present in five sixths of the nineteen cases

mentioned. Fever, though occasionally observed, is unusual.

Mr. AlbAN Doran, in reply, said that the histories of axial

rotation of the uterus itself by fibroid tumours were of high

interest, but that complication was not detected in his own case,

notwithstanding the symptoms. He remained firm in his opinion

that the exploratory operation showed that there was nothing
present to interfere with normal labour, so that removal of the

uterus would then have been quite unjustifiable. As for the

cause of necrobiosis, Mr. Doran had operated on many cases

where there had been no pregnancy. In two the patients were
neurotic spinsters, one of whom had been laid up for nearly

twenty years after a railway accident. In a specimen which he
had removed and had described in a paper prepared by Dr.

Lockyer and himself ('Trans. Obstet. Soc.,' vol. xliii, p. 272) the

necrobiotic fibroid lay in a position unfavourable for its nutrition.

There was some doulrt as to whether it had been infected through
an intestinal adhesion.

FIBROMA or THE OVARY.

Shown by Dr. Frank E. Taylor.

This specimen was removed on June 27th, 1904, by
Mr. Blancl-Sutton in the Chelsea Hospital for Women,
from a sterile married woman, aged 50, who complained of
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dyspareunia of extreme severity and of many years' dura-

tion. On bimanual examination, a small, irregularly

loBulated mass was felt behind the cervix at the bottom of

the pouch of Douglas. The tumour was of such stony

hardness that the diagnosis of calcified corpus fihrosum of

the ovary was made.

A median subumbilical coeliotomy was performed. A
solid tumour of the left ovary was found, and the left

appendage was ligatured olf and removed. The uterus

was small and rudimentary. The right ovary showed no

sign of disease. There was no trace of ascites.

The specimen consists of the left appendage, in which

the tube and mesosalpinx, though somewhat lacerated

during removal, are normal. In the outer border of the

mesosalpinx, close to the fimbriae, is a translucent thin-

walled cyst containing clear fluid, of the size of a pea.

The ovary presents normal relations to the tube and

mesosalpinx, and is small and shrunken, an appearance

normally presented by ovaries in women past the meno-

pause. From its outer pole there springs a more or less

pedunculated, densely hard, lobulated tumour, with a

smooth and glistening white surface. It measures 2|- by

If inches, and weighs 2\ ounces.

On section of the tumour, no calcareous matter was

found, and the resistance to the knife gave the impression

of dense fibrous tissue. There was no trace of any capsule,

nor is ovarian tissue spread out over its surface. Micro-

scopic examination shows the tumour to be composed of

connective tissue rich in nuclei, and with rather large

spindle-shaped fibres, giving the appearance of young

connective tissue, which is characteristic of the fibrous

tissue composing ovarian fibromata. By the application of

van Gieson's method of differential staining the whole

section takes the pink stain diffusely Avith a complete

absence of yellow-stained fibres. No trace of ovarian

tissue is discernible. The tumour is therefore a pure

fibroma of the ovary.

Ovarian fibromata have been shown by Fairbairn, in
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the ' Transactions ' of this Society for 1902, to be of three

types.

In the first type the whole ovary is converted into a

hard tumour, more or less maintaining its original shape,

and leaving' no recognisable portion of its original struc-

ture. It is to this type that the common text-book

descriptions apply.

In the second type the growth forms a hard tumour

within the substance of the ovary, which is spread out

over its outer sui-face, so that it is more or less encap-

suled within the organ. All Fairbairn's specimens con-

formed to this type.

The third type consists of pedunculated fibromata

springing from the outer surface or from one pole of the

ovary. They have been likened to subserous fibro-myomata

of the uterus. The possibility of their origin from the

fibrous capsule of the ovary has been pointed out. They
are undoubtedly the rarest of the three types of ovarian

fibromata, and it is as a typical specimen of this, the rarest

of all the varieties of ovarian fibromata, that I show this

specimen to-night.

The specimen was submitted to the Pathology Com-
mittee.

Dr. Faikbairn said this fonii of ovarian fibroma appeared to

be rare, aud not to attain the size of the commoner forms. It

was also more fibrous, containing few or no muscle cells, aud was
usually extremely hard. Probably it arose from the tunica

albutfiuea aud not from the ovarian stroma.
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ON SACS CONTAINING FCETUSES AND LYING
FREE IN THE PERITONEAL CAVITY OF A
RABBIT.^

By Dr. M. S. Pembeey and Mr. G. Bellixgham Smith.

(Received March 12th, 1904.)

{Abstract.)

Five foetal sacs were foimd free in the abdominal cavity of a

rabbit. They were 7 or 8 cm. m length, 4 or 5 cm. in width,

and 2 cm. in thickness. The largest contained four foetuses, the

development of which showed that they were at fuU term. The
sacs are formed of the foetal membranes thickened by fibrinous

exudate ; the placenta can be seen, but its maternal surface has

been covered over by a similar exudate. The amniotic fluid has

been absorbed, and the foetuses are compressed.

The abdomen of the mother showed well-marked signs of

former peritonitis, but there was no evidence of placental attach-

ment. The uterus, on carefid examination, showed evidence of

a fonner rupture in the shape of an old scar at the junction of

the two uterine horns.

The foetuses had evidently been retained for at least eight

months befoi'e the animal was killed, for during the time she

was kept in the laboratory she produced four nonnal litters.

The rupture was probably caused by the impaction of the four

foetuses which were found in one sac, and which showed signs of

torsion.

The case supports the view of Mr. Bland-Sutton that such

foetal sacs are not due to extra-uterine pregnancy but to rvipture

* The specimens were exhibited at a meeting of the Obstetrical Society

on July 6th, 1898. Vide ' Obstet. Soc. Trans.,' vol. xl, 1898, p. 253.
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of the uterus and extrusion of the sacs into the abdominal

cavity.

Ix connection with the subject of extra-uterine preg-

nancy considerable interest must be attached to the foetal

sacs which have been found by various observers in the

peritoneal cavity of domestic animals. Many of these

cases have been recorded as extra-uterine gestation, either

primary or abdominal ; others have been attributed to

extrusion of the foetal sacs after rupture of the uterus.

Bland-Sutton has maintained that the latter view explains

nearly all the cases of so-called extra-uterine gestation in

animals^ and in this he is supported by the recent work
of Kamann.

In the case which is now recorded the animal had

completely recovered from the jDeritonitis which had

apparently followed the rupture of the uterus and the

escape of the foetal sacs into the peritoneal cavity,

Descrijption of case.—A pregnant rabbit was bought for

breeding in October, 1897, and between that time and

June, 1898, produced four normal litters. It was noticed

that the abdomen appeared to be somewhat distended

after the casting of a litter. On that account, and

because she neglected or devoured her young, she Avas

killed within a week of the last littering. Before the

abdomen was opened, palpation revealed two or three

discoidal bodies, which were freely movable in the peri-

toneal cavity. When the abdomen was explored, five

white discoidal bodies, 7 or 8 cm. in length, 4 or 5 cm.

in width, and 2 cm. in thickness, Avere found together

with a few small pieces of a compact white substance.

None of these bodies showed any attachment to the

abdominal organs or to the peritoneum ; in all but the

smallest sac the head, body, and limbs of a foetus could

be felt.

In order that a thorough examination of the viscera

might be made, another doe rabbit of a similar size, 53 cm.

long, was killed and dissected side by side as a control.
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Examination of thorax and ahdomen.—There was no

sign of pleurisy ; the only abnormalit}' in the chest

appeared to be some small patches of '' lymph" "^ over the

left and right ventricles of the heart. The parietal and

visceral peritoneum were carefully examined. The under

surface of the diaphragm showed no signs of adhesions,

nor were any observed between the intestines and the

abdominal wall. There were, however, well-mai-ked adhe-

sions between the coils of the ciecum; and here, in addi-

tion to flakes of lymph, was found a small cyst, which

was 0*5 cm. in diameter and contained a brownish fluid.

The parietal peritoneum of the left, and especially of the

right, flank showed numerous small projections of "lymph";
in the hypogastric region these were most marked, and

attained a length of half a centimetre. These flakes are

deposits of fibrinous exudation, and not the remains of

ingrowths into, or of outgrowths from, the abdominal

wall ; stripping up the peritoneum shows that the flakes

are only attached to the free surface, and microscopic

examination revealed no sign of placental tissue. In the

case of the stomach and spleen nothing abnormal was

noted, except that the latter organ was twice as large

as the spleen in the control rabbit. The free margins of

the liver were rough and thickened, and in two places

were attached by adhesions to the omentum.

Generative organs.—The ovaries and Fallopian tubes

were normal in appearance ; there were no adhesions,

and the fimbriated extremities were patent and showed

no signs of inflammation. The broad ligaments were

thickened, and in places showed patches of lymph ; these

flakes were numerous upon the two horns of the uterus,

and upon the posterior surface of the right horn about

6 cm. from its opening into the vagina was a projection

of lymph 1 X 0"5 cm. The two horns Avere slit open and

examined throughout their length ; no scar or sign of

rupture could be seen. The projection of lymph was at

* The term " lymph " is lased to indicate fibrinoids exudation.
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first considered to be the probable site of a rupture ; that

portion, therefore, of the right horn of the uterus to

which the lymph was attached was excised and examined

by means of microscopic sections. No signs of scar tissue

could be found.

A further examination of the uterus, however, was more

successful. On the front of the uterus, just below the

external junction of the two cornua, was found a ridge of

tissue lying nearly horizontalh', and resembling in appear-

ance a scar. It started as a thickened elevation on the

left horn and became thinner as it stretched across the

right horn. It was 2"5 cm. long, lay about 1*5 cm. above

the openings of the two horns into the vagina, and was con-

fined chiefly to the right horn. Microscopic examination

of the bullous portion of the ridge showed well-marked

fibrous tissue. No such ridge could be seen in the normal

uteri of the other rabbits which were examined.

General description of the foetal sacs.—The five sacs are

flattened ovoid bodies with a smooth white surface ; the

remains of the placenta can in four of the specimens be

easily felt under the surface ; the placental tissue is

covered by a continuation of the smooth opaque membrane
which encloses the foetus. In each case the sac is

apparently composed of the foetal membranes and a dense

layer of adventitious fibrinous deposit ; the larger portion

of the placenta has been detached or worn away, and

evidence of the former fate is forthcoming in the small

pieces of compact white substance which were found in the

peritoneal cavity. Microscopic examination of this sub-

stance showed clearly the remains of placental tissue

embedded in fibrinous material. These sections for the

sake of comparison were examined side by side with

specimens of normal placenta from a rabbit.

The external surface of the sacs appeared to the naked

eye to be quite devoid of blood-vessels. None of the

sacs contained any free fluid, the body of the foetus being

in close contact with the wall.

The individual sacs and their contents.—The largest
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sac, I, is of special interest, for it contained four foetuses, and

it is probable that the impaction of these foetuses caused

a rupture and the extrusion of the foetal sacs.

The outside of the common sac is roughened in places

by flakes of lymph ; inside there are several portions of

placental tissue, some of the pieces being- attached, others

free.

Two of the foetuses are attached by umbilical cords to

the remains of the placental tissue in the Avail of the sac

;

they are in a better state of preservation than the other

two foetuses, and their bodies show two complete twists.

Their cords have been twisted round and round as many
as five or six times, and so tightly around the hind legs

that these limbs are much twisted and almost amputated.

The twists of the body and of the umbilical cord are in

each case continuous and in the same spiral direction.

The other two foetuses show slight signs of previous

torsion, and are not connected by umbilical cords to the

sac ; there are, however, the remains of the cord in each

case.

There are no signs of putrefaction ; the foetuses appear,

from their size, from the development of fur upon the

head, and from the condition of the incisor teeth, to be at

full term. In each case there are patches of lymph

scattered over various parts of the body. Thei-e is no

normal colouring matter in the foetal bodies ; water has

evidently been absorbed from them, and some of the

tissues have undergone a fatty degeneration or infiltration.

Sac II is 16*5 cm. in circumference, 7 cm. long-, and

5 cm. wide. The surface is smooth with the exception of

a few fibrinous projections near the placental site, which

can be readily distinguished by touch. The wall of the

sac is translucent, and is not adherent to the foetus ; the

head and body can be easily distinguished by touch, but

they are considerably compressed, probably by the absorp-

tion of water and the contraction of the sac.

Sac III is 16"5 cm. in circumference, 6*5 cm. long and

5 cm. wide. The surface is smooth, but the wall of the
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sac is much thicker than in number II and is opaque.

The placental site and the various parts of the body of

the foetus can be easily distinguished by touch. As in

the case of sac II, considerable compression has occurred.

Sac IV is 15*5 cm. in circumference, 4*3 cm, wide, and
6 cm, long-. The surface is smooth, and in thickness

and opacity resembles Xo, III. It is not possible Avith

certainty to distinguish by touch the placental site or the

various pai'ts of the foetus. The wall of the sac is in

places slightly adherent to the foetus, but can be easily

detached. The sac was cut open and the foetus was
found to be tightly compressed and twisted in the

posterior portion of the body. The placenta could be

easily distinguished, and microscopic section showed the

characteristic structure. The body of the foetus shows
signs of fatty degeneration.

Sac V is 13 cm. in circumference, 5 cm, long, and
o*5 cm. wide. The walls of the sac are thin, and on

section are found to be firmly adherent to the foetus, the

form of which cannot be distinguished owing to the com-

pression and fatty degeneration or infiltration. The
placental site could be easily recognised before the sac

was opened.

The evidence in favour of riqytiire of the uterus and
extrusion of the foetal sacs,—It has already been stated

that direct evidence of rupture of the uterus was found.

It is necessary, however, to consider also the indirect

evidence in favour of this explanation, for the scar might

easily have been overlooked or mistaken for a muscular

band.

In the first place gestation in the Fallopian tubes or

ovaries may be excluded, for the appendages are quite

normal. The development of eight foetuses to full term

would doubtless have left indelible marks upon these

organs. There remain the possibilities of primary

abdominal gestation and rupture of the uterus or vagina.

Against the former view is the complete absence of any

sign of former placental attachment between any of the
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five sacs and the abdominal organs or pai'ietes. It is

true tliat there are flakes of lymph scattered about the

abdominal wall and viscera, but none of these shoAV under

the microscope any other characteristic than that of a

fibrinous exudate. Such an exudation would arise as a

part of the inflammatory reaction to the expulsion of the

foetuses into the abdominal cavity. No abnormal vascu-

larity was observed in any part of the abdomen directly

after the death of the animal from poisoning with coal-gas.

It has already been stated that a careful examination

of the entire genital tract side by side Avith the organs of

a normal doe showed evidence of a former rupture of the

uterine horns about 1'5 cm. above their opening into the

vagina. This scar, which was overlooked Avhen the

specimens were exhibited at the meeting of the Obstetrical

Society, showed in microscopic sections the presence of

fibrous tissue filling the space between the separated

muscle of the uterus. The rupture must have occurred

at least eight months before the examination of the animal,

for in that interval she had four normal litters. From

the size and development of the foetuses in the sacs there

is little doubt but that they had reached full term Avhen

the rupture took place. Sufficient explanation for the

causation of the rupture is found in the fact that four

foetuses were enclosed in one sac. Two of these Avere

attached by their umbilical cords to the wall of the sac

and within three or four centimetres of each other. The

twisted condition of these foetuses and of their umbilical

cords w^ould point to the conclusion that it was the

impaction of their bodies which caused obstruction to

delivery and consequent rupture. Although there is no

evidence how this marked torsion was produced, we can

come to no other conckision than that it was caused in the

course of labour by the uterine contractions. It is

possible that the torsion was subsequently accentuated by

the contraction of the inflammatory material which

covered the foetal sacs, and by the absorption of water

from the foetuses.
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Previous tcork upon the subject.—It is unnecessary to

refer in detail to tlie records of similar specimens of foetal

sacs which have been found in the peritoneal cavity, for

these have been critically examined by Bland-Sutton and
quite recently by Kamann. The view held by Bland-

Sutton, that these sacs are not due to extra-uterine

pregnancy, but to rupture of the uterus and extrusion of

the foetal sacs into the abdominal cavity, would appear to

offer a full explanation of the phenomena.

It is well known that rupture of the uterus does occur

in animals during labour, and that a not infrequent cause

is a mal-presentation or the impaction of a foetus which is

too large to traverse the genital canal. The mother in

some cases recovers, and examination of the uterus some

months after the accident may show no obvious scar.

. Simonds was unable to find any cicatrix in the genital

canal of a ewe twelve months after such a rupture.

Without a most careful examination, both by dissection

and microscopical sections, a former rupture of the uterus

may be easily overlooked, and thus erroneous conclusions

may be drawn.

That the foetal sacs become encapsuled by an inflamma-

tory exudate after their expulsion into the peritoneal

cavity is shown by the experiments of Leopold. This

observer placed fresh foetal sacs in the peritoneal cavity

of rabbits and found that in nine or ten weeks they were

covered over with such a fibrinous capsule.

It is of interest, in connection with the torsion which

was observed in some of the foetuses which have been

described in the present paper, to note that axial rotation

of the gravid uterus has been observed in the ewe, cow,

guinea-pig, cat, and hare. Bland-Sutton gives references

to such cases ; in some of these the torsion was so com-

plete that one horn of the uterus was detached.

The specimens described in this paper have been

presented to the Museum of the Royal College of Surgeons

of England.
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Dr. Amand Rotjth congratulated Dr. Pembrey upon the com-

plete proof his paper afforded of the accepted view that these

cases were due to riipture of the uteiiis and escape of the

unruptured fcetal sacs into the abdominal cavity, where they

became partly mummified, their cyst walls and placenta becoming

much thickened by deposition of fibrin. No such cases were

observed in women, because if the uterus ruptiu'ed at or near full

tenn the foetus escaped through the rent without its membranes.
He was surprised, however, that these changes had not been

obsei-ved in some of the cases of tubal abortion where the entire

ovum escaped into the peritoneal cavity. The only cases he knew
of where such fibrinous coverings were seen were in cases of

entirely detached subperitoneal fibroids, and where pseudo-cyst

walls were developed round secondary abdominal gestations.



292

ACUTE INVERSION OF THE UTERUS: SPONTA-
NEOUS REPOSITION.

By Robert Boxall, M.D., M.R.C.P.

On April 2n(i, 1901, I was asked to see the following

case in consultation with Mr. F. Gravely, of Newick, in

Sussex.

Mrs. B—, aged 20, had been married twelve months to

a bricklayer. She was delivered at term on Sunday,

March 31st, at 2 p.m. Delivery of the child took place

normally and occupied seven hours. She was attended

by a practitioner who was well advanced in years, and

was nursed by an old untrained countrywoman. This

woman agrees with the patient in saying that after the

birth of the child the doctor pressed very much on the

lower part of the belly, but as the after-birth would not

come away he then pulled strongly on the cord. This

woman added that she thought she should learn some-

thing, but she saw more than she bargained for when the

womb came outside Avith the after-birth attached. No
bleeding took place till the accident occurred. The doctor

removed part of the placenta and pushed the prolapsed

mass back into the vagina, saying that he thought he had

put it all right.

But, as the inversion had not been remedied and the

bleeding continued, he handed over the case to Mr.

Gravely, who saw the patient late on the evening of the

same day. He found the patient at that time so much
blanched from loss of blood that he gave saline injections

'per rectum, and, after giving a hot douche, endeavoured

to replace the uterus, but without success. He at once

took steps to obtain the services of a trained nurse.

In response to a telegram received from him, I saw the

patient on Tuesday, April 2nd, at 3 p.m.—48 hours after

the inversion had taken place. She was blanched, but
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not deeply. No haemorrhage was then taking place, nor

had the discharge been excessive during the intervening

time. Since 10 a.m. that day a foetid smell had been

observed. The temperature was 101° F. A tear had

taken place through about one third of the perineum.

The uterus was found to be completely inverted and was

lying in the vagina. On examining the surface of the

mass, the placental site was found in fi'out and to the

right, and on it were portions of adherent placenta and

a piece of amnion a,t the back.

The rent in the perineum was washed and the vagina

was douched thoroughly with 1 in 3000 sublimate

solution. Under chloroform an attempt was then made
to replace the uterus. For this purpose, the whole of one

hand Avas introduced into tlie vagina and steady pressure

was made on the inverted mass, combined with counter-

pressure exerted by the other hand through the abdominal

wall above the pubes. But the cervix remained closed

and no impression could be made on it by the thumb

through the abdominal wall. At the same time, by

pressure from below, the whole mass was pressed up above

the brim, until it seemed no longer safe to continue the

pressure. No sign of yielding being apparent, it was

consequently decided, for the time being, to discontinue

the attempt at reposition, and to treat the case as one of

chronic inversion at a later stage.

After repeating the douche, about 4 oz. of adherent

placenta and membranes were removed, and the whole

surface of the inverted mass was cleaned. Some bleeding

followed, but was checked bj" hot douches, first of

sublimate solution and then of plain water, till the loss

nearly stopped. The whole surface of the inverted uterus

was then packed with hot gauze wrung out in sublimate

solution. The perineal tear was dressed separately in the

same way. The packing was left for twenty-four hours,

but the perineal tear was frequently redressed.

The patient was kept in bed for a month, till the

discharge stopped, and, till that time, douches were given

VOL. XLVI. 20
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regularly night and morning. The temperature reached

normal at the end of the first week^ but a week later,

April 16th, at 8.30 a.m., it ran up with a rigor to 102°,

and on the 18th reached 104°. From that time it

gradually declined again, became normal on 22nd, and
thereafter remained so. During the persistence of this

febrile attack the patient lost rather freely, and after the

red discharge stopped she had a good deal of whites.

Her general health had improved, though she was still

pale. I understand that she is naturally anaemic.

Six weeks after delivery, on May 14th, before being

sent to London for further treatment, the patient was
examined by Mr. Gravely. He found that the uterus had
resumed its normal position. I saw and examined the

patient on the following day. Tlie uterus was then of the

size of a seven weeks' gestation and the cervix Avas

patulous, but it would not admit the index finger. The
patient was still rather pale and sallow. Iron and salines

were prescribed.

Seven weeks after delivery the periods were re-

established. Marital relations did not occur till Septem-

ber. In December a miscarriage at two months took

place. Some difficulty was experienced in the removal

of the membranes, otherwise the patient made ,a good

recovery. Fifteen months ago she had a child, and

was delivered naturally. She is still pale but otherwise

enjoys good health.

There are four points in connection with this case on

which comment is invited—viz. : the rare occurrence of

spontaneous reinversion; the date at which reinversion

took place ; the treatment adopted ; and the action of the

douche as a factor in causing reposition of the uterus.

1. TJie rare occtirrence of spontaneous reinversion.—
Spontaneous reposition of an inverted uterus is an

exceedingly rare event. On that ground alone I judged

the case to be of sufficient interest to lay before the

Society. I hope that the publication of this case will

induce others to record any similar experience, for I have
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heard of the occurrence of similar cases. One case, and
one only, is recorded in our ' Transactions.^ In that case,

which will be found in the tenth volume, reinversion

occurred within a few hours of the accident, during the

time that the doctor, having failed in his attempts at

reduction, had gone to seek assistance. It differs from

the one which I have related in that no considerable

interval had taken place since delivery.

2. The date at which reinversion took "place.—In the

case which I have recorded no examination was made
from the third dia,y until six weeks after delivery. Hence
it is impossible to draw any certain conclusion as to the

date of the reposition of the uterus. But I am disposed

to think that it took place in the third week after

delivery, and that the febrile attack was associated with

it. Moreover, I find, on referring to the daily notes

made by the nurse, that at that time a certain amount of

abdominal pain, as well as free red discharge, was present

for some days. In the absence of other obvious cause for

these symptoms, it is, I think, fair to infer that they were

associated with the process of spontaneous reinversion.

3. The treatment adoijted.—To abandon, for the time

being, attempts at reduction under the circumstances

which I have detailed seemed to me the wisest course to

pursue in the interest of a patient already weakened by
loss of blood and rendered already febrile by absorption of

decomposed products, who at that time was not losing-

more than is usual after delivery. The immediate treat-

ment was directed to cleansing, and keeping clean, the

torn surfaces of the perineum and the surface of the

uterus, and to prevent further absorption. Considering

the facility with which reduction can be effected even in

cases of long standing, I had every reason to hope that it

would prove easy, and would, I thought, be associated

with less risk if deferred for a few weeks. But I must
confess that the possibility of spontaneous reduction did

not enter into my calculations.

4. The action of the douche as a factor in caicsiny
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reposition of the uterua.—I am disposed to believe that

the constant douching may have materially assisted the

process of reposition. The dressing, applied to the uterus

on the third day during the first twenty-four hours after

the attempt which I made to reduce the inversion, was

not applied with z,\\y idea of assisting reinversion, but

solely as a means of checking bleeding from the surface

and of keeping it clean. I feel confident that the vagina

was not packed by the dressing in such a way as to have

exerted sufficient pressure to produce reinversion at that

time.

Dr. Galabin said that it was generally considered that if an

inverted uterus could not be restored by taxis in the acute stage,

it was necessary to wait for involution of the uterusj in all cases

before applying elastic pressure. In the last case, however, of

inversion of the uterus which he had met with, he had found it

quite practicable to restore the uterus with Aveling's repositor

about a week after delivery, while the uterus was still very large.

He decided on making the attempt because there was a good deal

of sanguineous discharge continuing, but found that the ordinary-

largest cup slipped to one side, being too small to surround the

fundus. He had another cup rapidly constructed, more than

double the ordinary size. By means of this the fundus was

pushed up within the external os. Then a smaller cup was

substituted for it, and the reduction was completed within forty-

eight hours, as it had been in every case of inversion of the

\iterus which he had yet met with.

Dr. Herbert Spencer had seen a similar case of spontaneous

replacement of an inverted uterus, and Sir John Williams had

informed him that he had seen a case of the kind. Spiegelberg,

Bandelocque, and others had recorded cases, and there could be

no doubt of its occurrence, although its possibihty had been

denied by some. He was generally in agreement with Dr.

Boxall's remarks. If a recently inverted uterus could not be

easily replaced, he thought it better to wait for two or three

weeks and then to use Aveling's repositor. The uterus was very

soft shortly after labour, and might easily be lacerated or

perforated, and he considered it was especially bad practice to

endeavour to replace the uterus while its mucous membrane was

in a septic condition ; drainage being free, it was far better to

employ irrigation until the uterus was clean. His own case had

been attended by a midwife, and he found many of these cases

were attended by midwives and inexperienced assistants and very

few bj skilful practitioners. The midwife had left the uterus
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inverted with a large piece of placenta and membranes attached

for three weeks. He removed the putrid placenta and membranes,
and employed continuous irrigation with boric acid solution.

Under this treatment the fundus gradually receded, and in a few
days passed within the cervix, and finally was completely reduced
under the influence of the irrigation only. It had occurred to him
that possibly the gentle continuous pressure of a stream of water
would reduce a chronic inversion, although he had not tried it in

any other case, being satisfied with Aveling's repositor. In
using thalt instrument he thought it was important to employ a

cup which accurately fitted the fundus, as mentioned by Dr.

Gralabin, and a stem with a proper curve ; there was a warning
to this effect in Dr. Aveling's own handwriting in a copy of

Denucc's Avork in the Society's library. He thought some of the

failures with Dr. Aveling's instrument might be due to want of

attention to these details. With regard to the mechanism oi

spontaneous reduction he thought it probal>le that the gentle

pressure of the stream of water had caused it in his OAvn case,

and perhaps in Dr. Boxall's, but in other cases of sudden
reduction the explanation had been suggested that a violent

effort, forcing down the vagina and its attachments to the cervix,

might reduce the inversion by causing the round and other

ligaments to pull up the fundus.

Dr. BoxALL, in reply, said that he Avas so much impressed with
the necessity of using an accurately fitting cup that in two cases

Avith Avhicli he had had to deal he had made a mould of the

inverted fundus. For that purpose he used a piece of hard bar

soap, Avhicli had the advantage of being ahvays available. From
that model a cup Avas shaped out of pitch pine. When applied

this accurately fitting cup adhered by suction to the inverted

fundus, and was thus prevented from slipping. Being made of

soft Avood, the cup was much more easily removed from the

uterus after reinversion Avas eifected, because it could be seized

and, if necessary, broken up by forceps Avith greater ease than a

cup made of ebony or vulcanite. In another case, he had, before

applying the repositor, attached a stout ligature to the margin of

the cup ; the stem also was made to screAV into a hole which ran
through the bottom of the cup. By unscreAving the stem the

reinverted fundus Avas relieved of the suction action of the cup,

and by dragging on the ligature the edge of the cup was brought
down to the cervix and delivered. In one of these cases he had
seen much damage done by Aveling's repositor, Avhich had
slipped and, by pressure, caused ulceration at the roof of the

vagina, and the patient had nearly lost her life from haemor-

rhage. This unsuccessful attempt Avas made a fortnight after

delivery. On that account he preferred to wait till involution

Avas further advanced.
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SECTION OF THE WALL OF AN OVARIAN
DERMOID SHOWING GIANT CELLS.

(With Plate YIII.)

Shown by Dr. Herbert Williamson.

The occurrence of large giant cells in the walls of

ovarian dermoids is a phenomenon which has received, ni

this country, very little attention. I have, however, so

frequently found them present that I venture to bring

forward a specimen to-night, in the hope of learning more
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than I at present have been able to find out with regard

to their origin and significance.

The examination of a considerable number of so-called

dermoid cysts of the ovary has convinced me that these

structures cannot be explained on the theory of epiblastic

inclusions, and that dermoid cysts of the ovary differ in

many material respects from dermoid cysts found in other

parts of the body.

Wilms and Pfannenstiel, working independently, have

reached almost the same conclusions, and have shown that

ovarian dermoids consist of two parts— (1) an embryonal

rudiment in which, upon careful examination, one can

usually demonstrate derivatives of all three layers of the

blastoderm, and (2) of a cyst in which this rudiment is

growing.

The embryonal rudiment sometimes forms a marked
projection or nipple-like process on the wall of the cyst,

sometimes it is so compressed and incorporated with the

wall that it can only be discovered by microscopic examina-

tion. Covering this rudiment, and a portion of the cyst

wall immediately surrounding it, is an area of skin from

which spring many hairs. I would specially direct your

attention to the fact that the whole extent of the cyst

wall is never lined by skin, and in most cases over only a

very limited portion of it can dermal structures be found.

The rest of the cyst wall is smooth and covered by a

dense granulation tissue containing giant cells, cholesterin

plates, hairs, and young connective-tissue cells.

As to whether the cyst or the embryoma is the starting-

point of the tumour it is not my intention to enter into

any discsssion to-night. I simply wish to draw your

attention to the section I have placed under the micro-

scope illustrating the structure of the non-embryonal portion

of these cysts.

The section shows very clearly that the wall is com-

posed of three layers :

1. An outer, which consists of ovarian tissue, apparently

normal in every respect. Ova cannot be demonstrated,
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l)ut as tlie patient was forty-nine years of age this is of

no pathological significance. The inner portion of this

layer represents the medulla of the ovary, and is very

vascular.

2. The middle layer consists of dense fibrous tissue

arranged in bundles composed of wavy fibres, and is

lined by

—

3. The inner layer, the cells of which are of the con-

nective-tissue type, but present a very great variety in

form and size. The}^ are many layers deep, and after

staining with eosin and liEematoxylin exhibit a curious

yellow-brown colour ; some of them are small, rounded,

and possess a single nucleus, some of them are enormous,

und contain as many as twenty nuclei. Scattered amongst

them are patches of small round inflammatory cells, and

lying between them are portions of a number of hairs
;

no hair-roots or follicles are to be seen.

I would especially direct your attention to a point

which is well seen in both the section and the drawing,

viz. that the large giant cells are chiefly found clustered

around the hairs. The question which I wish to raise

is the significance of this inner layer Avith its giant cells.

The embryonal portion of this tumour contained typical

thyroid tissue, and was covered by the usual laj^er of

skin, from which grew a quantity of long black hair. In

the non-embryonal part of the cyst no hair follicles are

found ; the hairs are merely embedded in the inner layer

of the wall, and my own view is that this inner layer has

arisen in response to the irritation which the hairs have

produced. The characters of the cells, and particularly

of the giant cells, resemble very closely those of the tissue

which we find surrounding a foreign body, a ligature, a

needle, or a splinter of Avood which has been for some

time embedded in living;- tissues.
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CARCINOMA IN THE MUSCULAR WALL OF THE
UTERUS SECONDARY TO CANCER OF BOTH
OVARIES.

Shown b}^ Dr. Cuthbert Lockyer.

In June of this year Dr, Cuthliert Lockyer showed a

case of what he regarded as primary carcinoma of both

ovaries, in which both Fallopian tubes, though apparently

healthy, Avere found on microscopical examination to be

secondarily involved in the carcinomatous process. The
invasion of cancer cells Avas traced from the ovaries

through the mesosalpinges to the tubes.

Dr. Lockyer remarked at the time that "the condition

of the tube (which should have read tubes) raises the

important question as to Avhether the uterus itself might

not be likewise involved in secondar}' growth, and if this

can be shown to be the case the correct treatment would

include not only the removal of tubes and ovaries, but

also total abdominal hysterectomy.''

The patient died a few weeks after the above remarks

were made, and, by the coui-tesy of Dr. W. J. Maurice,

Dr. Lockyer has had an opportunity of examining the

uterus and structures connected with it, obtained for the

pur^^ose by post-mortem examination. The parts removed

consist of the uterus, upper portion of vagina, and an

adherent piece of small intestine. The latter is fii'mly

attached to the left cornu and back of the fundus uteri.

It is sharply kinked upon itself, and at the bend is much
thickened in all its coats. On section the lumen is seen

to be nearly, if not entirely, obliterated at this spot ; the

reason for not being certain as to Avhether total obstruc-

tion has taken place lies in the fact that the tissue occu-

pying the lumen is very soft, friable, and brain-like, and

a probe passes through it without the least resistance.

The fact that the proximal part of the bowel contained a
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lot of tliick creamy pus favoured the idea that the

obstruction Avas complete. A portion of this thickened

Lowel Avail was taken for microscopical examination.

The nterus was atrophied and very hard. Sagittal

sections were made through the body so as to include the

cavity at the entrances of both Fallopian tubes.

The thickening in the adherent small intestine showed

the presence of a columnar carcinoma—a growth arising

in the cells lining Lieberkiihn's follicles. This had

invaded the muscular wall, in Avhich it had set up much

inflammatory reaction; the carcinoma had not reached as

far as the serous coat of the bowel, it was clearly travel-

ling from within—out and not vice versa.

The uterine sections from either cornu both shoAved the

jH'esence of an invasion of the perivascular lymphatics by

a o-landular carcinoma, the cells of Avhich resemble in all

their features those seen in the cancerous ovarian groAvths,

and in the tubal metastases. It Avas noticeable that the

mucous membrane of the body of the uterus Avas not the

seat of growth, either primary or secondary.

The invasion of cancer Avhich spread from the ovaries

eld the broad ligaments and tubes to the uterus stopped

short in the uterine muscle. The channels selected Avere,

as one would expect, those Avell-defined lymphatics Avhich

accompany and run the same anatomical course as the

larger blood-vessels. These lymphatics Avere filled by

malignant emboli, and the latter, as was the case Avith

those in the tubes, were practically confined within the

Avails of the lymph-channels. No destruction or disrup-

tion was to be seen in the muscle-tissue around, nor Avas

there any great reaction of an inflammatoiy character

visible in the fibro-muscular Avail of the uterus. These

facts are explained by the rapidly fatal issue of the case,

no time having been afforded for the metastases to grow

and develop in the muscularis uteri.

The above investigations on the state of the uterus

proved Dr. Lockyer's original supposition to be correct,

and shoAved that it is no use to remove the ovaries only.
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when both these organs are the seats of malignant disease..

The entire pelvic genitalia must he cleared out, even when
tubes and uterus appear normal.

The presence of a small growth in the bowel, localised

to the site of its adhesion to the uterus, raises a further

therapeutical problem. In the first place, the coincidence^

of malignant disease of the ovaries and bowel places this

case in the same category as tlie seventy-nine cases

recorded by Schlagenhaufer {' Monatsch. f iir (lebiirts./

April, 1904, p. 486)^

The writer collected seventy-nine cases of malignant

diseases of both ovaries, and found that in sixty-one of

these there was present cancer of the stomach, in ten

cancer of the bowels, in one cancer of the bile-duct, in one

cancer of the supra-renal gland. He does not regard the-

alimentary and genital growths as mere coincidences, but

looks upon the latter as secondary to the former.

The surgical deduction to be made from such a con-

clusion obviouslv is, to regard bilateral malio-nant disease

of the ovary as inoperable and hopeless unless the in-

variable alimentary growth (which may have been over-

looked hitherto) can be found and dealt with. If

Schlagenhaufer's view is correct, it would be no more

logical to remove bilateral malignant ovarian tumours-

than to remove malignant axillary glands and leave

behind a primary cancer of the breast. But Dr. Lockyer

was inclined to regard such cases as the one at present

under consideration as an example of coincidence, espe-

cially since the columnar cancer of the bow^el bore no

points of sti^uctural resemblance to the sphei'oidal- celled

cancer of both ovaries.

The small size of the growth in the bowel and the very

considerable bulk of both ovarian growths might be

regarded by some to favour the vieAv that the ovarian

growths took j)riority as to date of origin, but inasmuch

as it is well known that bowel carcinomata often run a

very sIoav course Dr. Lockyer thought that this point was

impossible of proof cither way, and inasmuch as he-
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regarded the two foci of disease as quite separate, dis-

tinct, and independent, the question as to which arose

first lost much of its importance.

In conchision the speaker statedthat, after careful survey

of all the facts afforded by the study of this important

case, he regarded carcinomatous disease of both ovaries as

a very serious type of malignancy, but one which, although

frequently associated with cancer elsewhere—especially

along the alimentary tract—was nevertheless not neces-

sarily a metastasis, but rather an independent coincidence,

and therefore it Avas right and proper to cope with it by
the radical method of removing all the tissues likely to

be involved, namely, ovaries, tubes, and uterus. It was
scarcely necessary to add that every means should first be

taken to discover the state of the gastro-intestinal tract

as the frequency of coincident growth in this situation is

sufficientlv strikino-.

CANCEE AND FIBRO-MYOMA COEXISTING IN
THE BODY OF THE UTERUS.

Shown by Dr. Handfield-Jones.

De. Handfield-Jones showed a specimen, in which

both fibro-myomata of the uterine body and cancer of

the body were present. The patient was an unmarried

woman, aged about forty-two. There was a long history

of monorrhagia, for which curettage had been performed.

The latter operation had led to healthy menstruation for

about two years. Then the excessive menstrual loss had

begun again.

A later curettage had shown the presence of glandular

carcinoma in the body of the womb. The first attempt

at extirpation of the uterus had been abandoned owing

to the presence of thickening in the lower part of the



306 CANCER AND PIBRO-MYOMA COEXISTING IN THE UTERDS.

broad ligament. Four months later the uterus had been

extirpated, and the patient was at present alive and well

without any sign of recurrence of the disease. The early

age at which cancer of the body of the womb had arisen,

and its co-existence with fibro-myoma, were discussed.

Attention was called to the mild character of the

malignant disease, as shown by the slow progress of the

mischief and the absence of extension at the time of the

second operation.

Dr. Herman said he had seen cases iu which cancer was
present along with fibroids. His impression was that the rela-

tions between cancer and fibroids was merely one of coincidence :

that fibroids neither protected a patient from cancer nor caused
her to be liable to it. He had seen cancer of the body at an
earlier age than forty.

Dr. CuLLiNGwoETH Said that recent experience had served to

throw considerable doubt on the correctness of the current view
that cancer of the body of the uterus was rare. He was strongly

of opinion that it would prove to be much more common than
had been supposed. It was also becoming evident that the

presence of fibroids afforded no presumption against the exist-

ence of malignant disease. It woidd be interesting to deter-

mine whether the co-existence occurred more frequently in cancer

of the body or cancer of the cervix. His own impression was
that it would be found to be more frequent in the former. An
instance of cancer of the body of the uterus in a patient under
forty would be foimd in the speaker's recently published Ingleby

Lectures (' Jouni. of Obstetrics,' July, 1904), where the case is

described of a patient aged 33.

Dr. Herbert Spencer had met with carcinoma of the uterus

in conjunction with fibroids in four or five cases. He had pub-
lished one of these in the last fascicidus of the 'Transactions.'

In that case cancer of the body with fibroids occurred in a

woman aged 36. That was the youngest patient iu whom he had
met with cancer of the body, but it had been observed by others

in much younger patients, even at as early an age as twenty-

one.
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FIBROID OF THE UTERUS WITH CYSTIC
DEGENERATION OF THE SURROUNDING
TISSUES.

Shown by Dr. Handfield-Jones.

Dr. Handfield-Jones also sliovved a specimen of fibro-

niyoma of the uterus, which was complicated by the

presence of cystic change in the surrounding structures.

Thus there was a large cyst of the left ovary combined

with a hydrosalpinx of the left tube ; also there was a

hydrosalpinx of the right tube ; and a large, thin-walled,

broad ligament cyst in the right broad ligament. Again,

the peritoneum over the lower part of the uterus on its

anterior aspect was raised into large bullge by the pre-

sence of collections of Avatery fluid beneath the mem-

brane. The question of lymphatic obstruction on a large

scale was raised and discussed.

Report from the Laboratories of Pathology and Public

Health.

The endometrium is the seat of a malignant growth of

the type known as adenoma malignum. It is composed,

that is, of tubular processes which are branched, and

which have eroded the muscle-walls of the uterus. Some

cancer cells can bo found wide of the growth, lying in

deep lymphatics in the muscular wall.

The interstitial growth ordered to be cut and exa-

mined is a simple fibro-myoma which has undergone very

extensive hyaline change. The subperitoneal tumour is

also a simple fibroid, the tissues of Avhich are fairly

normal, but which show some signs of oedema, the tissues

being in places lax and reticular.

C. L.
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The specimens were referred to the Pathology Com-
mittee.

Dr. CuLLiNGwoRTH hopecl the attention of the Pathological
Committee woiild be specially directed to the possi1)ility of the
specimen being one of tubo-ovarian cyst. So little was knoAvn
as to the mode of formation of these cysts, that no opportunity
of obtaining any fresh light on the subject should be lost.

Hence he would suggest that the examination of the specimen
should commence by ascertaining whether any direct communi-
cation exists between tube and ovary.
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CERTAIN DETAILS REGARDING THE OPERATION
OF CESAREAN SECTION IN CASES OF CON-

TRACTED PELVIS, BASED UPON A SERIES

OF THIRTY CASES.

By J. M. MuNEO Kree,

OBSTETRIC PHYSICIAN, OLASGOW MATERNITY HOSPITAL.

(Received May, 1904.)

{Ahstmcf.)

The author cousiclers first the maternal mortality, which in

his own cases, with two deaths, works out at 6-6 per cent. He
then considers morbidity, as based upon a temperature of 100 '5°

on more than one occasion, and finds it is 26 per cent. The twa

fatal cases are detailed. In one the patient died on the fifth

day ; the post-mortem examination revealing the existence of

septic peritonitis. In the other the patient died the day after

operation of collapse. At the post-mortem examination a large

quantity of blood was present in the abdominal cavity, and two

or three of the uterine stitches were found untied.

The author then discusses the three different methods of

treating the uterus after removing the child:—(a) Removal of

the uterus by supra-vaginal hysterectomy ;
(b) Retention of the

uterus and sterilisation by resection of the tul>es
;

(c) Retention

of the uterus without sterilisation—the conservative Csesarean

section. From the statistics of himself and others he comes

to the conclusion that the best results are obtained by suj^ra-

vaginal hysterectomy ; there is little time for preparing patients

for operation.

The arguments for and against the conservative operation

are considered— (rt) From the ethical standpoint
;

(h) from the
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standjDoiut of the danger to the patient <jf the repeated opera-

tion
;

(c) from the standpoint of the danger of rupture of the

uterus in a subsequent pregnancy. From a full consideration

of these, he believes that with j^atients who come under one's

care before labour, the conservative operation in a large number
of cases is indicated.

Finally, such matters as the preparation of the patient, the

time for operating, the controlling of haemorrhage, and the

sutiiring the uterus are briefly referred to.

In bring-ing forward tliis subject of Cassarean section

in contracted pelvis to-night my purpose is not to de-

scribe each case of the series of thirty upon which I have

operated, but rather to consider certain details of the

operation regarding which there are still differences of

opinion amongst obstetricians. I have thought it advis-

able, however, to send round cards with a brief synopsis

and temperature chart of each case.

The first matter upon which I wish to touch is the

mortality and morbidity from the operation. This subject

was gone into very fully by Galabin at the Annual
Meeting of the British Medical Association in Manchester

in 1902, and I think, on the whole, most of us were

disappointed that, on his showing, the results of the

operations in England were not better. Harris, and so

far as I know there are no later figures than his, gave

the English mortality in 1894 as 32 per cent. Since then

it has fallen, of course, much below that figure. In the

Glasgow Maternity Hospital, for instance, from 1891—96

it was 38 per cent., from 1896—1901 it fell to 20 per

cent., and at the present time it is probably less than half

that figure. My own cases, as I have said, number
thirty, with two deaths, a mortality of 6*6 per cent.

Williams, in his recent text-book, states that in 335

operations performed by Chrobak, Schauta, Leopold,

Braun, Olshausen, Zweifel, Reynolds, Bar, Charles, and

Chagrin there were only twenty-three deaths, a gross

mortality of 6'8 per cent., a percentage practically the
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same asmiiio. Olsliaiisen's latest results (1887—1902) are

sixty-two cases, with a mortality of 8 per cent.

As already mentioned, I have had tAvo fatal cases.

One was most unfortunate, for it might have been avoided.

The patient (Case 12), some eight hours after the opera-

tion, showed signs of great collapse. Unfortunately 1

could not get to see her, as I was engaged with an

eclamptic, to whom I had been called in consultation.

One of the staff, however, saAV her, but did not consider

the collapse due to internal haemorrhage, and naturally

did not open up the abdominal wound. At the post-

mortem examination about twenty ounces of blood were

found in the abdominal cavity, and two or three of the

catgut uterine sutures were untied. I, doubtless, cut the

sutures too short, and, with the alternate contractions and

relaxations of the uterus, they must have worked loose.

I shall have a word or two to say later about the material

for suturing. The patient died as a result of faulty

technique—but e^-en that might have been remedied had

the abdomen been opened when the collapse occurred.

In the other fatal case (Case 11) death resulted from.

septicEemia. The patient had been in hospital only a few

hours before operation. If you look at the temperature

chart you will see that there was no fever. The only

symptoms were intestinal paralysis and rapid pulse. At

the post-mortem examination there was general peritonitis,

and the infection had evidently extended from the uterus..

But although there was only a mortality of 3-7 per

cent, attributable to septic disturbances, one or two.

patients gave me considerable anxiety. Case 5, who had

double mitral disease, suffered greatly from bronchitis

and dyspntt'a for some days after the operation ; Case 29

had pleuro-pneumonia ; Cases 3 and 18 had intra-uterine

douches on account of fcetor of the lochia, and Case 25

had double parotitis. In Case 23 I made deep incisions

into the cellular tissue behind and to the right side of the

uterus. Briefly her history is as follows :—Mrs. McC—

,

a. primipara, with a generally contracted, flat rachitic
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])elvis (C. D. three and a quarter inches), was admitted

to the Maternity Hospital with the os fully dilated and

the cord prolapsed but pulsating. I delivered a live

child by Csesarean section, and afterwards amputated the

uterus, treating the stump retro-peritoneally. She re-

mained very well for the first three days, but after that

she developed a high temperature, rapid pulse, and

tympanitis. So ill Avas she that on the ninth day I con-

sidered her condition quite hopeless. As, however, there

seemed to be some fulness behind and to the right side of

the cervix, I made deep incisions into the cellular tissue,

but without finding any pus. Within twenty-four hours,

however, a free purulent discharge appeared. The

patient uiade steady improvement from that time, and she

.and her baby left the hospital perfectly well.

If one takes morbidity as represented by a temperature

of 100*5° or over on more than one occasion, I find eight

cases in which such a state of matters existed, that is to

say there was a morbidity of 26*6 per cent. Four of the

cases had been in hospital, and were carefully prepared

before operation, but four were operated upon immediately

after, or very shortly after, admission. Theoretically, if

the preparations for operation are perfect, no patient

should become septic who has been in hospital for any

time before operation. But the vagina is a very difficult

canal to cleanse, and there is not the least doubt that it

contains in a considerable number of cases organisms of a

very virulent character. I say this with full knoAvledge

of the most valuable investigations on the bacteriology

of the vagina made by Dowiilein, Menge, and others.

Leopold has emphasised the great danger of gonococci.

I was recently very much struck with the virulence of

this organism in the puerperium in the case of a young

woman who had a simple and spontaneous delivery of

child and placenta. She was never examined vaginally,

yet she developed so grave a septicaemia that she died.

In the discharge taken from vagina and uterus pure

cultures of gonococci were found. In all my cases, there-
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fore, I wash out the vagina veiy carefully, and in most of

the cases I do the cleansing and douching myself imme-

diately before operating.

The second matter which I wish to discuss is the treat-

ment of the uterus after the child has been removed.

There are three different courses open to one after ex-

tracting the child:— (1) Removal of the uterus by Porro's

operation or supra-vaginal hysterectomy with intra- or

retro-peritoneal treatment of the stump. (2) Retention

of the uterus, but sterilisation of the patient by resection

of the tubes. (3) Retention of the uterus without steri-

lisation—the true conservative Cfesarean section.

Each of these methods has its advantages. Not to go

further than our own country, one finds Duncan, Routh,

and Targett advocating the first ; Cameron and Horrocks

the second ; Galabin, Sinclair, Spencer, and Wallace the

third. With such differences of opinion amongst leading-

obstetricians, it is pretty safe to conclude that the truth

rests not with one individual or one group.

(1) Removal of the uterus hy Porro's oiieration or hy

supra-vaginal hysterectomy with intra- or retro-iieritoneal

treatment of the stump.—Everyone admits that Porro's

operation for some years after its introduction gave the

best results. It fell out of use, however, more especially

in England, after Kehrer, Sanger, and Cameron described

their methods of stitching the uterus. Removing the

uterus has always been much favoured by continental

operators, and is still extensively employed, although not

as Porro described it, for most surgeons now treat the

stump intra- or retro-peritoneally.

What is the position of the matter in Great Britain ?

At present you have Cameron protesting, as he did at the

Manchester Meeting of the British Medical Association in

1902, " against the appalling frequency of hysterectomy

along Avith Ctesarean section as advocated by some mem-
bers of the London Obstetrical Society." While, on the

other hand, you have Duncan reported as saying, at the

July meeting of the Obstetrical Society in 1900, "that
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abdominal hysterectomy with intra-peritoneal treatment

of the stamp was much less dangerous than any Cesarean

section/^ There you have two absolutely different views,

and the question to decide is which of the two is correct ?

Taking my own results first, I find twenty-three cases

with retention of uterus and two deaths, a mortality of

9"8, and seven cases of hysterectomy with retro-peritoneal

treatment of stump with no deaths. Looking at the

morbidity, I find with the former it is 28 per cent., with

the latter 25 per cent. Further, an examination shows

that the hysterectomy cases were complicated, just the

cases one would have expected might have had a fatal

termination. In three there were extensive adhesions, in

two probable infection before admission. I cannot but

come to the conclusion, therefore, that hysterectomy is, in

a great many cases, the safer operation. Leopold, in his

report of 100 cases, gives his total mortality Avith the

conservative operation as 9'8 per cent., and after hyste-

rectomy as 10*3 per cent., but his reduced mortality as

5*8 per cent in the former and 3"7 per cent, in the latter.

Braun von Fernwald, in seventy-four cases, gives his

mortality as 11 "8 per cent, and 5 per cent, respectively.

The latter author says the smallest mortality occurred in

the operations where the uterus was removed. He con-

siders it, therefore, the safer method. If you take 268

cases reported by Leopold, Braun, Schauta, and Kerr, the

conservative operation gives a gross mortality of 10 per

cent., and hysterectomy a mortality of 8 per cent.

Routh^s and Duncan's claim, therefore, that hysterectomy

is safer than the conservative operation must, I think, be

admitted. The error they have made, and more especially

is this the case with Duncan is the advocating of the

routine performance of hysterectomy.

The reason why hysterectomy gives the best results is

because one has so often to operate on patients hurriedly

prepared, and, indeed, not infrequently infected before

admission to hospital. Should conditions improve, how-

ever, should our patients come to us or be sent to us
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earlier, as we hope will be tlie case in the future, we
shall be able more and more to give up hysterectomy, and
have recourse to the ideal operation of conservative

Caesarean section. At the present time, and with our
present knowledge, we are only justified in doing this in

certain cases.

(2) Retention of the uterus' and sterilisation by resection

of tubes.—This method has its chief supporters in this

country in Cameron and Horrocks. It has this advan-
tage that it is an easier operation than hysterectomy with
intra- or retro-peritoneal treatment of the stump. (It is

not easier and certainly is slower than Porro's operation,,

but the latter has in this country been very largely given
up.) It is an operation specially suited to practitioners

who have not had experience of abdominal surgery ; we-

would therefore recommend it to those who are suddenly
called upon to perform the operation of Ceesarean section

in out-of-the-Avay country districts and without efficient

assistants. In hospital practice, on the other hand, if the

patient is to be sterilized it is in most cases better to

remove the uterus. There is, however, one reason which
I think might justify sterilization by cutting and tying

the tubes, and it is this that, if at a future date the

woman wished to have the chance of another pregnancy,

one might perform abdominal section and unite the two
ends of the tubes together again. Here are two cases in

illustration. A patient who had been sterilised as de-

scribed came to me in great distress because her child

had died. I told her I could do nothing for her, but it

occurred to me afterwards that I might have suggested

the procedure I have mentioned. Some months later I

did suggest the procedure to another patient who had
been sterilised after a craniotomy by a colleague, but she

would not submit to the operation. Now, such a pro-

cedure is quite feasible provided one simply cuts and ties

the tubes, for the tubes remain patent after tying and
cutting, as I have seen in two cases in which the abdo-

men was opened on a subsequent occasion. That is the

VOL. XLVI. 22
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reason why one can never be sure of sterilising an indi-

vidual by such treatment. It is^ however, so rarely that

pregnancy follows that one may consider it a satisfactory

method. If, however, one cuts the tubes and covers over

the uterine ends with peritoneum then the operation of

anastomosis would be more difficult.

(3) Retention of the uterus icithout sterilisation—the

true conservative Csesarean section.—This is the ideal

operation. It is the operation which, as far as one can

judge at present, will come more and more into vogue,

and it is no small satisfaction to have amongst the Fellows

of our Society two of the pioneers of this method, viz.

Sinclair and Spencer. The latter has for many years

been speaking against sterilisation.

With regard to the sterilising of patients after Caesarean

section there are three matters for consideration— (1)

the ethical question
; (2) the danger to the patient of the

repetition of the operation
; (3) the danger of rupture of

the uterus in a subsequent pregnancy.

I must admit to beino- rather diffident about discussing"

the matter of sterilisation from the ethical standpoint.

It is, indeed, a very subtle subject, although one which
might quite profitably be considered this evening. It is

not quite correct, as some enthusiasts for the conservative

operation have done, to place sterilisation in the same
category with, say, the repeated performance of cranio-

tomy or abortion, for in each of these operations one

actually destroys a living foetus. It is much moi"e on a

par with the practice of those who give advice regarding

the means to be used to prevent conception to patients

suffering from some organic disease. All of us refuse to

give advice unless we are convinced that pregnancy will

seriously injure the patient's health or unduly endanger

her life. If, however, a young married woman, say, with

serious chronic heart disease, consults us, we caution her

against becoming pregnant—we tell her and her husband

that there should be no sexual intercourse. From the

ethical standpoint we should say no more, but Ave know it
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is seldom that such advice is followed, and so we inform

such patients of the preventatives to pregnancy Avhich

may be employed. Some may say we are not justified in

doing so, but I would only ask these men if they would
refuse to empty the uterus should such a patient's circu-

lation become seriousl}^ embarrassed by a pregnancy. Now,
the position of a man who gives advice regarding pre-

ventative means to pregnancy in serious heart cases and
the position of him who advocates and practises the steri^

lisation of the patient by resecting the tubes is very

similar, and I think they are each perfectly justified in

taking up the ])ositions they do. A most interesting-

discussion on this question is reported in the ' Transac-

tions of the American Gynaecological Society ' for last

year (vol. xxviii, 1903). It followed the reading of a

paper by Green on " Repetition of Ca3sarean Section on

the same Patient ; the Experience of the Boston Lying-

in Hospital.'' Green took up a very strong position.

The following are the words with which he closed his

paper :
" I venture to assert that the only safe and moral

ground for the medical profession is that based on modern

medical science^ uninfluenced by sociological considera-

tions. If a woman comes to Cfesarean section and re-

vcovers, she and her husband, if she has one, should be

informed of her condition and of the prognosis and treat-

ment in the event of future pregnancy ; if subsequent

pregnancy ensues, the responsibility of treatment rests

with the obstetric surgeon ; but the responsibility for the

condition rests elsewhere." Whitridge Williams distin-

guished between "pauper patients" and "women in the

upper walks of life." As regards the latter he is re-

ported to have said, " I do not believe we are justified in

allowing pauper patients to be subjected to repeated

Caesarean section unless they particularly desire it." As
regards the others he is again reported to have said

" that they should be made to share the responsibility

with the physician. In such cases the husband and wife

have the right to demand sterilisation, though I should
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earnestly dissuade them from it after the first operation,

and point ont to them the possibility of a subsequent

death of the child and the absolute impossibility of having-

another after such an operation. If, however, the patient

required a second operation, the matter should be left

almost entirely in her hands ; but my advice would tend

in the direction of rendering her sterile at that time, as

no matter how favourable our results may be an occasional

death is bound to occur."

Personally, I think that, with results from a primary

operation such as I have given, Ave are not only justified

but com^oelled, judiciously, to expand the field of operative

interference. In the days when the mortality from the

operation was 20, 30, or 40 per cent, it was not right to'

subject a Avoman to a second or third operation, but Avith

a mortality of 7 or 8 per cent, the question has been

entirely altered, and particularly is this the case Avhen we
knoAv that the percentage mortality in repeated sections is

appreciably loAver than in first. I have said we should

judiciously expand the field of operatiA-e interference

;

everyone must decide for himself Avhat is judicious expan-

sion. I can only giA'e you my OAvn personal and present

feelings on the matter; they are as folloAvs :— (1) A patient

should be sterilised by hysterectomy if labour has been in

progress for long, or if there is the probability of her

having become infected. (2) A patient should be sterilised,

and preferably by hysterectomy, if she has an}" organic

disease such as A^alvular disease of the heart, or if she is,

constitutionally, very delicate. (3) With the good results

noAv being obtained by Ctesarean section, and especially in

cases Avhere the operation is repeated, strong, healthy,

uninfected parturients should not be sterilised. (4) As
regards hoAv often the operation should be repeated that is

a matter which at present must be decided by patients

and their medical adA'isers. I am, hoAVCAXr, inclined to

agree Avith Whitridge Williams that if a patient has

undergone the operation tAvice or thrice she should be

sterilised.
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The danger of repeated Cesarean section lias been gone

into so fully by Wallace that it is qnite unnecessary to

take up much time in considering it. AVallace says,

- Takino- into consideration sixty modern cases Ceesarean

section tvas performed twice in each of forty-three cases,

three times in each of fifteen cases, four times in one case,

iive times in one case." The mortality in the sixty c^ses

works out at 9-5 per cent. Without attempting to collec

all the cases since Wallace's paper I have found that

Ureen has reported nine cases, while in my list there are

two Besides these I have found reported eight single

cases, which makes in all nineteen. Among-st them there

was only one death reported by Green, which reduces the

mortality to 6-3 per cent. One might raise this objection

that successful cases are most generally reported but it

vou look at the table in which only operators who have

;eported series of cases are mentioned you cannot fail to

be struck with the fact that the repeated operation shows

a very small mortality indeed. Wallace has gone nito the

question of adhesions most carefully, and Spencer, bmclair,

Braun,and others have pointed out the value of such.

Per.onallv, I am in entire agreement with Wallace. In

the two Jases in which I have repeated the operation, on

both occasions adhesions to the anterior abdominal wal

were most extensive. In a case where the uterus ruptured

_not included in my list, but described and s^iown to-

nio-ht-there was only a massive fibrous band and a tag of

<,n!entum attached to the anterior wall below the fundus.

In one of the cases I employed Fritsch's fuiidal incision,

and in one the anterior longitudinal incision. Greens

experience in his nine cases is practically the saine, in

only one case were there no adhesions. Undoubtedly it

is most desirable to operate extra-peritoneally if possible,

and consequently I am quite in agreement with Smclair

and Wallace in doing everything to favour the formation

of adhesions. In stitching the uterine wound, \o.x^^'ev

after a second operation, the edges of the wound should

be separated all round.
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In byg'one days, when careful suturing' of the uterus

was not carried out, the accident of rupture through the

scar was by no means uncommon. It is noAv generally

considered that such a danger need hardl}" be reckoned

with, especially amongst those who are strong advocates

of the conservative operation. Personally, I have experi-

ence of the occurrence in one of my cases, and you see on

the table the viterus referred to. 1'he patient was admitted

for a second C^esarean section about three weeks before

term. The niglit of admission she complained of slight

abdominal pain after an enema had been administered.

The pain, however, did not prevent her sleeping soundly.

In the morning there was still slight pain, and this gradu-

ally increased until it became, finally, pretty severe. There
was no collapse, and the pulse did not register more than

86. I performed abdominal section and found the child

in the ruptured membranes, and with the ^^hicenta attached

free in the abdomen, the uterus with the rent throug-h thc^

old cicatrix being reti'acted and lying down behind. I

removed the child, membranes, and placenta, then performed

supra-vaginal hysterectomy, and treated the stump retro-

peritoneally. The patient made an excellent recovery—

I

may say that I perfoi"med the previous Cesarean myself^

and employed the fundal incision. On the present occasion

on opening the abdomen there were C)nly a fcAV adhesions

of omentum to uterus. The bowel was not adherent to

the uterus.

Having taken up the whole subject of rupture through

former Csesarean section cicatrices in a separate paper,

which will shortly appear, I would only mention that I

have found, in the recent literature, cases reported by
Targett, Galabin, Cluillaume, Woyer, Everke, and Meyer,

a fairly good number considering how few repeated

operations have been performed. But, in addition, it must

be remembered that several operators—Korn and Bar for

example,— at the subsecpient operation, have referred to

the great thinning of the uterine cicatrix, and Sinyly

speaks of the uterine cicati-ix being so thin that it gave
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Avay to the pressure of the thiiml). Probahly the most

curious case of all, and one which, of course, was only in-

directly associated with the previous operation, was the

case recorded by Abel, where the posterior uterine wall

ruptured, presumably because it became overstretched. It

is perfectly evident, therefore, that the danger of rupture

is a very real one, consequently, if the patient is not stei'i-

lised, the uterine wound must be ver}- carefully stitched,

good union obtained as far as possible, and she must be

very carefully watched during any subsequent pregnancy.

I certainly think that a most important preventative to

the accident is the formation of extensive adhesion to the

anterior abdominal wall, and I quite agreed with Wallace

and others who advocate that steps should be taken to

insure such an occurrence.

There are several other details which, had time permitted,

I should have liked to have discussed to-night. Amongst
these may be mentioned the preparation of the patient,

the time for operating-, as to whether the uterus should be

opened into before or after being tuimed out of the abdo-

men, the controlling of the hfemorrhage from the uterus,

and the suturing of the uterus. As, however, the full

consideration of these questions would occupy too much
time, I can only give you briefly my own practice and

experience.

I cleanse not only the abdomen in the ordinary way
with soap and water, turpentine, alcohol, and carbolic

dressing, but I make a point, and, as I said before, I

attach great importance to this, of washing very carefull}',

not simply douching out the vagina. I employ f per

cent, lysol for this purpose. During the operation I use

only normal saline sohition for my hands and swabs. I

never use sponges. The swabs are never rinsed and used

twice, for that necessitates employing another nurse. I

find 50 are required for an operation. One nurse removes

the swabs from the dura and rinses them out of saline

solution, another attends to the instruments, and my
assistant is the only other one who comes directly into
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contact with the patient. It is a decided advantage to

limit as far as possible the number of those directly taking-

part in the operation.

I have no hesitation in operating upon multiparae

before labour has started; also in primipara if hysterec-

tomy is to be performed it is always better to operate

then, for the stump to be stitched is small. Where,
however, the conservative operation is to be ])erformed I

now always wait until labour has started, for I have twice

seen trouble, once very considerable trouble, follow the

operation performed before labour, from the retention of

blood-clots in the uterus.

The fundal incision of Fritsch I do not think an

advantage except when hysterectomy is to follow. In

such cases, however, as it allows more easy extraction of

the child I usually employ it.

The hands of the assistant used in any of three ways
indicated in the diagrams I have always found quite

sufficient for the purpose of controlling hasmorrhage

;

only once have I seen the uterus remain absolutely

atonic and refuse to retract. As will be seen from the

report I performed supra-vaginal hysterectomy in that

case.

I frequently turn the uterus out of the abdomen before

opening into it, but often I do not do so. With intact

membranes it is no matter which one does, but if the

membranes have been ruptured before operation, and
especially if there is any jjossibility of the amnionic sac

having been infected, then the uterus should be turned

out first of all.

For suturing the uterus there is no doubt catgut is the

best material. Although silk is the pleasanter to Avork

with, and can be more easily sterilised, it has this great

disadvantage that if by any chance it becomes infected

during convalescence a troublesome discharging sinus

results. In two cases in which I used silk this followed,

and in one case operated upon some months ago the

patient has still a discharging sinus.
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As regards the children all except one (Case 2) were

extracted alive, but one (Case 5) died in hospital ; thus

the gross fcetal mortality is 6'6 per cent., precisely the

same therefore as the maternal. Many of the children

when born wei'e asphyxiated, but as there is always a

house surgeon ready to take charge of them no time is

lost in resuscitating them.

Case 1.—Mrs. L—, aged 33 3'ears, 3-para; 1 and 2

craniotomy. Admitted March 15th, 1901, with os fully

dilated and membranes ruptured. Generally contracted

rachitic pelvis, C. D. 3J inches. Conservative Caesarean

section ; tubes cut and ligatured. Child 7 lbs., alive.

Placenta posterior wall. Recovery uninterrupted. Wound
healed by first intention. Both dismissed well.

Case 2.—S. C—, aged 23 years, primipara. Admitted

April 19th, 1901, with os faii-ly Avell dilated; membranes

unruptured. Generally contracted flat rachitic pelvis,

C. D. 3;^ inches. Conservative Csesarean section ; tubes

cut and tied. Placenta on posterior wall. Child, female,

7h lbs., dead (alive two hours before operation). Recovery

uninterrupted ; lochial discharge very scanty. Wound
healed by first intention.

Case 3.—Mrs. B—, aged 25 years, 2-para ; 1 cranio-

tomy. Admitted April loth, 1901. Labour came on

April 25th, 1901. Before operation performed os fully

dilated and membranes ruptured. Generally contracted

flat rachitic pelvis, C. D. 2 J inches. Conservative Cesarean

section ; tubes cut and tied
;
great difficulty in extracting

the child. Placenta on posterior wall. Female, alive,

64 lbs. Rise of pulse and temperature with foetor of

lochia on fourth day. Uterine douches—immediate fall.

Wound healed by first intention. Both dismissed Avell.

Cask 4.—Mrs. F—, aged 32 years, 4-para; (1) dead,

full-time

—

" instruments ;
"

(2) induction, 7i months

—

dead
; (3) premature—dead. Generally contracted flat
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racliitic pelvis^ C. D. o^ inches. Admitted July 2~)tli,

1901. Operation August 1 Itli, 1901. Patient nr.t in

labour. ' Conservative C^esarean section ; tubes cut and
tied. Placenta on left postero-lateral wall. Child alive,

54 lbs. Puerperium normal. No trouble Avith retained

clots. Wound healed by first intention. Both dismissed

well.

Case 5.—A. D—, aged 25 years, primipara. Generally

contracted flat rachitic pelvis, C. D. 3 inches. Admitted

September 27th, 1901. Operation same day on commence-

m.ent of labour. Conservative Csesarean section ; tuljes

cut and tied. Placenta anterior wall. Child alive, 5| 11)S.

Great dyspnoea first few days of puerpeinuin (mitral

disease). Abdominal wound healed by first intention.

Child died.

Case 6.—Mrs. S—, 2-para. Generally contracted

rachitic pelvis^ C. U. 3j inches. Admitted September

2oth, 1901. Operation September 30th, 1901, before

labour had commenced. Conservative Ctesarean section
;

patient not sterilised. Placenta anterior wall. Child

alive, weighed 9 lbs. Slight intestinal trouble on third

and fourth days of puerperium ; disappeared after pur-

gative. Wound healed by first intention. P>oth dismissed

well.

Case 7.—M. M—, aged 23 years, primipara. Generally

contracted rachitic pelvis, C. D. 3^ inches. Admitted

October 27th, 1901. Operated on same day. Fritsch's

fundal incision. Placenta not encountered in incision.

Child alive. Tubes cut and tied. Puerperium normal.

Wound healed by first intention. Both dismissed well.

Case 8.—Mrs. M—, o-para. Both (1 and 2) children

extracted dead—craniotomy. Flat rachitic pelvis, C. D.

3f inches. Admitted October 28th, 1901. Labour came

on twelve hours after; allowed labour to go on, intending

to do symphysiotomy, but found child's head too large.

Fritsch's fundal incision. Placenta encountered. Puer-
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])criuin normal. AN'ouiul healed Ly first intention. Euth

dismissed well.

Case 9.—Mrs. H— , ag-ed 25 years, primipara. Flat

rachitic, generally contracted, pelvis, C. D. 2^ inches.

Admitted Jannary loth, 1902. Operated upon twenty-four

hours after admission, when labour commenced. Fritsch's

fundal incision was employed. Placenta encountered.

Patient not sterilised. Child alive. Membranes very ad-

herent. Puerperium uneventful. Wound healed Ijy first

intention. Both dismissed Avell. This patient operated

upt)n again (Case 20).

Case 10.—Mrs. A—, 4-para ; 1 premature, 2 and 8

craniotomy. Flat rachitic pelvis, C. D. S'j inches. Ad-

mitted May 2nd, 1902. In labour; os admitted three

fingers. Fritsch's fundal incision. Placenta not en-

countered. Child alive, 8 lbs. Bronchitis for first few

days ; slight pleurisy seventeenth day. Both dismissed

wc^ll.

Case 11.—Mrs. M—, aged 27 years, 3-para ; 1 cranio-

tomy, 2 induction and craniotomy. Generally contracted

flat rachitic pelvis, C. D. -3^ inches. 'Admitted May 15th,

1902. Operated upon some hours later, when os fully

dilated. Membranes ruptured and cord prolapsed.

Fritsch's fundal incision. Placenta encountered. Child

alive. Great tympanitis and persistent intestinal paralysis.

Died sixth day of puerperium. At post-mortem septic

peritonitis ; infection apparently from uterus. Child dis-

missed well.

Case 12.—Mrs. G—,
primipara. Admitted June 17th,

1902. Operation three weeks later. Generally contracted

flat rachitic pelvis, C. D. 3^ inches. Ordinary incision.

Placenta encountered. Child alive. Some difficulty in

stopping haemorrhage. Sndden collapse. At post-mortem

about 30 oz. of blood found in abdomen. Child dismissed

well.
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Cask 13.—Mrs. S—,
priiiiipara. Flat rachitic pelvis,

C. D. of inches. Admitted November 7th, 1902. Opera-

tion December 27th, 1902. Child alive. Supra-vaginal

hysterectomy because of complete uterine inertia. On
seventh, eighth, and ninth days slightly febrile ;

100°

highest temperature ; 138 highest pulse. Wound healed

by first intention. Both dismissed Avell.

Case 14.—Mrs. McM—,
primipara. Generally con-

tracted rachitic pelvis, C. D. 3^ inches. Admitted March
12th, 1903. Operation March 17th, 1903, after labour

had commenced. Conservative Csesarean section. Anterior

longitudinal incision. Placenta on posterior wall. Child

alive. Puerperium normal, exc^ept that lochia unusually

scanty. Abdominal wound healed by first intention.

Both dismissed well.

Case 15.—Mrs. F— , aged 33 years, o-para ; all four

children born dead. Patient was sent by ambulance
waggon from Saltcoats, a distance of about thirty miles.

Admitted March 20th, 1903, with os fully dilated ; mem-
branes ruptured for six hours. Supra-vaginal hysterectomy

in case of infection. Child alive. Patient was very much
collapsed after operation. Wound healed perfectly. Both
dismissed well.

Case 16.—M. McC—, aged 19 years, primipara (?).

Generally contracted flat rachitic pelvis. Admitted
Western Infirmary April 21st, 1903, in labour ; operated

upon at once. Conservative Ca^sarean section. Child

alive, 9^ lbs. Recovery excellent. Wound healed per-

fectly. Both dismissed well.

Case 17.—Mrs. S—, aged 28 years, 3-para ; 2nd.

Cassarean section (Case 6). Complained of a great deal

of dragging pain in early part of pregnancy. Operated

u]ion at term, before labour commenced. Very extensive,

but not very intimate adhesions to anterior abdominal

wall. No trace of old uterine cicatrix. Uterus removed
by siipra-vagiual amputation. Child alive. Recovery
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excellent. AVound healed by first intention. Both dis-

missed well.

Case 18.—Mrs. M

—

, aged 31 years, 4-para ; 1 dead

child, 2 induction—child lived only few minutes, 3 dead

child. Admitted Western Infirmary August 16th, 1903, in

labour, with os Avell dilated, but membranes unruptured.

Ca3sarean section (fundal incision) ; not sterilised. Child

alive. Pulse and temperature high for first few days.

Lochia scanty ; uterine douche. Lochia scanty during

whole puerperium. Wound healed perfectly. Both dis-

missed September 16th, 1903.

Case 19.—Mrs. F—, 4-para. Flat rachitic pelvis, C. D.

3J inches. Admitted to Maternity Hospital October 24th,

1903; OS fully dilated, but membranes unruptured. Con-

servative Ca?sarean section; tubes not tied; child alive.

Developed double parotitis, and abscess in breast. Wound
not affected ; healed by first intention. Both dismissed

well.

Case 20.—Mrs. H—, aged 26 years, 2-para ; second,

Caisarean section. No discomfort during second preg-

nancy. Admitted Maternity Hospital, November ord,

1903, in labour. Very extensive but not very intimate

adhesions to anterior abdominal Avail. Child alive.

Uterus removed by supra-vaginal amputation ; cicatrix of

old fundal incision can be seen on uterus ; there Avere no

adhesions to that area of uterus, either to bowel or any

other part. Uterine cicatrix seems thin. Patient made
an excellent recoA'ery. Wound healed by first intention.

Both dismissed Avell.

Case 21.—Mrs. S— , 3-para ; 1 dead child, 2 craniotomy.

Admitted Januaiy 27th, 1904. Delicate
;
generally con-

tracted flat rachitic pelvis, C. D. 3f inches. Operation

February 3rd, 1904, after labour had been in progress for

some hours and membranes had ruptured. ConseiwatiA'e

Caesarean section : tubes cut and tied. Puerperium

normal. One stitch abscess. Both dismissed Avell.



328 C3:SAREAN SECTION IN CASES OF CONTRACTED PELVIS.

Case 22.—Mi-s. W— , aged 32 years, 9-para ; 8 dead-

liovn children. Generally contracted flat rachitic ]ielvis.

Admitted January 10th, 1904, Maternity Hospital.

Operation January 80th, 1904, after labour had com-

menced. Conservative C^esarean section. Child alive,

9i lbs. Puerperium normal. Wound healed first inteii-

tion. Both dismissed well March 2nd, 1904.

Case 23.—Mrs. McC— , aged 24 years, primipara.

Generally contracted flat rachitic pelvis. Admitted

Maternity Hospital, February loth, 1904, in labour; os

fully dilated, membranes ruptured, cord prolapsed.

Cassarean section with supra-vaginal amputation of uterus.

Child alive. Puerperium febrile : septic. Pelviocellulitis,

incisions. Both dismissed well March 19th, 1904.

Case 24.—Mrs. S—, 3-para ; 1 craniotomy, 2 induc-

tion—dead child. Flat, generally contracted, rachitic

pelvis. Admitted Maternity Hospital, February 16th,

1904; operation February 25tli, 1904. Conservative

Cesarean section : tubes cut and tied. Child alive.

Puerperium normal, and wound healed perfectly. Both

dismissed well March 19th, 1904.

Case 25.-—Mrs. H—, aged 37 years, 8-para ; 5 dead

children, 2 living. Flat rachitic pelvis, C. D. 3^ inches.

Considerable overlapping of head at brim. Admitted

February 16th, 1904, Maternity Hospital ; operation Feb-

ruary 19th, 1904, after labour had commenced. Conser-

vative Cfesarean section ; tubes cut and tied. Child alive.

Puerperium satisfactory. Wound not satisfactory ; one

or two stitch abscesses. Both dismissed well April 8th,

1904.

Case 26.—Mrs. Gr—, aged 23 years, primipara.

Grenerally contracted flat rachitic pelvis, C. D. '6^ inches.

Admitted Maternity Hospital February 6th, 1904, in

labour (examined outside Hospital). Supra-vaginal am-
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putatiou of uterus. Child alive, 8^ lbs. Puerperiniu

uovmal. Wound liealed by first intention. Both dis-

missed well March 16th, 19U4.

Case 27.—Mrs. S— , aged 21 years, 4-para. History

of three different labours with dead children. Admitted

Maternity Hospital May 9th, 1904. Flat, generally con-

tracted, rachitic pelvis, CD. 34 inches. Operation

following day, when os well dilated, but membranes un-

ruptured. Conservative Cassarean section ; tubes cut and

tied. Child, male, alive. Puerperium uneventful. Both

dismissed well June 10th, 1904.

Case 28.—Mrs. E—, aged 24 years, 3-para. Two

previous pregnancies—abortion and premature labour.

Admitted Maternity Hospital May 5th, 1904. Flat

rachitic pelvis, CD. 3^ inches. Operation performed

May 16th, 1904, Csesarean section, followed by supra-

vaginal hysterectomy. Child, male, alive. Puerperium

uneventful. Both dismissed well June 11th, 1904.

Case 29.—Mrs. K—, aged 21 years, primipara. Ad-

mitted Maternity Hospital April 30th, 1904. Generally

contracted rachitic pelvis, CD. 3^ inches. Operation

May 30th, 1904. Conservative CiKsarean section before

labour ; tubes cut and tied. Very disturbed puerperium.

Retention of blood-clots and later pleuro-pneumonia.

Both dismissed wx41 July 1st, 1904.

Case 30.—Mrs. McI—, aged 23 years, primipara. Ad-

mitted Maternity Hospital May 6th, 1904. Flat rachitic

pelvis, C D. 3i inches. Operation June 10th, 1904.

Conservative Cgesarean section, when os well dilated, but

membranes unruptured. Child, female, alive. Puerperium

uneventful. Both dismissed well July 8th, 1904.

Eefeeences.

Galabin.—British Medical Journal, vol. ii, 1902, p. 1123.

Williams.—Obstetrics, 1903.



330 CESAREAN SECTION IN CASES OF CONTRACTED PELVIS.

Olshausen,—Reference, Cent, fiir Gyn., 1904, No. 40,

p. 1207.

Leopold.—Archiv fiir Clyn., Bd. Ivi, p. 1.

Cameron.—Brit. Med. Journ., vol. ii, 1902, p. 1126.

Duncan.—Trans. Obst. Soc, vol. xlii, 1900, p. 258.

Targett.— „ „ p. 242.
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Spencer.—Journ. Obst. and Gyn. British Empire, vol. i,

1902, p. 138.

Sinclair.-—Journ. Obst. and Gyn. British Empire, vol. v,

p. 13 ; and Trans. North of England Obst. Soc, 1901, p. 65.

Wallace.—Journ. Obst. British Empire, vol. ii, p. 556.

VON Braun-Fernwald.—Archiv fiir Gyn., Bd. lix, p.

320.

Green.—Trans. Amer. Gyn. Soc, vol. xxviii, p. 120.

Smyly.—Reference, see Wallace's paper.
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The President said that it always seemed to him singular

that so many cases were collected by individuals. There must
be some local influences to account for so large a number of cases

in particular localities. For his own part, he had gone twenty

vears between his first case and meeting with another requiring

Csesarean section from pelvic deformity. Two years ago he had
performed the operation six times in fifteen months. Four of

these were for contracted pelves, two for carcinoma. All the

cases recovered from the operations and all the children were
delivered alive.

Dr. Herman said he wished to thank Dr. Munro Kerr for his

very practical, interesting, and reasonable paper. It was neces-

sary that this subject should be re-discussed from time to time,

because the statistics of many years ago had no bearing on the
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practice of to-day ; and even those of a few years ago could

hardly be taken as representing what could be done. His own
experience led him to think that one of the most important
factors in the prognosis of Caesarean section was the time at

which it was done. If performed before labour, or at the yery

beginning of labour, it was a safe operation ; but not so if post-

poned until the patient had been exhausted by protracted labovu'.

He thought it would be well if those who published statistics of

Caesarean section would divide them into two groups : those done
because prolonged ineffective labovu" had shown that natural

delivery would not take place, and those done early to pi-event

ditficulty. Caesarean section, when p(n-formed early, was the

simplest and easiest of all abdominal operations, because the

parts concerned wei'e healthy and normal ; there were none of

the unfoi'eseen difficulties that were sometimes met with in the

removal of tumours. Caesarean section performed early ought to

have no moi-tality at all. With regard to sterilisation, he thought
if that was to be done the way to do it was to remove the uterus.

Tying the Fallopian tubes had been proved to be ineffective.

If the patient was not to have children the uterus was a useless

organ, liable to disease. He thought it was for the patient to

decide whether she would be sterilised or not. If she preferred

not to run the risk of rupture of the uterus and repeated Caesa-

rean sections, he thought she was entitled to have her wish
complied with. Suppose that a medical man, in discussing the

matter during pregnancy, should tell a patient who wanted to be
sterilised that he would on no account do it, the result would be

that she would engage another operator; and he thought that

an operator shoidd not take advantage of an emergency to make
his will prevail over that of his patient. He did not think that

the presence of heart disease was a sufficient reason for removing
the uterus. If valvular disease of the heart was well com-
pensated, the patient might have any number of children with-

out risk ; but if compensation were inadequate, trouble usually

came on before the end of pregnancy.

Dr. GrRiFFiTH stated that there must be many operators who,
like himself, had not published results because they felt that the

operation of Caesarean section by competent operators for con-

tracted pelvis, under favourable circumstances, should have no
mortality, and he believed that he had not lost a single case.

And the only two deaths after Caesarean section he had operated

on, one at St. Bartholomew's was admitted with gangrenous
fibroids, which he removed by hysterectomy ; the other at Queen
Charlotte's Hospital, where he operated on a woman dying from
extensive pelvic cancer, so that she might not die undelivered.

This patient survived five or six days, a little longer than if he

had left her undelivered. Tables of morbidity Avere usually

based on an artificial and arbitrary standaixl. Dr. Kerr's

VOL. XLVI. 23
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standard was 1005°, the standard at Queen Charlotte's is 100°,

and Dr. Griffith thought it might more correctly be 99". There
is nothing in the operation to which ordinary surgical principles,

as applied to abdominal surgery, are insufficient to guide the

operator. He had never yet used a vaginal douche, and he did

not think it at all necessary in cases in which there was no
evidence of infective inflammation. As regaixls sterilisation of

the patient, he had invariably done it by ligature of the tubes

with fine silk, but he had been miich influenced by Dr. Spencer's

arguments at the last discussion on the subject, and agreed with

him that it was not essential in all cases, and he strongly pre-

ferred to do it without removing the uterus, an unnecessary

mvitilation in contracted pelves.

Dr. Amand Routh spoke in admiration of Dr. Kerr's paper

and his successful results. He did not, however, consider that

the mortality statistics, as between hysterectomy and simple

Csesarean section, were comparable, unless each series were
divided into two groups, one of operations done on patients seen

before labour and fully prepared for operations, and the others

where the patients were seen after labour had set in. He had
had experience of six cases, five seen before labour with no
deaths, and one, seen after labour had been in progress for

twenty-four hours, who died. He described the last case as

emphasising his point. When first seen by him the patient had
been in labour twenty-four hours, and was apparently dying of

exhaustion. The uterus Avas in a state of tonic contraction, and
Bandl's ring was well mai'ked. The cord and one hand pro-

truded at the vulva, the other hand and one foot were in the

vagina, the head had been perforated, and, in the attempt to

extract it, much laceration of the vagina and cervix had resulted.

The conjugate diameter of pelvis was about 2f inches. Here it

was clear that Csesarean section afforded the only possible chance,

and, after some hours had been spent in rallying the patient's

strength, the operation was performed, and, by keeping the

abdomen filled up with saline fluid diiring the operation, she

stood the shock excellently, but, after doing well for twenty-four

hours, died siiddenly, apparently from embolism. Surely this

death could not be put down to Csesarean section, and yet it

would ordinarily be included statistically in the same group as

cases done after weeks of studied preparation. The author

divides the choice of operation into three classes, but, in the

first instance, there shoidd be only two. First, operations where

a future pregnancy is desirable ; second, where it is decided to

prevent another pregnancy. If a future pregnancy be desired,

a conservative operation is indicated, but the risks should be

carefully considered and placed before those interested. It

must be remembered that the patient may not be in a suitable

environment for operation when next pregnant. The dangers of
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rupture of the uterus in subsequent coutinements is a very real

one, and the risk of sepsis and secondary ha?morrhai^'e after the

primary operation is also considerable. The mortality, 8 per

cent., of repeated Csesarean sections must also be taken into

account. All these points should be laid before the patient and
her friends, and, if after hearing the risks, a chance of another

child is still desired by the parents, conservative CiBsarean

section should be performed. If a future pregnancy is not

desirable some variety of sterilisation is I'equired, and the ques-

tion is whether it is desirable to sterilise by removing the uterus

and leaving the ovaries, or by removing the ovaries, or by resect-

ing the tubes. Removal of the ovaries is not practised now,
owing to the known value of their internal secretion ; resection

of the tubes does not always lead to sterility, and takes quite as

long a time to perform as a hysterectomy at full term. A hys-

terectomy at full term becomes extremely simple, and statistics

prove its mortality to be rather less than simple Csesarean

section. Taking into account these points, as well as the greatly

diminished risk of sepsis and secondary haemorrhage, he con-

sidered the claims of hysterectomy as a legitimate method of

sterilisation were worthy of serious consideration, and, person-

ally, he strongly favoiired that operation.

Dr. Herbert Spencer congratulated Dr. Munro Kerr on his

interesting paper and upon his results. He was surprised to

hear that the Grlasgow mortality had been as high as 38 per

cent, in the years 1891—1896, and that, too, in the safest class

of Caesarean section, those done for contracted pelvis. He
rememliered that at the Manchester Meeting of the British

Medical Association in 1902 Dr. Murdoch Cameron had given

his mortality at 20 per cent. He was sure that these high rates

were due to some special causes, and was glad to hear that they

had been greatty reduced by Dr. Kerr. His own experience of

the operation in the class of cases dealt with by Dr. Kerr was
limited to eight cases (six with contracted pelvis and two with
obstruction by scars) . The patients all recovered. He had also

performed the operation four times for tumours. One of the
patients died with kidney disease (' Obstet. Trans.,' vol. xxxviii,

p. 403). He preferred the conservative operation without steri-

lisation of the patient in all cases of simple contracted pelvis

which were not infected ; for tumours and infected uterus, and
for uncontrollable haemorrhage, hysterectomy was sometimes
recjuired. He thought that, if at the time of delivery the
patient showed signs of infection, they were probably due to

infection of the cervix during Qxamination or operation, and it

would therefore be better for this and other reasons to remove
the whole uterus l)y total abdominal hysterectomy, an operation
which Dr. Kerr had not considered in his paper. He did not
agree with Dr. Kerr that Poi'ro's operation was less dangerous
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than the conservative operation. As far as he knew no one liad

yet published statistics showing such good results as Zweit'el

with the conservative operation. Dr. Griffith's results had been
very good, and Dr. Spencer lioped he would puldish his cases,

but was sorry to see that Dr. Grrifhth tried to sterilise liis

patients, and surprised to find that he tried to sterilise them by
tying the tubes, which had been proved to be l)oth iuirelial;)le

and dangerous. He (Dr. Spencer) maintained the view he had
always held, that there was no justification for sterilising a

patient in simple cases of pelvic contraction, and dissented

entirely from Dr. Herman's opinion that " if a patient wanted to

be sterilised she should be sterilised." Dr. Spencer held the

opinion that the matter was an ethical one, to be decided entirely

by the doctor, and that his duty was to deliver the woman and
restore her as nearly as possible to a natural condition, a result

ol>taincd by the conservative operation without sterilisation,

and not by the mutilating operation of hysterectomy, nor by the
unreliable and dangerous one of tying the tubes. If the patient

became pregnant again the responsibility was not the doctor's,

whose duty was to repeat the Csesarean section, which experience

showed to be very safe. He (Dr. Spencer) had operated suc-

cessfully twice on one patient, and three times on another. In
this patient the first two children died when a fortnight old,

but the third survives, to the great joy of its mother. However
pleased a woman might be at the prospect of having no more
children, if her only child died, and she .remained childless

through the act of the doctor, she not only grieved, but some-
times gave loud and wide expression to her unfavourable opinion

of the doctor who had placed her in her grievous position.

With regard to Dr. Kerr's remarks on the use of preventives.

Dr. Spencer thought it was not the business of a doctor to

advise their use, but why in non-infected cases of contracted
pelvis Dr. Kerr and others, who advised their use in such cases

as heart disease, should not advise their use after Ceesarean
section instead of miitilating the woman by removing her uterus

or tying her tubes he failed to understand. With regard to the

sutures employed in the conservative operation, he preferred silk,

owing to the safety of the knot. One of Dr. Kerr's patients

died from the giving way of the catgut sutures, and other cases

of the same kind had been published. He should therefore

continue to use silk, which had never given him any trouble in

cases of Caesarean section. He knew, liowever, that Olshausen,
amongst others, had entirely given up the use of silk in favour
of catgut for many years. He hoped yet to see Dr. Munro Kerr
perforin the conservative operation without sterilisation in all

non-infected cases of contracted pelvis requiring Caesarean
section.

Dr. CuLLiNGwoRTH wislied to express his appi-eciation of the
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value of the paper. The author had specified the two points to

which he desired the discussion to be specially directed. The
first of these was the ethics of sterilisation. He (the speaker)
was bound to say that he had altered his opinion on this subject,

and was now inclined to range himself definitely on the same
side as Dr. Spencer. He believed that it was not the business

of an operator deliberately and unnecessarily to put it out of a
woman's power to bear another child. As Dr. Spencer had said,

a woman possessing one living child miglit consent, or even ask,

to be sterilised rather than have again to face a second opera-

tion ; but supposing her one child died, she might deeply regret

having submitted to sterilisation. He could not agree with Dr.
Herman that sterilisation should depend upon the expression of

the patient's own wish at the moment. It was quite common for

women in labour to vow they would never have another child

;

but sensible persons attached no importance to such vows.

Besides, a patient's husband might die, and the fact of her
incapacity to bear a child might stand in the way of a second
marriage. He was distinctly of opinion that both obsteti'icians

and gynaecologists had shown too little respect for the fvmctioual

integrity of the female reproductive organs, and he thought a
useful lesson might be learnt from the attitude of the surgeon
towards the reproductive organs of the male. With regard to

the second point emphasized by the author, Dr. Arthur Wallace
had shown that there was little, if any, more risk in a second or

third Csesarean operation than in a first, and this formed another
strong argument against sterilisation. He was extremely pleased

to hear of Dr. G-riftith's remarkably successful results. He
trusted that, considering the unenviable position that England,
and especially perhaps London, held in respect to its statistics

of mortality after Cajsarean section. Dr. Grrifiith's local patriotism
would induce him to lose no time in publishing his cases. The
author had, in the speaker's opinion, laid more stress than
necessary on the danger of infection from the vagina. In the

light of our experience of the extreme rarity of any trouble from
that source in the operation of vaginal hysterectomy, it seemed
unnecessary to waste valuable time in elaborate vaginal disin-

fection. He Avould like to ask the author whether, in his opinion,

there was any real basis for the warning, emphasised in every

text-book, to avoid the mucosa when stitching the uterine wound.
All such instructions, if unnecessary, were harmful ; they diverted

the operator's attention from more important matters. And
this particular instruction Avas apt to frighten the inexperienced

operator, and prevent him passing his sutures sufiiciently deeply.

He was in entire agreement with Sir Wm. Macewen's remarks,

in his address at Oxford, on the use of non-absorbab1e sutures

within the body. He therefore quite thoiight, with the author,

that catgut sutures were preferable to any other for stitching up
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the uterus, provided tliey could be so prepared as to be aide to

be tied firmly, and to remaiu uiiabsorbed a sufficient length of

time to prevent the wound gaping. There seemed reason to

hope that some sutures recently placed on the market would be
found to fulfil these conditions.

Dr. MuNRo Kerr, in his reply, pointed out that the subject

for consideration to-night was Csesarean section in contracted

pelvis, and that conseqiiently consideration of the operation in

other conditions was irrelevant. He pointed out to the President

that in no case was the true conjugate more than three inches,

and that the reason for the large number of Csesarean sections

in Glasgow was the prevalence of rickets amongst the working
classes. It had actually occurred quite recently that his col-

league had to perform the operation tlirice in twenty-four hours.

Some had remarked upon the simplicity of the operation. He
quite agreed with these gentlemen ; he believed it was probably

the simplest operation in abdominal surgery, for there seldom
were any complications. But the reason for a maternal mortality

of 7—10 per cent., which was about the average at present, was
that the patients had to be hurriedly prepared and operated

upon. There was no time for careful disinfection of the abdo-

men and cleansing of the vagina. In addition, it must ever be

remembered that cases of Csesarean section were subjected, not

only to the risks of the normal abdominal operation, but to those

connected with the puerperal state. On that account therefore

hysterectomy at the present time was the safer operation if the

patient had not been carefully prepared a day or two beforehand,

and he thought that his own figures, and those of almost all

operators Avho had had an extensive experience of the operation,

confirmed this view. It Avas quite otherwise in the case of those

who could be carefully prepared ; then he thought the conserva-

tive operation was the most suitable. In spite of what had been

said to the contrary, he believed the thorough cleansing of the

vagina was most important. He had given his oAvn views on the

ethics of the sul)ject of the repeated operation. He could, how-

ever, quite understand the strong position taken up by Dr.

Spencer and Dr. Cullingworth, practically the attitude taken l>y

Green in the recent discussion in America on the same subject,

and already cjuoted in the paper. But assuming the mortality

in the repeated operation is about the same as in the first opera-

tion, namely 7—10 per cent., he contended that the chances of

the woman succumbing to the operation must be very consider-

able after it had been performed three or four times. With
regard to the subject of the material used for stitching, to Avhich

Dr. Griflith and Dr. Spencer had specially referred, he quite

agreed that there was a great deal to l^e said against catgut.

Taking everything into consideration, however, he believed that

more could be said against silk for, as he had already meutioued
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ill his paper, troublesome sinuses occasionally occurred when the

latter material was employed and became infected. He certainly

Avas surprised that Dr. Griffith still advocated the use of silver

wire ; he thout]^ht the whole tendency of operators was to employ

an absorbable material for ligatures and sutures. He quite

agreed with Dr. Cullingworth that it was no great disadvantage

to include the mucosa in one's suture, and he certainly thought

with Dr. Cullingworth that it was of very great importance to

stitch deeply and include the whole thickness of the uterine wall

in the suture. There was just one other little matter he wished

to refer to, as it had not been touched upon by other speakers

or writers, and that Avas the fact that the uterine sutures were

tied very tightly in order to bring not only the edges together,

but to stop the haemorrhage. In consequence the uterine

wound might be deprived to some extent of its blood siipply,

and a less firm cicatrix might be the result. If that should be

the case, it would naturally be an argument against the con-

servative operation.
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Edward Malins, M.D., President, in the Chair.

Present—38 Fellows and 6 visitors.

Books were presented by the Royal Medical and

Chirurgical Society, Dr. Venn, and Dr. Kamann.

J. Cole Marshall, M.B.Lond., F.R.C.S.Eng., was ad-

mitted a Fellow.

Norman Blake Odgers, M.B , B.Ch. (Plymouth);

Edward Colston Williams, M.B., B.S.Lond. (Liverpool),

were declared admitted.

The following gentleman was elected a Fellow :

—

Frederick William Forbes-Ross, M.D.Edin., F.R.C.S.Eng.

Report of Pathology Committee on Dr. Purslow's

Specimen of Cijstic Tumour of Uterus.

The specimen has been unavoidably mutilated to an

extreme degree during operation, so that anatomical

relations are impossible to define with precision. The

only relation clearly to be made out is the uterine cavity,

divided apparently a little above the os internum, and
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surrounded l^y thick uterine wall. The uterine cavity is

very short ; it passes upwards from the cut section for

half an inch only. Attached to a central mass of uterine

tissue, which probably represents the upper two-thirds of

the body, are portions of two cysts, one on either side.

Each cyst has very thick walls, which have become
shrunken, wrinkled, and distorted by prolonged immersion

in spirit.

Histological section through the cyst wall and adjacent

uterine tissue shows fibro-myomatous tissue. Other sec-

tions from the more distant part of the cyst wall largely

consist of fibrous tissue Avitli numerous vessels. No
definite anatomical structures have been found in any of

the sections by which we can identify the character of

the cyst.

C. E. PUESLOW,

J. H. Taegett,

G. Bellingham Smith,

CUTHBERT LOCKYEK,

Alban Doean, Chairman.

Octoher 26th, 1904

Report of Pathology Committee on Dr. Pursloic's

Specimen of a Case of Tubal Mole.

The specimen consists of a tuberous mass, measuring

1\ inches in its longest diameter, Avhich, on section, shows

a thin capsule, enclosing red spongy placental tissue. In

the middle of the latter lies a small cavity in which is a

foetus measuring g inch in length.

At the site of attachment the capsule is deficient over

a circular area the size of a sixpence.

C. E. POESLOW,

J. H. Taegett,

G. Bellingham Smith,

CUTHBKRT LoCKYER,

Alban Doran, Chairman.

Octoher 26tK 1904.
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Report of Pathology Co^nmittee on Dr. Frank E.

T-aylor'ti Specimen of Fihrovia of the Ocary.

We liave examined the tumour and the mici-oscopic

sections^ and we agree with the description given by the

exhibitor.

Frank E. Taylor,

(jr. Bellingham Smith,

CUTHBERT LoCKYER,

Alban Doran, CJtairman.

October 2Qth, 1904.

CASE OF DOUBLE SYMMETRICAL CYSTOMA OF
UNUSUAL ORIGIN AND CONNECTIONS.

Shown by Dr. John H. Dauber.

Gr. G—, aged 27 years, single, a teacher, was admitted to

the Hospital for Women, Soho, on June ITth^ having pre-

viously attended for about two months in the out-patient

department. She complained of backache and menor-

rhagia, from which slie had suffered for five or six years.

There was nothing otherwise in the previous history of

importance.

A note had been made on her out-patient's paper
" both ovaries much enhirged and cystic."

After admission the catamenia set in, lasting ten days

and being pi-ofuse, and, as the menorrhagia and pain

seemed due to the (supposed) enlarged ovaries or tubes,

it was decided to do an exploratory laparotomy.

On opening the abdomen the left tumour was easily

brought to the surface after separating a few slight adhe-

sions. It was yellowish-white, presenting all the appear-

ances of a dermoid, but on further examination the tumour
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was seen to be quite independent of the ovary, which was
normal in appearance and situation. The mass was at-

tached to the end of the Fallopian tube, the fimbriae of

which grasped it and were adherent to it, covering about
a sixth of the total surface.

The tube itself seemed normal in all respects. I should

have liked to have dissected the fimbriae off the tumour,
and this, with my present knowledge of the thickness of

the cyst wall, is what I should have done, but at the time

I was afraid of letting out pus. I therefore ligatured the

tube close to the cyst and removed it. Curiously enough,
identically the same conditions icere found on the right side.

The right ovary and tube were also apparently normal.

The cyst was removed in a similar way.

At the conclusion of the operation one of the masses
was cut into. It presented all the naked eye appearances

of a dei-moid—being full of greasy pultaceous matter.

The cysts were submitted to Dr. Norman Dalton, the

Pathologist, who reported as follows :

" The cyst wall has an inner lining of very old fibrous

tissue ; outside there is loose connective tissue, and in one

place a group of small gland acini lined by cubical epi-

thelium ; no trace of any epidermal structures. The
gland acini are not like sebaceous glands.

" The pultaceous contents contained large numbers of

fatty leucocytes and some fine globules of fat. It did

not dissolve much in ether, the fat being inter-cellular to

a great extent. There were some cholesterin crystals, no

haii'S.

" I think that it is not a dermoid, but a cyst developed

from remnants of Miiller^s duct, which has suppurated.^'

This view may be correct. The pedunculated hydatid

of Morgagni, the most anterior or cephalic extremity of

the Miillerian duct, is often present, and the cysts may
have originated from it.

But there is occasionally a small cystic dilatation at

the anterior or cephalic extremity of the Wolffian duct.

The remnant of the Wolffian duct runs below the Fallopian
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tube, and somotimes alongside the uterus and vagina,

persisting occasionally as the duct of Gartner, the normal

condition in the sow, 'I'he tubules in the mesosalpinx are

the epoophoron, those in the mesometinum the paroophoron.

Both these, as we know, give rise occasionally to cysts of

large dimensions. According to Arthur Keith {' Embryo-

logy,' page 105), '' A hydatid attached to the meso-salpinx

at the fimbriated extremity of the Fallopian tube is

situated at the anterior end of the Wolffian duct, and

represents the most anterior or cephalic of the Wolffian

tubules, or perhaps the cephalic end of the Wolffian duct,

or even the pronephros, although it is improbable that

this transient embryonic structure should persist (J. H.

Watson). It certainly corresponds to the pronephric

remnant found in the frog. It may become enlarged or

cystic, but never to a great extent."

I am rather inclined to think myself that these sym-

metrical cysts originated from this hydatid, the cephalic

extremity of the Wolffian duct, rather than from the

Miillerian duct, partly on account of its situation,— it was

not pedunculated, but closely grasped by the fimbrite,

—

and partly because we know how prone other remnants of

the Wolffian body are to take on cystic developments.

Microscopically tliey are clearly not dermoid cysts, nor

mere dilatations of the Fallopian tube itself. 'I'hey are

quite outside both the tube and broad ligament, and had

no connection whatever, as I have stated, with the ovai'ies.

Another curious feature in the case is the suppuration

of the cysts. The patient never had an}'' temperature

either before or after operation. The uterus and vagina

were quite normal, and why they should have both sup-

purated simultaneoush', for no reason apparently, is to

me very puzzling. The case has seemed to me an in-

teresting one, and I thought it might possibly interest

some of the Fellows.

The specimen was referred to the Pathology Committee.
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DERMOID CYST OF THE OA'AEY, REMOVED BY
ABDOMINAL SECTION FIVE YEARS AFTER
CAUSING OBSTRUCTION TO LABOUR.

Shown by Dr. Walter Tate.

Mrs. L—, aged 34 yeai's, married, had her first con-

finement five years ago. On that occasion the passage of

the head was obstructed, owing to the presence of a

tumour in the pelvis. After very great difficulty the

medical attendant succeeded in pushing up ihe tumour

beyond the head and delivering with forceps. The puer-

perium was perfectly normal, and no further investigation

was made into the nature of the swelling. The patient

has had two easy labours since, the last occurring in

April, 1904. Since the last confinement there have been

three attacks of abdominal pain, and much discomfort

has been suffered owing to bad " prolapse of the womb."

Numerous pessaries have been tried, and entirely failed.

Dr. Atkey, of Southampton, sent the patient to see Dr.

Tate in August, 1904. A cystic tumour could be felt

occupying the pelvis and pushing back the uterus. The
perinteum was very lax, and there was considerable pro-

lapse of the anterior and posterior vaginal walls. The

cervix reached almost to the vulva, and the sound showed

the uterine canal to be 4i inches long.

Plastic operations were performed on the anterior and

posterior vaginal walls and perinaeum, the cervix was

amputated, and finally the ovarian cyst was removed by

abdominal section and the uterus fixed to the abdominal

wall. The whole series of operations were carried out

under one anajsthetic.

The ovarian cyst removed was as large as a foetal head,

and on section was found to contain a mass of hair and

sebaceous material, while projecting from the wall of the

cyst was a bossy projection containing bones, on the sur-

face of which were several beautifully-formed teeth.
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PREGNANT UTERUS WITH CANCEROUS CERVIX
REMOVED BY PAN-HYSTERECTOMY.

Shown b}^ Dr. F. N. Boyd.

Mes. Boyd showed a pregnant uterus removed on

July 6th, 1904, 1)}' abdominal pan-hysterectomy from a

patient of 40, who came to the New Hospital giving- a

history of five months' hasmorrhage recurring in fort-

nightly attacks. The cervical growth was not ulcerated,

but a w^edge excised for diagnosis showed definite squa-

mous carcinoma. The uterus was noted to be held up

somewhat towards the left, but no definite infiltration of

the broad ligament could be made out. It seemed to be

one of tlie borderland cases, where it was worth while to

give the patient the chance afforded by a radical opera-

tion, whicli she acccepted.

The operation was somewhat complicated by the size

of the uterus, by the difficult}^ of freeing the cervix on

the left side, and by the brittle condition of the vessels

here, which made them difficult to secure, so that there

was quite a fair amount of bleeding. Consequently, she

had to be content with tying the uterine arteries where

they could be reached, and was unable to carry out the

typical dissection of these vessels with the connective

tissue of the broad ligaments.

The uterus with the right appendages was removed
through the abdominal wound, the left appendages sepa-

rately. The pelvic peritoneum Avas closed in the usual

way by catgut suture over a gauze drain passing between

the vaginal fl.aps into the vagina. The abdominal wound
healed by first intention, but with the vaginal wound an

unusnal thing happened : the gauze drain was removed
on the third day, and, on examining j:>pr vaginam on the

sixth day, the peritoneal stitch w^as found to have cut out,

and large intestine to be pi'olapsing into the vagina.

After a saline douche she i*eturned it, supporting the
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vaginal flaps with a liglit gauze pack^ and, except that it

was necessary to keep the patient recumbent for a longer

time than usual, no further difficulty ensued, and the

vagina healed well. She was more than ever doubtful

about the prognosis after the operation, for she was far

from satisfied that the left broad ligament was not invaded

by the disease, and feared a rapid recurrence.

When the patient was seen a short time ago, however,

she was looking well and strong, both abdominal and

vaginal scars Avere soft and sound, and no infiltration

could be detected in the ueiglibourhood of the left fornix.

In commentiug ou the specimen, Mrs. Boyd said that when
Dr. Sanderson showed a similar case before the Society in 1901

most of the Fellows who spoke expressed themselves as opposed

to the abdominal operation chosen, preferring the vaginal method,

either immediately after emptying the uterus in one way or

another, or after the lapse of several days, when involution had
occurred to some extent. In the course she had adopted in this

case she had followed the practice usual at the New Hospital for

Women, where, since 1901, she and her colleague, Miss Aldrich-

Blake, in all cases of cancer of the body of the uterus, and in

most cases of cancer of the cervix, used the abdominal route.

They had now had in all twenty-one cases without a death, so

that she claimed that the patient was not exposed to any more
risk by adopting this method. She thought the plan of empty-
ing the viterus and waiting for involution before removing it

opposed the surgical principles which guided the treatment of

cancer elsewhere, viz. to remove a cancerous organ at the earliest

possible moment after the diagnosis was established. It would
seem that the process of involution following on the activity of

a miniature laboin", with its increased supply of lymph to the

part, might prove specially favourable to the spread of cancer

cells in the interval before the growth was removed. This con-

sideration, and the danger of the possible high implantation of

cancer cells or of uterine sepsis by the means necessary to empty
the uterus, made her think the removal of the uterus entire a

safer operation.

Dr. LocKYER remarked that this was the second specimen of

its kind shown at this Society where the combined vagino-abdo-

minal method of hysterectomy had been adopted for the treat-

ment of pregnancy complicated by cancer of the cervix. The
other case was that of Dr. Sanderson, who, ou September 18th,

1901, removed the uterus by this method during the eighteenth

week of gestation (see ' Obstet. Soc. Trans.,' vol. xliii, p. 312).
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Thanks to Dr. Sanderson, his specimen was ag-ain exhibited side

by side with that of Mrs. Boyd. Dr. Sanderson had kindlv
replied to Dr. Lockyer's request for the after-liistory of the case

as follows :
—

" The case to which you refer remained apparently
perfectly well up till the following June, in which month I

examined her carefully, and there was no sign of local recur-

rence. She developed ascites rather suddenly in August, and
died in six weeks from peritoneal cancer. The vagina remained
free of growth, and the recurrence was entirely abdominal." The
speaker remarked upon the significance of the last statement in Dr.
Sanderson's letter. It was to him another convincing proof that

cases of recurrence after hysterectomy for cancer are due to direct

implantation of cancer cells at the time of the operation and
through the mode of technique. Dr. Lockyer had shown a case
at this Society where, after he had removed a rapidly growing
epithelioma of the cervix which had extended to the posterior
vaginal wall, death followed five months later from the develop-

ment of a large growth at the lower edge of the vaginal incision^

thus affording conclusive evidence of implantation by knife or

scissors during removal. Upon that occasion the speaker had
suggested that the only method of overcoming this danger was
to adopt Dr. Spencer's plan of employing the electro-cautery

instead of using knife or scissors, and now, since he learned
from the history of Dr. Sanderson's case that "peritoneal,'" but
no local recurrence occurred after removal of the cervical growth
thi'ough the abdomen. Dr. Lockyer was driven to the conclusion
that in all cases where pregnancy is complicated by operable
carcinoma cervicis the uterus should be removed per vaginam.
In the earlier months the ovum need not be interfered with, bvit

after the fourth month it would be better to empty the uterus
before its removal by the cautery.

Replying to Dr. Lockyer, Mrs. Boyd said that she c[uite

agreed as to the desiral )ility of destroying a cervical growth with
the cautery before removal through the abdomen, and had
adopted that method. But in the present instance, as the
growth was not ulcerating, and the mucous membrane intact,

she had thought that direct implantation metastases were not
likely to occur.

VOL. XLVI. 24
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FIBROID OF BROAD LIGAMENT.

Shown by Dr. F. N, Boyd.

Mes. Boyd showed a case of fibroid of the broad

ligament removed at the New Hospital for Women from

a patient of 63.

The menopause had occurred at fifty-four, and had

been followed two years after by a flooding. For the

three months previous to operation she had had copious

hfemorrhages every three weeks, and had noticed con-

siderable increase in size for five months.

At tlie operation a fibroid, springing from the neigh-

bourhood of the left mesosalpinx, was found adherent to

the tube and involved with it in a torsion. It was

removed with the appendages of the left side, and, as its

benign nature was not then clear and the uterus itself

was seen to be enlarged, a pan-hysterectomy was done.

On o]3ening the uterus the walls were thick and fibroid,

and the cavity occupied by a tongue-shaped polypus, con-

sisting of fibrin attached to an adenomatous base. The

section showed a benign adenoma. The fibroid sprang

apparently, as was common witli the pedunculated fibroids

of the broad ligament, from the mesosalpinx, but in

close relation with tlie ovarian ligament. The section

showed ordinary fibroid structure, and was taken from

the pedicle of the growth, quite close to the shrunken

ovary.

The specimen was referred to the Pathology Committee.
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CAKCINOMA OF THE OVARY OF UNUSUAL
TYPE.

Shown by Dr. Cltthbekt Lockyek.

De. CuTHBiiKT Lockyek showed a o•ro^vth of the left

ovary removed on December 12th, 1902.

The clinical history of the case was as follows :

J. F—, aged 44 years, had been married twelve years.

She had had one child nine and a half years ago. Two
abortions had occurred, the last being in December, 1901.

The patient came to Plaistow Hospital on December
4th, 1902. She had been under treatment for haemor-

rhoids for fifteen months, and had obtained relief from

aperient pills and simple enemata. During the past year

she had been in Dagenham Isolation Hospital for small-

pox. When first seen by Dr. Lockyer, at Plaistow, the

patient complained of " pain in the back 23assage, with a

discharge of blood and pieces of white stuff." Defalca-

tion was difficult, and never complete ; much straining-

was necessary, the motion being at times tape-like in

.shape. The patient had to go to stool as often as ten

times in a morning; sometimes blood alone passed, at

other times fasces in small fragments.

Menstruation was regular, lasting three or four days
;

it was painful, and occasional clots were passed. Lately

the How had been pale in colour. The pain started in

both iliac fosste, and ran down both thighs, and through

to the back. There had been some leucorrhoea, but never

a blood-stained discharge between the periods.

Examination revealed a growth in the pelvis of stony

hardness, and nodular on the surface, which was pressing

upon and displacing the rectum. This hard growth was
continuous with a spherical tense mass of cystic consist-

ence, which filled the pelvis below and reached to the

umbilicus above. The cervix uteri was pushed to the

right ; the os was patulous. The sound was not jjassed.
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The tumour was taken to be a fibroid of the uterus

which had undergone cystic degeneration in front and

above, whilst its still solid portion was pressing upon the

rectum behind, and setting up signs of rectal ulceration

and obstruction. On December 12th, 1902, the abdomen
was opened by a four-inch incision in the mid-line. The
abdominal part of the cyst at once presented, and its con-

tents burst into the peritoneal cavity ; on passing the-

hand rnto the abdomen thin greenish fluid escaped. The
pelvis was filled by a second cyst, Avhich was adherent to

the floor of Douglas's pouch. Uniting these two cysts

upon their posterior aspect was an elongated solid mass

made up of three tuberous lobes with a ci'enated outline,

which on section showed a smooth homogeneous surface

like that of a potato. This mass lay posteriori}^, and
pushed the rectum inwards ; it was what had been mis-

taken for a fibroid, and to its relation with the rectuni

had been attributed all the symptoms which pointed tO'

obstruction of the bowel. This growth, partly cystic and

partly solid, belonged to the left ovary, and had stretched

the two folds of the left broad ligament over its lower

half. Its removal was effected by ligaturing the adnexa

close to the uterus, and tying off the expanded broad

ligament in front of the tumour. The sigmoid and upper

part of rectum were distended by hard fa?cal masses.

The right ovary contained two cysts united hy a frag-

ment of atrophic ovarian tissue. There was a small

pedunculated cyst in the right mesosalpinx. These,

together with a part of the right tube, were removed.

The uterus, thus deprived of its supports, was fixed to

the anterior abdominal wall, and, after tying- off some

oozing adhesions on the floor of Douglas's pouch and

flushing the abdomino-pelvic cavity with sterile Koch's

solution, the abdominal Avail Avas brought together Ijy

means of three layers of silk sutures. The patient recovered

without a rise of temperature, but rectal obstruction,

which Avould only partially yield to enemata, led to a

further examination of the bowel, and then only, after
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removal of the ovarian g-rowtli^ was the carcinoma recti

<lisci>vered by digital examination. The symptoms of

chronic intestinal obstruction became more severe, and

were relieved by colotomy, after which the patient only

lived for a few months.

Description of the tumour.—The growth consists of two

cysts united by solid tissue in the middle. The entire

tumour is of an elongated oval shape, and when in situ it

stood on end, with its long axis in the vertical, so that

the la.rger of the two cysts, which was uppermost, reached

to the level of the umbilicus, and extended downwards

into the pelvis to about the middle of the sacrum, where

it was replaced by solid growth. The latter ran obliquely

across the axis of the tumour, and was continuous below

with the smaller cyst, Avhicli was adherent to the pelvic

floor, but not to the uterus. The upper cyst had very

thin Avails and was unilocular, the lower was multilocular,

and contained collaginous material ; the upper measured

7 inches in its longest diameter, the lower measured 4

inches in its greatest length.

The solid growth measured 4| x 2^ inches, and con-

sisted of three crenated lobed nodules the size of small

tangerine oranges. The solid portion only presented upon

the posterior and upper part of the tumour ; in front the

cysts were in contact and hid the solid growth fi'om view.

On microscopical examination the solid tumour looked

at first sight like a fibro-adenoma with far more fibrous

tissue than glandular elements. The latter were repre-

sented by branching tu1)ules lined by a single layer of

columnar epithelium, some of the cells were in the goblet

condition.

The ovarian ligament ran into the solid growth, So that

this appeared to be a neoplasm of the hilum of the ovary,

and the unilocular cyst probably arose from the same

source, whilst the multilocular cyst represented the

O(jph0ritic portion of the gland.

The parts removed from the right side consisted of

o inches of the Fallopian tube, the mesosalpinx, and the
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ovary. The latter contained two cysts, each the size of

a walnut, and united by a narrow central isthuuis of

puckered ovarian tissue. The parovarium was well

marked, and showed a pendulous cjat the size of a horse-

bean, corresponding to a Kobelt's tube.

Although the first impression, gathered from a view of

the microscopical section of the solid tumour of the left

ovary, gave the impression that it was a fibro-adenoma,

i. e. a benign growth ; a careful survey of several sections

led Dr. Lockyer to conclude that he Avas dealing with a

columnar-celled carcinoma, similar in structure to the type

of cancer found in the intestine. Portions of the growth

very closely resemble the drawings of Dr. W. A. S.

Griffith's specimen of " Primary Solid Carcinoma of the

Ovary,'' figured in the ' Transactions ' of this Societ}^

vol. xlii, Plate V, page 34, the chief difference being that

none of the sections show any resemblance to spheroidal-

celled carcinoma, as was the case in Dr. Gi-riffith's specimen,

but, as far as the hollow tubules lined by a single layer

of columnar epithelium are concerned, the two cases agree.

Shattock has recorded a case of columnar-celled carcinoma

of the ovary {' Trans. Path. Soc' vol. xl, p. 208) which

consisted, histologically, of tortuous channels of vai-ious

forms, according to the direction of their section, and

lined with remarkably tall, slender, and very closely-

compressed columnar epithelium disposed in a single layer

and everywhere bounding a lumen. The stroma between

the spaces is of a delicate richly-celled connective tissue,

and is about in the same proportion as the tubular ele-

ments. The contents of the spaces are sharply demarcated

from the cells, and consist in many of an unstained, glassy,

minutely-fissured substance, presenting very clear traces

of concentric lamination.

These are the only two cases the speaker had been aide

to find which at all correspond to his own case in histo-

logical features ; both were rapidly fatal.

At the October meeting Dr. Lockyer drew attention to

the frequent association of cancer of the alimentary tract
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and of the ovaiy or ovaries, but he could not accept the

vicAvthat the ovarian growth is necessarily always secondary

to the growth in the bowel. In cases where one type of

carcinoma exists in the bowel and another type in the ovary

he (the speaker) argued that the foci were probably inde-

pendent—an exam]ile of carcinomatosis in fact, and not

one of primary lesion and metastasis.

In the present case where the bowel symptoms had

been shown by the clinical history to exist for fifteen

months, and where the ovarian groAvth resembled in its

structure the columnar cancer, so common in the rectum,

it certainly seemed highly probable that the solid mass in

the hilum of the left ovary (measuring four and a half

inches in its longest diameter) was secondary in origin to

the carcinoma recti.

Whilst granting that this particular case is one of

primary carcinoma of the bowel with a metastasis in the

left ovary, the speaker is not prepared to say " ab una

discite omnes."

A NEW GALYAXO-CAUTERY KNIFE.

Shown by Dr. Herbert Spencer.

Dr. Herbert Spencer showed a galvano-cautery knife

which he had designed, and had had constructed by Messrs.

Mayer and Meltzer. The new feature in it consisted in

the"^ method of insulating the wires. In his instrument
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the handle itself formed the means of insulating the wires.

The handle was made of non-conducting- vegetable fibre,

and the whole instrument could be boiled. There was
the additional advantage that there were no loose points,

the platinum wire being fused on to the ends of the thick

copper wires which passed through and Avere fixed in the

handle. The handle was attached by means of a plug to

flexible wires fixed to a pedal-switch so that the current

could be turned on and off cpiickly Avithont using the

hands. He had used the instrument a good many times

for high amputation and for hysterectomy.

Dr. Amand Routh asked if the whole operation of vaginal
hysterectomy was done with the cautery knife, especially as

regards the stripping off of the ])ladder from the lower uterine

segment.
Dr. LocKTER referred to the A'ery bad results in removal of

the tongue by the thermo-caviterv, in which cases secondary
haemorrhage due to the absorption of sepsis by the eschars was
a frequent occurrence. He asked Dr. Spencer if secondary
haemorrhage had occurred in any of his cases where he had used
the cautery for vaginal hysterectomy ?

Dr. Spencek, in reply to Dr. A. Routh's question, said he did
remove the cervix and the uterus by the galvano-cautery only,

without the use of scalpel or scissors ; the bladder was easily kept
out of the way by means of a retractor Avhich was placed on the

anterior flap. In reply to the question as to secondary haemor-
rhage he stated that he had met with it once or twice, but it

was due to defective technique and not to the cautery.
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{Ahstract.)

An accouut is given of three cases of cancer of the cervix com-

plicating labour in advanced pregnancy which were delivered

through the natui-al passages, and treated by high amputation

of the cervix during the puerperiiim, or (in one case) five months

after dehvery. The patients remain well and free from reciir-

rence eleven, eight and a half, and eight years after the high

amputation.

The children were born alive, and one survives ; one of the

patients has since been delivered by Caesarean section of a child

which also survives.

The writer has only been able to find two other cases in which

the patients operated on for cancer complicating labour in

advanced pregnancy have remained well for five years, viz.

Olshausen's (five and three quarter years), and von Otfs (eight

and a half years.

The five cases were all delivered through the natural passages,

and w^ere operated on within a short period after delivery.
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The writer also gives short notes of three cases of cancer of

the cervix complicating labour in advanced pregnancy in which

the disease was too extensive for radical treatment. Two were

delivered through the natural passages, and one by Porro's

operation (with the serre-noead). All three cases recovered, and

the children were born alive.

These six cases comprise the whole of the writer's experience

of cancer complicating advanced pregnancy (see Table III).

Tal)les are given of two series of cases from the Beidin and

Leipzig clinics, eighteen cases in all, of which twelve were in the

operable stage and were treated by vaginal or abdominal

hysterectomy. Of these twelve cases two died from the opera-

tion, i. e., the mortality was 16"6 per cent., and only one patient

remained well five years after the operation.

Five of the Berlin and Leipzig cases, too far advanced for

curative operation, were delivered by Caesarean section, followed,

in three cases, by amputation of the body and suturing of the

stump ; four of these patients succumbed, giving an immediate

mortality of 80 per cent.

The methods of treatment are briefly discussed.

The opinion held by Pinard, Bouilly, and others that these

cases are hopeless, that the end of pregnancy should be awaited,

and the interests of the child only considered, is shown to be

erroneous. In the writer's opinion labour should be indiiced by

de Eibes's bag if the pregnancy is some weeks short of term,

and treatment should have in view the cure as well as the safe

deliverv of the patient. How to attain these objects will best be

judged when more gynaecologists pulilish all their cases, and

larger statistics become available. Meanwhile the author is in

favour of the following :

1. Great care should be taken h\ the use t)f antiseptic solu-

tions, uncontaminated instruments, and the cautery to prevent

local implantation of cancer cells.

2. In operal^le cases delivery should lie effected iJer vias

nafvrales, when pi'acticable, followed, during the puerperium, by

the high amputation of the cervix with the galvano-cautery,

and, in certain cases, by the removal of the body immediately

afterwards.

3. In operable cases in which the growth is limited to the cervix
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which -will not dilate the author suo-u-ests (a) the removal of the

cervix with the galvano-cautery, followed by the delivery of the

child and the removal of the body either by the vagina or by

the abdomen, as being probably preferal)le to (h) the removal of

the child by Caesarean section, and of the uterus by the vagina

(Olshausen), and (c) the removal of the child and body by the-

abdomen, and of the cervix by the vagina (Fehling).

4. For operable cases in which the cancer has extended outside

the cervix cauterisation of the growth followed by abdominal

hysterectomy.

5. For cases too far advanced for radical operation Porro's.

operation with the use of the serre-noetid.

When a pregnant woman is suffering from operable

cancer of the cervix the considerations which will guide

us in treatment vary according as the patient is in the

first seven months or the last tw^o "^ months of pregnancy.

In the former case the treatment usually adopted entails

the sacrifice of the child ; but, except in France (where

Bouilly, Pinard, Yarnier, and Champetier de Ribes t haye

advocated w^aiting till the end of pregnancy), I belieye

gynascologists agree that the sacrifice of the child is

justified in these cases in the interest of the mother. The

opera-tive technique olTers no special difficulties in the

early months.

In the last two months of pregnane}', with which only

this paper deals, tlie difficulties of treatment of operable

cancer are increased by the interests of the child and by

the great vascularity and large size of the uterus. The
infrequency of the cases in the care of individual gynte-

cologists and the great rarity of " cure "
J have rendered

the treatment varied, and the results have been very un-

* German authors mostly sj^eak of ten months (lunav) where ^ve speak

of nine months (calendar) -. the last two months of British writers thus

correspond roiighly to the last three of German writers in inchiding the

ages at which the chikl has a reasonable chance of siirvivaL

t ' Annales de Gynecologie et d'Ohstetriqne/ 1901.

X I use the term for the sake of brevity in the conventional sense of

"freedom from recurrence for five years."
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satisfactory. The following' three cases successfully

treated by an operation which is now unconnnon will, I

think, be of interest to the Society.

Case 1.—E. W

—

, aged 33 years, married ten J^ears,

who had had four children (born without the aid of

instruments) and one abortion, was delivered by forceps

in the Maternity of University College Hospital of a full-

term livino' child, through a cancerous cervix, on March
25th, 1893, by my assistant, Mr, H. Ballance, who correctly

diagnosed the condition. She had suffered from pains

for the previous week, and the discharge of blood, which

.she had had for eight months, had increased. Regular

pains set in on March 24th, at 6 p.m. The os dilated

slowly, the ])Osterior lip dilating well, but the anterior lip,

occupied by the cancerous gi*owth, not yielding. At
1 a.m. on the 25tli the membranes were ruptured arti-

ficially. The labour progressed slowly, although the pains

were fairly strong. At 5.20 a.m., as the pulse was 100,

and the patient had not much strength for bearing down,

the forceps was applied (the head being low in the pelvis),

although the os was not fully dilated. Very gentle traction

sufficed to deliver a living male child."^ The placenta was

expressed fifteen minutes later. There was no post-partum

hasmorrhage. The patient made an uninterrupted recovery,

the temperature not rising above 98*4'^ during the puer-

perium. Iodine douches were given daily.

She was admitted to University College Hospital on

April 5th, 1893. She stated that for the last eight

months she had had a bad discharge, consisting of blood

and matter, but no clots. The discharge was greater

after exertion. It had not altered in amount since the

birth of her child. She had not lost flesh, and had

generally enjoyed good health, but had been troubled with

a white discharge occasionally before her present illness.

She began to menstruate at fourteen, was always regular,

the periods lasting four days, and being accompanied by a

* Tliis oliild died when eleven months old of whooping cough.





Plate IX. 'Obstet. Soc. Trans. ' Vol. XLVI.

Case 1.—Squamous eijithelioma of c?i'vix. SketL-li )iy autlioi- just
before operation. (Natural size.)

Fui. 2.

^^^^^^

'' i^'s.'^A^iii'-> ,V ',••' '

Case. I.

—

S;|u;iiiiiius ciiilliclidiiia of cervix. (Microscopic section

under low power)
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g'ood deal of pain at tlie beg-inning-. There was no lii.stoiy

uf tumours in the family.

On admission the patient looked fairly well and was not

antemic. The heart-sounds were normal. There were

some sibilant niles all over the chest. The fundus of the

uterus reached up to a height of three and a half inches

above the pubes. There was a slightly enlarged gland to

be felt in the right groin. The perinasum, slightly notched,

had practically healed. The cervix was rather far back

and drawn over to the right side of the pelvis. It was

movable. The anterior lip of the cervix Avas greatly

enlarged by an ulcerated^ malignant growth, as far as the

vaginal insertion ; the posterior lip was free. The drawing'

(see PI. IX, fig. 1) shows the actual size and appearance of

the cervix just before operation. The growth did not

bleed much on examination. There was no invasion of

the broad ligaments, as determined by rectal examination.

On Ap>-il 8th, 1893, I removed the cervix by the high

amputation. After incising the vagina in front of the

cervix and pushing up the bladder, a similar incision Avas

made behind, and the base of the broad ligament was tied

Avith thick catgut ligatures, and the part between the

cerA'ix and the ligatures divided Avith scissors. The cervix

Avas then freed higher up, during Avhich part of the oi^era-

tion the uterine cavity Avas opened anteriorily. One or

two small A'cssels were temporarily clamped, and then the

cer\'ix Avas cut oH, and all bleeding stopped with Pacquelin's

cautery. The peritoneum Avas not opened. The A'agina

Avas firmly packed Avith iodofoi'm gauze and a morphia

suppository gi\'en. The recoA'ery Avas uneA^entful. The

gauze was remoA^ed on April 11th; afterAvards boric acid

douches and iodoform bougies Avere employed. On April

25th the body of the uterus had involuted Avell ; it did

not appear to measure more than one and a half to tAvo

inches in outside length. At the fundus of the A'agina Avas

a healthy, granulating surface, measuring f in. by -J- in.

Microscopic examination shoAved the groAA'th to be a

squamous epithelioma (see PI. IX, fig. 2). [The cervix
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:and sections were sliowii.] On May 4tli the wound Lad

soundly healed, and on May 8th the patient left the

hospital, she and her child being quite well. She was

regular afterwards and at first menstruated Avithout pain,

but in February, 1894, had considerable pain.

On Juno 6th, 1894, she menstruated for the last time

:and became pregnant. On March (3tli, 1895, I performed

Porro's operation, treating the stump extra-peritoneally

with the seyre-noeud ; the ovaries and tubes Avere also

removed. Both the mother and the child recovered well.

I have published a full account of the operation in

' Obstet. Soc. Trans.,' vol. xxxviii, p. 413. The child

weighed 7 lbs. 5 oz. I have .seen the patient and her

child frequently since.

Infant

In May, 1894, the patient weighed 8 st. 9 lbs. ... —
„ May, 1895, „ „ 9

„ April, 1896, „ „ 8

„ June, 1897, „ „ 8

„ May, 1898, „ „ 7

„ Feb., 1899, „ „ 8

„ Oct., 1902, „ „ 8

„ July, 1903, „ „ 9

„ July, 1904, „ „ 9

,, Feb., 1899, she still had flushes two or three times a day.

I saw her on July 16th, 1903 ; she was quite well. The

abdominal and vaginal scars were perfectly sound and free

from hernia. The child delivered by C^esarean section on

March 6th, 1895, was also well. Sexual desire and sexual

pleasure had been absent since the operation. She was

examined by me in July, 1904, when she was quite well,

eleven and a quarter years after the high amputation of

the cervix. The child also was well.

Case 2.—A. C—, aged 35 year.s, married sixteen years,

during which time she had had eight children but no mis-

carriage, was admitted to University College Hospital on

January 3rd, 1896, complaining of discharge, a burning

3 „
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and scalding seiisatinn in tlie wonib, l)leeding, and pain

in the right gi-oin.

Seven months ago she noticed that after coitus, wliich

was painful, she lost a small quantity of blood, but she

stated that she had had similar symptoms during her

pregnancy in 1891. In June, 1895, she became pregnant,

and in September, 1895, she noticed a discharge, white

in colour, not blood-stained except after coitus, and in

the last six weeks before admission the discharge had been

thin, Avatery, and at times blood-stained and offensive.

During the last three days she had lost a considerable

quantity of blood with clots, and the discharge had been
reddish-yellow in colour.

She had had fairly good health till four years ago,

when she came to London, after that time she constantly

suffered from cough and shortness of breath. Nineteen

years ago she had rheumatic fever. Three years ago she

suffered pain in the lower part of the abdomen on the

right side and vomited a little blood. A short time

before this the patient had some small ulcers about the

labia with SAvelling of these parts, also discharge and
scalding in micturition. There were no definite symptoms
nor history of syphilis.

A cousin of the patient died of cancer of the Avomb.

There Avas no family histor}^ of tubercle.

The patient's first child Avas stillborn ; some of the

labours Avere long and difficult, but instruments Avere not

used. The patient Avas last miAA^ell on June 6th, 1895

(seA^en months before admission). Menstruation began at

14, was always regular, rather pi-ofuse, and preceded by
rather soA'ere pain in the back.

On admission the patient looked in fairl}^ good condition,

not aniemic or cachetic. The heart-sounds Avere rather

Aveak. There Avas no murmur. The breath-sounds,

rather harsh, Avere Avell heard at the bases behind.

There were no rales. The abdomen AA^as distended as by
the uterus at six and a half months ; the girth at the

umbilicus Avas 35^ inches. The uterus reached up verti-
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cally to a height of 8f inches above the puhes, 3 inches

above the umbilicus. Foetal movements were seen and
felt. The child was in the second vertex position, the

back on the right side of the fundus ; there was no

placenta on the anterior wall of the uterus. The glands

in the groin were not enlarged. The liver appeared to

be normal. The cervix was high up and much enlarged.

There was an irregular malignant growth on the posterior

lip and in the canal on the left side, bleeding a little on

examination, and typically malignant both to touch and
speculum. The exact shaj^e and dimensions are shown in

the drawing made by me just before operation, the

measurements being taken with compasses (see Plate X,

fig. 2). The growth did not appear to involve the vagina

nor the broad ligaments. I advised the patient to have

labour induced and the cervix removed, but she refused ;

and it was only by making threats which I Avas not in a

position to carry out that the patient was persuaded to

let me bring on labour. At 3 p.m. on January 9th, the

vaa'ina havino' been douched with 1 : 3000 sublimate solu-

tion, I introduced a Champetier de Eibes's bag after

dilating with Hegar's dilators. During the night the

patient had scarcely any sleep ; at 9 p.m. 7)\xx of Tr.

Opii were given; at 11 p.m. chloral hydrate grs. xii ; at

3 a.m. chloral hydrate grs. xv. At 7 a.m. on the 10th,

labour pains set in ; at 9.45. a.m. the bag was expelled.

The head was found in the third position, and four inches

of pulsating cord prolapsed. The os was fully dilated.

In a few minutes the child was born, and it was followed

in twenty minutes by the placenta and membranes. Very

little blood was lost, and the uterus retracted well. A
vaginal douche of (5J to Oj) iodine was given and iil^iij of

hypodermic injection of ergotin. The temperature was
99-0°, the pulse 84.

On examination the cervix did not appear to be much
lacerated, and the growth in the cervix felt much the

same as ])efore the introduction of the bag. The child,

a male, 16 inches long, Aveighed 3 lbs. 7 oz. It Avas A'ery



Plate X. Obstet. Soc. Trans.,' Yol. XLVI.

Case 2.—Sqiiamoiis epithelioma of cervix showing' aiiioiint aiuinitated.

Fig. 2.

Case 2.—Squamous epithelioma of cervix. Sketch V>v author just

before operation. (Natural size.)

Aii/ard <&'» Son, Imp.
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feeble, :iud iiltlioiig-li it o-ave a few gasps, in spite of

artificial respiration it only survived thirty-eight minutes.

Measurements of the cliild's head, oc. mental . . H ins.

„ „ oc. frontal . . -H „

sub-oc. bresjmatic . ;H „

„ „ cervico-breg-matic . 'Si „

„ „ bi-parietal . . 3| „

„ „ bi-temporal . . 2% „

,, ,,
bi-niastoid . . 2? „

^, „ niento-frontal . . 2| „

The patient passed through the puerperium without

any serious drawback. The temperature did not reach

100°, and the pulse was only once over 80 during the first

ten days ; she afterwards had a slight attack of rheuma-

tism which she had previously suffered. This raised the

temperature for a few days (on one occasion to 103-8°),

but by the fifteenth day it was normal. During the

puerperium two douches of iodine solution (53 to Oj) were

given daily.

On Jan. 14 the uterus was 3| ins. above the pubes.

15
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CGiistijDation, as it fell^ and the pain disappeared after a

dose of castor oil. On February 8tli the sutures Avere

removed and the wound Avas found to be granulating well.

Microscopic examination showed the growth to be a

squamous epithelioma (see Plate X) . [The specimen and

sections were exhibited.]

On February 11th there was no tenderness around the

uterus.

On February 17th the patient left the hospital with the

scar quite healed. On March 13th she weighed 9 st.

13 lbs. I have seen the patient every year since.

On July 14, 1896, she weighed 10 st. 1 lb.

„ Oct. 6, 1896,

„ Mar. 30, 1897,

„ Oct. 18, 1898,

„ May 9, 1899,

„ Jan. 30, 1900,

„ April 16, 1901,

„ June 24, 1902,

„ Oct. 20, 1903,

I saw her on October 20thj 1903, seven and three

quarter years after operation. She was in robust health.

The scar was quite healthy and there was no sign of

recurrence. Menstruation had been regular every four

weeks, for six days. She has had no trouble since tha

operation except slight pain for two da^'s of the period.

This was relieved by five or ten grains of antipyrin. The

vagina was capacious, easily took a speculum 1| inches in

diameter for 4i inches, but Avould admit a much larger

speculum. Coitus took place, but was usually painful.

Sexual gratification has never been experienced either

before or since the operation. The patient came to the

hospital on August 9th, 1904, to show that she was quite

Avell—over eight and a half years since the cervix was

removed.

Case 3.^—M. S—, aged 38 years, came to the out-

patient department on June 5th, lOur months and eleven

* In this case the cancer was not actually observed until nearly 4.^

months after delivery; but the patient had had every day since her con-

10 ,
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days after delivery. Cancer of the cervix was diagnosed

by Dr. Blacker, and she was admitted to University

College Hospital on June 23rd, 1896, complaining of loss of

blood every day since her last confinement on January

25th, 3896. She has been twice married—first at

twenty-one years of age : from this marriage issued six

children, including twins ; only the eldest child of these

six survives, the others died of convulsions—Secondly at

thirty-two years of age : from this marriage resulted three

children, of which the eldest two are healthy ; the youngest,,

five months old, had a red rash on the buttocks, " corrup-

tion'^ round its nose, and a discharge and snuffles. The
patient had persistent sore throat in December, 1895,

lasting six weeks, but has never had any eruption on the

body. Two and a half years ago she had a vaginal dis-

charge and marked swelling of the vulva, with frequent

and painful micturition.

The patient was delivered in the Maternity of University

College Hospital on January 2oth, 1896, being attended

by a student. She was at full term, and the delivery was

normal, and the child living. There was no bleeding-

before labour, which was easy and lasted six hours. She

got up on the eleventh day, still bleeding. Every day

since her delivery she has lost blood and a few shreds,,

but never any clots, nor has she had pain except once

three da3'S before admission when she had paroxysmal

pain in the lower abdomen.

On admission the patient was antemic ; the breasts con-

tained milk. There was nothing abnormal to be felt in

the abdomen. The glands in the groin were not enlarged.

The cervix was in the middle of the pelvis, had been

slightly lacerated on both sides. On the left side, espe-

cially on the posterior lip, was a papillary soft growth

bleeding readily on examination and evidently malignant.

finement loss of blood and shreds, which ceased after the removal of the

cancerous cervix. There is, therefore, I think, no doubt that the cancer

existed at the time of labour; but those who think differently will

exclude this case.
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This was confirmed by examination with the specnhuii,

which showed it to be ulcerated (see PL XI). The body

of the uterus was retroverted, freely movable, not enlarged.

jVeither broad ligament was affected.

On June 30th, 1896, I performed the high amputation

of the cervix, tying the uterine vessels with catgut, and

stitching the vaginal mucous membrane to the endo-

metrium. Douglas's pouch was opened, but was closed

again with a silk suture. A vaginal tampon of iodoform

gauze was afterwards applied. Next day the patient was

well and free from pain.

On July 3rd she had abdominal pain, and the tem-

perature rose to 101*6°. The iodoform gauze plugs were

removed and two others lightly applied ; these were

removed on Juh^ 7th and the vagina syringed Avith boric

lotion and afterwards with iodine lotion, by means of a

glass syringe and rubber tube.

On July 11th the stitches were removed; the Avound

had healed. Microscopic examination showed the growth

to be a squamous epithelioma. [The specimens and sec-

tions were exhibited.]

On July 19th the patient went home quite well.

I have seen her every year since. She has remained

quite well ; has only menstruated once since the operation,

but has a little pain every three weeks, and has flushes

occasionally.

The patient weighed on Jnne 23, 1896, 8 st. 9 lbs.

Oct. 20, 1896, 8 „ 6 „

„ „ July 19, 1898, 8 „ 8 „

Oct. 25, 1898, 8 „ 10 „

Jan. 19, 1899, 8 „ 3 „

Mar. 6, 1900, 8 „ 5 „

Oct. 27, 1902, 8 „ 6 „
Feb. 2, 1904, 8 „ „

I saw her on October 27th, 1902. She was quite well.

The child, a girl, 6| years old, Avas 44i inches in height

(with boots on), and weighed 3 st. 5 lbs. I saw the patient

again on February 2nd, 1904, (juite well ; the vagina easily
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Case 3.—Squaiiioiis epithelioma of cervix showing aiuount amputated.
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Case 3.—Squamous epithelioma of cervix. Sketch liy author of specimen

which liad been five years in spirit. (Natural size.)

Adlard i5r= .S"<>«, /////».





CANCER OF THK CERVIX COMPLICATING LABOUR. 367

admitted a good-sized speculum. The vaginal scar was

perfect, aud there was no orifice to be seen in it. She

had had practically no pains since the operation. Tht'

child was alivi' and well and over eight years of age. I

heard from the ])atient on August 6th, 1904, that she is

quite well, over eight years since the operation.

0. Sarwey, in M^eit's Handbuch der Gynakologie/ 1899,.

deals with the treatment of cancer of the cervix com-

plicating pregnancy in the last two months. He gives a

list of cases under the following headings :

1. Hysterectomy immediatelyfollowing Csesarean section

(labour pains being absent)—5 cases, with 4 living mothers

and 3 living children.

2. Labour, 'per via.s natnraJes, followed by vaginal hys-

terectomy in piierperio—15 cases, with 14 living mothers

and 9 living children.

3. Labour, per vias nafurales, followed by immediate

vaginal or combined hysterectomy^—4 cases, Avith 3 living-

mothers and 3 living children.

4. Ctesarean section followed by immediate abdominal

or combined hysterectomy—6 cases, with 2 living' mothers

and 3 living children.

In all 30 cases, with 23 living mothers, IS living-

children. Of these 30 cases in only two is it stated that

the patient was alive after five years, viz. in v. Ott's cases

(84 years freedom from recurrence), and Olshausen's (of

years freedom from recurrence). Both these cases were

delivered per vias natiircdes, and were operated on by
vaginal hysterectomy 3^ weeks and 17 days after delivery.

Sarwey's cases have been culled from the literature of

published cases ; but, as it is certain that thirty is but a

small portion of the number of operable cases which have

been operated upon, any statistical use of his figures

would be vitiated by several well-known factors. I prefer

to deal with the figures of those who have published all

their cases.

A series of seven cases from Zweifel's clinic in Leipzig-
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has been published by A. Grlockner'^ (see Table I). Of
these seven cases {2, 4, 6, 7, 11, 12, 14 in Glockner's

paper) one (No. 4) died on the 28th day of ileus and
perforating peritonitis ; the other six recovered, but only

one remained free from recurrence after 3 years and 2

months, when she died of peritonitis. By adding six

cases in which cancer may have been present, although it

was not observed at the time of labour, but at an average

period of about ten months after labour (the earliest

being six months, and the latest thirteen months after

labour), better final results are obtained ; but the evidence

that cancer was present at the time of labour is not con-

vincing ; indeed, in one case in which it is stated that

there Avas " a large, freely bleeding erosion " on the

anterior lip, no evidence is given that cancer Avas present

at all. I have therefore excluded these six cases, since it

is obvious that if we include cases operated on in which

cancer was found ten months after labour we shall have

to include similar cases not operated upon, the material

for which is not forthcoming.

A. Grlockner also gives a list of thi-ee inoperable cases,

in all of which Ctesarean section was done. All three

cases were treated by ligaturing the stump which, in two

cases, was dropped into the pelvis, and in one was stitched

extra-peritoneally to the abdominal wall (Hegar's method)

.

All three cases died of septic peritonitis.

R. Olshausen, ' Carcinom des ^Uterus und Schwanger-

schaft,' 1897, gives a list of four operable cases in which

pregnancy had advanced to the last two months. These

four cases occurred out of thirteen cases of cancer com-

plicating pregnancy he had met with. One of these four

cases was free from recurrence after 5J years, the others

recovered from operation, but died within a year. Of

the children, in the four operable cases three died at the

time of delivery ; the final history of the living child is

not given. Two cases were inoperable, and were treated

* ' Uber Uterus carcinom und Schwangerschaft niit besonder Beriick-

sichtigiing der Dancrresultate der operativen Behandlung, 1902.
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by the conservative Cgesarean section. The fii'st patient

died six months after the operation ; the other patient

died on the fifth day of sepsis ; the children were born

alive. The other seven cases occurred ift the early

months of pregnancy.

A. Kaussniann has published all the cases (eig'ht in

number) at the University Women's Clinic, in Berlin,

from 1886 to 1897, including- Olshausen's (see Table II).

Thus adding together the Leipzig and the Berlin cases

we get eighteen, of which twelve were operable. These

twelve cases gave immediateh' two matei-nal deaths and

four foetal deaths. Only one mother survived for five

years, Olshausen's case (ol years'^); the percentage of

" cures " is therefore 1 in 12, i. e. 8'3 per cent. The
immediate maternal mortality is 16*6 per cent. The final

result to the children is not given, but the immediate

mortality is 5 out of 12 = 41*6 per cent.

Five cases were "inoperable,'^ and for these Caesarean

section or Cassarean hysterectomy with intra-peritoneal,

or (in one case) extra-peritoneal treatment of the stump

was done. Of these five mothers four died from the

operation, and the fifth surviA^ed only five months. The
immediate mortality from these operations in inoperable

cases in the Leipzig and Berlin clinics is thus 80 per cent.,

a mortality which, occurring in such skilful and ex-

perienced hands, shows the great danger of these abdo-

minal operations in cases of cancer. The result to the

children is not fully given, but three were born alive
;

the final results to the children are not given. The
percentage of cures of the whole eighteen (operable and

inoperable) cases of advanced pregnancy complicated by
cancer of the cervix is 1 in 18 = o'S per cent. The

* Olshaiisen (loc. cit.) gives .5J years; Kaussmann (loc. cit. in foot-

note to Table II) gives 6^ years ; the operation was performed on June
23rd, 1891 ; therefore on the date of piiblication of Kanssmann's Disser-

tation, AiigiTst 6th, 1897, the period of freedom from recurrence could

not have exceeded 6g: years. I have therefore given Olshausen's figure

as probably more accurate.
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percentage of cases operated on to eradicate the disease

is 12 = 66-6 per cent. The total immediate mortality (in

all cases operable and "inoperable") is 6 = 33'3 per cent.

From these figures it is seen that two of the finest

clinics^ and some of the most experienced and skilful

operators in the world have only one patient alive of

twelve operated upon at the end of five years, a percentage

of cure = 8"3
; and of five cases (too far advanced for

radical cure) operated on by conservative Cesarean section

or Csesarean h3^sterectomy leaving- the stitched stump
retro-peritoneal or stitched to the abdominal Avail, only

one survived the operation, that is, -the immediate mor-

tality was 80 per cent.

This is but a sad result, but there is no doubt that it is

much better than the general results of similar treatment.

I have no other statistics with which to compare them,

but I have been able to find only one other case recorded

of freedom from recurrence after five years, the case of

v^on Ott's before alluded to, in the Avhole of medical

literature. As very many cases must have been operated

on, it follows, I think, that the results of the ordinary

operations are dismal indeed.

In seventeen years at University College Hospital I

have had under my care six cases of advanced pregnancy

complicated with cancer of the cervix. I have not seen

a case in private practice. Three of the cases were too

far advanced for radical treatment. Of these one rup-

tured the uterus into the broad ligament under sponta-

neous labour ; treated by gauze packing she recovered

and lived for twelve months. The child weighed 8 lbs.

11 oz., and left the hospital after five weeks, weighing

10 lbs. 11 oz., and was living six months later (see

* Obstet. Soc. Trans.,' xlii, p. 15). The second I deli-

vered by forceps. She recovered and the child also.

The mother died of the cancer seven months later, the

child when eight months old. The third I delivered by
Cassarean section, treating the pedicle extra-peritoneally

Avith the s-erre-Hceud ; she also recovered, and the child
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(about seven and a half months) was alive^ but died on

the fifteenth day.

To sum up my experience of cancer complicating

advanced pregnancy (see Table III). Three of the cases

were too far advanced for radical treatment. Two were

treated per vtas naturales, one was treated by the old

Porro operation. The three patients recovered and the

children were born alive. The otlier three cases were

delivered j^er vias naturales, and high amputation of the

cervix Avas performed by Pacquelin, scissors and ligatures

with sublimate and carbolic douches during operation

and iodine douches afterwards. The three patients re-

covered and are now well after eleven, eight and a half,

and eight years. One of them has since by means of

Caesarean section had a boy who is now nine j-ears old,

healthy and strong.

If we take the only two other cases of " cure " (using

that term in the conventional sense now usual amongst

Continental gyna3cologists of " freedom from recurrence

after five years ") we find that the five cases have been

delivered through the natural passages, and have been

operated on in the puerperium, or, in one case, five

months after delivery.

When we meet with a case of cancer of the cervix in

the operable stage complicating advanced pregnancy, the

first question we have to decide is M'hether to deliver by

Ciesarean section or j^er vias naturales. The mortality of

Caesarean section which I have given above (80 per cent,

in advanced cases in the hands of the most skilful opera-

tors), and the experience of all who have performed

abdominal section when an infected growth is present

show that an abdominal section is very dangerous in

these cases. Some have advised that the uterus should

be removed per abdomen. Of this operation Fritsch

('Zentral. fiir Gj^nakol., 1898, p. 1) says that it is a

"very difiicult, bloody, long and severe operation," and

finished his remarks by prophesying that the operation

"will certainly no longer be performed." On the other
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li.iiul, experieuc'o sliows that while tlie g-vowth is still in

the operable stage the unaffected part of the cervix

dilates and allows the foetus to pass in many cases with-

out much difficulty or danger. Olshausen (loc. cit.) has

advised that after cauterising the cervical growth Ceesar-

ean section should be done, the placenta removed, the

wound rapidly stitched up, the broad ligaments tied, and

the organ then removed j;»e7- vcKjinam. Fehling'^ has

recommended that after the Ca3sarean section the uterus

should be amputated above an elastic ligature and the

stump excised per vayinam. As yet no one has " cured "

a patient b}' these operations. There ma}' perhaps be

cases, still in the operable stage, where the cervix will

not dilate even after small incisions, and in such cases it

appears to me that it might be possible to remove the

cei'vix by the galvano-cautery knife and afterwards to

deliver either 'per vaymani or jjer abdomen, and then to

remove the body of the uterus. This might entail a long

opei-ation, but it appears to me to be moi-e in accord with

surgical principles than the operations I have just men-

tioned.

Diihrssenf and others have suggested the so-called

" vaginal Ca?sarean section," that is, stripping up the

bladder and incising the anterior uterine wall up to the

peritoneum, delivering the child and immediately remov-

ing the uterus ^jer vaginam. The risk of implantation of

cancer by such a procedure is sufficient to condemn the

operation in my opinion, though it meets with Fritsch's

approval [loc. cit.). E. SchroederJ has published four

cases in which this treatment was adopted (b}' Chrobak,

Fritsch, Winter, Seiffart). Three of the patients reco-

vered. "Winter, who operated forty hours after delivery,

says that the separation of the bladder was very difficult

{" recht schwierig "), as all will admit who have re-

moved large uteri by the vagina. In cases which are

* Fehling, ' Miincheuer med. Wochensch.,' Xo. 47, 1897.

t Diihrssen, ' Ceutralbl. fiir Gyn./ 1897, p. 942.

t E. Schroeder, 'Zeitsclir. fiir Geburtsh. iind Gynakol.,' 1898, Bd. 39,
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comparatively early and clean I believe it is much better

that the patient should be delivered by the natural pas-

sages .

The cases quoted show that it is possible to remove

the uterus throvigh the vagina immediately after delivery,

but the operation is not easy, and I think it will gene-

rally be better to wait for a fortnight before proceeding*

to the radical operation. Of course the case should be

Avatched, and if the growth increases or infection occurs

immediate operation should be performed. As to the

nature of the operation, abdominal hysterectomy, in addi-

tion to its high mortality, has not fulfilled the hopes of

its advocates (see Jacobs,"^ 'Bull, de la Soc. Beige de

G-ynec. et d'Obstetrique,' xv, p. 13). I think it should

only be done if the growth has extended beyond the

uterus^ and yet does not preclude the possibility of com-

plete removal with the increased facilities afforded by

the abdominal operation. In other cases operation by
the vagina a]Di3eai\s to me to be preferable.

Should the whole uterus be removed or a high ampu-

tation of the cervix be performed ? The cases I have

reported show that in some cases (all those I have ope-

rated on) the simple and safe operation of high amputa-

tion is sufficient to " cure " the patient. But if there be

any sign of sepsis, or the peritoneum be extensively

opened, or there be any difficulty in controlling bleeding,

the bod}' should also be removed ; but in my opinion the

cervix should first be amputated with the galvano-

cautery to remove the infected cervix and to prevent

local implantation of cancer.

To Avhat is the success of the cases I have published

to be attributed ? I attribute it partly to the use of the

cautery (which was used freely in the first case and to

sever the cervix in the second) and to the use of strong-

antiseptic douches (carbolic and mercury during the

* " C'est avec wn reel sentiment de dcconrag-ement que je voiis pre-

sente les resultats tardifs des operations abdoniinales que j'ai pratiques

depuis 1897 "—95 cases, 6 deaths, 1 cnrc after 5 years.
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operation and iodine afterwards)
;
perhaps also to the

fact that the operation was done in the pnerperiuni Avhen

the tissnes Avere imdergoing involntion (I have seen a

great diminntion in size of the growth take place after

delivery in an inoperable case) . Case 3, in which the

cautery was not used, was in an early stage of the disease,

and was therefore less likely than the others to give rise

to local implantation. For the removal of the cervix I

much prefer the galvano-cautery knife to the Pacquelin

canter}', which was used in these cases. I have used the-

galvano-cautery knife for several years both for high

aiiiputation and for hysterectomy ; the credit for its-

introduction belongs to the late Dr. Byrne, Avhose results,

(by high amputation) have never been equalled. I

believe it is the best means of preventing local implanta-

tion, and probably the heat destroys outlying cancer cells,,

which are said to be more vulnerable to heat rays than

ordinary cells. "^ In no other way than by the avoidance-

of local implantation of cancer cells, especially b}' the use

of the cautery, can I explain the difference between the

results obtained by Byrne, Baker, myself, and others^

when compared with the results after the use of the

scissors and knife by such skilled operators as Jacobs,t

Morisani,J and Halliday Croom,§ who between them had

121 cases of vaginal hysterectomy for cancer with only

two deaths from the operation, but not one patient re-

mained free from recurrence after five years.

I have endeavoured in this paper to present some facts

for the consideration of the Fellows of our Society upon,

a subject Avhicli is of transcendent importance in ob-

stetrics and gynaecology. I hope the Fellows will add to

* Jensen ('Centralbl. fiir Baet.,' 28th Jnne, 1903) quoted by E. Lomei\
' Zeit. f. Geb. und Cryn.,' v. oO, p. 331.

t Jacobs, ' Bulletin de la Soc. beige de gynecologie et d'obstetrique,"

XV, 190-4-1905, p. 16.

J Morisani, 'Centralbl. fiir Gyn.,' 1902, p. 1211.

§ Halliday Croom, ' Edin. Med. Joiirn.,' vol. v, 1899, p. 249.



378 CANCER OF THE CERVIX COMPLICATING LABOUR.

those facts l)y giving tlie wliolc of their experience of

advanced pregnancy complicated by cancer of the cervix.

Siqixid novisti rectiiis istis

Caudidus iiuperti ; si non, his utere uiecuin.

Dr. Tate referred to the remarkable extent to which a cervix

diseased with cancer will dilate, providing there is even a small
portion of the cervical ring free from disease. In one of Dr.

Spencer's cases, which Dr. Tate had had the opportunity of

examining, it seemed as though nothing short of Caesareau

section would be a possible means of delivery when the

patient was examined "in an early stage of labour. Later on,

however, considerable dilatation of the os had taken place, in

spite of the fact that the disease involved more than three foiu'ths

of the circumference of the cervix, and delivery was completed
by means of forceps.

Dr. Thomas Wilson congratulated the author on the ex-

tremely satisfactoi'v lasting result of his operations in these

three cases, but stated his opinion that the best method of

operation for cases of this sort had not yet been determined.

When the best method, whether abdominal or vaginal, in cases

of uncomplicated cervical cancer had been determined, then it

would be possible to apply a similar operation to cases occui'-

ring in connection with pregnancy. Dr. Wilson referred to two
cases in which he had recently performed the so-called vaginal

Csesarean section in the eighth month of pregnancy with im-

mediate I'esults favourable to both mothers and both children.

He discussed the reasons which led him to adopt the vaginal

operation in these cases, and described the proceeding, which he
found not difficult.

Referring to Dr. Spencer's recommendation that in the last

months of pregnancy labour should he induced and a radical

operation only undertaken later. Dr. Wilson remarked upon the

usual influence of pregnancy in hastening the growth of cancer,

and referred to a case where abortion took place at the fourth
month in a patient of twenty-four : cancer of the vaginal portion

of the cervix Avhich was present appeared before the abortion to

be easily operable, but afterwards made rapid progress, so that

on the seventeenth day supra-vaginal amputation did not suffice

to eradicate the mischief. In all operable cases, therefore, at

whatever month of pregnancy they may be recognised, immediate
radical operation should be undertaken. Whether this opera-

tion should be vaginal or abdominal the next ten years may be
expected to show.

Dr. Herman expressed his appreciation of Dr. Spencer's able

paper. He thought the general rule of treatment in all forms
of cancer, viz. to remove it as soon as possible, applied to cancer
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of the cei'vix in the later months of pregnancy. He had not

himself in recent years had the opportunity of treating a case

in which removal of the disease was practicable ; but if he had,

he thought he should have treated it by vaginal hysterectomy

immediately after delivery. He had read in a G-erman pape)-

(by an author whose name he did not remember) that at this

time the operation was easy, because the vagina was then so

relaxed that the uterus could easily be pulled down to the vulva.

This seemed to have been Dr. Wilson's experience. Dr. Spencer

said it was difficult. Dr. Herman would be glad to hear from
Dr. Spencer wherein the difficvdty lay. He could not follow Dr.

Spencer in advising Porro's operation with the serre-nceud where
delivery through the natural passage was impossible. In abdo-

minal hysterectomy and in Csesarean section for conditions

other than cancer surgeons had found intra-peritoneal methods
much better than the serre-noeud ; and he (Dr. Herman) saw no
reason for going back to it in the case of cancer. He had once

only performed Caesarean section for cancer : he sewed up the

uterus in the usual way, and the patient recovered.

Dr. Amand Routh thought that conservative Csesarean

section was the correct treatment in inoperable cases, and gave

details of one case where the woman recovered, but died in three

months, a healthy child surviving. He thought Dr. Spencer's

success was due to his use of the thermo-cautery, but asked if

he had had similar success in cancer of the uterus apart from
pregnancy.

Dr. Handfield-Jgnes drew attention to the fact that in the

first three cases^ in which operation had been so successful, and
the disease had not recurred after a long period of years, the

microscope had shown that the disease was a squamous epi-

thelioma in t}-pe. Every operator knew how very different was
the degree of malignancy shown by the cervical carcinomata,

some cases having a very mild degree of malignancy, and show-
ing very little disposition either to spread or to recur after

removal, while others were more of a mushroom type, grew
rapidly, and recurred with certainty. Judging from the descrip-

tion which Dr. Spencer had given of his first three cases, it was
fair to assume that the cases were of the favourable type, and
that the fact of non-recurrence after a lapse of years depended
more on the type of the disease than on any detail of treatment.

Dr. Bkiggs (Liverpool) considered the growths in Dr. Herbert
Spencer's three cases, from the extent of infiltration visible

under the microscope, were of the less viiTilent type of ceiwical

cancer. He agreed with the author and Dr. Thomas Wilson in

advocating the vaginal operation.

Dr. Griffith joined in congratulating Dr. Spencer on the

success of his treatment of the three cases, but could not help

feeling that the result was in some degree due to the nature of

VOL. XLVI. 26
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the disease, squamous-celled carcinoma, the only form of cancer

of the uterus which in its earlier stages presented a reasonable

hope of cure by complete removal.

Dr. Heywood Smith said he could quite corroborate what
Dr. Griffith had said with regard to the efficacy of chloride of

zinc. In it he had a means whereby the major portion of the

uterus could be removed with very little risk.

Dr. LocKYER noted that it was Dr. Spencer's wish to collect

the experience of every Fellow of this Society on the question of

treatment of cancer complicating pregnancy. The speaker's

personal experience was confined to one case, in the treatment

of which he proceeded counter to rules laid down in Dr. Spencer's

abstract. The lady had been in labour many hours and was
very exhausted when Dr. Lockyer first saw her, the pulse was
beating 120 times to the minute, and was very feeble ; the uterus

was hard, tender, and painful, and the lips parched. Upon exa-

mination. Dr. Lockyer found the vagina filled with a cancerous

growth, the cervix could not be felt at all, the growth was
very friable, and a large piece was removed by the finger and
subsequently examined microscopically ; it proved to be a glandu-

lar carcinoma. With the assistance of Mr. P. L. Daniel the

speaker opened the abdomen and delivered the child through an

incision in its anterior wall. After removal of the placenta

1 : 100 gr. of ergotinin was injected into the buttocks, and this

within a few seconds caused the most marked contraction of the

uterus. The organ appeai-ed in a state of pallor and spasm,

No blood was lost. Removal of the growth was out of the

question, and Porro's operation, with so extensive a growth,

would have involved amputation above the level of the internal

OS, and also the leaving behind of a certain amount of the body

cavity. This procedure was not for a moment entertained, but

whilst fully apprehensive of the risk of insufficient drainage of

the puerperal cavum uteri, Dr. Lockyer closed the opening in

the viterine wall with fishing-gut siitures and sewed up the abdo-

minal wound, thus performing " conservative Caesarean section.''

The child, a strong boy, lived and thrived as well as if born per

vias naturales. The mother recovered from the eifects of the

operation, and after a prolonged puerperium was allowed to get

up from bed, but she soon sank after this from the exhaustion

due to the growth. From a surgical point of view, therefore,

the resiilt was a complete success for " conservative Caesarean

section."

Dr. Herbert Spencer thanked the Society for the reception

given to his paper, and in reply to Dr. Tate, said he had especi-

ally called attention to the facility with Avhich the cervix dilated

in Bome early cases, and it was partly on this fact that he based

his recommendation of delivery per vias naturales.

He thanked Dr. Thomas Wilson for the excellent accoiuit he
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had given of liis two cases treated by "vaginal Caesarean section,"

and he should look forward with interest to the publication of

the after-history. His objection to vaginal Caesarean section

was due to the risk of local implantation. Dr. Wilson had cut

tliroug'li a healthy part of the cervix, Init many of such cases

required no cutting operation, l>ut were delivered by the natural

passages Avithout difficulty. He was interested to know that

Dr. Wilson had found the vaginal hysterectomy immediately
after labour easy. Winter, who perfoi'mecl the same operation

forty hours after delivery, found the separation of the bladder

very difficult. With regard to Dr. Wilson's remark on the " well-

known rapid growth of cancer in pregnancy," Dr. Spencer had
to observe that this ought not to be well known. Zweifel had
shown that it was rapid in his case. He (Dr. Spencer) had
vshown that it Avas very sIoav in his OAvn case (vol. xlii ' Obstet.

Soc. Trans.'). The fact Avas that in some cases it A\'as rapid and
in some cases slow.

In reply to Dr. Herman, the reason Avhy he advocated the old

Porro operation with the serre-noeud in advanced cases Avas that

it Avas quicker, and he believed it Avas safer than the conservative

operation (the former having, according to ' L"Operazioue
•Csesarea Porro,' a mortality of about 35 per cent., the latter,

according to SarA\'ey, a mortality of about 60 per cent.).

.Septic infection Avas very apt to occur in these cases. If suppu-
ration occurred there Avas a way out for the pus by the side

of the wire ; this was not the case with the conservative operation

nor with the intra-peritoneal stump, which operation had given
the high mortality of 80 per cent, in Leipzig and Berlin. Dr.
Herman's reason for not using the galvano-cautery for cancer
because Dr. Byrne's American contemporaries did not use it

Avas, he thought, not a good one. Moreover, as a matter of fact,

two of Dr. Byrne's American contemporaries had used the cautery
Avith splendid sviccess. Dr. J. W. Hyde had published three

cases which remained free from recurrence eight, eleA'en, and
five years after amputation Avith the galvano-cautery, and Dr.
W. H. Baker of ten cases had four which remained well tAventy

years after high amputation Avith the subsequent use of the
actual cautery.

Dr. Amand Routh inquired if the results had been equally

good apart from pregnancy ? Of course they had not. He had not
investigated the after-history of his cases apart from pregnancy
for five years, but he kneAv of several which remained Avell for

that period. He thought, Avitli Dr. Hanclfield-Jones, that the
variety of cancer was of importance, and that further study of
the histology Avas necessary ; it might, for instance, enable us to

explain why in some very early cases the cancer had already
invaded the glands. He agreed with Dr. Griffith in considering
isquamous epithelioma the most favourable form of cancer of the
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cervix ; his own cases were typical sqixamous epithelioma.

Stenosis occurred in most, if not all, cases after the use of

the galvano-cautery for high ampvitation ; but the stenosis

usually caused very little trouble, and if that were feared the body
could easily be removed after the cervix.

He thanked Dr. Lockyer for obtaining the after-history of Dr.
Sanderson's case. He could not accept Dr. Griffith's suggestion

that good fortune had anything to do with his results. Wlien
one operator had three cases (all those he had operated on) well

eight years and more after operation, and all other operators put
together only had two cases well after six years, the conclusion was;

justified that there was something in the technique which ex-

plained the difference. He had tried to show what that sonie-

thiiig was. But we had much to learn on the subject of cancer

complicating advanced pregnancy. What Avas wanted was that

operators should publish all their cases five years (not five months)
after operation. He confessed he was disappointed that more
Fellows of the Society had not given their experience. He still

hoped they would do so Avlien they had time to collect their

cases.



DECEMBER 7th, 1904.

Edward Malins, M.D., President, in the Chair, followed

by Sir William Sinclair, and Dr. Amand Routh.

Present—44 Fellows and 3 visitors.

Books were presented by Drs. Nagel and Frommel, and

by the Clinical Society.

The following- candidates were proposed for election :

—

Lionel Gordon Hopkins, M.B.Lond. ; George Burnett

'Currie, M.B.Aberd., D.P.H. ; William B. Swete-Evans,

M.A.Cantab., L.E.C.P. ; Daniel E. Anderson, M.B.Lond.,

M.D.Paris ; Robert Humphrey Marten, M.B., B.C.Cantab. ;

Rhys Basil Rees, L.S.A.Lond. ; J. Reginald Fuller,

M.D.Durh., M.B., B.S.Diirh. ; Martin James Richardson,

M.B., C.M.Edin.

Report of Pathology Committee on Dr. Haudfield-Jones'

Specimen of Flhroid Tumour of the Uterus and Cystic

Disease of the Surrounding Tissues.

We are of opinion that this specimen is an ovarian cyst

with which a dilated Fallopian tube communicates at its

hmbriated extremity.

C. Hubert Roberts.

J. H. TargeTT.

CUTHBEET LOCKYER.

Alban Doran, Chairman.

November Uth, 1904.
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Report of the Pathology Committee on Dr. J. H. Dauher's

Specimen of Double Symmetrical Cystoma of Unusual
Origin and Connections.

We quite agi'ee with the exhibitor's view that these

growths are not dermoids.

As to their orig'in we are unable to express a definite

opinion.

C. Hubert Roberts.

J. H. Takgett.

Cl'thbert Lockyer.

Alban Doran, Chairman.
November llth, 1904.

Report of the PatJiology Committee on 3Irs. Boyd's Sjieci-

men of Fibroma of tlie Ovary.

We have examined this tumour and find that it is

attached to the outer pole of the ovary.

Its surface is covered by smooth peritoneum, and on

section the cut surface has a mottled, yellowish-grey tint

like those of solid ovarian tissue. There are a few small

cysts visible.

The microscopic section shows the structure of a pure

fibroma.

C. Hubert Egberts.

J. H. Targett.

CUTHBERT LoCKY'ER.

Alban Doran, Chairman,

November llth, 1904.
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A CASE OF ABDOMINAL GESTATION.

Shown l)y Lieut.-Col. A. J. Stuemer, I.M.S.

The case I now wi.sli to bring to your notice is one of

abdominal gestation, but wlietlier primary or secondary 1

do not offer an opinion. A feAv years ago such a thing

as ovarian gestation Avas denied, but this has now been

accepted as a fact. Why such an occurrence as primary

abdominal gestation should not take place I cannot see ;

no doubt the difficulty lies in the proof, but this will

surely occur.

In this case a portion of the history cannot be relied

on, and I will, therefore, tell you the main facts as they

occur to me, and leave out the stories given by the patient,

which varied considerably in detail. One thing is certain,

she never suffered from any of the symptoms one usually

associates with rupture of a tube.

K—, a caste woman, aged 35 years, a widow for many

years, but living with a man for a long time, states she

has had amenoi^-hcea for five or six months. She thought

she Avas pregnant, and, to avoid the disgrace of having a

child, she resorted to the use of strong purgatives, in

order to induce abortion. The purgatives were followed

by such great pain that she fainted. She, moreover,

could not pass urine, though small quantities continued

to drain away.

She was admitted into the Madras Government Mater-

nity Hospital complaining of great pain, situated in the

rio-ht side of the abdomen, on the 4th April. She had

never been pregnant before, and the periods had been

regular but scanty for the last three years ; no clots or

pieces of membrane have ever been passed.

On admission the catheter was passed and an enema

given, and after this she was able to pass water freely.

The temperature was 100°. She was ordered to be kept

in l)ed under observation, and on the 5th, and again on
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the 19th, santonin was prescribed, but only one worm was

jDassed. I may mention here that santonin is given as a

routine drug, for natives of India suffer very greatly from

ascarides, and sometimes as many as 100 worms are

voided. Patients from the west coast seem to be ex-

tremely affected.

The breasts were full of milk, and a day or two after

admission the flow became so great that the breasts had

to be packed, and she was ordered some iodide of potash

mixture to suppress the flow.

The abdomen was very tender, and a swelling was felt

in the middle and to the right, but no foetal limbs or

parts could be made out, no foetal heart could be heard,

and no intermittent contractions could be felt. The

abdomen was loaded with fat and kept very tense. From
her history, and from the fact of milk in the breasts in

such large quantities, it was surmised that she was preg-

nant, but on examination ])er vaginain only some old

cicatricial bands were felt on the left, the uterus appeared

to be enlarged and drawn to the left, but the cervix was

small and hard, and certainly not the cervix of an uterus

that was over five months pregnant. By speculum no

vaginal discoloration was found.

She was kept in bed during her stay in hospital. The

swelling of the abdomen did not increase in size, but

rather seemed to decrease, and it became certain that if

she was pregnant, as it was supposed she was, the preg-

nancy was not uterine. On the 12th April there v/as a

rise of temperature to lOO'^, and on the 20th she had a

pink discharge, Avhich gradually changed to a dirty brown,

and this continued up to the date of operation. On the

21st also the temperature rose to 101°, falling to 100

next day, and on the 28th it began to rise again, and was
100*6° at the time of operation. A sound was not passed.

I was going on leave at the beginning of May, and she

begged me to do something before I left. I told her the

only thing I could do was to open the abdomen, and that

there were certain risks attached, but she said she was
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willing to undergo tlieni, so on tlie -JOth April I opened

the abdomen, making my incision over the right rectus

muscle. On opening the peritoneal cavity a blue

looking mass appeared, which was the head of the foetus,

and on incising this a large quantity of fluid blood escaped.

This blood had accumulated between the scalp and bone.

The back of the child was behind, and the legs towards

the liver. One arm was drawn out and then the other,

jind after a little traction the head was delivered, followed

by the body. The cord was black, and was much twisted.

On being cut through no blood folloAved the knife. After

the removal of the foetus a smooth-lined cavity was seen,

and below this were the coils of intestine, covered over

by the placenta. The amniotic sac was of a greenish-

yellow colour. A finger was pushed through the upper

left hand corner of the smooth membrane, which was evi-

dently the amnion, and the placenta gradually separated

from the omentum and intestine, partl}^ by the finger, and

partly by sponge pressure. Portions of the omentum had

to be tied off, but there was very little bleeding, the

placenta appearing to be quite dead. When, however,

the lower attachments began to be separated the bleeding

became very free ; no particular points could be seen, and

the tissues were so rotten that they would not stand the

application of pressure forceps. It was then seen that

i;he bleeding came apparently from the top of the uterus,

and, on further examination, it was seen that the top of

the uterus Avas Avantino- having- been removed with the

placenta. Supra-vaginal hysterectomy was therefore per-

formed. The amniotic sac reached as high as the liver,

and some meconium was found at the upper part. The

•chorion was much more firmly adherent than the placenta,

and Avas attached to the parietal peritoneum, and some

difficulty Avas experienced in removing it, but there was

A^ery little bleeding ; it extended much more on the right

side. About a pint of blood-stained liquor amnii escaped

before the child Avas extracted. The reason why the

scalp Avas incised Avas to lessen the size of the head, for it
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was very evident that the blue tumour presenting was
cystic. The abdomen was washed out with saline solution^

and the incision closed in three layers.

Parts removed.—Foetus measuring fou.rteen inches be-

tween uprights, female. Eyes open, mouth widely open^

anus open, and on pressure meconium issues. Hands
reach nearly down to the knees. Weight 2 lbs. 6 oz.

Placenta more solid than usual, dark, apparently all has

been brought away, is much elongated, and spread out

towards one end. Tubes, etc., both fimbriated ends open,,

and a bristle can be passed up some way ; on the right

side the finibria3 are not very distinct. There is con-

siderable matting of the appendages on both sides.

Uterus small ; at the top and behind the whole fundus
appears to have disappeared, and the raw surface does

not look like that of a recent rupture. At the time of

the operation a ring of small vessels was seen at the top

which bled very freely ; below this ring the tissue looked

white and healthy.

Douglas's pouch was quite roofed in. The placenta, as

it grew, drew the intestine towards the uterus, and, after

its removal, the gut could be separated from the uterus,,

and Douglas's pouch was laid bare, and was quite free

from all growth.

First day after the operation.—Very quiet ; complains

of pain ; vomited three times, greenish fluid
;
pulse very

quick and irregular. Highest temperature 100-4°.

Second cZai/.—Maximum temperature 102*2°. Sleeping

on and off ; very quiet ; complains of great thirst ; vomits

constantly small quantities of greenish fluid; it is more
like regurgitation than vomiting, for the fluid comes up
without apparent effort. A good deal of distension of the

abdomen ; has brought up a great deal of wind by mouth.

Urine drawn ; clear. Pulse still very bad. Calomel and
soda were ordered, and a mustard plaster to the epigas-

trium, after which the vomiting ceased for a time, and she

had some refreshing sleep.

Third day.—Following the calomel magnesia sulphate-
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was ordered, but she could only retain one dose. The
distension was no g-reater, and the colour of the vomit

was not green. The ])ulse was still very bad. Bowels

not acted. Maximum temi)erature 10r5°.

Fourth day.—Had six motions yesterday, yelloAv and
offensive. Dressing-s changed ; the skin has not united

;

a thin purulent discharge from the central portion of the

wound. Delirious last night. From this point there is

no need for a daily record of her case ; she went from

bad to worse, and died ultimately on the 6th May. The
vomiting appeared to have continued up to the time of

her death. For the late notes of her case 1 am indebted

to Major Simpson, I.M.S.

The death was evidently due to septica?mia, but how
this arose I cannot say. Every possible precaution was
taken to avoid such an ending. There was, no doubt, a

g'reat deal of handlino- of the intestine, and a very larg^e

extent of tissue that had been covered by placental tissue

was exposed, and such parts Avere ready to absorb any

poisonous matter that may have been brought within

reach.

The great interest in this case lies in the question

where did the fecundation of the ovum occur ? The
tubes appear to be macroscopically intact, and there is no

history of any such occurrence as a rupture. I have

purposely not interfered with them or the ovaries. I

have been looking through the cases recorded in the

' Transactions,^ and find that all the cases of abdominal

gestation report pain, as of a rupture of a tube. In the

case reported by Mr. Bland-Sutton in the ' Transactions

'

for the year 1899 he considers that " the enlarging amnion

eroded the expanded tube, and slowly made its way into

the belly," There is no history of any severe pain or

signs of collapse prior to the abdominal gestation. This

may have occurred in my case, but there are no signs of

any erosion of the tube, and I fancy nature cannot always

mend her injuries in such an ai'tistic manner that no sign

of a rent or tear is left. I have only once before had the
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misfortune to meet with a case of abdominal gestation,

and tlien the placenta was plastered all over the back of

the uterus, and, on separating it, no portion of the uterus

came away. The difficulty which seems in this case to

require explanation is why a portion of the top of the uterus

came away with the placenta. Was the pregnancy origin-

ally uterine, and did the uterus gi"adually rupture or

l)ecome eroded, and the foetus become extruded into the

abdominal cavity ?

The specimen was referred to the Pathology Committee.

Dr. CuLLiNGwoRTH Said that it did not follow, because the
Fallopian tubes presented a normal appearance, that the preg-
nancy had not originally been tubal. On reference to the
Society's 'Transactions' for 1898 (pages 187 and 316, et seq.) it

Avould be found that liotli Mr. Bland-Sutton and he (the speaker)
liad called attention to the fact that the Fallopian tube may, by
virtue of the remarkable properties of imstriped muscle, resume
its normal dimensions and appearance, very quickly, after the
escape of an ovinn from within it. He had related, in the volume
of 'Transactions' already mentioned (p. 187 and footnote), a
remarkable case in point, which Dr. Arthur Stabb would no
doubt remember.

Dr. Amand Routh referred to a case of his own, described by
Dr. Cuthbert Lockyer (in ' Obstet. Soc. Trans.,' vol. xlv, 1903,

p. 400), where secondary abdominal gestation had followed tubal
rupture. Gradual migration of the placenta away from the
rupture on to the omentum and other structures occurred, and
growth of the foetus continued. In this case it seemed that
migration had not entirely detached the ovmn from the seat of

rupture in the tube.
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THREE CASES OF INTESTINAL OBSTRUCTION
FOLLOWING OPERATIONS FOR FIBROID
TUMOUR OF UTERUS, WITH SPECIAL
REFERENCE TO THE CHOICE OF OPERATION.

By Walter Tate, M.B., F.R.C.P.

(Received November 23rd, 1904.)

[Ahslracf.)

Case 1.—Single woman, aged 23, had suffered from nienor-

rliagia for twelve months, Avith gradual enlargement of abdomen.

Tumour reached to one mch above umbilicus.

Myomectomy performed on May 6th, 1902. No trouble till

two days after operation, when vomiting commenced. On May
9th pain and vomiting worse; no result from aperients. At
10 p.m. abdomen reopened, knuckle of bowel found adlierent to

scar at back of uterus. Bowels well opened next day, followed

l)y uninterrupted recovery.

Case 2.—Single woman, aged 46, with history of menorrhagia

for seven years, especially severe the last twelve months. Solid

tumour discovered reaching halfway iip to imibilicus. On
December 18th supra-vaginal hysterectomy performed. Good
progress during first week. On eighth da}' after operation tem-

peratvire began to rise, and patient complained of pain. On
ninth day some distension appear&d, and aperients failed to act

;

sickness began. Sickness continued, pidse-rate increased to 140,

distension increased, and on December 28th abdomen was re-

opened. Several coils of bowel found adherent to stump, and
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some serous exudation tracking up towards left lumbar region.

Convalescence protracted, but ultimately good recovery.

Case 3.—Young married woman, aged 22, was confined of

her first child March 10th, 1904. Some fever on sixth day of

puerperium, and tender swelling discovered in hypogastrium.

Three weeks later second swelling discovered in right iliac region.

Physical signs rather suggested dermoid disease of both ovaries.

On April 14th supra-vaginal hysterectomy was performed.

Patient got on well, and bowels acted well on morning of 17th.

The same evening patient had abdominal pain and began to

vomit. Pulse-rate rapidly increased, looked pinched and ill,

vomiting continued, aperients and enemata entireh^ failed. At

5 p.m. on 18th abdomen reopened. Knuckle of bowel found

constricted by band of omentum firmly adherent to stump. Band

of omentum separated and ligatured. Bowels acted on next day,

.and patient made good recovery.

Supra-vaginal hysterectomy has been the operation selected

by the writer in nearly all cases of fibroids up till the last few

months. The occurrence of three cases of obstruction in a

series of 150 operations calls for serious reflection. It appears

to the writer that dangerous adhesions of bowel are more likely

to follow supra-vaginal hysterectomy than pan-hysterectomy.

The immediate risk of the two operations in the large bulk of

cases is equal, though in a few special cases the complete extir-

pation may expose the patient to greater risk at the time of

operating. There is no advantage to be gained by leaving the

cervix, and in some cases the presence of the cervix may give

rise to troublesome complications. The possible danger to the

ureters is not an argument against the operation of pan-hyste-

rectomy, as the risk of injuring them is to a great extent

imaginai'y, and these structures ought not to be damaged when

proper care is taken.

The occurrence of intestinal obstruction after an ab-

dominal operation, and necessitating the reopening of the

abdomen, is a complication so serious to the patient, and

so disappointing to the operator, that no apology is needed
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for bring-iiig tliese three cases, which have occurred in my

own practice, before this Society.

It is hoped that a discussion on this important subject

may throw some light on the causation, and may suggest

the best means of preventing adhesion of bowel. It would

be interestino- also to hear the experience of other lellows

as to the frequency of this accident-if I may call it so-

in their .surgical work, in order to show whether there is

<,r is not a special liability to the occurrence of dangerous

bowel adhesions after the operation of supra-vaginal

hysterectomy, which has been so generally practised

during recent years.

I will first o-ive a short account of my three cases of

<.bstruction, two of which occurred after supra-vagmal

hysterectomy, and the third case occurred after myo-

mectomy for a large tumour of the uterus. In all three

cases the abdomen had to be reopened.

Case 1 —Single woman, aged 23. Had suffered from

menorrhagia for a year, and had noticed a swelhng m the

abdomen gradually increasing during the same period.

On examination, the patient had a smooth, firm, sym-

metrical-shaped tumour reaching up to one mch above

the umbilicus. The uterine canal was lying ni front of

the tumour.

The abdomen was opened on May 6th, 1902. ihe

tumour was seen to be symmetrical in shape and growing

from the posterior wall of the uterus. The uterus with

Fallopian tubes were clearly defined. As the patient Avas

only ""S years of age it was decided to do a myomectomy.

Two flaps were therefore cut from the base of the tumour,

and after enucleation of the tumour the flaps were brought

together by fine silk sutures. The fibroid tumour removed

w^eighed 2 lbs. 14 oz.

On May 7th general condition good.

On May 8th patient had troublesome vomiting and

retching, and was put on rectal feeding.

On May 9th pain and retching continued, ^o result
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after castor oil, calomel, and saline. 8ome flatus passed
after turpentine and gruel enema. Slight distension.

Pulse 120.
,

At 10 p.m. patient seen agairi. Not so well. Vomit
thick and brownish. Decided to reopen. Old incision

opened up. Some blood-stained fluid escaped on opening
the peritoneum. On passing hand down into the pelvis

a knuckle of small intestine was found adherent to the

back of the uterus. BeloAv the knuckle the intestine was
collapsed, above it was distended. The dilated portion

Avas punctured in two places and a large quantity of fluid

contents evacuated. After this half an ounce of sulphate

of magnesium Avas injected into the boAA^el. The wound
was then closed.

May 10th.—Sickness entirely ceased. Later on had
two ounces of Haustus Senna? Co., followed by turpentine

enema, Avith good result.

Patient subsequently made an uninterrupted recoA'ery.

Case 2.—A. D—, single, aged 46, was admitted to St.

Thomas's Hospital on December 9th, 1903. Patient AA^as

an anagmic looking Avoman, Avho had ahvays suffered from

menorrhagia ; but during the last seA'en years the loss

had been more profuse, and especially so during the last

tAvelve months. For tAvo years patient has noticed a lump
in the loAver part of abdomen, and has suffered from pain

in this region. On admission the patient had a firm,

solid-feeling tumour reaching halfway up to the umbilicus.

The cervix Avas high up and directed backAA^ards. The
anterior fornix Avas depressed by a hard, round mass con-

tinuous Avith the abdominal tumour. There is a certain

amount of mobility.

On December 18th laparotomy Avas performed. The
ordinary supra-vaginal amputation of uterus Avas per-

formed ; two small flaps, consisting of peritoneum and a

small quantity of underlying muscular tissue, being dis-

sected from the loAver uterine segment, and the uterus
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and tumoiii- removed. The flaps were united after the

manner of Lembert with fine silk sutures.

The tumour removed in this case was a diffuse adeno-

myoma of uterus, one of the cases I exhibited before this

Society in the early part of this year.

After the operation the patient had very slight shock,,

but the same evening the temperature rose to 100'8°.

For the first week after the operation she made satis-

factory progress, and did not give any special anxiety.

The temperature this week varied between 98*4° and
100"4°. Palse-rate fluctuated from 88 to 100 per minute^

The patient improved in colour and felt well. The bowels

were opened with castor oil and enemata.

On December 25th, i. e. a week after the operation, the

temperature began to rise, and patient complained of pain

in the left side of the abdomen, low down. On 26th

temperature rose to 103*8°. The sutures were removed,

and on the next day the temperature fell to 98'4°, In

spite of the fall of temperature the pulse-rate rose to 126,.

and remained rapid.

On December 26th one drachm of magnesium sulphate

was ordered every hour, followed by enemata, without

result. There was now a good deal of abdominal dis-

tension, and on the evening of the 26th patient began to

be sick. This continued on December 27th, and the

patient was put on rectal feeding. On the next day the

distension was still marked, and the pain and tenderness

below and to the left had increased. The general con-

dition of the patient at this time looked very grave, and

the evidence of obstruction being quite definite it was

decided to reopen the abdomen. The patient's pulse at

this stage Avas 140, and the temperature 99*^6.

On December 28th an incision w^as made to the left of

the old scar through the outer edge of the rectus. On
opening the peritoneum several coils of bowel were found

firmly adherent to the uterine stump. There Avas also a

collection of inflammatory exudation on the left side in

the lower abdomen which was tracking up to the left loin.

VOL. XLVI. 27
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The coils of bowel in this region Avere in many places

covered with lymph. The bowel was separated from the

uterine stump and the abdomen was thoroughly washed

out, a counter-opening being made in the left lumbar

region to ensure drainage. A tube was placed in the

abdominal wound and a gauze drain in the loin. The
])atient bore the operation well, but strychnine was given

every four hours after the operation as a prophylactic

against shock.

On the evening of the 0})erati(jn a turpentine enema was

given, which was followed by the passage of some flatus.

On the following day an olive oil injection, followed by

soap and water enema, was given with fair result.

On December 30th patient looked and felt much better.

Pulse 110, temperature normal.

On December 31st bowels acted well after aperients.

Patient still suffers a good deal from hiccough. From
this time on the patient made a gradual though slow

recovery. There was a good deal of troublesome con-

stipation for some time, and the tympanites took some

time to subside. Eventually, however, she made a good

recovery and was discharged from the hospital on February

19th.

Case 3.—A. 'S\—, aged 22 years, was admitted to St.

Thomas's Hospital April 6tli, 190-1. Patient had a normal

confinement on March 10th, 1904. On the sixth day of

the puerperium the temperature rose to 100 , and a large

tender swelling Avas found in the lower abdomen. About

three weeks later a second tender swelling Avas disco\-ered

in the right. Patient had continued in bed, the tempera-

ture fluctuating betAveen normal and 100°.

On admission to the hospital patient Avas A'ei-y anasmic

and salloAv complexioned. There Avere tAvo Avell-mai'ked

elastic tumours—one in the hypogastrium and the other

in the right iliac region—separated by a sulcus. The

cervix Avas high up and far back, being situated betAA^een
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tlie two tninours. It was thouglit ])i-obal)le the tumours

Aveve dermoid cysts of the ovar}'.

On April 14tli, 1904, the abdomen was opened. The
tumour proved to he a bilobed fibro-myoma of uterus

—

one h:)be occupying the anterior wall of the uterus, the

other lobe growing" between the layer of the right broad

ligament. An attempt was first made to enucleate the

tumours, and this was accomplished, Init, owing to the

large sac left after removal into which there Avas con-

siderable oozing, it was thought best to perform supra-

vaginal hysterectomy. The uterine tissues were still ver}-

soft, and the sutures had a tendency to cut through. The
tumour removed weighed 1 lb. 9 oz., and was undergoing

marked necrotic change.

The operation was performed on A]n-il 14th, and patient

had no shock or other discomfort till the evening of the

17th. The bowels acted well after castor oil on the

morning of the 17tli. On the evening of the 17th patient

began to have abdominal pain and commenced to vomit.

She rapidly began to look pinched, and to have the typical

abdominal facies. On the morning of the IStli she looked

very ill. Temp. 97°, pulse 130. Constant vomiting ; no

result followed administration of enemata. Drachm doses

of sulphate of magnesium were ordered hourly without

result.

At 5 p.m. the same day, as there was evident obstruc-

tion, I reopened the abdomen by a small incision to the

left of the former one. There was a small quantity of

serum on opening the peritoneum. On passing the finger

into the abdomen a firm tag of omentum was felt at once

adherent to the stump, tightly stretched, and constricting

a coil of small intestine. This was readil}^ separated,

ligatured, and removed, and the wound closed.

On the 19th, /. e. the day after the operation, the aspect

of the patient had resumed its ordinary placid character.

There was a good result after Magn. Sulphate, and the

patient subsequently made an excellent recovery.

These are short accounts of the three cases, which have
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made a very great impression on me. Tlie occurrence of

these cases of intestinal obstruction following on, and tlie

immediate result of a particular operation, is an extremely

grave matter. It is true that all my cases recovered, but

such occurrences add so greatly to the anxieties which
every operator is bound to experience who is engaged \u

abdominal surgery, that if we can, by any special technique

or by choice of operation, minimise the risk of this particular

complication, we shall, at any rate, be relieved of one of

the most disappointing and dangerous sequelae which may
follow a successful operation.

I may say that up to a few months ago I have practised

the operation of supra-vaginal hysterectomy in nearly all

cases of fibroids requiring surgical treatment which have-

come under my care. The anterior and posterior flaps

have been brought together over the cervix by a series of

interrupted sutures of fine silk. With the results of

this operation on the whole I have been ver}^ well satisfied.

Up to November of this year I have performed 162 abdo-

minal operations for fibroids ; 180 of these have been

supra-vaginal hysterectomies, 12 have been pan-hysterec-

tomies, and 18 have been myomectomies. Putting aside

the 12 pan-hysterectomy operations the three cases of

obstruction occurred in 150 cases.

Can we offer any explanation for this ?

Is it due to the technique of the operation ?

Is is due to the nature of the operation ?

Is it due to luck—bad luck ?

So far as the technique is concerned I have been in the

habit of bringing together the flaps over the stump with a

series of interrupted sutures of fine silk introduced in

Lembert fashion. It is possible that a reliable absorbable

ligature, such as can be obtained at the present day, Avould

be an improvement on fine silk, and a continuous suture

bringing together the peritoneal flaps would do away with

the possible source of irritation to the peritoneum, Avhicli

the series of knots in the interrupted suture presents.

The more nearly we can restore the peritoneum of the
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operation area to its natui-al sniootli unbroken state, the

less is the risk of ti'oublesome adhesions.

One knows well enough that in a large number of cases

after abdominal operations, adhesions must occur, but the

adhesions are of such a kind that the natural peristaltic

action of the bowels is not interfered with. I am inclined

to think that in my cases of intestinal obstruction following

on supra-vaginal hysterectomy, the slightly projecting

stump of different consistence to the rest of the pelvic

peritoneum, covered by a row of sutures, or the sutured

uterus after myomectomy, were important factors in the

causation. One is driven to the conclusion that these two

operations for fibroids leave the site of operation in a

condition which may predispose to troublesome adhesions,

which may be followed by obstruction.

Sloughing of the flaps covering in the stumps has been

reported to occur in certain cases after supra-vaginal

hysterectomy. It is easy to undei-stand, if this is so, how
bowel adhesions very readil}^ under these circumstances

occur, followed by obstruction or by fatal peritonitis. I

do not, however, think that this can be anything but a

very rare complication. I have never seen anything

suggesting it in any of my operations, and in the three

patients in whom I had the opportunity of reopening the

abdomen and examining the stump, there was no evidence

of any necrotic change.

I have not yet performed a sufficient number of pan-

hysterectomy operations to compare results with those of

the supra-vaginal operations. The thin peritoneal flaps

closing the pelvic floor below, and leaving the surface

almost absolutely smooth and free from irregular pro-

jections, must be less likely to cause adhesions, and seem

to me to be an important point in favour of the pan-

hysterectomy operation.

Another point which makes one think that the nature

of the operation is a factor in the causation of the

obstruction is the freedom from such troubles in other

abdominal cases of a similar nature.
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After ovariotomy operations difficulties with the bowels

are in my experience hardly ever met with. Then, ag-ain,

after vaginal hysterectomy, I have only on one occasion

met with intestinal obstruction in a series of considerably

over one hundred cases. In this particular case the

patient Avas going on quite satisfactorily, and on the third

day the vaginal plug was removed. Later in the day the

patient complained of pain and began to vomit. I saw

the patient the next morning, and on vaginal examination

found a coil of small intestine in the vagina. This Avas

replaced, and another plug of gauze introduced. Dis-

tension of the abdomen rapidly increased, Avith vomiting,

and the case terminated fatally.

After operations for extensive suppurative disease in

the pelvis, Avhere extensive ra^v surfaces denuded of

healthy peritoneum are necessarily left, a certain number
of unfavourable results from extensive bowel adhesions

are almost certain to occur as an inevitable result of the

operation.

In clean cases, however, one must consider that intes-

tinal complications following on operations are, to a great

extent, preventable, and where they do occur, it behoves

one to search carefully for an explanation. Taking clean

abdominal cases such as operations for ovarian tumours

(non-suppurating) and uncomplicated fibroids, I have

come to regard the operations of supra-vaginal hys-

terectomy and myomectomy as peculiarly liable to be

followed by dangerous adhesion of bowel. I should be

interested to knoAv Avhether the Fellows of this Society

have met with any cases of these complications after these

two operations, in which the}' have been called upon to

reopen the abdomen, or in Avhich intestinal obstruction

has been the cause of death.

The diminished liability to bowel adhesion is, I believe,

one important advantage of the pan-hysterectomy operation.

Before deciding to substitute one operation for anothei-,

one must first consider the various advantages or objec-

tions. A great deal has been written and o})iiii()ns havt>
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been very freely expressed on tlie relative merits of tlie

supra-vaginal and total liysterectoni}'.

It has been suggested that patients suffer more from

shock after pan-hysterectomy. In the large proportion

of eases operated upon patients do not suffer any serious

shock after either operation. There are three important

factors on which shock depends in operations on fibroids :

one is the prevention of haemorrhage, the second is the

duration of the operation, and the third is the careful

packing of the intestines with hot gauze sponges, so as to'

prevent exposure. Where hgemorrhage is well controlled,,

and the operation not unduly prolonged, shock is rarely

seen.

In certain cases where there is serious inflammatory

mischief of the uterine appendages complicating fibroids,

which is not by any means uncommon in fibroids impacted

in the pelvis, I should suggest that the supra-vaginal

hysterectom}' is an easier operation, and one of less risk

to the patient. In these cases the cervix is often deeply

situated, surrounded b}- a good deal of cellulitic thickening-

which prevents it from being drawn up, and very trouble-

some haemorrhage is likely to occur during the removal of

the cervix. For some of these cases the supra-vaginal

operation still has a place.

Where, however, the complete extirpation of the uterus

does not increase the risk of the operation, I intend, in

future, always to select it.

A good deal has been written about the risk of injiiring-

the ureter in the operation for complete extirpation of the

uterus. In the whole of my operative work in cases of

vaginal hysterectomy, and in the twelve cases of abdominal

pan-hysterectomy, I have never met with this accident.

When the peritoneum and bladder have been separated

from the cervix and the uterus drawn up, the ureters

become still farther removed from the field of operation,

although in abdominal operation for cancer of uterus

where the cellular tissue is extensively removed injury to

ureter is a serious factor. In operating for cases of
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fibroids injury to the ureters ought not to occur wliere

proper care is taken.

With a view to- diminishing the risk of injury to the

ureters I see Mr. Bland-Sutton suggests leaving a shell

of cervix, and merely removing the mucous membrane of

the cervical canal and the surrounding- tissue of the cervix.

It seems to me that scooping out the cervical canal in this

way is exceedingly likely to be followed by troublesome

oozing from the walls, and I do not think it has any
advantages over the complete extirpation.

The opinion was expressed by Dr. Lowers, in this

Society, that wdiere a small portion of mucous membrane
of the lower segment of the uterus is left with the cervix,

the patient may continue to have a monthly discharge of

blood, and she may not suffer to the same extent from the

sudden cessation of menses, which is caused by removal
of the uterus. This is a point which is very difficult to

prove satisfactorily, as the amount of discomfort caused

by removal of the uterus in different patients varies so

greatly.

One case which occurred in my own practice a couple

of years ago shows the disadvantage of leaving a small

portion of the lower uterine segment. The patient, who
had been losing very excessively for nearly two years, had
supra-vaginal amputation of the uterus performed on July

17tli, 1902. 'J 'he fibroids were adherent in the pelvis

which made the operation a very difficult one ; the left

ovary and tube were removed, the right ovary was left. The
patient left the hospital at the end of a month, but very

soon the discharge returned, and the continuous bleeding

quite prevented her from going back to her domestic

duties. Some months later she returned to the hospital,

and I removed the cervix with uterine stump ^9er vagivam.

After this she made a good recovery. This case shows
the possible disadvantage in leaving a portion of lower

segment of the uterus.

I do not propose in this paper to discuss the question

of carcinoma occurring in the cervix after the supra-
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vaginal liysterectoiiiy. Suffice it to say that, so far as it

occurs, it is an argument in favour of the com])lete opera-

tion of pan-hysterectomy.

In conclusion, I would like to ask the Fellows of this

Society for their own experience with regard to obstruc-

tion following operations for fibroids.

I would also suggest that in the large bulk of cases

the immediate risks of supra-vaginal hysterectomy and
pan-hysterectomy are equal.

Where fibroid tumours are complicated by extensive

inflammatory disease of the uterine appendages, which is

by no means uncommon where the tumour is impacted in

the pelvis. I would maintain that supra-vaginal hys-

terectomy still holds a place as being in many such cases

a less serious risk to the patient.

In all other cases, both from the ])oint of view of

immediate and ultimate results, pan-hysterectomy is the

operation of selection.

Mr. Alban Doran preferred the continuous suture for closing

the flaps, and agreed with Dr. Tate as to the objection to the
interrupted sutm-e. The great disadvantage of supra-vaginal
hysterectomy was the necessity for leaving so many knots in the
stump. He gave au enema and a purgative as well on the
second day. In his own practice one case of obstruction had
occurred in ninety-eight supra-vaginal hysterectomies. It was
reported in full in his Harveian Lecture published in the
' Lancet ' for February 21st, 1903. In regard to the aim of the
operation, the safety and comfort of the patient, and in respect

to the danger of obstruction, the Abel-Zweifel theory that a
portion of the uterus above the level of the os internum shordd
be saved as well as the ovaries was of importance, as it seemed
to lessen the risk of future psychical disturbaiice. This practice,

however, involved the fashioning of a relatively big stmnp, in-

creasing the chances of intestinal ol)struction, as well as other

complications. He asked Dr. Tate if the stump, which he
removed because bleeding continued after hysterectomy, con-

tained any small interstitial fibroids. Mr. Doran always
dissected snch growths out of the stump. Uncertainty as to

physiological effects Avhen the cervix was removed seemed to be
an objection to 2:)an-hysterectomy. The sutured flaps of peri-

toneum deep in the pelvis might cause ol)struction. Von
Winckel recently reported a case of pan-hysterectomy (' Monats-
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schr. f. Grel>. u. Gyn.,' vol. xviii, p. 792) where a larg-e vaginal

hernia developed, and the patient complained that she often

found herself sitting on her bowels, an eminent instance of a

bad intestinal complication.

Dr. Peter Hoerocks, whilst congratulating the author on
the boldness of his action and the success that followed, did not

think that his conclusion that pan-hvsterectoniy was preferable

to supra-vaginal hystei^ectoniy in cases of fibroid tumours of the

uterus was warranted. Ever since Baer's operation was intro-

duced into this country he had adopted this method in nearly

all cases. Pan-hysterectomy was more difficult to perform, was
followed by gi-eater shock, and had a higher mortality. More-
over, it left the pelvic floor in a weaker state. Of Dr. Tate's,

three cases, only one, the second, could be looked upon as an
ordinary fibroid tumour of the uterus with which one could

compare supra-vaginal with pan-hysterectomy, at all events, with

reference to the question of the frequency of intestinal obstruc-

tion following, due to adhesion at the line of incision. For in

No. 1 it was a case of myomectomy, a very different operation,

and in No. 3 the patient was young (twenty-two) and had
recently had a child, leaving the uterus in an incompletely

involuted condition, with its walls fatty and frialile, and thei'e-

fore with a greater likelihood of causing trouble along the line

of incision. He could not help thinking that Dr. Tate's expe-

rience of three cases of intestinal obstruction in 150 operations

was much higher than that of most operators. In his own
experience he thought one case in 150 operations was nearer the

mark, and nearer the average, and if Dr. Tate excluded Nos. 1

and 3 it would leave his results very much the same. Probably
interrupted sutures were not so good as a continuous one. His.

own practice was to use fine silk and to leave as much of the-

cervix uteri as possible, cutting straight across, and sewing the

peritoneum over the stump. As a rule the stumps of the right

and left broad ligaments were not covered over by the peri-

toneum, but were left bare, like the cut end of the pedicle in an
ovariotomy, and these seldom, if ever, caused any troul^le.

Dr. Galabin said that Dr. Horrocks had referred to him as-

the first introducer into this country of Baer's operation. He
believed, however, that he had to yield precedence to Dr.

Cullingworth in this matter, though he had followed hun very

closely. Dr. Galabin said that he did not think that Dr. Tate-

had proved that supra-vaginal hysterectomy was necessarily

more likely to be followed by intestinal obstruction than pan-

hysterectomy. Since Dr. Tate had chosen supra-vaginal hys-

terectomy in almost all cases up to the last few months, any
cases of obstruction which occurred in his practice would natu-

rally follow that operation. But he thought that the method of

doing the operation might make a difference. Dr. Tate s.poke
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of coveriug the stump with flaps, and he presumed that he
meant flaps of uterine tissue. i3r. Gralabin never made any
flaps, but cut straii^ht across at the narrowest part, a Httle above
or below the internal os, thus getting the minimum of haemor-
rhage from the cut surface. If fibroids involved the cervix so
that he could not get below them he always chose pan-hvsterec-
tomy. He adopted for this an elaborate suture, but thought
that it was worth the increased time occupied, as he had never
had a case of intestinal obstruction after either supra-vaginal
hysterectomy, pan-hysterectomy, or vaginal hystei'ectomy. He
first closed the broad ligaments by \uiiting their anterior and
postei'ior faces with sutures at the site of the round ligaments
and the uterine arteries. He then united the peritoneum in a
transverse line, getting a sero-fibrous union by piercing the
anterior peritoneiun twice, and using a continuous suture of fine

silk. The stump Avas never much larger than a normal cervix,

and was covered by stitching the edge of peritoneum left above
the bladder in stripping it down. The stump thus made no
projection, w^as mainly covered by bladder, and could come in

contact with intestines only at its posterior edge. Care was
taken to stitch closely enough to prevent any leakage of blood,
and he thought that if the operation was thus performed there
could be no greater tendency to intestinal adhesion than after

pan-hysterectomy. In that operation he united the peritoneiim
in precisely the same way, since it kept the structures in a more
normal relation than the use of a purse-string suture, and finer

silk could be used. Similarly, in vaginal hysterectomy he pre-

ferred to stitch the peritoneum so as to fix the pedicles of the
broad ligaments in the vagina. In two cases, within two or
three years after supra-vaginal hysterectomy in neurotic patients,

he had opened the abdomen again to search for the source of
pain referred to the region of the ovary left behind. In one no
adhesion of any sort was found. In the second there was one
adhesion of a knuckle of intestine to the free surface of the
ovary. In both cases the line of suture was free and smooth,
and no trace of the silk was discoverable.

Dr. Herbert Spencer said that Dr. Tate's paper dealt with
two subjects which should be keptdistinct—the occurrence of intes-

tinal obstruction aftermyomectomyand after supra-vaginal ampu-
tation with intra-peritoneal treatment of the stump. With regard
to the former he asked what was Dr. Tate's method of closing the
wound. His own practice was to understitch the vessels, then
to pass deep sutures, and finally to sew over the peritoneum with
Lembert's sutures of fine silk, and to leave salt solution in the
abdomen, wdiich he thought tended to prevent the occurrence of
adhesions. He was glad to hear that Dr. Tate had during the
last few months given up supra-vaginal amputation in simple
cases of fibroiils. Personally he had not performed it in any
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case for over five years. It was an operation which, in his

opinion, ought to have no place in the twentieth century. He
was surprised to find that Fellows of the Society were so sIoav in

recognising the advantages of total hysterectomy. He had no
doubt that Dr. Tate would soon perform it also in cases of

complicated fibroids, for which indeed it was especially suitable.

In a paper read two and a half years ago at the Manchester
Meeting of the British Medical Association he had called atten-

tion to this subject of intestinal obstruction after supra-vaginal
amputation, and had pulilished a case of his own. He had also

nearly ten years ago, and many times since, directed the Society's

attention to Klotz's striking three cases of septic peritonitis from
infection of the cervical stitches long after the operation. He
also knew that some operators who practised the supra-vaginal
amputation had not uncommonly cases in which discharges of

pus occurred per vaginam after the operation. Haemorrhage and
the presence or development of malignant disease in the stump
were other disadvantages of ampi;tation, to which lie had called

attention in his paper. He hoped that Dr. Tate would follow up
his cases and publish the results, for he had no doubt that the
reason why total hysterectomy had not more advocates was the
false impressions derived from reading lists of picked cases

published without any reference to the late results of the opera-

tion. He agreed entirely with Dr. Tate that the ureter ought
not to be injured in total hysterectomy, and in his remarks on
Mr. Bland-Sutton's so-called " modified pan-hysterectomy," which,
of course, was not a pan-hysterectomy at all. The Ijogey of pi'o-

lapse after total hysterectomy had been introduced, although it

did not occur any more than it did after the similar operation
for cancer, which was daily performed by the advocates of the
partial operation for fibroids. Personally he had never seen a
case. He was a little amused at Mr. Doran's idea of a *' three or

four inch seam " after total hysterectomy. The operation as he
performed it with a purse-string suture, which was hidden, left

no seam or raw surface, but only smooth peritoneum at the
bottom of the pelvis.

Mrs. Boyd agreed in the presence of the knots of interrupted
sutures as the possible cause of adhesions, and th(_iught the main
point in the technique of supra-vaginal amputation was to bury
the cervical stump and also the stumps of the adiiexa by con-

tinuous suture of the overlying peritoneum. She questioned
Avhether Dr. Tate's second case should be regarded as a case of

typical mechanical obstruction, and thought it rather a condition
of peritonitis with secondary matting of boAvel, brought to a
successful issue by Mr. Tate's bold intervention.

Dr. CuLLiNGWORTH would havc liked to hear from Dr. Tate
what were the symptoms which, to his mind, indicated the
necessity for re-opening the abdomen. Dr. Tate's boldness in
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vesortiug- to this measure early had been crowned with success,
but, for his own part, he knew no more difficult problem with
which an o])erator could be faced than to have to decide, when
the abdomen was becoming distended, and other symptoms
pointed to either intestinal paresis or obstruction, how long:

aj)erients and enemata ought to be tried before having recourse
to exploration of the abdominal cavity. Perhaps, however, that
was too large a subject to be discussed that evening. It might,
w'ith advantage, have an evening all to itself. Dr. Cullingworth
had been somewhat surprised to hear that the Fellows had had
so small a percentage of cases of obstruction, by which he meant
what the reader of the paper meant, namely cases in which it

had been proved either by re-opening the abdomen or by exa-
mining the body post mortem that mechanical obstruction, in

the form of kink or adhesion, was actually present. He had
unfortunately himself had a much larger percentage. He
had performed Baer's operation very nearly 100 times, and had
had four undoubted cases of genuine intestinal obstruction.

He had the notes in his hand, but would not trouble the Societv
with them at so late an hour. He would only say that in none
was it noted that the intestine had become adherent to the line

of suture on the uterine stump, which, of course, was the point
upon which Dr. Tate's argument rested. Dr. Galabin had
alluded to Dr. Tate's mention of flaps, and had inquired what
was meant by flaps, stating that it was his own (Dr. Galabin's)
practice to cut straight across at the level of the o-s- internum.
He (the speaker) would like to remind Dr. Galabin that the
chief characteristic of Baer's operation was the avoidance of the
muscular tissue of the uterus during the suturing and the
covering of the stump by flaps of j^eritoneum, dissected ofl: for
the purpose and stitched together with their edges turned
inwards, so that their serous surfaces were in apposition. As a
matter of practice, it was often^found desirable to thicken and
strengthen the flaps by dissecting oif a thin layer of muscular
tissue along with the peritoneum. The sutures, however, should
penetrate peritoneum only. In regard to the relative merits of
supra-vaginal hysterectomy and so-called pan-hysterectomy, he
(Dr. Cullingworth) had an open mind. He had had little, if

any, personal experience of pan-hysterectomy, so had no means-
of comi)aring the one with the other in his own practice. But
there were two or three points that it behoved the advocates of

pan-hysterectomy tc) bear in mind. First as to statistics. He
did not piu his faith on mortality statistics, but they could rot
wholly be left oi;t of account. He held in his hand a paper by
Dr. C;. P. Noble, of Philadelphia, published in 1901 in the
' American Journal of Obstetrics,' in which there occurred the
following passage :

—
" In a series of 345 cases published by

myself in 1897, the mortality of hysterectomy l>y supra-vaginal
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amputation iu tlie hands of five American gynaecologists was 49
jjer cent; in a series of 100 total hysterectomies the mortality
was 10 per cent. In a collection by Olshausen (' Veit's HanJ-
buch,' 1897, p. 713) of 806 cases of supra-vaginal amputation
the mortality was 5-6 per cent., contrasted with a mortality of
9"6 per cent, in a collection of 920 cases of total extirpation."

The accuracy of these figures had, he believed, never been called

in question, and tbey were certainly very striking. Then again.
Dr. Tate had spoken of the simple transverse woimd left after

total hysterectomy at the bottom of the pelvis as affording little

•or no risk of dangerous intestinal adhesion. But was that so ?

.Some years ago he (the speaker) had brought before the Society
four cases of vaginal hysterectomy for cancer. One of these
•cases, was immediately fatal. Of the i-emaiuing three he had
furnished the after-histories in a short supplementary paper.
Two out of the three had died from intestinal obstruction the
remote result of the operation. Here, at any rate, was no pro-

jecting mass like the uterine stump to provoke the fatal adhe-
sion. Lastly, the length of time occupied by the operation
seemed to him a very important point. • Most operators agreed
that total extirpation involved a longer operation. If that were
:S0, undoubtedly it was an argument against it, for there could
be no doubt but that the length of time occupied by the opera-
tion was an important factor in determining the immediate
result. Three or four years ago he was appealed to by Mr.
Stanmore Bishop, of Manchester, for some account of his opera-
tive work in connection with uterine fibro-myomata and of his

results. He then took occasion to communicate as far as pos-
sible with every patient upon whom he had successfully opera-
ted, and received replies from all but one or two. Willi scarcely

an exception, the patients s].>oke of themselves as being in

excellent health, and glad that they had undergone the opera-
tion. In fact, his experience ^yas that after no gynaecological

operation involving abdominal section did the i:)alients who
survived the operation itself experience the same sense of well-

being as after the removal of the body of the uterus for fibro-

myomata. He had no doubt the same was true after total

extirpation. He congratulated Dr. Tate on his valuable paper,
and was much interested in the account he had given of his

conversion. If, however, that conversion really rested on the
evidence brought forward in that evening's paper, he could not
help feeling that it had taken place on very slender grounds.

Mr. Malcolm thought Dr. Tate's cases particularly interesting,

in that they illustrated one of the advantages of treatment liy

purgatives and enemata over the opiate treatment formerly in

vogue. He looked upon these cases as a modern manifestation
of the old conditions that led to death fi'om paresis or obstruc-

tion of the intestines under treatment by opiates. Modem
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treatment cured most if not all eases of ])aresis, but did not cure

those in which there was a definite obstruction which would not

give way. He had written, many years before, that treatment

by purgatives in such cases would enable us to " so clinch the

diagnosis that the sui'geon must at once consider the qiiestioii

of reopening the abdomen in the expectation of finding a definite

mechanical obstruction," ' Med. Chir. Trans.,' vol. Ixxi. p. 64.

Under opiate treatment, whether paralysis or obstruction was
the chief cause of mischief, if the symptoms continued there

was great difficulty in deciding whether to reopen the abdomen
or not. When this course was taken the surgeon did what he

could to relieve obstruction, the patient was put back to bed
and more opiimi was given, so that nature did not get a chance

of assisting to put matters right. He I'emembered hearing of

only one case of successful operation for obstructive symptoms
arising soon after an abdominal section under treatment by
opium. In that case there was a very slight adhesion immedi-
ately under the abdominal incision and easily separated. But
this was hardly a case in point, for the second operation did not

take place until the thirteenth or fourteenth day after the first.

There was little doulit that the longer the interval between the

first abdominal section and the development of symptoms of

obstruction of the intestines the greater the chances of effecting

a cure were if a second operation was performed. He was in-

clined to think that the fact that these cases all followed opera-

tions for the treatment of uterine fibroids was due to one of

those curious coincidences that constantly occur. Obstructive

symptoms might arise from adhesions to any surface. He had
never had a case of death from adhesions to the stump of a

uterus, but in the first case of fibroid tumour he operated on
the patient died from adhesions of a very small area of small

intestine to the pedicle of the broad ligament which was left in

the peritoneal sac, the stvimp of the uterus being secured in a

serre-nceud outside the alxlominal wall, accorning to the old-

fashioned method. The case was treated at first by opiates, and
on the second day by pui'gatives, but the patient died on the

third day, and, after death, an acute obstruction was found to

be caused by the adhesions. If he had had the courage of his

opinions the abdomen would have been opened, but at that time

these conditions were generally attributed to peritonitis, and the

symptoms simulated those of an acute inflammation. He fully

agreed with Dr. Tate and Dr. Spencer that removal of the cer-

vix with the uterus was a more satisfactory operation than that

by which the cervix was left in the body. Convalescence was
more smooth, but he thought the operation was, in many cases,

decidedly more difficult and therefore more dangerous, and it

was very often in those cases in which the operation was most
difficixlt, when there had been much inflammatory mischief in
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the parts, that the advantages of getting the cervix away and
thei'eby removing a source of irritation were most obvious. He
thought that Dr. Tate was to be congratulated veiy warmly on
the success of the treatment of these cases.

Dr. LOWERS said that he thought it must be admitted that
there was a greater risk of intestinal obstruction following soon
after abdominal hysterectomy than after ovariotomy. The risk,

in his experience, was a very small one, as in all his cases of
abdominal section intestinal obstruction had only happened
twice, and in both cases after an abdominal hysterectomy. In
one case—a supra-vaginal hysterectomy—a coil of small intestine

adhered to the seam over the stump across the floor of the pelvis.

In the other case of hysterectomy by the same method intestinal

obstriiction occurred a month after the operation by a coil of

intestine slipping through a hole in the omentum. It seemed
to him that the absence of the body of the uterus after hyster-
ectomy, by leaving the pelvis more empty than after an ovario-

tomy, formed a reasonable explanation of the greater risk of
this accident in cases of hysterectomy. An unusually long
mesentery would naturally also predispose to it. He always
made a practice, as far as possible, of drawing the omentum well

down over the intestines at the end of every abdominal section.

In the large majority of his hysterectomies for fibroids supra-
vaginal hysterectomy, leaving the cervix, was the operation he
had adopted. He had done a moderate number of abdominal
pan-hysterectomies for fibroids, but the operation took longer,

and to his mind presented no advantage over the former opei'a-

tion. He had never had any trouble after supra-vaginal hyster-

ectomy due to suppuration in the neighbourhood of the stump,
such as had been referred to by Dr. Spencer.

Dr. Tate did not believe there was any actual advantage to be
gained by leaving the cervix, so far as the integrity of the pelvic

floor was concerned. After the operation of vaginal hysterec-
tomy, it M-^as not usual to see any unfavourable sequelae due to
the removal of the whole uterus. In the operation of supra-
vaginal hysterectomy, he was in the habit of making small flaps

of peritoneum with a little subjacent muscular tissue, dei-ived

from the lower uterine segment. He did not think much value
could be attached to the statistics of Noble and Olshausen which
extended back over a number of years, when the method.s of
operating were very different to what they are at the present
time. Although he was strongly in favour of pan-hysterectomy
as the routine operation in cases of fibroids, he was still of
opinion that the supra-vagiual operation was the safer method
in certain cases.
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the choice of operation .... 408

Malins (Edward), Annual Address as President . . 67

Remarks in discussion on H. Cripps's and H. William-

son's paper on two cases involving the site of impregna-

tion . . . . . .103
in discussion on A. J. Sturmer's forty-one cases of

puerperal eclampsia treated by thyroid extract . . 137

in discussion on 0. J. Ciillingworth's and H. H.
Glutton's notes on a case of hydatids of, or connected

with, both ovaries, right broad ligament, liver, omentum,
mesentery, and other parts .... 262

in discussion on J. M. Munro Kerr's paper on cer-

tain details regarding the operation of Csesarean section

in cases of contracted pelvis, based upon a series of thirty

cases ...... 330

Maurice (W. J.), Remarks in discussion on C. Lockyer's

specimen of primary carcinoma of both ovaries . 233

McCann (Frederick John), Remarks in discussion on R. H.
Bell's paper on torsion of the pedicle in hydi'osalpinx,

and other morbid conditions of the Fallopian tube 17G
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Meredith (W. A.), fibro-myoma of the cervix uteri, removed

by abdominal panhysterectomy (shown)

Mesentery, hydatids of. or connected \vith(0. J. Cullingworth

and H. H. Chitton).....
Mole, tubal (C. E. Purslow) ....
Monster, twin, (P. Horroclcs) ....

PAGE

12

254

271

183

Nicholson (Harry Oliphant), Remarks in discussion on A. J.

Sturmer's forty-one cases of puerperal eclampsia treated

by thyroid extract..... 136

Obituary notices of Deceased Felloivs :

Thomas, Thomas Gaillard, M.D., New York (Hon. Fellow) 77

Wallace, R. J., M.D., Calcutta . . .78
Jenks, Edward W., M.D., Detroit . . .78
Tait, Edward Wiimshurst, M.R.C.S., Hampstead . 78

Stiven, Edward William Flemyng, M.D.Ed., Harrow-on-

the-Hill . . . . . .78
Kempster, William Henry, M.D.St. And., Claphara

Common . . . . .79
Swayne, John Griffiths, M.D.Lond., Clifton . . 79

Playfair, William Smoult, M.D.Ed., St. Andrews . 80

Omentum, hydatids of, or connected with (C. J. Cullingworth

and H. H. Clutton) . . . . .254
Ovary, carcinoma of, of unusual type (C. Lockyer) . . 349

dermoid cyst of, removed by abdominal section five years

after causing obstruction to laboui- (W. W. H. Tate) . 344

fibroma of (F. E. Taylor) . . . .280
fibroma of, with fibro-myoma of uterus with extensive

carcinoma of body of uterus (W. W. H. Tate) . . 139

fibro-myoma and cystic disease coexisting in the same
(W. W. H. Tate) . . . . .273
right, normal, in primary cancer of the right Fallopian

tube (H. Briggs) . . . . .60
Ovaries, cancer of both, primary to carcinoma in the muscular

wall of the uterus (C. Lockyer) . . . 302

hydatids of, or connected Avith, both (C. J. Cullingworth

and H. H. Clutton) . . . . . 254

primary carcinoma of both (C. Lockyer) . . 229

Panhysterectomy, abdominal, for removal of fibro-myoma of

the cervix uteri (W. A. Meredith) . . .12
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Panhysterectomy during hibour in the seventh month in a

pregnancy in a uterus with fibroids (J. Bland-Sutton) . 238
for removal of pregnant uterus with cancerous cervix

(F.N.Boyd) . . . . . ;U5
Parturition, dermoid cyst of ovary, removed by abdominal

section five years after causing obstruction to labour

(W. W. H. Tate) . . . . .344
in the seventh month, panhysterectomy during (J.

Bland-Sutton) ..... 238
three cases of cancer of the cervix complicating, in

advanced pregnancy, the patients remaining well eleven,

eight and a half, and eight years after high amputation
of the cervix (H. R. Spencer) . . . 355

Pedicle, torsion of, in hydrosalpinx, and other morbid con-

ditions of the Fallopian tube (R. H. Bell) . . 152

twisted, in a parovarian cyst (C. Berkeley) . . 242
of an ovarian dermoid six inches in length (J.

Bland-Sutton) ..... 147
Pelvis, contracted, Csesarean section in cases of (J. M. Munro

Kerr) . . . . . .309
Pembrby (M. S.) and G. Bellingham Smith, on sacs con-

taining foetuses and lying free in the peritoneal cavity of

a rabbit ...... 283
Playfair, William Smoult, M.D.Ed., St. Andrew's, obituary

notice of . . . . . .80
Pregnancy, abdominal (A. J. Sturmer) . . . 335

complicating two cases of abdominal hysterectomy for

fibroids (F. N. Boyd) . . . .106
early tubal, with hsematoma and ha3matocele (A. Doran) 206
in a uterus, with fibroids

; panhysterectomy during
labour in the seventh mouth (J. Bland-Sutton) . . 238
necrobiotic uterus associated with recent (A. Doran and
H. Williamson) • • . . . 274
two specimens of extra-uterine . . .88
unruptiired tubal (M. A. D. Scharlieb) '

. .54
Puerperium, abscess of uterus developing during ; rupture

into the peritoneal cavity ; abdominal section ; recovery

(A. W. W. Lea) . . . . .7
PuRSLOW (Cbarles Edwin), cystic tumour of uterus (shown) . 269

tubal mole (shown)..... 271

Pyosalpinx, unsuspected tuberculous salpingitis and (J. H.

Targett) . . . . . .20
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PAGE

Rabbit, sacs containing foetuses and lying free in the peri-

toneal cavity of (M. S. Pembrey and G. Bellingham

Smith) . . . . . .283
Rejjort {audited) of the Treasurer for 190o . . 62,63

of the Chairman of the Board for the Examination of Mid-

ivives . . . . . .64
of the Hon. Librarian for IQOo . . .62
of the Pathology Committee on W. A. MereditKs specimen

of cervical fibroid . . . . .14
on W. W. H. Tate's two specimens of diffuse adeno-

myoma of the utertis (p. 14:1).... 178

on P. Horrocks's specimen of fibro-myoviu of the

uteriis undergoing sarcomcdous degeneration (j). 184) . 265

on H. B. Spencer's specimen of cancer of the body of

the uterus simulating fibroid (p. 235) . . . 265

Oil C E. Pursloiv's specimen of cystic tumour of

uter^is {p. 2.m) . . . . .339
on C. E. Pursloiv's specimen of tubal mole (p. 271) . 340

on Frank E. Taylor's specimen offibroma of the ovary

(p. 280) . . . . . .341
on M. Handfield-Jones's specimen of fibroid tumour

of the litems and cystic disease of the surrounding tissues

(p. 307) . . . . . .383
on J. H. Dauber's specimen of doiible symmetrical

cystoma of unusual origin and connections (p. 341) . 384

—— , on F. N. Boyd's specimen of fibroma of the ovarrj (,p.

348) . . . . . .384
Rotation, acute axial, of a calcified fibroid of the uterus (J.

Bland-Sutton) . . . . .149
RouTH (Amand), Remarks in discussion on A.. W. W. Lea's

specimen of abscess of the uterus developing during the

puerperium . . . . .7
in discussion on J. D. Malcolm's specimen of slough-

ing of the central part of a uterine fibro-myoma shortly

after delivery . , . . .19
in discussion on F. N. Boyd's paper on two cases of

abdominal hysterectomy for fibroids, complicated by preg-

nancy 116

in discussion on Alban Doran's paper on h«:ma-

toma and haimatocele .... 226

in discussion on A. H. N. Lewers's specimen of

uterus, with carcinoma of the body and multiple fibroids , 268
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RouTH (Auiand), licviarlis iii discussion on A. Doinn's and

H. Williamson's specimen of nccrobiotic nierus associated

with pregnancy ..... 279

in discussion on A. J. Stuimer's specimen of abdo-

minal gestation ..... 290

in discussion on M. S. Pembiey's and G.Bellingljam

Smith's paper on sacs containing Icetiises and lying free

in the peritoneal cavity of a rabbit . . . 291

in discussion on J. M. Munro Kerr"s paper on cer-

tain details regarding the operation of Csesarean section

in cases of contracted pelvis, based upon a series of thirty

cases ...... 332

in discussion on H. R. Spencer's new galvano-

cautery ...... 354

in discussion on H. R. Spencer's paper on three

cases of cancer of the cervix complicating labour in

advanced pregnancy, the patients remaining well eleven,

eight and a half, and eight years after high amputation

of the cervix ..... 379

Sacs containing foetuses and lying free in the peritoneal

cavity of a rabbit (M. S. Pembrey and G. Bellingham

Smith) . . . . . .283
Salpingitis, unsuspected tuberculous, and pyosalpinx (J. H.

Targett) . . . . . .20
ScHARLiEB (Mary A. D.), unruptured tubal gestation (shown) 54

Remarks in discussion on A. H. N. Lewers's specimen of

uterus Avith carcinoma of the body and multiple fibroids 268

Sixes (A. W.), three cases of variation of the posterior fon-

tanelle in children (shown) . . . .272
Sloughingof the central part of a uterine fibro-myoma shortly

after delivery (J. D. Malcolm) . . .15
Smith (Heywood), Bemarhs in discussion on H. Briggs's speci-

men of primary cancer of the right Fallopian tube ; right

ovary normal . . . . .61
in discussion on H. R. Spencer's paper on three

cases of cancer of the cervix, complicating labour in ad-

vanced pregnancy, the patients remaining well eleven,

eight and a half, and eight years after high amputation

of the cervix ..... 380

Spencer (H. R.), cancer of the body of the uterus simulating

fibroid in a woman aged thirty-six (shown) . 235
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PAGE
Spencer (H. R.), Remarks in reply . . . 'J38

degenerated fibro-myoma weighing over seventeen pounds

enucleated from the broad ligament nine hours before

delivery at term . . . .122
fibro-myoma of the intra-abdominal portion of the round

ligament of the uterus . . . .26
Bemarhs in reply . . . . .50
galvano-cautery (shown) .... 353

three cases of cancer of the cervix complicating labour

in advanced pregnancy, the patients remaining well

eleven, eight and a half, and eight years after high ampu-

tation of the cervix..... 355

Bemarhs in reply ..... 380

in discussion on W. A. Meredith's specimen of fibro-

myoma of the cervix uteri, removed by abdominal pan-

hysterectomy . . . . .13
in discussion on J. D. Malcolm's specimen of

sloughing of the central part of a uterine fibro-myoma

shortly after delivery . . . .19
in discussion on J. H. Targett's specimen of un-

suspected tuberculous salpingitis and pyosalpiiix . 21

in discussion on F. N. Boyd's paper on two cases of

abdominal hysterectomy for fibroids complicated by preg-

nancy ...... 116

in discussion on A. H. N. Lewers's specimen of

uterus with carcinoma of the body and multiple fibroids . 267

in discussion on R. Boxall's note on acute inversion

of the uterus ; spontaneous reposition . . 296

in discussion on M. Handfield-Jones's specimen of

cancer and fibro-myoma coexisting in the body of the

uterus ...... 306

in discussion on J. M. Munro Kerr's paper on cer-

tain details regarding the operation of Csesarean section

in cases of contracted pelvis, based upon a series of thirty

cases ...... 333

in discussion on W. W. H. Tate's paper on three

cases of intestinal obstruction following operations for

fibroid tumour of uterus, with special reference to the

choice of operation..... 405

Spleen, enlarged wandei'ing, forming pelvic tumours (F. E.

Taylor) . . .

•

. .179
Stiven, Edward William Flemyng, M.D.Ed., Harrow-on-the

Hill, obituary notice of . . . • . 78
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PAGE

Stuemer (A. J.), abdominal gestation (shown) . .
385

fortv-one cases of puerperal eclampsia treated by thyroid

extract ..••• ^"'^

Swayne, John Griffiths, M.D.Lond., Clifton, obituary notice of 79

Tait Edward Wilmshurst, M.R C.S., Hampstead, obituary
'

7S
notice of . • • •

'

.

'

Targett (J. H.), unsuspected tuberculous salpingitis and

pyosalpinx (shown) . • • • -^

Tate (W. W. H.), dermoid cyst of the ovary removed by

abdominal section five years after causing obstruction to

labour (shown) . • •

_
• • ^*'*

fibro-mvoma and cystic disease coexisting in the same

ovary (shown) . • • • . -/^

of uterus, with extensive carcinoma of body of

uterus, and fibroma of ovary (shown) . . . 139

three cases of intestinal obstruction following operations

for fibroid tumour of uterus, with special reference to the

choice of operation . . • • .001.
, .1 4.10

Remarks m reply .
• • • •

tuberculous disease of cervix and Fallopian tubes (shown) 138

two eases of diffuse adeno-myoma of uterus (shown) . 141

Bemarhs in discussion on H. R. Spencer's paper on three

cases of cancer of the cervix complicating labour in ad-

vanced pregnancy, the patients remaining well eleven,

eight and a half, and eight years after high amputation of

.1 •
. . 378

the cervix .

Taylor (Frank E.), adeno-myoma of the uterus (shown)
. 188

fibroma of the ovary (shown) • • .280

two cases of enlarged wandering spleen forming pelvic

tumours (shown) . • • •

Bemarhs in discussion on W. W. H. Tate's specimen of

two cases of diffuse adeno-myoma of uterus . •
144

in discussion on H. R. Spencer's specimen of cancer

of the body of the uterus simulating fibroid in a woman

aged thirty-six . •
• • •

in discussion on C. J. Cullingworth's and H. H.

Clutton's notes on a case of hydatids of, or connected

with, both ovaries, right broad ligament, liver, omentum,

mesentery, and other parts .

Taylor (John W.), Bemarhs in discussion on Alban Doran's

paper on haematoma and ha^matocele .

OQ
VOL. XLVI.
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237

263

224
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PAGE
Thomas, Thomas Gaillavd, M.D., New Yovk (Hon. Fellow),

obituary notice of . . . . .77
Thorn E (Mary), Bemarhs in discussion on C. Lockyer's

specimen of primary carcinoma of both ovaries . . 234

Thyroid extract, forty-one cases of puerperal eclampsia

ti-eated by (A. J. Sturmer) . . . .126
Torsion of the pedicle in hydrosalpinx, and other morbid

conditions of the Fallopian tube (R. H. Bell) . . 152

Tuberculosis of cervix (primary) : farther note (W. H. B.

Brook) . . . . . .265
Tumour, see Cysts.

Tumours, calcified fibroid of uterus, with acute axial rotation

(J. Bland-Sutton) . . . . .149
cystic, in connection with the right Fallopian tube,

arising probably from an accessory Fallopian tube (R.

H. Bell) . . . . . .21
of uterus (C. E. Purslow) .

'

. .269
chorionepithelioma of the uterus, with secondary

growths in the vagina, lungs, and the liver (G. F.

Blacker) . . . . . .55
fibroid, cancer of the body of the uterus in a woman
aged thirty. six, simulating (H. R. Spencer) . . 235

of broad ligament (F. N. Boyd) . . .348
of uterus, three cases of intestinal obstruction

following operations for, with special reference to the

choice of operation (W. W. H. Tate) . . . 391

with cystic degeneration of the surrounding
tissues (M. Handfield-Jones) , . . 307

pregnancy in a uterus with; j)anhysterectomy

during labour in the seventh month (J. Bland-Sutton) . 238

pregnant, of uterus removed by operation (A.

Doran) ...... 119
• (multiple), in uterus with carcinoma of the body

(A. H. N". Lewers) . . . . .266
two cases of abdominal hysterectomy for, compli-

cated by pregnancy ; with specimens (F. N. Boyd) . 106

fibroma of the ovary (F. E. Taylor) . . . 280
fibro-myoma of the cervix uteri, removed by abdominal

panhysterectomy (W. A. Meredith) . . .12
fibro-myoma of the intra-abdominal portion of the round

ligament of the uterus (H. R. Spencer) . . 26
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PAGE

Tumours, fibvo-myoma, slougliiug of the central part of a

uterine, shortly after delivery (J. D. Malcolm) . . 15

of the uterus undergoing sarcomatous degenera-

tion (P. Horrocks) ..... 184

solid (fibro-myoma) mesenteric, weighing thirty pounds

(A. Doran) . . . • .145
necrobiotic fibroid (F. N. Boyd) . . • 198

removed from a recently delivered patient

aged twenty-two (J. S. Fairbairn) . . . 194

ovarian dermoid, section of the wall showing giant

cells (H. Williamson) . . . .299
ovarian dermoid with a twisted pedicle six inches in

length (J. Bland-Sutton) . . . .147
pelvic, two cases of enlarged wandering spleen forming

(F. E. Taylor) . . . • .179
Twins, uniovular (C. Lockyer) .... 191

Uterus, abscess in (W. F. Victor Bonney) . . .2
abscess of, developing during the puerperium ; rupture

into the peritoneal cavity; abdominal section; recovery

(A. W. W. Lea) . . . . -7
acute inversion of: spontaneous reposition (R. BoxalH . 292

adeno-myoma of (F. E. Taylor) . . . 188

calcified fibroid of, with acute axial rotation (J. Blaud-

Sutton) . . . . . .149
cancer and fibro-myoma coexisting in the body of (M.

Handfield-Jones) . . . . .305
cancer of the body of, simulating fibroid in a woman
aged thirty-six (H. R. Spencer) . . . 235

carcinoma in the muscular wall of, secondary to cancer

of both ovaries (C. Lockyer).... 302

cervix of, further note on a case of primary tuberculosis

of (W. H. B. Brook) . . . .205
cervix of, three cases of cancer of, complicating labour in

advanced pregnancy, the patients remaining well eleven,

eight and a half, and eight years after high amputation

of the cervix (H. R. Spencer) . . .
355

chorionepithelioma of, with secondary growths in the

vagina, the lungs, and the liver (G. F. Blacker) . 55

cystic tumour of (0. E. Purslow) . . •
269

fibroid of, with cystic degeneration of the surrounding

tissues (M. Handfield-Jones).... 307
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Uterus, fibroid tuir.onr of, intestinal obstruction following

operations for (W. W. H. Tate) . . .391
fibro-myoma of cervix of, removed by abdominal pan-

hysterectomy (W. A. Meredith) . . .12
fibro-myoma of the intra-abdominal portion of the round

ligament of (H. R. Spencer) . . . ,26
fibro-myoma of, undergoing sarcomatous degeneration

(P. Horrocks) . . . . .184
fibro-myoma of, with extensive carcinoma of body of, and
fibromaof ovary (W. W. H.Tate) . . .139
necrobiotic, associated with recent pregnancy (A. Doran
and H. Williamson) .... 274

pregnant fibroid tumours of, removed by operation (A.

Doran) . . . . . .119
pregnant, with cancerous cervix removed by panhys-

terectomy (F. N. Boyd) . . . .345
sloughing of the central part of a fibro-myoma of, shortly

after delivery (J. D. Malcolm) . . .15
spontaneous reposition of inverted (R. Boxall)

.

. 292

tuberculous disease of cervix of, and Fallopian tubes

(W. W.H.Tate) . . . . .138
tumours of, see Tumours.

two cases of difi'use adeno-myoma of (W. W. H. Tate) . 141

with carcinoma of the body and multiple fibroids (A. H.

N. Lewers) ..... 266

with fibroids, pregnancy in; panhysterectomy during

labour in the seventh month (J. Bland-Sutton) . . 238

Vagina, chorionepithelioma of uterus with secondary growths
in (G. F. Blacker) . . . . .55

Wallace. R. J., M.D., Calcutta, obituary notice of . .78
Williamson (Herbert) and Harrison Cripps, two cases in-

volving the question of the site of impregnation . 89
Bemarlcs in reply . . ... 102

section of the wall of an ovarian dermoid showing giant

cells (shown) ..... 299

see Doran {Alban).

Wilson (Thomas), Bemarhs in discussion on H. R. Spencer's

paper on three cases of cancer of the cervix complicating

labour in advanced pregnancy, the patients remaining

well eleven, eight and a half, and eight yeai-s after high

amputation of the cervix .... 378
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lung zwangloser Abhaudlungen aus dem
Gebiete der Frauenheilkunde und Geburtshilfe.)

Herausgegeben von Dr. Max Graefe in Halle-

a.-S., V^bWi, Heft 6.

Knapp (Ludwig). Der Scheiutod der Neugeborenen.
Seine Geschichte, klinische und gerichtsarztliche

Bedeutung. II Klinisher Teil.

illust., 8vo. Wien u. Leipzig, 1904

Labadie-Lagrave (F.) et Felix Legueu. Traite

medico-chirurgical de Gynccologie. 3it'me edit.

illusf. ,^8xo. Paris, 1904

Ditto.

Ditto.

Ditto.

Purchased.

Ditto.

Ditto.
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Landau (Tlieodor).

Frauenleiden.

Presented by
Wunut'oi'lsatzentzunduug uud

8vo. Berlin, 1904 Purchased.

Legueu (Felix). See Labadie-Lagrave.

Lenhossek (M. vou). Das Problem der geschlechts-

bestirameuden Ursacheu. iJhist., 8vo. Jena, 1903 Ditto.

Malcolm (John D.). Cases of extra-utevine foetation,

and some cases of hsemalocele in the first forty-

four volumes of the ' Transactions ' of the Obste-
trical Society of London. 4to. typewritten, 1904 Author.

Mandl (Ludwig) vmd Oskar Burger. Die biologische

Bedeutung der Eierstocke nach Entfernung der
Gebiirmutter. Experimentelle und klinische

Studieu. illust., 8vo. Leipzig u. Wien, 1904 Purchased.

Montgomery (E. E.). Practical Gynaecology. A com-
prehensive text-book for students and physicians.

Second revised edition.

iUiist., Svo. Loudon, 1904 Ditto.

Nagel (Wilhelm). Gyniikologie fiir Aerzte uud
Studierende. Zweite verbesserte und vermehrte
Auflage. illust., Svo. Berlin, 1904 Ditto.

NoTHNAGEL (Hermann). See Binswanyer.

PoLLAK (Emil). Kritisch-experimentelle Studien zur
Klinik der j^uerperalen Eklampsie.

8vo. Leipzig u. Wien, 1904 Purchased.

EoBERTs (C. Hubert). Orthmann's handbook of gynae-

cological pathology. Translation. Assisted bj
Max L. Trechmann. 8vo London, 1904 Author.

Purchased.

Author.

EuNGE (Max). Lehrbuch der Geburtshiilfe. Siebeute
Auflage. illust., 8vo. Berlin, 1903

Sawyer (Sir James). Contributions to practical medi-
cine. 4th edit., Avith many revisions and addi-
tions, sm. 8vo. Birmingham, 1904

ScHApiRO (D.). Obstctrique des anciens Hcbreux
d'aprcs la Bible, les Talmuds et les autres sources
rabbiniques, coinparce avec la tocologie grcco-
romaine. 8vo. Paris, 1904 Purchased.

ScHULTZE (Bernhard Sigmund). Lehrbuch der Hebam-
menkunst. 13te Auflage.

illust., Svo. Leipzig, 1904 Author.
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Author.

Dr.

Strassmanu.

Sinclair (W. J.). The Midwives Act, 1902, and the

teaching of midwifery to students of medicine.

An address at the beginning of the course of

obstetrics, at Owens College, April 23rd, 1903.

Strassmann (P.). Beginn, Begriff der Schwanger-
schaft. Vorgjinge bei der Befruchtung, erste

Veriinderungen des Eies. (Sonderdruck aus

:

" Handbuch der Geburtshidfe." Herausgegeben
von F. V. Winckel, Miinchen. 1 Band, 1

Hiilfte.)

Tables des theses soutenues a, la Facultc de Mcdeciue
de Paris pendant Tannce scolaire, 1902—1903.

4to, Paris, 1903 Purchased.

Volk3Iann's Sammlung kliuisclier Vortriige, neue
Folge

:

363. Franhl, Uber Missbildnngen der Gebiinnutter und
Tumoren dei' Uterusligameiite, iiu Lichte embryo-
logiscber Erkeiiiituisse.

367. Baisch, Die Begutachtuiig gyuakologischer Erkrinik-

uiigen fiir die Uiifall- und Invaliditats-versicber-

ungen.

370. Kantorowicz, Eierstockschwaugerscbaft.

373, 37-1. Winckel, Ueber nienschlicbe Missbilduiigeu

(besoiiders Gesichtsspalteu und Zystenhygrouie).

377. Chrobak, Ueber Retroversio und Retroflexio uteri

gravidi.

378. Caruso, Ueber Anaeiuie in der Schwangcrschaft.

379. Zangemeister, Neuere pbysiologiscbe Forschungen in

der Geburtshili'e.

White (Charles.) A great provincial surgeon and
obstetrician of the eighteenth century. See

Cullingivorth (C. /.).

Wiggins (W. Denison). Midwifery for midwives.
sm. 8vo. London, 1904 Publishers.

Williams (J. Whitridge). A sketch of the history of

obstetrics in the United States up to 1860.

(Published originally in Professor Dohrn's
Cfeschichte der Greburtshiilfe der Neuzeit, zugleich

als drifter Band des " Versuchs einer Geschichte

der Geburtshiilfe," von Eduard von Siebold.

Tubingen, 1903. Erste Abtheilung, pp. 193—
264.) la. 8vo. Bait. Author.

Indications for and most satisfactory methods
of bringing about premature labor and accouche-

ment force. Reprinted from ' American Gyne-
cology,' vol. iii. No. 1, July, 1903. Ditto.
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Williams (W. Koger). Vagiual tumours with special

reference to cancer and sarcoma.

8vo. Lond., 1904

Wilms (M.). Die Miscligescbwulste, III (Scliluss)

Heft.
'

8vo. Leipzig, 1902

WiNCKEL (F. von). Haudbuch der Geburtshiilfe.

Erster Band, II Hiilfte.

UIukL, 8vo. Wiesbaden, 1904

Zweiter Band, I Teil.

illud., Bvo. Wiesbaden, 1904

Zweiter Band, II Teil.

illust., Bvo. Wiesbaden, 1904

Ueber menschlicbe Missbildungen (besonders

Gesichtsspalten und Zystenhygrome). (Volk-

mann's Sammlung klinisclier Vortriige, neue
Folge, Nr. 373—374). 8vo. Leipzig. 1904

Zangemeister (W.). Neuere pliysiologische Forscli-

ungen in der Geburtshilfe. (Volkmaun's
Sammlung kliuischer Vortriige, neue Folge, Nr.

379.) 8vo. Leipzig, 1904

Presented by

Purchased.

Ditto.

Ditto.

Ditto.

Ditto.

Ditto.

Ditto.

TRANSACTIONS.

Clinical Society of London—
Transactions, vol. xxxvii. 8vo. Lond

Deutsche Gesellschaft fur Gynakologie—
Verliandlungen. Zelinte Versammlung
halten zu Wiii-zburg, 1903. 8vo. Leipzig

Kjobenhavnske (Det) medicinske Selskabs—
Forhandlinger 1903-4, redigeret af Dr
Vogelius. 8vo. Copenhagen

Medical (Royal) and Chirurgical Society—
Transactions, vol. Ixxxvii. 8vo. Lond

Medical Society of London—
Transactions, vol. xxv. Bvo. Lond,

New York Academy of Medicine—
1896— 1901. Semi-centennial celebration.

Bvo. New York
SOCIETE DE MkdECINE DE RoUEN

Bulletin, 2e Scrie, volume xvi. 41e annee,

Bvo. Rouen

.. 1904
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Hospital

Staff.

Ditto.

Ditto.

REPORTS.

America—Hospitals—Boston Lyiui>'-iu Hospital : the

71st year for 1903 '

^8vo. Boston, 19U4

Johns Hopkins Hospital (The). Re-

ports, vol. xi, Nos. 1—9. la. 8vo. Bait. 1903

Medical and Sui'gical Report of the

Presbyterian Hospital in the City of New Yort,

vol. vi, Janviary, 1904. 8vo. New York, 1904

The Society of the New York Hospital.

Annual Report for the year 1903.

8vo. New York, 1904 Society.

Hospitals—Guv's Hospital Reports, 3rd Series, vol. xliii. Hospital

8vo. Loud. 1904 Staff.

Middlesex Hospital Reports for the year 1902.

8vo. Lond. 1904 Ditto.

St. Bartholomew's Hospital Reports, vol. xxxix.

8vo. Lond. 1904 Ditto.

• St. Thomas's Hospital Reports, New Series, vol.

xxxi. 8vo. Lond. 1902 Ditto.

Annual Report of the Government Maternity
Hospital, Madras, for the vear 1903.

"

la. 8vo. Madras, 1904 Ditto.

Jahresbericht der Gesellschaft fiir Natur- und Heilkunde
in Dresden. Sitgungsperiode 1902—1903.

8vo. Munich, 1904 Society.

Jahresbericht ueber die Fortschritte auf dem Gebiete

der Geburtshilfo und Gyniikologie, herausgegeben
von Richard Frommel, xvi Jahrgang, 1902. Dr.

8vo. Wiesbaden, 1903 Frommel.

XVII Jahrgang, 1903. 8vo. Wiesbaden, 1904 Ditto.

Germany—Lying-in Institutions—Die Universitjits-

Frauenkliuik in Heidelberg von Dr. j^hil. Fritz

Hirsch und Professor Dr. Alfous v. Rosthorn.

8vo. Heidelberg, 1904 Purchased.
Report of the Select Committee on ventilation appointed

by the House of Commons. (Blue Book, 1903.)

sm. 8vo. London, 1904 Committee.
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