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and can select proper therapeutic measures; we can expose the
diseased portions to the eye, and bring them within easy reach of
the hand, and so admit of the application of stronger and more
effective remedies, which would injure any but the affected por-
tlons ; further, we can control the effects of any treatment, and
can early judge whether it is successful or mot. Iindoscopic
treatment is principally indicated in those superficial inflamma-
tions in which circumsecribed patches of the mucous membrane
have undergone certain changes which cannot be affected any
more by the usmal injections of astringents or parasiticides,
scanse those remedies are powerless in the solutions which may
be syringed into the uvethra without injury to the portions
remaining healthy or only slightly involved. By the use of a wool
tampon twisted round a wire we can apply strong solutions, or
powders, or even caustics, to the diseased area. Should the
@ Morgagni be involved, a condition but little affected by
injections, they can be exposed to their full extent, and impreg-
nated with strong solutions, or can be touched with solid caustie,
or with the electro-cautery. After dilatation of the urethra, the
lacunwe are converted into longitudinal slits, into which solutions
may easily be applied. Solutions of nitrate of silver may be used
in the strength of from 1 to 20 per cent., or the solid stick may
be applied ; sulphate of copper in 2, 5, or 10 per cent. solutions,
tincture of iodine, liquor ferri perchloridi and glycerine, corrosive
sublimate, trichloracetic acid, liquor plumbi subacetatis, iodoform,
avistol, dermatol, or airol.
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1. Tubo-ovarian hmmorrhage.

Dr. J. Wesley Bovée (Amer. Gymnecological and Qbstetrical
Jowrn., May, 1898) has written a valuable paper calling atten-
tion to some facts which there is a tendency just now to overlook.
He says: “ A few years back pelvic heematocele was a cm_ndi‘[ifm
that every practitioner appeared to meet occasionally, and many
were its supposed causes. When the study of tubal pregnancy
was o universally taken up, some of the most aggressive investi-
gators told us to search in every case of pelvic hematocele and
we would find a ruptured tubal pregnancy.” Dr. Bovée upon
this remarks : “ While we make no attempt to cast reflection
upon the common wtiological relation to pelvic hamorrhages of
ruptured tubal pregnancy, nor upon its very frequent cccurrence,
we desire to offer some very conclusive evidence against the pesi-
tive statements that have gone out to the effect that we will
always find this condition in such hzmorrhages. There are many
instances in which women are deeply wronged by such diagnoses.
Oftentimes these hwmmorrhages have occurred in virgins at a
very young age and in widows above reproach.” Ie says:

The frequency of hwematosalpinx cannot be doubted, and
ovarian hamorrhage is by no means rare He relates a
case of hmmatosalpinx in his own practice, in which careful
examination of the specimen showed not the slightest evidence of
pregnancy. He has collected from other authors reports of thirty
cases of tubal or ovarian hwmorrhage in which either preg-
naney was impossible or no trace of it could be found, although
expected and looked for. Dr. Bovée concludes his paper by
saying that “to ignore such evidence of the frequent occurrence
of hsemorrhage from the ovary and Fallopian tube, due to an
inherent disease of these organs, and to continue to diagnose
ruptured ectopic pregnancy without microscopical or other
certain evidence, is to ignove seientific truths and to foster false
pathology.”

T agree with Dr. Bovée ag to the fact that there arve cases
of haematosalpinx which are not due to ectopic pregnancy, and that
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there is a tendency to overrate the frequency with which ectopic
pregnancy is the cause of pelvic heematocele. Thus, Cullingworth
(Lamcet, June 19, 1897) says: ““ It isnow pretty generally agreed
that in at least nineteen cases out of twenty, the effusion, when
not traumatic in its origin, is in one way or another the result of
tubal gestation ;” and further on, “it is abundantly clear that
many of the causes of pelvic hamatocele enumerated by the older
writers are purely hypothetical, and that most of the cases attri-
buted to menstrual disturbances, bursting of apoplectic ‘ovaries,
rupture of veins, and so on, when read in the light of our present
knowledge, are easily recognised as haying been misunderstood
cases of early tubal gestation.” Now Cullingworth has himself
published in an earlier paper (St 1 homas's He ospital Reports

vol. xxi.) a report of seventeen cases of heematosalpinx cmefulbJI
examined by himself. Of these there were only fwo in which the
evidence of tubal gestation was complete. In no fewer than ten
the evidence of tubal gestation rested mainly or entirely on the
clinical lhistory, no embryonic remains or other distinctive
products of conception having been discovered in the parts
removed. In fwo more, not only was no trace of pregnancy
found, but the clinical history was inconclusive. In the remain-
ing threa there was evidence that the hematosalpinx was due to
some cause other than tubal pregnancy. (In one salpingitis;
one was in a woman of fifty-three ; and one was a case of hzemor-
rhage into a tube, the other tube being pregnant). In bricf, two
certainly due to tubal pregnancy ; three certainly not; twelve
doubtful. It seems to me rather a large leap from the known to
the unknown to assume that because two were due to pregnancy

twelve others of uncertain origin must have been also. And at
most, the proportion is only fourteen out of seventeen, not nine-
teen out of twenty.

I think that the right way of putting it is that tubal gestation 1is
the commonest of the known causes of hemorrhage into the tubes ;
but that in many cases we do not know why‘"‘there has l}eel‘i
bleeding into the tube.

Doran (Qbst. Trams., vol. x1., 1898) has published a case of
hamorrhage from the tube without any evidence of pregnancy, or
of dilatation of the tube. At the meeting of the Obstetrical
Society in November, 1898, Mr Bland Sutton criticised this case.
But his remarks upon it only went to show that the appearances
present were not inconsistent with a previous tubal pregnancy.
He was not able to point toany evidence, much less to prove, that
pregnancy had been present. Doran expressed himself as uncon-
vinced. This was not a case in which the possibility of pregnancy
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lad been overlooked, for the specimen had been examined, and
evidence of pregnancy searched for, by two skilled observers, but
none found.

Tturther evidence that hesematocele may occur without preg-
nancy will be found in the next paper which I quote, which
aims at rectifying our present views on the common variety of
pelvic heematocele.

3 Pelvic heematocele and ectopic pregnancy.

Fehling (Zeit. fiir Geb. und Gyn., Band xxxviii.) has written
an important paper on this subject. He says that increasing ex-
perience has led him to alter many of the views expressed in his
toxt-book on Diseases of Women (published in 1893) and to oppose
some teaching which is at present current.

While advanced ectopic pregnancy is rare, tubal rupture and
{tubal abortion are common, and Fehling holds that the differences
hetween the two latter conditionsare not sufficiently recognised. The
frequency of tubal abortion is not yet appreciated. Fehling
quotes from the literature of 188892, figures given by different
authors which make it seem that tubal rupture is commoner than
tubal abortion. He then gives his own experience, which is that
tubal abortion is about eight times commoner than tubal rupture.
His opinion is that the ovum when in the tube dies more
readily than when in the uterus, because the mucous membrane
of the tube is less fitted to nourish it than that of the uterns. He
believes that primary death of the ovum is far commoner than
any detachment or dislocation of the ovum by contraction or
movement of the tube. An early ovum may, as Leopold's experi-
ments have shown, be completely absorbed by the peritoneum.
S that when tubal abortion occurs early, there is but small
internal hsemorrhage and slight symptoms which quickly pass off.

3ut there may be more considerable and repeated bleedings. In
that case the peritoneum will absorb the fluid part of the blood,
but the clot will remain, clinging about the tubes, the hinder part
of the broad ligament, and Douglas’s pouch ; and it will excite
inflammatory reaction, so that adhesions will form which will
encapsule it. Fehling thinks that the old view of Nélaton, that
the bleeding was primary, the adhesions secondary, was more
correct than the later one of Schroeder, according to which the en-
capsuled space existed before the haemorrhage. That hwematocele
is the direct consequence of tubal (mostly incomplete) abortion,
is no longer doubted in Cermany. It is possible that when tubal
abortion has begun, rupture of the tube may yet take place.
Fehling has seen two cases of this. He estimates that of intra-
peritoneal haematoceles, from 90 to 95 per cent. are due to ectopic
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pregnancy. This opinion is based on the results of operations.
But there are other causes, and Fehling relates cases exemplifying
two: one sarcomabous growths in a woman aged 68; another,
a case of blood cysts in both ovaries. Rupture of a gravid tube is
often, in Fehling’s opinion, due to a medical examination. The
symptoms of tubal abortion are like those of tubal rupture, but
are much less severe. He makes a strong statement, viz. that
“fatal nternal hemorrhage with complete tubal abortion is wn-
krnown.”  Incomplete tubal abortion, with recurrent attacks of
pain and hemorrhage, is much commoner ; but Fehling says that
he must decidedly oppose the statement made by others that these
bleedings are dangerous to life and demand operation. He attri-
butes the uterine heemorrhage accempanying ectopic pregnancy to
endometritis. [This, it seems to me, is not proved.] He disagrees
with the statement commonly made that in tubal abortion the
uterus is enlarged and vascular. In unruptured tubal pregnancy
it is, but when tubal abortion has taken place, the uterus becomes
small and hard. When a hwmatocele has formed, it is rare for
subsequent hemorrhage to take place in a patient who is lying at
rest and is not examined. I'ehling comments on the occasional
difficulty of diagnosis between pyosalpinx and tubal abortion,
He has four times operated for supposed ectopic pregnancy and
found pyosalpinx. The converse mistake, diagnosing pyosalpinx
and finding ectopic pregnancy, he has never made. He therefore
asserts that the diagnosis of tubal abortion with hamatocele
can be made with the greatest probability, though never with
absolute certainty. The statement of Webster that the result of
tubal abortion for the mother is the same as that of tubal rupture,
he rejects as false ; the two conditions are quite different as to
prognosis.

Fehling has had under his care ninety-one cases in which
the diagnosis of tubal abortion and hematocele was made, and
the treatment was expectant, and they all recovered. e quotes
other statistics showing the very small danger attending pelvie
hsematocele when treated on expectant lines.

But what is the prognosis as to complete and permanent
restoration to health? The time necessary for recovery is not
weeks but months. In the Basel Clinic the average stay in
hospital of such cases was 54:6 days. A woman of the labouring
classes may require from six months to a year before she is again
fit for her ordinary work. Fehling quotes a case related by
Eretsehmar, in which abdominal section was done thirteen years
after the diagnosis of tubal pregnancy had been made, and
the bones of a three-months” foetus were found in the tube.
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The prognosis, therefore, though favourable as to life is yet
unfavourable as to health. The risk of the operative treabtment
of tubal abortion isnow nothing like so high as would be thought
if we judged from the earlier statistics, Fehling thinks it ought
not now to exceed 5 per cent. The mortality of operation by the
vagina, he thinks, is higher than is supposed; he puts it at
9 or 10 per cent. [Fehling’s estimate is partly founded on his
own experience, eleven cases with one death, from a wound of a
hranch of the uterine artery. But surely this is a preventable
cause of death.]

Fehling’s conclusion as to the proper treatment of pelvie
heematocele is that it should be treated by absolute rest, with
symptomatic treatment only, and without eperation, exceptin one
of the three following contingencies :—

1. Increase in size of the swelling,

9. Signs and symptoms of internal bleeding,

3. Signs and symptoms of suppuration.
A little pyrexia up to 101° is not an indication of suppuration ;
it often occurs in hammatoceles that are not suppurating. He
disapproves of the vaginal operation, not only on account of what
he takes to be its danger, but because it is a blind proceeding, and
because if a simple incision only is made, the diseased tube is left
behind,  TIf any operation is done, Fehling thinks it should be the
removal by the abdomen of the diseased uterine appendages.. The
only exception to this rule is in cases of suppuration of the uterine
adnexa. In all cases of doubtful diagnosis the abdominal opera-
tion should be chosen. Fehling thinks that a patient with one
ovary, but without a uterus, is not so well off as one without
either ovaries or uterus. He has several times had to remove a
patient’s sole remaining ovary, on account of troubles connected
with it. He has also been obliged, after removal of a tubal
abortion by the abdomen, to perform a second operation within a
year for the removal of the other tube.

Cullingworth, in an address delivered to the Oxford Medical
Society, on November 12, 1897, urges, like Fehling, that pelvie
hzmatocele is rarely due to rupture. Ouf of twenty-five cases of
heematocele operated on by him, in only one was the condition due
to rupture. But Cullingworth gives a little different, and a more
precise explanation of the ordinary mode of formation of a pelvic
heematocele. Ilis view is that the abdominal ostium of the tube
is always open until the sixth or eighth week, and that the blood
flows out through this open end slowly and in small quantity.
This gives time for encapsulation, either by adhesions around the
effusion, or the formation of a firm wall of clotted blood at its
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periphery. Cullingworth, like Fehling, remarks on the tempera-
ture, and agrees with him on this important practical point. He
says, ¢ As a matter of fact, it is rave to meet with a case of pelvic
hsematocele without, at least, temporary rises, and sometimes the
rise extends to several degrees, without any evidence of pubre-
factive or other morbid alteration of the effused blood.” He speaks
emphatically on an aid to diagnosis which has not hitherto
received attention, and which is not mentioned by Fehling. It
is that the Lemorrhage from the uterus [which he aseribes, not,
like Fehling, to endometritis, but, as T think correctly, to the
separation and expulsion of the decidua] is almost invariably dark
in colowr, moderate in amownt, thickislh in consistence, and steady
in its raie of flow. Bleeding due to uterine abortion is copious,
fitful in its rate, and variable as to colour and consistence ; some-
times offensive, which the bleeding accompanying tubal abortion
never is. Cullingworth’s opinion as to the proper treatment of
these cases is that “considering the appalling nature of the
risks that have to be encountered by a patient with tubal gesta-
tion, and the signal success that has attended early operative inter-
ference,” his strong conviction is that, with the exception of some
few cases of very early tubal abortion accompanied with hama-
tocele, the proper treatment is to operate at once in every case in
which the diagnosis of ectopic gestation has been established.

Cullingworth’s views as to treatment ab first seem to differ
widely from Fehling’s. But the difference is rather theoretical than
practical. Both would in practice let alone cases that are doing
well, and operate in thosein which there were the signs of coming
trouble which Fehling specifies. The main difference is that while
Cullingworth appears to think that operation is wanted to avert
ulterior risk to life, in Fehling’s view these risks hardly exist, and
operation is indicated rather to prevent a long period of invalidism,
than immediately to save life. [ think Fehling’s view is more
in accordance with clinical facts ; but in either view the correct-
ness of his therapeutical advice is equally indubitable.

Passing from the conditions which lead to internal bleeding,
[ come to the inflammations of the tubes and ovaries. There is no
longer doubt as to the frequency of these diseases, or as to the
possibility of curing them by operation. The question now is, by
what operation! In the pages which follow I bring together
some of the opinions which are to-day held.

3. The treatment of pelvice inflammations,

This important subject was discussed at the meeting of the
British Medical Association at Tdinburgh. The discussion showed
that experience is gradually bringing agreement out of discord,
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One who read the debates on this subject ten years ago, would
have gathered that there were two diametrically opposite methods
of treating pelvic inflammations. One was to do nothing (unless
an abscess was pointing), and the other was to open the abdomen
and remove the uterine appendages without delay. Now, if either
one of these practices is the best thing for the patient, the other is
clearly a wrong-doing.

The truth is that in some cases, but not in all, surgical treat-
ment is called for, although no abscess is pointing ; and in some
cases, if there be an abscess; it is not enough simply to incise it ;
the patient cannot be cured without more extensive surgery. The
problem is to make precise the indications for the different lines
of treatment. The discussion marks advance, in that it'shows
general recognition of the fact that different kinds of pelvie
inflammation require different treatment.

The discussion was opened by Cullingworth. He spoke first of
cellulitis, but not at length ; for, as he said, there is close agree-
ment among gynwmcologists as to the treatment of this form of
inflammation. The treatment is to let out pus as soon as it is
discovered and is within reach.

With regard to peritonitis, Cullingworth considered two
questions: (1) In what cases should we operate ? and (2) When'
He mentioned two others—viz. : (3) How ! and (4) How much?
His limit of time prevented him from answering these, but other
speakers took them up.

Cullingworth stated that operative interference is not called
for in simple catarrhal salpingitis, but is called for whenever
there is pus. The problem, therefore, 1s to recognise the existence
of pus. He gave the following conditions as those which indicate
pus : The presence of a swelling in a posterior quarter of the
pelvis, which is larger than that which could be formed by a
Fallopian tube merely thickened and adherent to the ovary, and
which increases in size in spite of treatment by rest in bed and
warmth ; the presence of a tense globular swelling in Douglas’s
pouch, bulging into vagina and into rectum ; the recurrence of
pelvic peritonitis ; the presence of local physical signs, with
symptoms of general septic infection.

Cullingworth then pointed out that there are conditions not
attended with suppuration, such as hydrosalpinx, small ovarian
cysts, etc., which properly call for operation. [About these there
is no dispute.] Lastly, he said that operative treatment may
properly be applied to cases of non-suppurative salpingitis, if the
patient’s circumstances are such that she cannot afford to have
rest in bed for a lengthened period.
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As to the time for operation, Cullingworth prefers to postpone
it until acute inflammation has subsided. He is in this in accord
with most surgeons. He quoted statistics from Mr. Clutton,
showing the advantages of waiting before operating on cases of
appendicitis until acute inflammation has subsided. In conclusion,
Cullingworth referred hopefully to Durham’s experiments (Med.
Chir. Tr., vol. Ixxx.) on the immunisation of the peritoneum by
the administration of antistreptococcic serum preliminary to an
operation.

Doyen, who followed, spoke only on the question How! taking
it for granted that surgical treatment is necessary. He said that
any exclusive method should be rejected. There are two ways of
operating—(1) vaginal, (2) abdominal. ¢ If the inflammatory
mass remains intrapelvic, and does not reach above the brim of
the pelvis, vaginal operation. If the suppurated tumour passes
the brim of the pelvis, and reaches the level of the umbilicus,
abdominal section.” By each of the above methods three distinct
operations may be performed—(1) simple incision; (2) ablation of
the adnexa, leaving the uterus; (3) total castration.

(1) If the purnlent pouch is single, with thin walls, which Le
thinks will eicatrise easily, and in a young woman, Doyen contents
himself with a large sncision and tamponing the cavity. Recovery
takes from four to six weeks. [Ishould not, from my experience,
limit this treatment to cavities with thin walls. Recovery depends,
not upon the thickness of the wall, but upon whether the cavity
is single. A thick wall is chiefly important as indicating that
probably there are other cavities. If there are, vaginal incision
will not eure ; but, as before the incision the parts were adherent,
the incision will add no diffculty to a more radical operation later,
if ineision fails to cure.]

(2) Unilateral ablation of the adnera.—This operation de-
pends on the integrity of the ovary on the opposite side. If
there is bilateral disease of the adnexa, Doyen cannot understand
anyone removing them and leaving the uterus behind. The
diagnosis can only be made in the course of the operation, and,
therefore, before undertaking such an operation, the operator
should get authorisation from the patient and her husband to
remove as much as he thinks fit.

(3) Total castration.—If the appendages on both sides are
purulent, this is necessary. When the abdomen is opened,
occasionally an abscess cavity is cut into, which may then be
drained. If the adnexa are diseased on one side only, they may
be removed and the rest left. There are even cases of bilateral
disease of the adnexa in which, when the parts are exposed by
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abdominal section, the annexa may be left. If the uterus is
healthy and not painful, and the woman much reduced in
strength, the uterus may be left. If the disease is tuberculous,
it is not necessary to remove the uterus. The vaginal method
and laparotomy are not competing methods, for each has its
own indications.

Jacobs, of Brussels, approached the subject statistically. Tis
results are interesting as showing the risk of these operations in
the hands of a competent and experienced operator, who uses
modern antiseptic appliances and precautions. I quote his
precepts as to the choice of operation, although I should myself
not endorse such simple and sweeping rules. I think much more
differentiation of cases is required. (1) The vaginal route should
be preferred in cases of old-standing pelvic suppuration, with
fistula, adhesions, peri-uterine abscess, etc. (2) The abdominal
route is the best in relatively recent cases in which there Is no
evidence that surrounding organs are seriously involved. By
either route the result aimed at must be total castration—that is,
extirpation of the uterus and appendages.” Jacobs’s results are
as follows : Vaginal route, 432 cases, 8 deaths, or 1'8 per cent. ;
abdominal route, 98 cases, 3 deaths, or 3:06 per cent. This low
mortality is satisfactory and creditable. But Dr. Jacobs, with
commendable candour, adds the following casualties following
operations which were not fatal: five ureteral fistulas, of which
two healed spontaneously, and nine intestinal fistulas, eight of
which required secondary operations.

Before these large numbers can be taken as representing the
risk of the operation, we want to know the sort of cases in which
it has been performed ; for the risk of hysterectomy when some
adhesions are the only disease present differs from that of
hysterectomy when a large collection of infective pus is opened
into. Jacobs has not forgotten this. Fifty-three cases of pyo-
salpinx operated on by thé abdominal route resulted in 39
cases, 3 deaths (56 per cent.), and 10 in which another operation
was afterwards required ; 31 cases operated on by the vaginal
gave 24 cures, 2 deaths (6°4 per cent.), and 7 in which a further
operation was required.

Landau, who followed Jacobs, approached the subject from a
different point of view. IHis paper was entitled  Vaginal
Ceeliotomy,” and was an attempt to define the utility of this opera-
tion. Tandau carefully defines the meaning of the term, which
has not always been employed in the same way. Three things
may be done by the vagina. (1) An incision may be made, but
the general peritoneal cavity not opened. This is not vaginal
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celiotomy. With respect to it Landau remarks, ¢ many vaginal
ceeliotomies have been performed, during which only one or two
fingers were introduced into the abdominal cavity, certain resist-
ances were felt and overcome, adhesions were severed, but their
origin and connections could frequently only beimagined, notexactly
determined.  In other cases the finger opened eysts, from which
the contents, fluid or viscid, transparent or turbid, and of all
shades of colour, flowed into the vagina. Whether thisfluid came
from intraperitoneal or extraperitoneal sacs, from old or new
cavities, remains obscure. On other occasions the finger, with
difficulty, brings out ragged pieces of membrane and thick plates
of exudation, while; at the same time, fluid from above comes into
the vagina. Torn particles of pelvie organs, which have undergone
complete inflammatory fibrous changes, so as to be reduced to
cicatricial tissue, may follow, No efforts of the pathologist, no
macroscopical or microscopical observation can disclose what the
original process was that lead to these results.” - Landau points
out, that so long as the uterus obstructs the opening into the
pelvic cavity, ¢ not even the most simple formation can be brought
out without the most extensive and complete morcellation, except,
of course, adnexa, which are normal or nearly normal in size
smooth emptied ovarian cysts or hydrosalpinges.” Therefore,
frequently proof of the exact nature and situation of the disease is
absent.

Landau does not include these scientifically imperfect, although
often therapeutically very useful, operations, under the term
“vaginal ceeliotomy.” He includes (2) cases “in which the free
peritoneal cavity was opened by a vaginal incision for the purpose
of surgical interference with genuine tumours or inflammatory
processes of the uterus, tubes, ovaries, or peritoneum.” He does
not include (3) cases of the complete removal of the uterus and
its appendages.

Landau has performed this operation in fifty-eight cases with-
out a death—the only mishap being a perforation of the bladder,
which was closed at once. [Within the same period of time he has
performed 208 vaginal radical operations—total castrations].
The results are instructive. The cases in which the operation
was done for tumours or for ectopic pregnancy have all been com-
pletely cured. But of those in which the operation was done for
inflammation, only 20 per cent. have been cured. Landau has seen
in out-patient practice about fifty patients operated on by other
surgeons, who came for treatment on account of new and
constantly-recurring attacks. The worst permanent results were
observed in the cases in which least was done. Cases of diffuse
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inflammatory processes in the pelvis, can, in Landau’s opinion, be
cured only by vaginal radical operation ; this alone permits of
drainage and open-wound treatment.

Comparing the abdominal with the vaginal route for removing
the uterine appendages, Landau says that the danger of the vaginal
operation is undoubtedly less than that of the abdominal opera-
tion ; convalescence is also quicker and pleasanter.

Landau lastly enters into the technique of the operation. He
prefers a simple posterior incision. In movable retro-uterine
tumours this is the best because the simplest. If the swelling
to be dealt with lies in the anterior part of the pelvis, then a
transverse anterior incision. If difficulties are met with, a longi-
tudinal incision may be added to the transverse, and anterior and
posterior incisions may be combined. Then the uterusis to be
luxated forwards, either by a retractor or with a sound, not by a
volsella, which is apt to tear it. If this cannot be done, it is better
to split the anterior uterine wall by a median incision, than to run
the risk of wounding it irregularly. Sewing the peritoneum after-
wards is nob important, :

Finally, Landau considers the limitations of the operation. The
size of the incision is limited, by the presence of the bladder,
ureters, and rectum, and by the size of the vagina itself. Then
only such tumours can be removed as lie in contact with the
vagina, so that they are within reach of the finger, and have a
pedicle which is accessible by the finger. The vaginal operation
should not be performed for tumours liable to rupture, nor when
there is ascites, nor in cases of doubtful diagnosis. Myomata up
to the size of a child’s head, can, by * morcellement,” be removed
by the vagina. A unilocular ovarian tumour of any size can be
removed by the vaginal operation ; but as it is impossible to be
certain before operation that an ovarian tumour is unilocular, the
abdominal operation has to be chosen. In case of malformations,
abdominal operation should be done, because the condition present
cahnot be ascertained from the vagina. In every stage of ectopic
pregnancy in which the gestation sac does not reach above the
navel, whether there be a living ovum, a tubal abortion, or a
ruptured tube, the vaginal operation triumphs. Landau cannot
advoecate the removal of inflamed appendages, either on one or both
sides, by the vaginal method. Even if successful most cases ave
not benefited. [This applies also to removal by laparotomy.] The
bladder and ureters are endangered. Vessels may be torn, and
their ligature may be impossible. Many surgeons have begun to
do this operation, and been obliged to proceed to complete extir-
pation of the uterus and its appendages in order to stop bleeding.
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In the * Year-Books” for 1896 fnd 1897, I lLave quoted
reports of the results of the removal of the uterus and its append-
ages in cases of bilateral disease of the latter organs. I still think
that for incurable double salpingo-otphoritis this operation is the
best treatment. I quote now some later statistics.

4. The removal of the uterus and its appendages
for severe chromic disease of the tubes and ovaries.

Buschbeck has collected the results of this operation obtained
in the Dresden Clinic. The number of cases amounts to sixty-
seven. The first twelve of these occurred in the years 1885-51
inclusive ; the remaining fifty-five between 1892 and 1897. This
operation has not been in Dresden the routine treatment for
inflamed uterine appendages. Many have been successfully
treated by long-continued palliative, or rather, expectant treat-
ment. Unilateral cases have been treated by the removal of the
diseased parts by abdominal section, the uterus and the healthy
appendages on the opposite side being left behind. The vaginal
removal of the internal genitalia has been thought to be indicated
only in cases of severe, chronie, bilateral, suppurated or non-sup-
purated disease of the uterine adnexa. Judgment has been a little
influenced by the social position of the patient; poor women
needing to be made capable of carning their living within as short
a time as possible.

The results are the following: Out of the sixty-seven cases
there was only one death, a mortality of 1-5 per cent. Two
others have died since the operation. This leaves sixty-four
for inquiry as to the permanent effects of the operation. From
sixteen no reply could be got. Of the remaining forty-eight,
thirty-eight came personally for examination, and ten replied by
letter. Of the forty-eight, thirty were free from all trouble. Of
the eighteen who still had some complaint, in thirteen it was not
enough to prevent them from doing theiy daily work, so that forty-
three out of forty-eight, or 895 per cent. were made able to geb
their living. The eighteen in whom more or less trouble persisted
comprised one who suffered from renal colie, and in whom Busch-
beck therefore thinks the operation had better not have been
done, as the pelvic disease was not the main source of suffering ;
and four who suffered from manifold severe nervous symptoms,
which continued after as before the operation. Buschbeck con-
cludes that in cases in which such symptoms are present, the
indications for the operation should be more restricted than
heretofore. There Were five in which pelvie symptoms present
before the operation were not completely removed by it, although
they were very much lessened. Lastly, there were eight who
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complained of menstrual molimina not present before the opera-
tion, and therefore, presumably, set up by it. B_mt none of these
last were prevented from working by the molimina, and they all
said that these symptoms were not to be compared with .th(:
suffering they had been accustomed to have before and during
menstruation, and that, moreover, they were diminis_shmg. After
ill-consequences due to accidents of the operation—such as
fistulas, pelvic exudations—oceurred in no case. The operation
had- no detrimental effect upon sexual feeling, for this was in
most cases annulled by the disease. i .

In the foregoing pages the suitability of the vaginal and
abdominal operation for cases of pelvic inflammation has been
discussed. I quote now some opinions as to the main advan-
tagces and disadvantages of the vaginal road to the peritoneal
cavity.

5. An estimate of colpotomy. :

At the International Medical Congress held at Moscow in
1897, the subject of anterior colpotomy was discussm],_ a‘nd the
general tenor of the speeches made was, in Zweifel’s opinion, too
eulogistic, and he said so. But his remarks were foo briefly
reported to express his views properly, and he has therefore
published an article containing a critical estimate of the value of
colpotomy (Cent. fiir Gyn., 1898, No. 16).

First, he says that if an ovarian cyst in size from that of a
fist to that of a child’s head, is removed by the vagina, recovery
is so much smoother that the advantage of colpotomy over abdo-
minal section i not to be denied. But it must in every case be
remembered that the well-being of the patient depends far more
upon the faultless performance of the operation than upon the
kind of operation chosen. Hwmostasis is more difticult with
colpotomy than with abdominal section, but, from the point of
view of pain, colpotomy has the advantage. What he has said
of small ovarian tumours applies also to fibroids not large enough
to rise out of the pelvis, and to fixation of the retroverted
uterus.

But anterior colpotomy has also been recommended for en-
largements of the tubes. Now these are almost always inflam-
matory, and therefore without exception adherent. The result
is, and here Zweifel quotes from Baum, whose words he
endorses : “The operator touches, and toilsomely reaches after,
what he wants to get hold of, and finally, if he has enough
patience, he grasps it ; but the wound is bruised in a way
that it ought not to be; parts are torn that the operator would
rather have protected, suppurated cavities are broken into, and

U




306 THE YEAR-BOOK OF TREATMENT.

parts smeared with pus; vessels are opened, and the operator
cannot see whence the bleeding comes. The latter is especially
apt to happen if the infundibulo-pelvic ligament, w_hich 18
shortened by inflammation, is too str(‘m_gly pulled upon in order
that it may be tied.” HBach successful colpotomy tempts the
operator to further ones; but when there are firm adhesions
even of small tumours, it is a difficult, delicate, and hazardous
undertaking, and in <uch cases much more dangerous than
abdominal section. Not only death, bub haemorrhage externally
(through the vagina), hamatomata, and pelvic inflammations
$allow it much more frequently than they do abdominal opera-
tions. i

Posterior colpotomy has been practised, although not under
that name, for many years. Zweifel has long ago opemarl_ pelvie
heematoceles and ahcesses by that route. It is possible to
remove healthy ovaries in this way, but it is better done” by
anterior colpotomy. For ovarian cysts, fibroids, and tubal
swellings it is nobt suitable. : 3 :

The remaining method of vaginal treatment is the extirpation
of the uterus. When there is uterine disease that cannot be other-
wise cured, this is correct practice. In bilateral disease of the
appendages caused by gonorrhaea, Zweifel admits that this indi-
cation is complied with. But there are operators who, when they
s the anterior surface of the uterus, cannot leave it in the
abdomen, It is a horrible thing that a woman should he deprived
of her uterus because she has aretroflexion. When the Fallopian
tubes are adherent and diseased on both sides, Z\\-'eife]‘1'egm'cls it
as an open question whether the Vag}l_m,l or t-h(:.a,bdumuml opera-
tion is the better. For himself, he fails to see the a_(h’;mtages_of
the vaginal operation. He does not think‘the abdominal operation
is attended with greater shock. The risk of ventral hernia he
thinks is over-estimated. In a recent paper by Abel, its frequency
after operations was estimated at 9 per cent. Zweifel thinks this
is too high an estimate.

Tn the discussion on Zweifel's paper, Singer spoke of colpotomy
with even less favour than Zweifel. He said he had often had to
consider -whether he should undertake the removal of diseased
parts from below or from ahove ; and he had often thanked God
that he had operated from above and not from below. He pointed
out that there are limitations to the practicability of vaginal
removal of diseased parts, which apply mot to the' :l-])E].OJ‘nin‘dl
operation. He endorsed all that had been S:?tl(l by /:5\\'9.‘1fcl and
Baum, as to the difficulties and disadvantages of removing inflamed
tubes and ovaries by the vagina, even when this is possible. He
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did not even admit, with Zweifel, the advantages of removing
small ovarian tumours by the vagina ; for ovarian tumours giving
such trouble that they are discovered while yet small are often
dermoids, in the removal of which unexpected difficulty is
common. For the removal of fibroids, anterior colpotomy, combined
with median incision of the uterus, after the manner of Doyen, is
certainly of striking utility. But even here, the uterine tissue
may be so lacerated, or made friable by contusion, that the closure
of the wound may be impracticable, and hysterectomy may have
to be performed.

6. Primary cancer of the Fallopian tube.

Hofbauer publishes a case of this rare disease; one which until
the last few years was practically unknown (drch. fiir. Gyn., Bd.
lv.), Hofbauer’s patient complained that menstruation had been
profuse for three years, and that for one year she had had
copious leucorrheea, pain in the lower abdomen, and wasting.
Fxamination showed that the uterus was fixed. and that there
were lumps on each side of and behind if, which could not be
distinctly differentiated from it. There was also an ulcer with
frinble surface in the cervix, Complete extirpation of the uterus
and its appendages by the vagina was performed. The parts were
adherent. The tubes contained warty, dendritic, and mushroom-
shaped friable growths. There was also cancer of the cervix.
Microscopic examination showed that the growths in the tubes
were ‘“cylindro-epithelial ” ; in the cervix, squamous epithelioma.
Hence Horbauer infers that the disease in the cervix and that in the
tubes were not related to one another. This case is the fourth
published in which both tubes were affected. Hofbauer thinks that
his case supports the opinion of Sénger, that ¢ primary cancer of
the Fallopian tube only arises from a basis of chronic salpingitis,
which generally has been or is purulent, and has lasted a very
long time ; and this mostly about the climacteric period.”

I cannot follow Hofbauer in thinking that his case supports
the theory that chronic salpingitis isthe antecedent of cancer of
the tubes. The clinical history seems to me explicable on the
view that the new growth was the primary change, and the in-
flammation produced by it.

The after-history of the case is not given.

Roberts ((Qbst. Trans., vol. xl., 1898) has published a case of
primary cancer of the Fallopian tube. The history dated eleven
months before operation, and was, of repeated attacks of severe
abdominal pain, followed by discharge, at first yellow, then watery,
and of progressive wasting. The uterus was displaced to the left
by a hard irregular swelling occupying the right fornix, which




