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seissors, acted on the same principle as Dr. Sims's ; it
divided only the os externnm, so as to open the cavity
of the cervix, the part to be cuat being first seized
hetween the two blades. The operation was perfectly
free from risk ; the hmorrhage was usnally slight, and
a good o3 wag made. He had performed the operafion
many times, both in hospital and private praetice, and
was well satisfied with the results. One advantage of
incision over dilatation was, that it relieved the engorge-
ment and inflammation,”

Dr. Barnes’s admirable paper gave rise to a length-
ened discussion ; he and Mr. Baker Brown alone, amongst
all the speakers, holding the same views that I do m
recard 1o the relative infrequency of contraetion at the
os internum as compared with that at the os externum.

SECTION V.

THE UTERUS SHOULD BE IN A NORMAL PORITION—
i 6o NEITHER ANTEVERTED NOK RETROVERTED
TO ANY GREAT DEGREE,
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SECTION Y.

THE UTERUS EHHULD BE IN A NORMAL POSITION—%. ey
NEITHER ANTEVEETED HOE RETEOVERTED TO ANY GREAT
DECREE.

Brrork treating of displacements of the uterns, let us
first, fix in onr minds a correct idea of its normal position
and relations, Not wishing to write one unneecessary
page, I shall, as hitherto, avoid minnte anatomieal and
histological detail, which ean be hetter learned from any
of our text-books, I would say, however, that some of
the discrepancies of authors may be reconciled when we
remember that one speaks of the condition of things in
the living subject, and another in the dead. Thus, one
will tell na that the nterns is about twoand a half inches
deep, while another will say it is less, Both are right;
for the uterus, an evectile organ, full of blood, is larger
and longer in the living body than in the dead. The
knowledge of one is gained in the elinic; of the otherin
the dissecting-room.

I do not know of any anatomical plates that repre-
sent correctly the position and relations of the pelvic
organs, The artist has not sneceeded perfectly in this
ent (fiz. 89), but it is near enough to give us a good
ceneral idea of the subject.

[I was at great pains to get a correct outline of a
vertical section of the pelvie bones as here shown, For
this I am under special obligations to M. Péan, of Paris,
Proseeteur des Hopitaux, who politely afforded me every
facility at Clamart, both in its musenms and dead-house;
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alsp to my talented young friend Edward Sonchon, of
New Orleans, Loulsiana, u}m made for me repeated dis-
sections, which were 1111-:1Lr:u*-*1*5.p!1ul and from which Mr.
Vien made the drawing. |

The uterns oceupies, normally, very nes arly a -:=[=1m'ﬂ,1
position in the pelvis, being, perhaps, a little nearer to
the sacrum than to the -u11w- Tts long axis nhmll |
stand at about richt a*.u‘]m to that of 1.-111_. vagina; the
fundns I:frmhn » in the '..LL':'LJ.li n of the “llllll.l_.llJLL--..l“-a, and
he o8 tines towards the end of the coceyx. The fun-
dus may be tilted a little one way or the other withount
the position being necessarily abnormal.  The condition
and contenta of the bladder and rectum may tempor: iy
influence it to some extent. IF it turn forwards or back-
wards for 25 ar 30°, it does not amonnt to & malposi-
tion: but if to 40® u.,]lhu direction without soon recti-
fying itself, it 1= abnormal, and usually goes from bhad ¢
worse, till tlm mal position becomes }J-,.I--Iit'.’-‘]'l__ A glmn.fe.
at the cut will show us that if the nterns fall backwards

‘1 & line drawn from the os to the promontory of the

UTERINE DISFLACEMENTS QoK)
apernm, it will deseribe an angle of 459, and will present
its broadest surface to the pressure of ﬂw superincumbent
viscera, which will necessarily foree it eventually lower
and lower: and if it turn forward to the same extent, the
same power exerted on its broad posterior surface neces-
sarily increases this abnormal fendency. DButan antever-
sion never woes relatively to so great an extent as a
retroversion, simply becanse it meets witl more resist-
aniee, Anteversion often stops at 45%, but may go to
90%, as when we have a complete u‘-wamn with the
whole or ran lying flatly down on the anterior wall of
the vagina, and p parallel with it, while & retroversion sel-
dom or never stops under $0°, and often goes to 135%,
simply because there is less opposition to its downward
Progress,

It then follows that if the funduos of the mnterns is
found econstantly }n-rr just behind, or even near, the
symphysis puLh it s an anteversion ; but if it 1s mumi
lying persistently back wunder the promontory of
the gacrum, 1t 18 a retroversion. But when only the
body of 1]19 aterns 15 turned forwards or backwards, the
03 H-'u:}lmng to be in Hﬂhm a normal relation with the
varing, there iz necessarily a bending of the Cervix sOmme-
where between fhe os externum lel the o3 internum,
and we eall this a flexion. Most, but not all, versions
hecome flexions; so thaf, as a gene ral rule, they are
but different stages or Llowr{ﬂ{h of the same thing. I
have nof, ﬂm._fr.m ’rlmurﬂh it of plachml importanee
to say *Eni out of so many anteversions and retrover-
sions, there was such a proportion of flexions, simply
hEu’LIl‘-L these distinetions will not modify the general
prineiples of treatment.

Time was, and not very long ago, when the diagnosis
of uterine dwp.lhl-s,rJﬂﬂta was attended with great difii
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enlty, but there is nothing easier now. Fermerly, all
ntevine disease was known under the sweeping term of
prolapsus; a term that has heen nsed so vaguely and
indefinitely that it should be banished from uterine tech-
nology ; for in England it is applied to a descent of the
organ through the vulvar outlet, while in my own coun:
try it is often applied to its various intrapelvie devia-
tions. Formerly, if any woman here had a little vesical
tenesmus with a constant semse of weight in the pelvis,
and bearing down, it was ealled a prolapsus ; but now
we know very well that these symptoms may exist a3 a
sion of engorgemeunt, or granular erosion of the o8,
without the least displacement of the organ.

To be accurate, then, the malposition should be ascer-
tained exaetly, and we should apply to it the term that
would express preeisely the deviation from a normal
position. If we use the term retroversion, of conrse we
all understand it, because its méaning is defined. If we
say anteversion, for the same reason, there can certainly
be no misnnderstanding. If we say antero-lateral version,
it is equally significant of the position, provided we add
the gualifying adjectives, right or left, as the case may
he. If we say procidentia, we mean that the cervix
uteri has passed beyond the mouth of the vagina, to a
greater or less degree; hut to say there ig prolapsus 13
to hide up the real condition of the uterns under a vague
generality. I therefore use the terms anteversion and
retroversion to designate the relative deviations of the
body of the uterus from a normal pesition while within
the pelvie cavity, and the term procidentia fo designate
its passage out of the pelvis throngh the -mouth of the
vagina.

Anteversions are often due to adventitious develop-
ment of some sort in the anterior wall; retroversions
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frequently oceur as a sequence of debility, or relaxation
in the lizaments that support the uterns. In both we
often find an enlargement of that portion of the body
which is most dependent. In the first, this enlarge-
ment frequently induces the deviation; in the second,
it is oftener the consequence of it.

When we remember that abont every eighth mar-
riage is sterile, we see the necessity of investigating all
particulars that ean by any possibility bear upon the
elucidation of this important subject. At the beginning
(page 2) I said that I had, for obvious reasons, divided
my sterile patients into two classes; viz, nataral, and
acquired sterility. The following table shows at a
glance what an influence mere displacements of the
uterns must exercise over the sterile condition in each
of these classes :—

o of . Tkl
Casse. Anteverslons. Beproversiony, Malpealiions,

1atClass., . v o« 200 103 68 171
2nd Clasa 255 g1 111 172

164 178 343

Thos we see in 250 married women, who had never
borne echildren, that 103 had anteversion, and 63 retro-
version: while in 255 who had once borne children,
but for some reason ceased to conceive before the
natural termination of the child-bearing period, 61 had
anteversion, and 111 retroversion, the sum total in each
class bearing almost exactly the same relation to the
number observed, being about two-thirds of the whole,
Hence we infer that if the malposition exercises an
inflnence to prevent conception in the one class, it is
of equal importance in preventing it in the other. The
mere position of the uterns is here stated without
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reference to causes or complications, T have purposely
avoided saying how many of these had grannlations,
engorgements, 1n pertrophies, fibroids, ovarian cysts, or
other complications. The table shows that two-thirds
of all sterile women labour under some form of nterine
displacement, without reference to the particular cause
of such d'|-'.[1'|f1c+'m{=nt' and that the 1]1&%&;1:,1{”13 and
retroversions in the two classes are in inverse propor-
tion: the anteversions in the first being about equal to
the retroversions in the second; and Lhc} retroversions
of the first nearly the same as t-]lc anteversions of the
second.

Without further general remarks, let us proceed te
consider in furn these various forms of displacement.

UTERINE DISFLACEMENTS, . 2398

Anteversion may depend upon a variety of canses;
gometimes the nterns seems to be bent upon its own
axis, in consequence of an abnormal elongation of the
organ. For instance, suppose the sound passes three
inches and a half into the eavity of the uterns, we
would then say it iz at least an inch too long. I'ms
must depend upon one of three things: either an elonga-
tion of the intra-vaginal portion of the cerviz; elonga-
tion of the snpra-vaginal portion; or hypertrophy of the
funduz.  If on the first, the touch, sizht, and absolute
measurement will at once determine it; if on the seeond,
the unerring bi-manual palpation will demonstrate to
our sens¢ of touch, a Jong, delieate, slender, flexible
supra-vaginal cervix; if on the third, it can be equally

I have not thought it worth while to make a distinet as well measured and judged by the touch alone, pro-

heading for ﬂ]]l-[Iﬂ]:‘ltE!' al flexions. They comprise but vided we apply the Eri:i]]ui]ﬂlﬁﬂ of di agrnosis already re-

a small class, and are almost always secondary, being farrad to.

the result of some other affection. - We sometimes find the uterns undeveloped, entirely
too small, often not more than an inch and a half deep;
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Or A¥rEvERSION. According to the tabulated state-
ment above, nearly one-third of all sterile women have
anteversion. In natural sterility the pr murtmn 18 1
in 2:42; in ﬂcquue{! 1t 18 1 in 4'18, being nearly twice
as frequent in the first as in the wu}nd

It would here be appropriate to lay down the rules
of diagnosis in reference to this particular form of dis-
placement ; but as its principles have been alrea ady
amply stated, whether by bi-mannal palpation or probing
(see pages 7, 8, and 101 to li,LJ] it i3 mnnecessary to
repeat them hHm I will now only say that we are never

under any circumstances to probe the uterine cay ity till
we have hx the touch first ascertained its probable divec-
tion; and then the sound is to be curved or noty accord-
ing to the snspected enrvature of the canal of tI_'LL CETVIX.

and again, it is not uneommon to find it over-developed,
with the supra-vacinal portion of the cervix long and
slender ; and when this is the case, the fundus mmust
of necessity fall one way or another, and most usually
forwards, producing anteversion or flexion.

Again, anteversion seems to be occasionally the re-
Sl A oo ng of the utero-sacral ]1rrt111w]1h or else
these ligaments hecome shortened by ihe 1unfr*u_rxltltl ed

-.l-].p‘.HH.-i.U“- Nothing is more common in old retrover:
siong than to see the anterior wall of the vagina cons
tracted in consequence of the long-continued malposi-
tion; and here it often presents a formidable barrier
to & permanent rectification of the displacement. Now
in the same way it is presnmable that the ufero-sacral
ligaments, if not congenitally too short, may beeome
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shortened by long disuse, just as the round hgaments
may become relaxed and lengthened by long error of
position.

Be this as it may, we sometimes meet with ante-
versions where we enconnter great diffienlty, and iodlict
ereat pain in drawing the os tincse forwards. In these
cases the vagina is long and narrow, and the os tincs,
instead of pointing towards the end of the ecoceyx, may
look directly back towards the hollow of the saerum.

Now, if we here insert a tenaculom into the anterior
lip of the os tinee, and puoll it fowards the urethra, feel-
ing at the same time unusnal resistance to this traction,
there will be one of two things to aceount for it: either
the fundus of the uterns is bound down anteriorly by
adhesions, or the cervix is held back posteriorly by
shortened utero-sacral lignments. If the first, which 13
very rare, then it will be impossible fo elevate the fun-
dus to a normal position by the nsnal method of elevat-
ing the anterior cul-desac of the vagina up behind the
inner face of the pubes with the left index finger, while
the fanduns is pushed backwards by the other hand aect-
ing upon it in the hypogastrinm through the parietes
of the abdomen ; but if it be due to the second, then,
by introducing the index finger into the rectum, or even
to the posterior cul-de-sac of the varina, at the same
time that we draw down the cervix with the tenaculum,
we shall fee] the uterc-sacral licaments as tense and
resistent as two well-stretehed gmitarstrings, 1 must
admit that such cases are mot very common; but their
infrequency makes it the more important to be able to
recognize them when we meet with them.

(ne of the most common canses of anteversion is a
small fibroid in the anterior wall, as represented in fig.
90. It is very interesting to observe the influence of

UTERINE DISPLACEMENTE,

such tomours in producing the various displacements
of the uterus, If a fibroid not larger than an Englsh
walnut is attached in any way to the posterior wall of
the uterns above the level of the os Interoum, it almost
invariahly pulls the uterus over backwards, producing
retroversion; but if a similarsized tumonr is attached
to the posterior wall of the uterus helow the level of the
o¢ internum, whether it be pedunculated or not, it will
almost as invariably push the fandus of the uterus over
forwards, or produece anteversion. In other words, a
small tnmour of the body of the uterns posteriorly will
produce retroversion, while the same sized tumour of the
cervix posteriorly will produce anteversion; and vice
versd, n small tamour in the anterior wall of the body
anteverts the uterns, but if it grow anteriorly below the

level of the os internum, it invarably retroverts if.
The reasons are apatomical and most obvious. Let fig.
91 represent the uterns In 1ts normal relations with the
axis of the vagina. A small tumour on the posterior
wall at @ will, as before said, retrovert the uterus, bat a
similar-sized one attached low down on the cervix at f
will as invariably antevert it. In the first instance the
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uterns obeys the laws of gravity, by which an additional
weight on one side of the fundus must pull it in the
divection of =aid foree; while in the second instance, the
tumour finds a point d’appui in the nterosacral hga-
ments, rectum, and culdesac of the vagina, which
oppose its downward pressure; and thus, as the tamour
grows, it gradually pushes the fundus forwards,

For the same reasons a tumour anteriorly at d, as a
rule. anteverts, while one at ¢ invariably retroverts
the nterus, beeanse it finds a point of resistance in the
walls of the bladder atits junction with the eervix.
Another reason for this emrions law of displacement
in consequence of small growths on the supra-vaginal
cervix may be found in the fact that the tumour acts
like a .*-:1_.11-.1];1'- npon the side of the naturally slender and
flexible eervix. These rules are applicable to small
tnmours only, and all tumonrs must have had a small
becinning, When they grow large enough to rest
upim the brim of the pelvis, they elevate or depress
the body of the uterns more by their volume and rela-
tions to the pelvie cavity than by the mere place of
their accidental attachment.

T have in many instances seen the cerviz curved
anteriorly where it seemed to be produeed by an amor-
phous g“i'c-wth on its posterior surface. The relative

position and ountline of this anomalons
projection is represented m fig. 92, a.

Tead

I do not know what to call it; if 13
not a fibroid tumour. To the touch
it has a fibro-cartilaginous feel: I
suppose I have seen a dozen cases of
it. It 18 very uniformly of the
shape and form here represented,
always pointed below ; it almost always projects, as

Fra. 93,
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here, a little below the insertion of the vagina, 1
have never found anything like it growing on any
other portion of the nterns. I have seen it in two eases
in which there was no eurvature of the cervix. Each
of these was sterile, each had the cervix incised ; one
conceived four months afterwards, the other in eight.
Both of these had had metro-peritonitis some time before
I saw them. From these two cases we may infer that
this growth may possibly be the produoet of inflamma-
tory action, and that it does not, per se, interfere with
conception and child-bearing. In the other instances I
could not trace its history to any predisposing cause.
The first case of this anomalons growth that I ever saw
was in the Woman’s Hospital, in 1856, in a young Irish
girl, who had painful menstruation as the e¢onsequence
of a cnrved contracted eervical eanal. Dr. Emmet and
myself called it the ecock’s-comb exerescence, We called
it this merely to give it a name. The name was sug-
gested by the form of the growth, by its molality, by
its gristly feel, and by the manner of its attachment.

It has a sessile attachment to the neck of the womb,
perhaps half an inch wide above, growing narrower as
it descends, It can be diagnosed with the greatest faci-
lity by the bi-manual method of palpation. Indeed I
never consider any obscure condition of the uterus
thoronghly made ont till we manipulate the whole
surface of the orcan almost as eompletely as if we had
it outside of the body. This affeetion is not described
in the books, but I have no donbt that others will find
it where they have not, as yet, suspected anything of
thesort ; and the professional mind onee directed towards
it, I have as httle doubt that some omne will be able,
some time or other, to give us its pathological appear-
ances from post-obit examinations.
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But to return to anteversions. We may have them
from other canzes. We often see granular engorgement,
of the anterior lip, accompanied by a corresponding
engorgement, or hypertrophy of the anterior wall of the
uterns. And here there is always anteversion. Somse
think that these corresponding conditions of the cervix
and body anteriorly are pathologically one and the same
thing ; but we often see the enrorged eondition of the
os and cervix cured without the leust impression being
produced, either on the hypertrophy of the anterior wall
or on the relative position of the fundus.

We sometimes have the uterus bound down by liga-
mentons adhesions, the result, most probably, of some
former peritoneal inflammation. These cases are com-
paratively rave ; but that they do exist is proved both by
observation on the livinz, and by post-mortem examina-
tion. We more frequently find ligamentons adhesions
in retroversions then in anteversions.

Of course we ean do nothing for the rectification of
malpositions dependent upon adhesions, nor as a rule
will they require any interference, for the adhesions
naturally sustain and support the uterus in its abnormal
relations, and profect it against the pressure of the super-
incumbent viscera, which would otherwise foree it still
lower in the eavity of the pelvis. Inthose casesin which
I have fonnd the uterus bound down by adhesions, there
was little or no complaint of the symptoms ordinarily
attendant upon such displacement.

So far as the treatment of the sterile condition m
connection with anteversion is concerned, I fear that our
efforts must be confined almost wholly to seeine that the
o8 tinem is open enongh, that the cervix iz of proper form
and size, and that the seeretions of the vagina and of the
cervixz are suited to the viability of the spermatozoa.

UTERINE MSFLACEMENTS. 93q

The introduction of the uterine sound by Simpson
constitutes an era in obstetric snrgery. Before this we
knew as little about the rectification of displacements
as we did abount their diagnosis, It was, and is still, nsed
as a redresser of displacements, in retroversions, with
muech show of science and precision, if not of skill and
snccess; but in anteversions with none of these, Asa
mere probe, it i8, a8 I have said before, very valuable,
although the practised touch seldom needs its aid ; but
as o redresser, it is capable of doing great mischief, and
should no longer be used as such. Even as a probe,
merely to determine the eourse, enrvature, and exact
depth of the uterine cavity, 1t 1s
possible to do harm with it,

In anteversion I now seldom ever
nse it in the dorsal decubitus; but
place the patient in the left lateral
semiiprone position, as for all uterine
operations. When the cervix is
bronght into view, it i3 pulled gently
forwards by a small tenaculum (figs.
14 and 53), and then the annealed
probe (fiz. 40), more or less curved
to suit the previously ascertained or
suspected curvature of the canal, 18
to be introdnced with great gentle-
ness.  As soon as it passes the os
internum, 1t goes to the fundos al-
most by ifs own weight, simply by
elevating the handle of the instru-
ment towards the sacrum. We can
never do harm or even produce pain, if we adapt the size
tnd enrvature of the probe to the peeuliarities of the
individual case. We may occasionally need one not

Fra. 92,
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larger than that shown in fig. 93, and we sometimes need
to eurve it guite as much in ecomplete anteflexions, sneh
as are represented in figs. 41 and 60,

Putting the cervix on the stretch by means of the
tenaculnm hooked into the anterior lip of the os greatly
facilitates the use of the probe in difficult cases, by
fixing the uterns and by straightening the curvature
of the canal. I am sure that much harm has heen
done with thesound ; lst, by having it toolarge; 2nd, by
having it too str: L"’ill or alw Y ﬂ;~.Ln at thna: ‘-:EL:HE_ Curvas
ture, as shown in fiz. 39 a nd 3rd, by using too much
force.  Awgain let me repeat that we are never to forget
that it is simply a probe, and that we are to handle it as
delicately as we would a probe for any other surgical
PUrpose,

While we then accept the sound as a probe, we must
wholly reject it as a redresser. For diagnosis it is
valuable; for treatment it 13 dangerous. During the
learned diseussion in the French Aeademy of Medicine
a few years ago, on the uses and abuses of this stro-
ment, the fact was fully established, that it had, per-
haps more than onece, heen forced ‘I:hrmcr'h the fundnos
uteri, and that death was the consequence of this rode
and awkward accident. This could only have happened
by using it with violence as a redresser. There is some
show of philozsophy to justify its nse in retroversion, but
why it should ever have been used to replace an ante-
verted uteras I cannot understa ind 3 and yet I have seen
patients with anteversion, who had for months been
subjeeted to the introduction of the sound almost daily;
1 need hardly add, without the least benefit.

To replace in this way, or in any other, an anteverted
nterns with the expectation of its remaining in & normal
position by this means alone, is perfectly futllt,,I for it
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invariably falls back into its abunormal position the
very moment that the foree is removed that replaced it.

For the replacement of an anteverted uterus we
need no instrnment whatever, The proeess is simple
enough, and is effected easier and better by mere
manipulation than by any instrumental aid, The
bladder empty, the patient on the b:ae:Ic, introdace the
left index finger, as shown in fiz. 1, to the anterior
enl-de-sac; mel-.e pressure nutﬁ.muﬂv with the other
hand, to be sure that the uterus is anteverted; then
remove the outer pressure, and with the index finger
still resting a little anterior to the ecervix, elevate the
os tinem in the direction of the pubes, by carrying the
anterior wall of the vagina on the point of the index
finger up behind its inner face ;—this pressure bringing
the cervix forwards and upwards, necessarily elevates
the fundus from its bed behind the pnbes and throws
it slichtly upwards ;—now push the ends of the fingers
of the right hand on the outside from above, down
into the 11»;}[“1'.1{11:_:!31 closely behind the pubes, so
that the fingers of the two hands shall feel that there
is nothing l}etw‘ﬁen them but the thin walls of the
abdomen and the thinner walls of the vagina and
bladder. While the right hand is thus held firmly,
the fingers occupying, as it were, the place just filled
by the fandus uteri, quickly slide the left index from
the anterior to the posterior cul-desae of the vagina,
and push this before it till the finger lies snugly up
hehind the cervix uteri; then elevato it as 1t werg,
acainst the points of the fingers of the right hand, with
which push back the fundus, and retrovert the whole
organ while we hold it up almost in contaet with the
abdominal parietes.

Thus we are able not only to straighten up the
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organ, but to manipulate every portion of the external
surface of the uterus: the funduns and hody, before we
attempt to replace it (fiz. 1); the remainder by the
above manmuvre.

This is ordinarily easily done, even in very fat women,
beecanse nature provides a sulens between the fatty
deposit in the walls of the abdomen, and the pubic
covering in which the outer hand is readily carried
down behind the pnbes as ahove directed.

We only find trouble in delicate, nervous, hysterical
women, where there i3 involuntary spasm of the abdo-
minal walls, or where the cervix uteri iz firmly held
hack by shortened utero-sacral ligaments,

It is by thus passing the left index finger behind the
cervix uteri, and then drawing the whole organ directly
forwards, almost against the inner face of the ponbes, and
pushing the ends of the fingers of the onter hand down
behind the uterus instead of before it, that we can dia-
gnose with the greatest aceuracy fibroid tumours, whether
sessile or pedanculated, and such offshoots as are repre-
sented in fig, 92, page 286. It was but the other day
that a friend of great eminence in the profession asked
my opinion in referenice to a fibroid suspected to be in
the posterior wall of the wuterns. He was hesitating
whether to attack it through the cavity of the uterus or
thinsugh the cul-desac of the vagina. By this bi-manual
method of palpation alone, I was able in a moment to
s/ that the tumour, nearly as large as the foetal head at
term, was pedunculated, and that the pedicle, about an
inch long and three-fonrths of an ineh thiek, was attached
to the posterior face of the uterns, about half-way
between the insertion of the vagina and the fuonduns
uteri (fig. 94). It is not necessary to say more about
the peculiarities of the ecase here, except that in the
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conrse of a few minutes my friend was perfectly con-
vineed of the exactness of the diagnosis.

But to return to the suhjeet of anteversion. So far
as the mechanical treatment of anteversion per £ 18 CONL-

Tz 04,

cerned, T know of but one instrument that has the power
of rectifying the position perfeetly and at once, and that
is the intra-uterine stem (with disk) of Dr, Simpeon.
But unfortunately the visks of* the instrument are too
great; and I know but three praetitioners In my own
country who have not, after repeated trials, disearded 1t
asltr.agﬁe’f.hm'. These are Professor Peaslee and Professor
Conant, of New York City, and Professor Mack, of
Buffalo,

In the practice of the Woman's Haspital, Dr. ‘l*-lmm_l::'l:
and myself were long ago compelled to discoutinue 1ts
use, on account of frequent aceidents, such as hemor-
rhage, metritis, and pelvie cellulitis, Sometimes a small
Meigs's gutta-percha ring will afford relief, not so much
by rectifying the position as by elevating the orocan
slightly in the pelvis, and talking some of its weizht
from the bladder. Sowmetimes we derive considerable
comfort from a small globe pessary, particularly 1f 16 can
be made to rest just anterior to the cervix uter, For
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this purpose 1 have now and then attached a stem to
the globe, which projects externally, and is curved ap
OVer the puhe.ﬁ, to prevent the ball from running down
into the posterior eul-de-sac.

Fig. 95 will represent a veryscommon form of ante-
version. Now, if we introdoce a globe pessary an inch
and a quarter in diameter, it will i)J»_].l!LlHLj,’ pass to the
very bottom of the vagina at @, resting there nnder the
cervix, and elevating it while the fandus will be therehy

rather depressed anteriorly than otherwise; thus aggra-

vating the malpesition: but if we attach a malleable stem

to the globe, and corve it externally at

the proper length to prevent 1t from

passing further than the anterior cul-

de-sae, its tendency is to throw the

fundos upwards in a normal direction

by its pressure or traction on the an-

Y. 95, terior wall of the vagina at & Its

action is readily understood by press-

ing the index finger forcibly up behind the sy Lulmh}:h

pﬂhh which e Hh clevates the anteverted nterus. If

the ball be too lar ge, its pressure here will retrovert the

aterus, just as a tnmonr growing low down on the cervix
ante umlv will throw the fundus backwards.

But all instruments with external projections annoy
and irritate a natorally sensitive nervouns system, already
rendered more irritable by disease, and are to be avoid-
ed if possible.

It was the fashion a short time ago to use a sponge,
with a string for its removal, To this practice there
are two serious objections: 1st, nothing conld be more
disgusting than a sponge thus worn for six or eight
hours ; and 2nd, the sponge always swells considerably
hy absorbing moisture, and soon patients feel the need
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of incressing its size, and they generally get to intro-
ducing two instead of one. The patient that once con-
tracts the habit of wearing a sponge in the vagina will
find it very difficnlt to break 1t ap,

But what is better than this, and, indeed, better than
almost anything of the sort, is the ﬁpp]fm*fnu of a small
wad of cotton, not more than an inch in diameter when
moderately compressed, which may be used simple or
moistened with glycerine, or otherwizse medicated. In-
stead of expanding, it gets smaller by the pressure of
the parts, A pessary of simple cotton should never
be retained more than twenty-four honra: molstened
with glyeering, it may be worn two or three days, or
till 1t eome away .'11[.-.|tur1@.u-11:~.11,. The cotton pessary
secured with a string for its removal, i3 to be applied
by means of a porte-tampon, deseribed and figured fur-
ther on.

In very agoravated cases of anteversion, where the
whole organ 11-:=, flatly down on the anterior wall of the
vagina and parallel with it, we often, indeed almost
always, find the vagina unusually deep, with the ante-
rior wall greatly m-.mgat-u.l. For such cases I devised
and exeented an operation in 1857, which has answered
a most admirable purpose,

[t was under these circumstances. A lady was sent
to me by Professor Jogiah C. Nott, of Mobile, Alabama,
in December, 1856, who had a most complete antever-
sion, the fundus uteri being drawn down behind the
inner face of the pubic sy u_lpma by a fibroid tumour
on the fundus anteriorly. Fig. 96 represents the rela-
tive position of the uterns and tumounr ¢ I have never
seen a more complete anteversion. The diagram does
not in any way exaggerate any of the detatls of the case.
Bhe had a cervical lencorrheea, which was cured in a
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few weeks: but the cystorrhees, vesical tenesmus, and
walposition, with its other inconveniences, petzisted.
For the relief of the displacement 1 'tl'l:?.:1 all sorts of
pessaries, but nothing did any good. The pelvis was

Fig. 96,

deep, the vagina capacious, the anterior wall unuslauuﬂ_lrr
long, and the uterns laid down on and parallel “”‘t.h it.

T discovered that the malposition could be i"-“t”'“!.‘r'
rectified by hooking a tenaculum in the anterior lip

of the os tines, and drawing the cervix down t{‘.uwm'Lr'l':i
the urethra. By continuing this fraction till the cervix
was brought forward about an inch and a half, the fundus
rose up in the pelvis into rather a normal position; not-
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withstanding the weight of the tumour on its anterior
portion. When the os tine® was thus drawn forwards,
the elongated, relaxed anterior wall of the vagina was
naturally folded upon itself, presenting the appearance
of an enormous anterior cul-desac, as at d, fiz, 97.

Under these circumstances, conld anything have been
more positively indieated than an operation, to retain
the uterns n the position in whieh 1t was thus held by
the tenacunlum ?

The operation of shortening the elongated anterior
wall of the vagina, by attaching the cervix uteri to it at
the point ¢, was therefore most naturally a self-sugoested
affiir, It was very simple, and as a mere operation
must always be a successful one ; whether it will when
snccesstul, always produce relief of suffering, time and
further experience can alone determine.

T'wo semilonar surfaces a half-inch wide, and running
nearly across the anterior wall '
of the vagina, the one in jux-
taposition with the cervix, and
the other an ineh and a half
or more anterior to if, were
carefully denuded of the va-
ginal mucous membrane, as
shown in fie. 98. They were
then closely anited by seven

silver sutures, as in the opera-
tion for vesico-vaginal fistula,
The patient was put to bed,
and a self-retaining catheter
worn for a few days : after
which the urine was l.ll'ﬂ‘.'.’t'l off
when necessary. At the end of ten or twelve days
the sutures were removed, the union of the two sur-
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faces heing perfect. The patient retained the recom-
bent posture for a week longer, to allow the ecicatrix
to get strong enough to resist any traction that might
be made by the bladder, reetum, or uterns itself.

The uterus was held as nicely in its proper position
by this bridle of vaginal tissue as it was previously by
the tenacnlom ; and fortnnately she was wholly relieved
of the suffering symptoms, of which she had so long
complained before the operation.

Twelve months afterwards this lady gave birth to a
son.. [ saw her husband a year aftér the birth of the
child, and he reported his wife as enjoying most
excellent health, never having felt the slightest symp-
toms of her old troubles at any time since the operation.
I am sorry tosay I have performed this operation in
but two other instances. I have seen man y cases suita-
hle for it, but they have been satizfied to put np with
some clumsy mechanical eontrivance rather than submit
to an operation. As I have not seen the case above
related sinee the confinement, I cannot say what effect
the labour prodneed on the cicatrix, but I shonld expect
to find 1t Intact,

In 1859, a younz lady ared twenty=ix was sent to
the Woman’s Hospital with just such an anteversion
as the one ahove related, exeept that the fibroid on the
fundos of the nterms was much larger, She was a
patient off and on for twelve months, and Dr. Emmet
and myself exhaunsted all onr mechanical ingennity (and
patience too) without produeing the least benefit.

At last I proposed to her the operation above
deseribed, telling her at the same time that it had been
done but once hefore. Bhe readily sccepted it; and
the operation was performed in May, 1860, with perfect
success, and with almost entire relief to all her suffer-
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mos. I have seen this young lady repeatedly since;
the last time in July, 1862, being then twenty-six
months after the operation, and the uterns remained just
as 1t was when she first left the Hospital,

I performed this operation a third time in 1860, at
the Woman’s Hospital; the patient left soon after-
wards, and as I have not seen or heard from her sinee,
I cannot say what was its effect upon her health; but
the operation, as such, was as suceessful in every
particular as in the other two instances.

I would not be understood as reeommending this
operation as a universal one in anteversion. It 1s o be
resorted to ouly when the anterior wall of the vagina is
unusually ]c.‘ri:g: and when the uterus lies down parallel
with it, presenting the fundus just behind the inner face
of the symphysis pubis.

Or Rereoversion.—While the table on page 231
shows that about one-third of all sterile women have
anteversion from some cause or other, it also shows that
another third suffer from retroversion; although these
two forms of displacement vary in the two classes of
natural and acquired sterility ; the anteversions, as
hefore stated, predominating in the first, and the retro-
versions 1n the gecond.

The uterns is retroverted when the funduos falls
backwards under the promontory of the sacrnm or
whenever it passes an angle of 45° in that direction
from its normal position. But, as hefore said, it never
stops at 459, geldom at 902, and often goes to ]."’:5”.
Thus we may have different degrees of this version,
We can ordinarily diagnose a retroversion by the
bi-manna; method of palpation, already more than onee
described ; but if at any time we are in doubt, the




