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is lowered ; the patient is unequal to more than moderate muscular exer-
tion ; the fits of irritable temper alternate with torpor; headache is fre-
quent ; it is difficult or impossible to sustain any mental effort; memory
is feeble ; and in some instances mania or dementia has ensued.

T'reatment.—The hygienic care is of great importance. Careful watch
must be kept for the invasion of phthisis. Hence it is often useful in
amenorrheea, whether there exist any special cause for apprehending the
invasion of tubercular mischief or not, to winter in a mild, pure air, as in
Tourquay, Bournemouth, Ventnor, or the south of France or Italy.

The treatment of acute amenorrheea from accidental suppression must
be governed greatly by the nature of the cause of suppression. If it be
the result of cold, a warm bath, rest in bed, sudorifics, as acetate of am-
monia, ipecacuanha, a moderate opiate, or terebinthinate enemata will be
wseful.

But if there be evidence of pelvic congestion or inflammation, it will
be unwise to seek to provoke the menstrual flow by local excitants. If
there be much pain, mereased on pressure, a quickened pulse with hot
skin, some leeches applied to the groins or anus, hot fomentations to the
stomach, salines, constitute the best treatment. When the pain has come
on very suddenly, and with great severity, there is reason to fear that
an effusion of blood has taken place from the turgid Fallopian tubes or
ovaries into the peritoneum. This case will be discussed under * Heema-
tocele.”

Chronic amenorrheea usually falls practically under the same rules as
the primitive amenorrheea. Todide of potassium, iron, stryehnine, suit-
able hygiene, are our chief resources. ;

AMENORRH@®EA FROM RETENTION : RETAINED MENSES FROM OCCLUSION OR
ATRESIA OF THE UTERUS, VAGINA, OR VULVA, OR FROM IMPERFORATE
HYMEN—OCCULT MENSTRUATION—HEMATOMETRA.

The study of those cases in which amenorrheea is only apparent, in
which the secretion is effected, but is retained in the cavities of the uterus
or vagina, will, for clinical reasons, be most conveniently undertaken
here. In its practical bearings it will be found naturally to take its
place between amenorrheea and dysmenorrheea. 2

The history and symptoms of retained menses very much resemble
those of dysmenorrheea. For a considerable time, the negative sign of
absence of the ordinary menstrual flow chiefly attracts attention: and
the case may be looked upon simply as one of amenorrheea. :

The leading clinical feature is the combination of sions of dysmenor-
rheea with amenorrheea.  And since retention commonly induces enlarge-
ment of the uterus, and hence of the abdomen, the combination of amenor-
rhoea and this enlargement leads to the suspicion of pregnancy. When
things have arrived at this point, the character of the Dpatic;it, no less
than the physical distress and danger, imperatively poiut to the necessity
of an examination. :

The usual history is as follows: A girl, having arrived at puberty
does not menstruate. Month after month, perh&pé for two or three \‘eat'i‘;
or more, pass by, and nothing is seen. But every month, perha-psb with
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occasional intermission, pains in one or other iliac fossa, such as com-
monly indicate difficult ovulation, are felt; pain in the centre of the
pelvis referred to the uterus follows or precedes, often of a forcing or
bearing-down character, that is, uterine colic, such as occurs when the
organ 1s struggling to expel something from its cavity; frequently the
pain spreads to the abdomen, so that the patient cannot bear to be touched,
and suggesting the presence of peritonitis. Flushed face, accelerated
pulse, headache, vomiting, pains down the legs, irritation of the howels
and of the bladder commonly attend. After a few days these symptoms
subside, seldom entirely; and the patient is left to an interval of com-
parative ease. But her general health suffers. A degree of irritability
of nervous system remains. Not seldom, occasional rigors appear, and
these are followed by quickened pulse, increased temperature, nausea,
muddy complexion; in short, the usual signs of blood infection. When
irritative, hectic, septiceemic, or pysemic fever sets in, the case is com-
monly hastening to a climax; and the physician is soon compelled to
search for the source of the disorder.

In other cases, the irritative fever, although existing in a minor degree,
is not the immediate cause of chief distress. This is due to the disten-
sion of the uterus, or vagina, or both, progressing so as to distend the
abdomen. The pain, causing vomiting and prostration, may be so great
that the local source cannot be overlooked. The enlarged uterus may
press the bladder forwards, and jam it against the symphysis pubis,
causing retention of urine. The distress arising from this, and the en-
largement of the abdomen, admits of no delay.

In other cases the enlargement of the abdomen is slow, and the pain
is tolerated. It is only when amenorrheea and enlargement of the abdo-
men excite suspicion of pregnancy that advice is sought. In some of
these cases the history of the enlargement, extending over a longer
period than the normal time of gestation, and other circumstances, are
enough to remove all doubt of her chastity from the minds of all but the
censorious.

The governing fact, then, is retention of the menstrual fluid in the
uterus or vagina. Menstruation is non-apparent, but it exists. The
proper term, then, is not amenorrheea, or amenorrheea from retention,
which is a contradiction in terms, but ¢ oceult, or concealed menstrua-
tion.”” The ovaries act. the uterus responds, the menstrual blood is
secreted, but owing to some physical obstruction it cannot be excreted,
that is, it is retained. These cases may be divided into two kinds: 1.
There is retention ab #nitio; there is some congenital defect, or some
condition acquired in childhood. 2. The retention has arisen after
puberty, and most frequently after child-bearing, and is the consequence
of an obstruction acquired after maturity.

We have, then, to examine the cases of Atresia of the Vulva, Vagina,
and Uterus, and the other defects of formation which lead to retention
of menstrual secretion.

Atresia (o priv. zpjms, perforation) of the genital canal may be con-
genital or acquired, primitive or secondary. The congenital conditions
consist in abnormal formation from imperfect or defective or excessive
development.
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Atresia or occlusion may be complete or incomplete, the degrees of
incomplete atrvesia, of course, varying greatly. The incomplete occlu-
sions, differing somewhat in their patholo'»lcal and clinical histor v, will be
discussed in s u(,cec,chnfr chapters under other heads, as ¢ Dysmenorrheea,”
etc. In thiz place I propose to describe the history of ‘occlusion, com-
plete, or nearly complete.

Atresia may affect any part of the genital tract from the vulva to the
uterus, and even the Fallopian tubes. It will be convenient to begin
with the description of occlusion of the vulva, and to ascend from this
point.

Puech distinguishes three kinds of closure of the Vulva: 1. Adhesion
of the labia majora, always of accidental origin, the result of inflamma-
tion or injury ; 2. Adhesion of the labia minora, also the result of acei-
dent, and, like the first, dueﬂv distressing from impediment to micturition ;
3. Th/uammi" atresia, the most common, “and usuall y spoken of as an 1m—
PCI‘fchltO hymen, generally congenital. It may come under notice before
puberty from the collection of mucus in the vagina causing distension, or
it may be detected soon after birth. I have several times incised an im-
perforate hymen in infants.

The closure of the vagina may be congenital or accidental. The con-
genital kinds may be formed by transverse membranous septa, composed
of the folds of mucous membrane with some connective tissue or muscu-
lar fibres between. In some cases, imperforation of the cervix uteri
complicates that of the vagina. The accidental closure of the vagina is
far more frequent; it is almost always the consequence of cicatricial
contraction after injury or inflammation. The walls cohere ; the vagina
is more or less perfectly obliterated.

T'rue ocelusion or atresia of the os wteri is commonly the result of a
cicatricial process following upon ulceration, granulation, or laceration.
The most frequent cause is laceration or sloughing, arising from severe
labor, with or without instrumental aid. It has been caused by burns
suffered during childhood ; by cauterization of the os uteri with potassa
fusa ; from cicatrization following inflammation in &mal]llm scarlatina,
typhoid ; from sloughing of the mucous membrane of the vagina, from use
of a too concentrated solution of pouhlmulc of iron (lmm Gfaz. des
Hdp., 1869) ; after amputation of the cervix, for want of sufficient care
to maintain the patency of the canal during cicatrization ; also from ad-
vancing senile atrophy, which produces a kind of concentric obliteration
of the os. Rokitansky describes this last form. I have seen many ex-
amples of it. Klob deseribes a peculiar form of obliteration of the os
externum as following upon prolapsus, with inversion of the vagina. A
small pit alone shows the seat of the os, and the atresia is caused by a
milk-white membrane formed of layers of vaginal-epithelium.

Closure of the uterus most frcqucutl\' akes place at the os internum
or os externum. It may be the result of extrinsic causes, as from ex-
ternal pressure of tumors ; from flexions of the uterus, more especially
from bending of the body forwards or backwards upon the neck, so as
to form an acute angle at the seat of flexion; from tumefaction of the
mucous membrane, as from catarrhal or other inflammation; from the
growth of cancerous or fibroid tumors in the substance of the neck ; from
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]ﬂu-MinO" by clots, membranous substances, or pseudoplasmata. These
conditions may be diagnosed from true atresia, and sometimes may he
relieved by passing the uterine sound.

Another form of closure is due to the sealing of the os externum or
internum by a false membrane, as described hy \(1()0‘(3}(‘ This has bheen
observed to take place during pregnancy, so that at the time of labor no
os uteri could be felt

Absence of mw'ua. according to Kussmaul, is very rarely complete.
Even when c.\ploramon is made h\' finger in rectun and sound in bladder,
a rudimentary uterus may evade detection by slipping on one side. Even
on dissection, unless very carefully conducted, a rudimentary uterus ma
escape detection. In one case (l’cr\ms cited by Howship) the uter u:.,
containing two pounds of blood, was found behind the (,-IOm,d vagoina.

An apparently absent vagina is no proof of absent uterus. An
artificial route has several times been made to the distended uterus.
(Amussat.)

In some of these cases of absent vagina the os uteri has opened into
the rectum or urethra, and these canals being used by the intromittent
organ, impregnation has occurred. According to Dr. Oldham, there is,
in many cases of closure or malformation of the vagina, an original
dilatation of the urethra, a circumstance which has embar 'AS:UT the ex-
amining surgeon. This enlargement of the urethra has been commonly
supposed to be the result of accidental or voluntary substitution of the
urethra as a copulative organ; but Dr. Oldham is, no doubt, right in
recognizing it as pre-existing and independent of this use. Dr. Routh
related a case (Obstetrical Trans., 1870) confirmatory of Dr. Oldham’s
view. It may, however, be due in some cases to surgical examination.
Uterhart! relates a case of nearly complete occlusion of the introitus
vagine by cicatricial degeneration, in which the function of the vagina
was performed by the dilated urethra. The defect was cured by opera-
tion. The urethra then contracted fo its normal state. Karl Rokitansky
described ( Medical Record, 1877) a case in which the urethra served
for vagina.

Spencer Wells (Med. Times and Gaz., 1870) relates cases where the
urethra was used for the \&“Lllrl, nlthoum the v vagina existed closed by
hymen. In one case the vagina was dppdll,ntl\ wanting, but menstrua-
tion was regularly pmhmmd through a small fistula between the urethra
and anus. This being incised, an opening was made into a well-formed
vagina above, the normal os uteri 1 opening into it.

Tt is remarkable that retention has frequently been observed where the
uterus was two-horned, or double. One uterus is occluded, and becomes
the seat of retained menstrual fluid, whilst the other uterus performs its
function normally, or is the source of metrorrhagia. Deceés (Bull. de
la Soc. Anat., 16)4) tells a case in which retention in one uterus led to
rupture of the horn, and fatal peritonitis. Leroy (Jowrn. des Connaiss.
Méd., 1835) published a case in which there was occlusion of the right
uterine neck, retention of menstrual flux, and formation of a tumor
reaching to the umbilicus and simulating pregnancy. Rokitansky relates

! Berlin. Klin, Wochensehrift, 1869,
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an important case (Zeitsch. d. Greselleh. d. Aerzte, 1860). He dissected
a woman who died under symptoms of pelvic inflammation. The uterus
had a complete septum. The right half only communicated with the
vagina, which was single. The left half was shut off from the vagina,
and expanded into a pouch containing a dirty ichorous matter. This
pouch formed a fluctuating projection into the roof of the vagina. The
septum between the two uteri was perforated by ulceration. Rokitansky
concluded that there had been imprisonment of menstrual fluid in the
blind half of the uterus, causing, first, distension of the cervix, then
inflammation and perforation of the septum, with consensual inflammation
of the collateral (left) ovary, leading to abscess and peritoneal effusion.
Dr. Beronius relates a similar case (Mon. f. Geburtsk., 1862). The
distended half of the uterus was punctured ; but death ensued from acute
peritonifis in thirby-six hours.

Fie. G2.

From a Preparation in St. George's Museum. (Half-size.)
U, dilated uterus ; v, dilated vagina above the seat of atresia, traversed by B, a piece of bougie.
The Fallopian tubes are not dilated (R. B.).

G. Simon relates! a case of congenital atresia of the left half of the
vagina at the vulva, with duplex uterus. There was retention of men-
struation in the closed half, and contemporaneous metrorrhagia from the
open half.

In the senile form of ocelusion, pain of an acute kind ensues whenever

! Monatsschrift fiir Geburtskunde, 1864.
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there is any secretion forming in the cavity of the ut‘ems. .I“ women inl
whom the menstrual function has ceased, there sometimes e};lstg‘aliorm.oi
catarrhal inflammation of the lining membrane of the uterus, giving rise
to a mucous or muco-puralent secretion, which, being retained, produces
symptoms resembling those from retained menstrual blood. If .ti_le fluid
is watery, this is called hydrometra. The uterus seldom attains a size
comparable to that observed in cases of 1‘0}:{1-_11‘10(1 menses ; but the cavity
is alwavs somewhat enlarged. On examining by t}\e nger, the uterus
ig felt enlarged, often retroflected ; the os externum 1s ::.w‘omctlmeslahﬁwult
to make out, from the vaginal-portion of the nt‘ems b_smg atrophied, and
50 leaving the os flush with the roof of the vagina. Generally, however,
the point of the sound will penetrate a little way; and by persevering
with gentle pressure, sometimes a passage 18 eradually found into the
uterus.
Fic. 63.

From Specimen in Radeliffe Museum, Oxford.—(Case deseribed by Dr. Tuckwell.) (One-third size.)

v, cavity of vagina distended; o u, 0s uter, and cavity of uterus above it also distended.
Complete occlusion of vulva (R. B.).

There is a feature in the history of stenosis and atresm.af }t}he gemtal
- ich it 18 1 ] seri i , of its bearmg on
canal, which it is interesting to describe, on account of its g
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treatment. Under the condition of stenosis or atresia long persisting,
this canal obeys the same law which rules over other canals or hollow
organs. It undergoes retrograde dilatation above the seat of stricture,
This is the almost inevitable consequence of the futile attempts of the
muscular coat to expel the retained contents. This successive ascending
dilatation of vagina, cervix, body of uterus and tubes, is illustrated in
Figs. 62 and 63, taken from preparations in St. George’s and the Rad-
cliffe Museums. This effect is seen in the most marked form in cases of
imperforate hymen. The vagina being the most distensible part of the
canal dilates first, forming a large pouch; then the cervix uteriis dis.
tended ; then the cavity of the body of the uterus; and lastly, the Fal-
lopian tubes. This dilatation, conservative in its effect by accommodating
the contents which cannot be evacuated, has its limits. ~ When these are
reached, the danger of rupture or perforation at the weakest part is
great. But before this comes to pass, there are two events which may
happen. The first is transudation of the more fluid part of the contents
under the concentric compression to which it is subjected. The experi-
ments of Dr. Duncan, to which I have referred (p. 177), show that
under a certain degree of hydraulic pressure, air or liquids traverse the
entire wall of the uterus. This is the old experiment of the Florentine
metal globe applied to organic tissues. His experiments, of course, were
performed on dead tissue. But there is good reason to believe that the
force which the living uterus exerts in its efforts to expel what may be in
it, whether it be a foetus or imprisoned fluids, is enough to drive fluid
through its walls, in the form of a fine oozing or dew, which hangs on the
peritoneum. It seems to me probable that it is in this way that some
cases of puerperal pelvic peritonitis are produced ; and I have seen cases
of septicaemia and peritonitis occurring from retention of menstrual fluid,
greatly resembling puerperal fever, in which there was no rupture, and
no escape of fluid by the open ends of the Fallopian tubes.

Supposing that the structures retain their integrity, it is natural that
the concentric compressive force should drive the confents along any pas-
sage that may be pervious; hence the escape by preference along the
tubes. This is rendered more likely by the dilatation which commonly
takes place at their uterine ends.

This compressive force is exerted with most effect immediately after
the puncture of the closed hymen. The sudden collapse of the walls of
the uterus ensuing upon the partial escape by the opening excites the
uterus to contract. T'his contraction drives the contents in all the three
directions, and some will probably escape through one or other of the
tubes into the peritoneal cavity.

The more common event is” the laceration of the tubes at the weakest
place, caused by the sudden dragging upon them by the retreating uterus,
the tubes being, perhaps, held back by adhesions.

Other consequences of retention, if not relieved by operation, are: the
distension of the uterus leads to perimetritis, with adhesion to the sur-
rounding parts, especially of the Fallopian tubes to the ovaries and broad
ligaments. The thinning of the uterus may proceed to bursting. The dis-
tended Fallopian tubes may burst, or without bursting, an overflow of blood
may escape into the peritoneum, causing peritonitis. (Brodie, Kiwisch.)
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Péclard relates a case in which the nterus b111:st-, di‘s.cha-.t'gl_n_g« 1)11t(1) tllli: ];'J]-{lfl;
(ier. Seanzoni and Arthur Farre relate cases in \\'}11_c-hthcl3 di}tu\:;lu tllb mﬁﬁ
burst ; in Farre’s case death resulted. In othgr case? (see . 1l1e<, 1);?[;&1
structing membrane has given way by ulceration, and a ar llzti}s 1(,:31 ot
The constitution suffers from hectic, the result of pain, ilm ; LCl ﬂ:“ 1{}
tion of the altered blood from the uterus. In some cases— 7.;1_1.11,‘1 © ?{L:’toli
( Union Médicale, 1868)—the impossibility Di' ev&_cuatm;g ‘t 1e ’c‘o L(E}“?
menstrual blood induces :1111(3]-;01'.1-1103]. ; the ovaries and ut? us glx L*ul?qa“illll
functions. Lizé believed that in his case atroph‘\_‘ of »t,{c u{{u ;1:3 }\ o
duced. Dr. Murray, of Newcastle, relates a case (Brit. Me _‘].. uu{ ;1,
1868), of a single lady, aged twenty-seven, whose vagina \\?b‘tff)atft ;;xl
sumﬂ}_\h:\' in infancy. Menstruation had been sgspom‘le‘dfm 10}1[ (Ehe
vears. The vagina being opened up, no collection was (o-u,nlt ‘m_1 “
uterus, but exactly a month afterwards 11'1eust1'u:1twp_ appeared, i.‘mi‘llc,:
curred with tolerable regularity afterwards. In this case 1t;‘:.\la§ dea
that the ovaries were not atrophied, but that the uterus ceasec \Eo pOu‘lq
out menstrual blood. This is in accordance ‘.\'1_t.h \v]_mF solxjuimlmtc.a 001131;}11.;
in appareut amenorrheea, without 11te1-mcr?l{structxou.ﬁ . \.u a ‘1(;11‘ ﬂti]%
go on without exciting menstrual flow. ,Hlus returns W qu;. 3 1} Bty
state of the blood is restored. Simon relates <ﬂ-}”“"f'-fﬂ”i{jib fé!]t'( i,
1851) a case of complete closure of the vagina, \\'rl‘t-il a dli“tFm el 'put«f':nlzd
A vain attempt was mad{? to establish a vagina. The patient mainta
34 otwithstanding. eid
‘go?}}ff];(-ff}rt:.l;-«::r?ir of the retained blood is remarkable. Tt is da1~k—c0110f'9‘}%
deficient in fibrin, of treacly cousi_s;tence, rarely 9011tzL1}3111g LOﬂgl{ ﬁ;; i
contains mucus, and often cholesterine scali?s. . It is glmal?‘x};j‘,‘m{r)au(){ 03@
The quantity varies with the duration of 1'0t011t1011: ! (,L‘(lfli}l)lcl: -%nd(:d
tolerance and accommodation are surprising ; the utm.ur, may _](i L‘\,l? s
to the size of the end of pregnancy. Ten pounds of blood m\‘gc ;im
collected ; I have collected forty ounces, and t-hls.]_}(‘l:hdpi 18 an }\ ; _nu,
amount. Puech deduces from comparison of quantity and ‘tu{{le 03 l-t ‘Lqi
tion that, as a rule, the quantity i3 less than the 11um_b.e? 0 1;;1;}15 1&:{
periods would have produced normally . _Letheby (Lm::;tl : r1J>} Llllc].
lyzed forty ounces, which gave water, 8.‘_:).4 : a]humlen, U-'.'L 3 ‘:T‘IO‘J}I!I.,
49.1 ; haematosin, 2.9 ; salts, 8.0; fat, 5.3 ; extractive, 6.7. oy 1;)1(7 1:;:[
another analysis of retained menstrual fluid by H. Miiller in Henle anc
Dfeuffer’s Zeitschrift, 1846. : s
: tgrj};ct;mes the fluid undergoes decomposition, and then gas mixed with
> blood constitutes physo-hematometra. o 7 7
th(:L‘hc symptoms amf L‘Ié{és/'mm's of “retention are those “ﬂluc,h Ilélg{]_il:)) ij;?;
cxpccte& from obstructed functions. ¢ Impediuntur cTO}tu:.ﬁ,)u‘m.Ez .‘113-10 ri o
purgatio.”” Until the advent of puberty, notlqu may cause s;u:lg : o
abnormality. But with the onset of menstruation dlst.re:-,S_\)“_fé“;?? f‘tl 1
to retention of the menstrual fluid; at first, perh_aps, .thlb.l.r]l\l:ﬂzl'iﬁ{r.r
to passing attacks of uterine colic, marked by pfslvlf _panﬁ aglr:ie;i:}herz
down or expulsive efforts. Vomiting often a}f-temlc, as 1111 ol e Bl
the uterine fibre is suddenly stretched. These attac m,fmtclnee mense:
periodical, ave not attended by the expected _appearz}ncfe 0 i} C )i‘staxi;:
Occasionally there is a vicarious discharge Qi blood 1n ‘01'111 ?-ly]-leél T
In Pallen’s case, one of absence of the vagna, there were mark




208 DISORDERS OF MENSTRUATION.

strual molimina, hut no accumulation of menstrual blood in the uterus or
neighborhood. When an artificial vagina was made, menstruation took
place periodically by this channel, and the epistaxis ceased. Gradually
the distress increases. A sense of fulness in the pelvis arises ; the hypo-
gastrium enlarges; the abdomen is visibly larger; perhaps pregnancy is
suspeeted ; there is sometimes retention of urine from the pressure of the
uterus (md vagina distended with the accumulating menstrual secretions ;
defecation 1s dlﬂmult, and the digestive function is disturbed; irritative
fever, with a sallow skin, and mmltmg—thu result of absor ption of the
watery part of the confined fluid—sets in. A firm, even tumor is felt
rising from the pelvis behind the symphysis pubis, sometimes as high as,
or even hicher than the umbilicus.

The uterus gradually yields under eccentric pressure; as in pregnancy,
or when it LOiltdlll.\ a growing polypus, it then grows, its muscular walls
as well as its cavity enhronw This process “meets to a certain extent
the pressure of the (u,ummiatmg fluid ; but the contained matter receiv-
ing fresh increments at every menstrual epoch, after a time requires more
space : then other compensating processes bring alleviation, and stave off
for a while the critical moment when the strain can no longer be borne.
The more watery element of the contained fluid is absorbed. To supple-
ment the 1mp erfect distension of the uterus, another cavity is formed by
the distension of the vagina. The tubes stretching, form tmtlm qupplc
mentary receptacles. The uterine and vaginal cav ities are usuall y divided
by a strait formed by the cervix uteri (_:«ee- Figs. 62, 63).

This vaginal pouch may be very large, especially if the occlusion exists
at the vulva, when it may so compress the rectum as to obstruct defeca-
tion (Tuckwell), or cause retention of urine. The obstruction to normal
menstruation 1s sometimes compensated by menstrual deviation, that is
by fluxes from the intestines, bladder, nose, skin, ete. If the occlusion
exists higher up the vagina, a pouch is still formed. And it is remarka-
ble that the vaginal wall undergoes hypertrophy in the same way as the
aterine wall. In a fatal case, Dr. Sution (London Hosp. fwjmrf\ 1867)
found the vagina so much hvportrc;] ohied that the walls at the upper pars
were quite as thick as the uterine parietes. Klob contends that in cases
of obstruction at the vulva, it is the vagina that chiefly, or almost exclu-
sively, forms the sac, the uterus scarcely contributing. This is certainly
not nlw;wq true ; and it may be doubted whether it is even generally so.
Dr. Tuckwell’s case (see l*lfr 63) exhibits manifest dilatation of both
uterus and vagina ; and that this was also the case in two women whom
I relieved by operation, I had distinet evidence. The uterus certainly
enlarges considerably, and the easily distensible Fallopian tubes become
ffc'nemllv distended, forming distinet tumors, r eadily felt on either side;
sometimes, as Bernuth wnmﬂw mistaken for ])el\ ic phlegmons. The
Fallopian tubes have been found distended, even when shut off from the
uterine cavity; but generally the uterine orifices of the tubes are ex-
panded. A ‘further stage leads to the escape of blood from the Fallopian
tubes ab their fimbriated extremities, or thr ough rents into the peritoneum.,
This event, long ago pointed out by Bnodu,, has been amply confirmed
by subsequent observers. The blood collecting in Douglas’s pouch con-
stitutes retro-uterine hsematocele. The common effect of this is pelvie
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peritonitis, sometimes fatal, at others resulting in segregation of the
effused blood by plastic matter; a later stage of which is a process of
suppuration or necrosis of the posterior vaginal wall and possibly dis-
charge of the haematocele and cure. As Bernut/, says, and I venture to
add my own testimony in support, the foregoing phenomena of obstructed
menstrual flow may result from uterine duntlmh, especially flexions,
from spasmodic coutraction of the cervix uteri; and, according to my
own observation, from congenital narrowing of the os externum uteri
associated with a conical vaginal-portion. The symptoms of abdominal
shock and peritonitis iollomufr upon those of retention of menses, mdi-
cate the occurrence of effusion of blood from the Fallopian tuhes into
the peritoneum. These symptoms depending on the same accident are
very liable to follow operations for the discharge of the retained fluid.
The history of hsematocele will be fully discussed hereafter. A tumor is
formed, sometimes of considerable size, in Douglas’s sac; at first, this is
soft, fluctuating ; it then gets harder under co&guhtlon, and the effusion
of plastic matter around 1t; a firm tumor may be felt rising above the
pubes, even to the umbilicus. The abdominal walls can be made to glide
over it ; the limit of the tumor may be defined by percussion ; inferibrly
the tumor sinks into the pelvis. By the vagina, we find the tumor push-
ing forward the roof and posterior wall of this canal, shortening it, and
compressing it from behind forwards, so that the ﬁugcr 18 guukcl to the
os uteri driven forwards behind the symphysis. The os felt in this posi-
tion, and a firm rounded mass extending hehind it, has been mistaken for
retroversion of the enlarged womb, and this the more readily, because
retention of urine has often been an urgent symptom.

Sometimes the atresia, especially in the acquired cases, as when cica-
tricial ocelusion takes phu,e after f(,\(,‘h, sloughing from severe labor, or
from injury by instruments, is not quite completc There may remain
a narrow fistulous track, communicating with the expanded sae which
receives the menstrual collcctlon. and which affords an occasional, but
rarely complete relief by oozing. Such a fistulous tract may act for a
long time as a sort of smtut\ \:11\0 by which extreme tension is relieved.
It is liable to complete occlusion at times. The follow ing case 18 an in-
structive illustration.

The subjeet had been delivered by instruments of twins after a severe
labor.  From that time she had suffered more or less difficulty in men-
struation, This difficulty had increased gradually ; and at the end of
twelve years her condition had become anxious. At each menstrual
epoch severe colic with cxpulme pains set in.  An enlargement was felt
rismg considerably above the pubes. Partial relief had been obtained
by escape of blood and offensive ichorous matter. At times retention of
urine had occurred. The passage of the catheter was difficult, owing to
the urethra being compressed by the tumor. Distress incre ased at the
menstrual penmh The vagina was quite occluded by contracted cica-
tricial tissues, extending from the meatus urinarius to the anus, nothing
but a scarred furrow m(ulmw the site of the vulva. There was a minute
fistulous tract, which had proh‘tb]v given partial relief at times. I dis-

sected up cqr(,fnll\' between the urethra and anus, and struck the sac
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