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PREFACE

In 1894 we commonccd a careful study of uterine myomata and contemplated 
publishing the results of our findings. A year later, however, the work was tem­
porarily laid aside, as it was deemed wiser to take up the subject of carcinoma of 
the uterus. After the publication of that work in 1900 we again turned our atten­
tion to uterine myomata, and since that time we have been continually gathering 
data on that subject.

Our material has been drawn from (1 ) the cases operated upon at the Johns 
Hopkins Hospital from the opening of the institution in 1889 to January 1, 
1909: (2) those that have come under the care of Dr. Kelly at his private hospi­
tal: and (.4) those operated upon by me at the Church Home and Infirmary, at 
the Cambridge (Maryland) Hospital, and at the Emergency Hospital in Fred­
erick. The total number of eases examined was 1674. After obtaining complete 
abstracts of the histories, the tumors were again examined, and many new and 
interesting changes were found that had been overlooked in the regular routine 
laboratory examinations. Descriptions of the* gross and histologic;d appearances 
of the myomata were made, and these descriptions were then attached to their 
respective histories.

After carefully surveying the great wealth of material, the question arose as 
to the advisability of reviewing the vast amount of current literature on myo­
mata. and it was found that to adequately cover it, and at the same time fully 
discuss our own material, would necessitate the publication of three or more 
volumes. Vinler these circumstances, we felt that no one would wish to read so 
much on one subject, and that it would he wiser to confine our efforts to a thor­
ough study of our own material, with which we were thoroughly familiar. The 
present volume, therefore, deals almost exclusively with the work done by those 
connected with the gynecological department of the Johns Hopkins Hospital and 
of the Johns Hopkins University.

It may be of interest briefly to detail the method adopted in correlating the 
many points of interest contained in the large amount of material. We started 
off without any preconceived theories and determined to carefully analyze the 
eases at our i'* ", After several months of indecision as to the best method
of handling the subject, we finally adopted the card system. Every history and 
pathological description was read and each point of importance was underscored. 
Then a card was made of each point. This card also had the ease number and 
the pathological number. Some eases contained little or nothing of interest;
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for other cases, from live to ten can Is were necessary. As a result we hail several 
thousand cards. These naturally fell under certain main headings. This gave 
us a more concrete idea of the material and clearly indicated the chapter classi­
fication. The card-index was of the greatest assistance: in the first place, be­
cause it enabled us to get every point of interest, and, secondly, because when 
a given subject was under discussion it was only necessary to pick out the cards 
of that group and then select the ten or twenty histories, as the case might be, 
instead of each time going through sixteen hundred histories, with a strong like­
lihood of overlooking several cases. We fully realize the important part played 
by the many assistant residents and the residents of the (lynecologieal Depart­
ment since the opening of the Hospital ; had it not boon for their careful and con­
scientious histories and descriptions of the various operations jx»rf< ned, this 
work would have been impossible.

On account of the great importance of sarcomatous changes occurring in or 
associated with myomata and the by no means infrequent association of carci­
noma of tin1 fundus with myomata, wo have considered both of these subjects 
at unusual length.

The chapter on adenomyoma reached such large proportions that we found it 
necessary to deal with the subject in a separate volume.* On the other hand, the 
chapter on myoma and pregnancy is rather fragmentary, as we do no obstetrical 
work.

We have not discussed the history of the development of the surgical proced­
ures appropriate to uterine myomata. This has been so well handled by Dr. 
Charles 1\ Noblef that nothing would be gained y duplicating the account. 
Only the various operative procedures that we pei itally have used are described. 
Dr. Kelly being out of the city, it devolved up me to briefly outline the scope 
of the book, and although I know he would 1 erse to any personal mention of 
his work, 1 feel it my duty to say a few w< dative to his share in the develop­
ment of operations for myomata. It was my good fortune to come to Baltimore 
in 1NV1, shortly after the hospital opened. At that time many cases of myoma 
were considered inoperable, and even when hysterectomy was undertaken it 
was only in the cases in which a stout rubber ligature could be temporarily tied 
around the cervix: and when, as happened in some cases, this ligature slipped, 
alarming hemorrhage followed. Then came the systematic controlling of 
each of the cardinal vessels; later the bisection, and finally the transverse sever­
ance of the cervix as a preliminary feature of the operation in exceptionally difli- 
eult cases, until at present a myomatous uterus that cannot be removed is al­
most unheard of. 1 have watched the gradual simplifications of the surgical 
procedures with the greatest interest. Many American surgeons have had much 
to do with the wonderful advance in this direction, but 1 know of no other man,

* Thomas S. Cullen, Adenomyoma of the Uterus, W. 13. Saunders Co., 1908. •
t In Kelly-Noble, Gynecology and Abdominal Surgery, vol. i, p. titil). \V. It. Saunders
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either hero or abroad, who has done as much toward this advancement as Howard 
A. Kelly.

Wo have purposely laid much stress on the mistakes and mishap ; that have 
occurred, and have given our deaths in full, as we feel that much more can often 
be learned from fai'ures than from successes. Moreover, we felt that a frank 
statement of oui mishaps might help other surgeons to avoid the unpleasant 
complications that we have occasionally encountered.

Our mortality, taking all the eases from 1889 to July 1, 1900, was rather 
high—between 5 and 0 per cent. It included all the early eases, but also embraced 
many of the desperate cases and also many cases of myoma associated with ma­
lignancy. Just before going to press we have gone over the histories from July
I. 1900, to January 1. 1909, and find that in 2.TS myoma operations the death- 
rate has been less than 1 per cent.—an evidence of a continued improvement in 
our operative technique.

The work would not have been complete without some reference to the au­
topsy findings in a large number of cases. Professor William II. Welch kindly 
placed his valuable records at our disposal. We are also deeply indebted to 
him for the sympathetic co-operation he has always accorded us in the labora­
tory studies.

To the casual observer the preservation of myomatous material to the extent 
of several tons would seem unnecessary, but Dr. Henry M. Hurd has assisted us 
in every way. This foresight has been of the greatest value in many instances, 
notably in those eases in which sarcoma had been overlooked at the first examina­
tion, or in which subsequently to a supposedly simple hysteromyomoctomy, a 
sarcoma developed in the stump. We also owe much to I)r. Hurd for his advice.

The illustrations have been made with wonderful accuracy in detail by Mr. 
August Horn and Mr. Hermann Decker. Further comment is unnecessary, as 
the pictures speak for themselves. We are also fortunate in having several exam­
ples of Mr. Max Brodel’s work. When it is said that a drawing has been reduced 
one-half, linear measurement is intended. In reality the flat surface of the 
picture is only one-fourth the natural size. It is well to bear this point in mind, 
otherwise the reader will not get an adequate conception of the actual size. 
\\ ith few exceptions tin* illustrations are original. We wish to thank Dr. ( leorge
II. Simmons for allowing us to use several of the illustrations which we have al- 

i ready published in the “Journal of the American Medical Association.”
To Mr. Harry Hall and Mr. Hardy, of the Surgeon-General’s Library, we are 

j indebted for their kind assistance rendered while we were verifying the literature.
Dr. Herbert I. ('ole, of Mobile, Ala., rendered much assistance in the prepara­

tion of the chapter dealing with the findings at autopsy.
Mr. Benjamin O. McCleary made most of the slides from which the histolog- 

I ieal pictures have been drawn. He also rendered most valuable aid in con- 
I trolling the many numbers scattered throughout the book and also in checking 
I 'JT all measurements.
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MYOMATA OF THE UTERUS.

CHAPTER 1.

UTERINE MYOMATA*

Vtvrinv myomata in the* beginning are usually interstitial, but in time tend to 
force their way to the outer surface, becoming subperitoneal, or toward the 
uterine cavity, eventually becoming submucous. Should they pass out between 
the folds of the broad ligament, they develop ntary myomata,
and those starting near the cervix may become essentially cervical myomata.

When the nodule passes to the outer surface of the uterus it may remain firmly 
fixed and is spoken of as a sessile myoma, in "stinction to one that has
become pedunculated. In Fig. 1 is represented a sessile myoma projecting from 
the right of the uterus, and attached to the fundus is a pedunculated myoma. 
The pedicle of the myoma consists of uterine muscle and carries the blood-vessels 
for the tumor. The myoma itself may be enveloped in a thin covering of uterine 
muscle, or the normal muscle may cover it only in the vicinity of the pedicle.

The subperitoneal myomata may reach almost any size and maybe lobulated 
or smooth. The smaller ones are usually smooth. Occasionally we find a 
myoma presenting a particularly rough, volcanic-looking appearance and very 
hard on pressure. Such a myoma has no outer capsule of normal muscle and is 
very dense. Fig. 2 shows an excellent example of a mulberry-shaped myoma. 
It is pedunculated and very nodular, while the remaining myomata are sessile 
and more or loss spheric.

( )n section, the myomata are very firm. They are glistening white or whitish 
yellow in appearance, and are composed of bundles of fibers running in all direc­
tions. As a rule, they can be easily shelled out from the surrounding muscle, a 
fact that renders a myomectomy the operation of choice in suitable cases. The 
myomata stand out in sharp contrast to the surrounding uterine muscle, ils seen 
in Fig. A. The contrast between the myoma and the muscle is very sharp in the 
cut specimen, as the myoma remains the same, while the uterine muscle con­
tracts, leaving the tumor standing out in relief.

* Myomata, fibromyomata, fibromata, and fibroids of tin- uterus are used as synonymous terms 
ami mean precisely the same thing. Of course, in some myomata the moseular tissue predomi­
nates, in others, the fibrous tissue. We have never seen a true fibroma of the uterus, that is, 
a uterine tumor consisting entirely of fibrous tissue. From the pathologist’s stand|ioint the 
term myoma seems the preferable one. Clinically, each of these terms is so firmly fixed that it 
i- hardly necessary to make any change in the designation.

1 * 1
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Flu. I Si-.fHii i ami l'i in nci I..ATI.H Myomata (| nut. sixe.)
Sun Nu. 1530. Path. No. 0471». 'Flip uterus lia.» Iipvii amputated through the cervix. Towanl the right, 

at the junction of the cervix anil body, i> a bmad-hased sessile myoma. Springing from the fundus near tin- 
origin of the right tube is a |n-dunculuted ami slightly sub|ieritoiieal myoma. The ap|*emluges are normal. With 
our present knowlcilgi- the ovaries woulil have been left.

I'm. L*. Mt t.iiKiutY-BHAi-Kii and Skmsii.k Myoma. ( j tiat. sixe.)
Ciyn, V>. 1040». Path. No. till IS. Occupying the fundiu are several globular sessile nmlules. Projecting 

toward the posterior surface is a markeilly nodulur. inulherry-shapeil myoma, which was devoid of muscular 
covering and was excessively hard.
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rŸ*, * 'Ut. cavity

l.-nally myomata arc discrete and sharply defined, I nit in some instances we 
have not only well-outlined nodules, hut also a general myomatous tendency. 
Such a condition is well shown in Fig. 1. The surface of the uterus is uneven, 
owing to the presence of numerous small subperitoneal myomata. Near the 
cervix, and also at the fundus, are discrete myomata, while the outer layers of 
uterine muscle from cervix to fundus are composed of myomatous tissue only 
imperfectly divided into definite myomata.

Number of Myomata. Before operation it is usually impossible to tell just 
how many myomata the uterus contains. Sometimes it may he the seat of one 
small or large tumor, hut 
very frequently it contains 
several, and in a few cases 
the uterus may he literally 
riddled with tumors, as in 
(iyn. No. 12X40.

In Case 4904 the myo­
matous uterus filled the 
lower two-thirds of the ab­
domen and .‘$2 myomata were 
counted. The uterus in Case 
N4">4 contained between .‘10 
and 40 nodules. Such large 
numbers are the exception.
The uterus, as a rule, con­
tains less than ten myomata 
and often only one or two.

Size of Myomata. The 
tumor may consist of the 
uterus riddled with myo­
mata, or the enlargement 
may he due to one or more 
interstitial or subperitoneal 
nodules*

In a few of our cases the uterus was relatively small amelioration was indicated 
tor the loss of blood, not for the size of the myomata. Small submucous tumors 
at times give rise to alarming hemorrhage.

Fia. 8. -An Ordinary Mtomatovs Utkrvs on Skctton.

(iyn. No. 3985. Path. No. OSfl. The uterine cavity is 
relatively miuiII ami hue been encroached upon. Occupying 
the upper part of the body are numerous myomata of various 
sites anil shapes, and with the muscle bundles arranged in 
whorls or passing in almost any direction. The myomata stand 
out in sharp contrast to the normal muscle, which is much 
darker in color.

In the vast majority of our cases the tumor filled the pelvis and extended into 
the lower abdomen. During the early days of the hospital many myomata of 
large proportions were encountered. For example, in Case .‘1.494 the tumor 
weighed 22 pounds; in Case (>41X, 29 pounds; and in Case .‘1440, 40 pounds. 
Iht* myomatous tumors may not only fill the abdomen, hut occasionally are so

* a few cases the myomatous uterus apparently increases perceptibly in size at the men­
strual period. This was particularly noticeable in Cases 4(07 ami 9221.
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large that they extend upward beneath the costal margins, as in Cases 4285 and 
0.424.

Myomata may reach tremendous proportions, ils in Case McA. (p. 512). This 
patient wasoperated upon by one of us* in 1900. The myoma was attached to 
the uterus by a small pedicle, and weighed 89 pounds. It had received the 
greater part of its nourishment from the omentum. As far as we can learn from

the literature, it was the largest 
myoma ever successfully removed.

Shape of the Myomata. When 
we remember that myomata may 
be single or multiple, that they 
may be situated in any part of the 
uterus, and may be small or reach 
very large proportions, it is clearly 
evident that the uterus or the myo­
matous masses, as a result of the 
abnormal enlargement, may as- 

a sume a great variety of shapes.
Pear-shaped M yoma t a. 

When the uterus contains one 
large* interstitial myoma it may be 
pear-shaped, and resemble in con­
tour a pregnant uterus. (See p. 
408.) Case 2881 (Path. No. .459) 
offered a very good example of 
such a condition. The uterus was 
pear-shaped and measured 41 x 28 
x 21 cm. The enlargement was 
caused chiefly by an interstitial 
myoma, 19 x 20 x 24 cm. Pear- 
shaped enlargement of the uterus 
is relatively common.

Kidney-shaped myo- 
m a t a are not infrequently met 
with; they are usually subperi- 
toneal and pedunculated, and are 

generally associated with interstitial and submucous nodules. In Case 4281 
the uterus contained interstitial and submucous myomata, while projecting from 
the right side of the uterus was a kidney-shaped tumor, 9 x 10 x 18 cm. On the 
left side of the uterus was an irregular, kidney-shaped mass, 10 x 18 x 29 cm. 
Tlie concavity of this mass was directed toward the uterus.

MtoM.vrors Tkxukncv,

Path. No. ittiOl. The uterus is nut much enlarged, 
lull it!- surface in nodular, owing to the presence of numerous 
miiuII suhperitoiieal myomata. Nearly all the uterine 
muscle is occupied hy small myomata, or its fibers show it 
definite diffuse myomatous tendency, a is the uterine cavity.

♦Thomas S. Cullen, A Series of Interesting Gynceologic anil Obstetric Cases, Jour. A. M. 
A., May 4, 1907.
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In Case 3340 (Path. No. 607) the uterus was 10 x 11 x 12 phi. and studded with 
small suhperitoncal, interstitial, and submucous myomata. In addition there 
were three large pedunculated submucous nodules, a mulberry-shaped tumor 
13 cm. in diameter, and two kidney-shaped masses, each averaging 13 cm. in 
its longest diameter. One was situated to the left, the other to the right, of the 
uterus. Kidney-shaped subperitoneal myomata are fairly common.

11 c art- s h a p e d m y o in a t a may be interstitial or subperitoneal. 
In Case 3111 (Path. No. 479) the uterus was 9 x 9 x 10 cm., the enlargement 
being caused by small myomata. Springing from the right cornu was a j>edun- 
culated myoma, 4.5 x 5 x 7 cm., and from the left cornu a heart-sha|>cd, slightly 
lobulated mass, 5.5 x 8 x 10 cm.

In Case 3199 (Path. No. 524) the uterus contained several myomata. The 
anterior wall was occupied by a heart-shaped myoma, 11 x 12 x 14 cm.

The jH'lvic tumor in Case 3320 (Path. No. 589) was 13 x 21 x 28 cm. and heart- 
shaped. Lying on its anterior surface were the utertis and appendages intact.

Mulberry-shaped myomata are subperitoneal and peduncu­
late! and may be small or large. They are easily recognized by their globular 
form and rough nodular surface. They are not very common.

Projecting from the myomatous uterus in Case 2800 (Path. No. 312) was a 
large, mulberry-like tumor, 12 x 19 x 19 cm. This was covered with dense 
adhesions, and was attached by a pedicle 2 x 3 cm.

The uterus in Case 3340 (Path. No. 607) contained subperitoneal, interstitial, 
and submucous myomata. One of the three pedunculated subperitoneal myo­
mata had a mulberry-like surface and was 13 cm. in diameter.

In Case 3942 (Path. No. 964) the pedunculated, subperitoneal, mulberry­
like myoma, 8.5 x 11.5 x 12.5 cm., was removed and the uterus saved.

T h r ee-leaf-cl o v e r - s h a p e d M y o rn a t a.—In Case 2718 (Path. 
No. 259) the uterus viewed from the front resembled in form an immense three- 
leafed clover. The hilum corresponded to the sacrum.

S a d die- b a g M y o in a t a.—Occasionally, when a myoma is present on 
either side of the uterus, the picture suggests a saddle-bag. In Case 4845 there 
were two large myomatous masses, one on either side of the uterus, “ giving it a 
saddle-bag appearance.'* Similar pictures were noted in Cases 3689 and 6542.

S a c r a 1 M a r king s.—Occasionally, where the tumor reaches large pro­
portions and still lies in the pelvis, it may rest firmly on the sacrum. It will then 
show a concavity where it has come in contact with the sacral promontory. 
In Case 3130 (Path. No. 499) the uterus contained a few small myomata. 
Springing from the right side was a subperitoneal myoma, 14 x 18 x 25 cm. 
Its posterior surface presented a deep depression, corresjionding to the promon­
tory of the sacrum. On either side of this depression were prominent lobu­
lations.

In Case 3440 (Path. No. 674) a myoma weighing 30 ' was attached to
the small myomatous uterus by a pedicle 4 cm. in diameter. The under surface45
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of Ih«- tumor presented a depression which was an exact counterpart of the 
sacral prominence.

P e I v i e M o Ids. W here the tumors are firmly fixed in the pelvis and 
continue to enlarge, they may finally become molded to the form of the pelvis. 
In Case 1707 the uterus contained at least dl) myomata, and filling the pelvis 
was a tumor which was a “ true east of the pelvis.” This myoma seemed to be 
made up of a great mass of nodules pressed together.

This process of molding was also noted in Cases SSS2 and 1\, C. II. !.. August
10, 1902.

Il es e m bling a F e t it s. The resemblance of a myomatous uterus to 
a fetus is described on page 109.

X \ Myoma

erosion cf im.osj 
Vcsiilsef capsule eiptful

Fm. Si. Ixjkctios OF a Myomatovh Utkrum. I X 1? ilium.)

Tin1 uterus after injection lia» liven cut in two. The uterine walls are very vsecular, hut the myomata in 
this particular case show practically no bloofl-supply. The uterine mucosa is in places intact. Iml over a witle area 
shows a ilelinite erosion. 1 After John (!. Clark. 1

The Blood-supply of Myomata. This subject has been very satisfactorily 
worked out by John (!. Clark,* who injected a large number of myomatous uteri. 
He found that, taken as a whole, the uterine muscle was much more vascular 
than the myomata.

The blood-.* of the myomata is, of course, derived from the uterine 
muscle. If the nodules are small, the blood-vessels surrounding them are cor­
respondingly small, but where the myomata reach very large proportions, very 
large blood-vessels are seen passing from the muscle and ramifying over the 
surface of the tumor. The veins may reach 7 mm. or more in diameter. The 
arteries are much less in evidence.

* John (I. ('lurk, The Cause and Significance of Vienne Hemorrhages in Cases of Myoma 
fieri, Johns Hopkins Hosp. Bulletin, isill», vol. x, page II.

1
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If the inyoitm is a very large tumor with a thin outer covering of uterine 
muscle, two definite vascular systems can at times !«• made out, the one supply­
ing the muscle, the other forming the network over the surface of the tumor.

W hen an injected myomatous uterus is cut in two, the contrast between the 
uterine muscle and myomatous tissue is very sharply defined, In practically 
all eases the uterine muscle is richly supplied with blood. In some the myomata 
are almost devoid of vessels, as seen in Fig. 5, hut not infrequently many vessels 
am scattered throughout the tumors.

Fm. 6. Typical Myomatoih Tishue. (X H>0 ilinm.)

1 'Mi N<>. 21101. Vat It. No. 2Afi}. Sent fern I throughout the filirous-tissue matrix are huiulles of ivm-.stri|»ei| 
mtiM'le-liliern eut lougituilinally uml transversely. The muscle humlles present a wavy apiienrance. The nuclei 
of the muscle-libere are apinille-ehaiieil.

When l lie myomatn arc very large, veins of exceptional size may he seen 
scattered throughout the tumor. In Case 2881 (Path. No. 359), the myoma 
measured 1!) x 20 x 23, and thin-walled veins fully 8 mm. in diameter were found 
in the tumor. Again, in Case 3440 (Path. No. 674), the tumor weighed 30 pounds, 
and there were slit-like openings, 5 to 7 mm. in diameter, in its substance. These 
veins closely resembled the veins of a liver.

Histologic Appearances of Myomata.—Sections from myomata arc remark­
ably uniform in their appearance. The tissue is made up of bundles of non-
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striped muscle-fibers eut lengthwise and transversely. These bundles may form 
graceful curves, be perfectly circular, or run in and out in all directions. When 
the myomata are young, the circular arrangement is often very clearly seen, as 
in Fig. 286 (p. 433). In the very small myomata the tumor consists almost 
entirely of muscle, but when it reaches 1 cm. or more in diameter, there is an 
admixture of muscle and fibrous tissue. Fig. 6 shows the characteristic myoma­
tous picture. Here longitudinal and cross-sections of non-striped muscle are 
found scattered irregularly throughout a matrix of fibrous tissue.

£ssn

sms

In.. 7. Tut: Link ok Clkavauk Between a Myoma ami tiie Uterine Muhci.e. « X 65 «Ham.)
Iiyii. No. :iuiis. 1’iiih. No. 4115. a i- myomatous tissue: li an outer ami rough capsule also composed of 

myomatous tissue; r is uterine muscle. At ■! is a definite point of cleavage, the myoma being separated from its 
outer myomatous capsule by a well-defined space. At e the uterine muscle shows a definite inflammatory 
reaction.

In practically all myomata that reach any appreciable size hyaline degenera­
tion is noted in the fibrous tissue, in the muscle, or in both. As a rule, the 
muscle-fibers in the myoma are closely packed together and stain somewhat 
more deeply than the surrounding uterine muscle.

The line of junction between the growth and the uterine muscle is usually 
not only sharply defined, but there is a definite cleavage. In Fig. 7, for example, 
there is a space separating the myoma from the uterine wall. There are, of 
course, exceptions to this rule. In Fig. S the myoma is sharply differentiated 
from the muscle, and yet they arc* so inseparably united that it would be im­
possible to shell this tumor out. Occasionally the myoma, instead of forming a
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globular nodule, may grow out irregularly into the surrounding muscle. Such 
a picture is presented in Fig. 9.

Individual Cells.—The individual muscle-fibers are spindle-shajied. The 
nuclei are long and narrow. When the muscle-fiber is cut through at its center, 
we see a small spherical mass of protoplasm and a central small round nucleus. 
If the cell is cut obliquely, it may appear oval, and the nucleus also ovoid, in 
shape. A cross-section of a muscle-fiber near the end will yield a small mass of 
protoplasm, devoid at this point, of course, of a nucleus. Many such little masses 
of protoplasm are seen in the muscle bundles. When the muscle nuclei are very 
closely packed together, the tissue naturally stains more deeply. Nuclear figures 
art? rarely, if ever, seen in the ordinary myoma stained in the routine manner.

■SBi®

r

I'm. 8. III. fa dim; ok a Myoma with the Vtkhinf Mubci.e. (XlUOdiam.
I iyh. Xu. 2570. I’aih. No. 1H2. a is uterine muscle; h very cellular niyninatuus tissue. The line of junction 

is very sharply ilelineil, hut there is no point of cleavage, the myoma merging directly into the uterine muscle, 
c is a blood-vessel.

Professor Mallory,* of Harvard University, in 1904 described several new 
stains by means of which lie was able, in appropriately preserved material, to 
bring out clearly the neuroglia, myoglia, and fibroglia of the various tumors. 
In speaking of myoglia he says: *' The study of a series of leiomyomata obtained 
chiefly from the uterus shows that while, in general, the smooth-muscle cells 
closely resemble those found in normal tissues, they may vary considerably in 
form from the normal type. For example, a leiomyoma occasionally occurs in 
which the cells are very long and thin and the nuclei arc the slenderest of rods. 
In still other cases the cells are short and thick and the nuclei have a long or 
short oval form. This difference in the shape of the cells depends, in part at

* F. It. Mallory, A Contribution to the Classification of Tumors, Journal of Medical Re­
search, vol. xiii, January, l!l()â. Sec also F. B. Mallory, The Results of the Application of Special 
Histological Methods to the Study of Tumors, Jour. Exper. Medicine, vol. x, No. 5, September
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least, on the rapidity of growth of the tumor. In general it may he said that the 
slowest growing smooth-muscle cells are the most slender.”

“The myoglia fibrils in the tumors vary somewhat in number and coarseness, 
but always form a well-marked and characteristic feature of the cells. As in 
normal tissues, they remain closely applied to the cell columns; so far as can be 
determined, they do not leave the surface of cell protoplasm and mix with the 
intercellular connective-tissue fibrils surrounding the smooth-muscle cells. 
The myoglia fibrils show a certain tendency to twine together, especially in tissue

r.'Wj-

V.v/ 7 -

'X-v

#*•>;>

■V- iV&sM

Fin. I». Thk Ikkkuvlar Extension ok a Myoma into thk Utkrink Mvhclk. (X70 ilium.)
1 'Mi. N<>. •>010. I’alh. No. 1536. Projecting into the field from the left lower corner and occupying the 

middle is myomatous tissue, recognised by the dark stain. Its confines are indicated by a. At b are a few isolated 
myomatous bundles. The remaining tissue, which stains palely, is uterine muscle.

which is somewhat edematous, so as to form what seem to be unusually coarse 
fibrils. This appearance is most marked at the ends of cells, where they are 
drawn out thin, so that the fibrils running from one cell to the next are brought 
into close apposition.”

In order that the myoglia may be carefully studied, small pieces must be 
immediately placed in Zenker's fluid. In the ordinary routine laboratory 
examination, as usually carried out, it is impossible to detect the finer structures 
of the muscle-fiber.
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Flu. 10. A Tkansvkiihe Su-riox 
a Myomatoub UTSBI’B 

Gyn. Nu. 2881. The uterus v 
shaped, 31 x 28 x 21 cm. The transverse sec­
tion lms been made just above the ovaries. 
The uterine cavity is surrounded by myomatous 
tissue. The «renter part of the uterine muscle 
is spread out over the surface of the myoma in the 
(Misterior wall.

Position of the Body of the Uterus. The jxwition will dv|xind ujxm the size 
„,i<l situation of the myomata. If they are of small size ami scattered uniformly 
throughout it, the organ retains its 
normal jxjsition (Fig. 10). II a myoma 
develops from the up|x*r part of the uterus, 
the normal relations of the uterus may 
still lx- maintained. If a myoma develops 
in the posterior wall, the fundus may lx* 
pushed forward toward the symphysis; if 
the myoma originates in the anterior wall, 
the fundus may lie forced hack into Doug­
las' sac.

When a myoma develops in the lateral 
wall and spreads out into the broad liga­
ment. the uterus will usually be forced to 
the opposite side (Fig. 11).

When the myomata are multiple and 
reach large projxirtions, the uterus may 
rest like a cap on the top of the tumor, as 
noted in Cases .'1133 and 8344. Sometimes the uterus is so hidden between 
myomata that it is difficult to find, as in Case 10403. In Case Me A., in which 

an 89-pound subperitoneal, pedunculated myoma 
was removed, the uterus lay behind the tumor and 
near the liver.

Condition of the Uterine Muscle. -If the myo­
mata are small, or if the tumors arc subperitoneal 
and pedunculated, the uterus is usually normal 
in size, but when it contains several myomata, 
there is commonly an increase in size. This in­
crease is undoubtedly caused by the myomata, as 
evidenced by the fact that the enlarged uterus, after 
the myomata have been removed, gradually under­
goes involution until it becomes normal in size. 
The following cases clearly illustrate the increase in 
size of the uterus.

In Case 5021 a myoma, 7x11 x 11 cm., was 
removed per abdomen from the posterior wall. 
The uterus, immediately after removal of the 
tumor, was two and one-half times its natural size*. 

The smooth-walled uterus in Case 9221 reached 
nearly to the umbilicus. An interstitial myoma, 9 x 10 cm., was removed from the 
right cornu. The uterus, after removal of the tumor, was between two and three 
times its natural size. At the end of three weeks it was little larger than normal.

broad tig.

Fus. II. - Th». Mvomatovh l*mura 
ah Viewed on Transverse Sec­
tion THROUGH THE CERVIX.
Gyn. No. 701. The cervix on 

eeclion look* normal. Attacheil to 
it on the right is a portion of the 
myoma, which extends out into the 
broad ligament. From the sketch 
it i.- seen that the myoma projected 
deeper into the pelvis than did the

With a myoma in this position 
the left to right operation would yield 
the best results. Much care would 
be necessary to avoid injury to the 
right ureter.

dr

m
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When the myomatous uterus is very large, the blood-vessels are naturally 
much increased in size and the uterine muscle is very vascular.

Occasionally the uterine muscle may undergo partial hyaline degeneration, 
as noted in Case 2852. The globular uterus was 13 x 13 x 14 cm., tin- chief 
increase in size being due to the presence of a degenerated and interstitial myoma 
12 cm. in diameter. The uterine muscle was considerably altered. The muscle- 
bundles were separated from one another by hyaline material containing only a 
few nuclei. The individual muscle-fibers apjieared to have undergone this 
hyaline change. In other portions the muscle appeared normal.
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CHAINER II.

PARASITIC UTERINE MYOMATA.

Myomata that have for some reason become partially or almost com­
pletely separated from the uterus and receive their main blood-supply from 
another source may be termed parasitic.

Uterine myomata at first obtain their entire nourishment from the uterus, 
but may in time derive the greater part of it from (1) the omentum; (2) the 

tubes; (3) the mesenteric vessels; (4) the large or small intestine; 
(5) tlie bladder; (6) the abdominal wall ; (7) the broad ligament ; (X) several of 
these sources at the same time.

We are here chiefly interested in the rôle that the omentum plays when the 
myoma gradually changes its source of blood-supply. Our own observations 
have satisfied us that the omentum is the guardian of the abdominal organs. 
In many cases, when myomata exist, the omental adhesions are associated with 
dense pelvic adhesions or with pus-tubes. Here it is perfectly natural that the 
omentum should become firmly adherent. Of special interest is that group of 
cases in which the tubes and ovaries are comparatively normal and offer no 
particular incentive for the omental adhesions, and yet in which, for some reason, 
the omentum manifests a certain affinity for the subperitoneal and usually 
|H'duneulated nodule, becomes adherent to it, and soon furnishes a large part of 
its sustenance. Sometimes only a few vessels pass from the omentum to the 
myoma, as in Fig. 24 (p. 34), where four vessels are seen entering a peduncu­
lated nodule. As the pedicle of the tumor becomes t r and its original source
of nourishment diminishes, the omentum sends in more and more vessels, as 
seen in Fig. 13 (p. 17), Fig. 14 (p. 17). Fig. 15 (p. 18), and Fig. 16 (p. 19). 
These vessels may spread out over the surface, divide into $ " :*r branches, and
then enter the tumor, as shown in Fig. IX (p. 22) and Fig. 20 (p. 25); or they 
may plunge at once into the depth, as is shown in Fig. 24 (p. 34). As a rule, 
we have found large arteries accompanied by two veins. The veins in some 
instances reach tremendous proportions. In Case C., Hagerstown, for instance, 
some of them were more than 1 cm. in diameter and looked like small snakes.

CHANGES IN THE OMENTUM.

The function of the omentum can be most beautifully followed in these cases. 
11 it be called upon for a small blood-supply, a few vessels are at once sent in 
and but little change is noted in the omentum. Hut when the tumor is large and

13
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78
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lunch is required of the omentum, the vessels rapidly increase in size and the 
omental fat gradually disappears. This gradual absorption of fat is well fol­
lowed in Fig. 17 (p. 20). Fig. IS (p. 22). Fig. 20 (p. 25), Fig. 21 (p. 20), 
Fig. 2d ip. 20). and Fig. 24 (p. 34). The first change noted is that the vessels 
in the vicinity of the tumor stand out clearly, and that the tissue between the 
vessels is becoming rarefied. Later, the vessels near the tumor are merely sup­
ported by the peritoneal folds of the omentum. The fat continues to be absorbed 
until little or no trace of omentum remains, and the vessels are only recognized 
as omental on account of their relation to the transverse colon. This is strik­
ingly well shown in Fig. 25 (p. 36), in which a small fringe of fat. 1 cm. broad 
and lying against the transverse colon, was all that remained of the omental 
adipose tissue.

The omental vessels seem to have an unlimited capacity, as in Case ('. (p. 24), 
in which a very large myoma with a small pedicle existed. Here not only was 
there a liberal supply of omental nourishment for the* upper surface of the 
tumor, but the omentum had sent down a bunch of vessels to its lower pole. 
These vessels formed a coni 6 cm. in diameter. They were held together by 
peritoneum, but were free, the only fixed points being their points of origin at the 
transverse colon and their disappearance into the lower end of the tumor. At 
operation we lifted this cord up, completely encircling it with the hand. It 
looked just like a bunch of small snakes. One isolated omental vessel lay ab­
solutely free for a distance of IS cm. The function of the omentum is certainly 
marvelous, as can be seen on reference to Case Me A. (p. 512). Here the subper- 
itoneal tumor weighed 89 pounds and was attached to the uterus by a pedicle 
I x 1.5 cm. in diameter. The chief nourishment had come from the omentum.

In rare instances the myoma becomes completely separated from the uterus 
and receives its entire nourishment from the omentum. Such an example is 
furnished by Case 14709 (see Fig. 23, p. 29).

Lymphatics. When large myomata exist, dilated lymphatics are often 
found in the broad ligaments. It is but natural that with the increased activity 
of the omentum its lymphatics also should be increased in size.

In Fig. 17 (p. 20) there is marked dilatation in the broad ligament lymphatics, 
as is indicated at a, and coursing down the omentum, which is densely ad­
herent to the pedunculated myoma, are markedly dilated and tortuous lymph- 
channels.

In Fig. IS (p. 22) the omentum is rapidly losing its fat, and its peritoneum 
is disappearing, leaving oval clear spaces. At e is a very large tortuous lymph- 
channel. As a rule, these large lymph-vessels collapse soon after removal andr 
therefore, frequently escape observation in the laboratory.

Etiology. The cause seems inherent in the myomata and not in the sur­
rounding organs. The uterus is naturally trying to get rid of its interstitial 
nodules, and they consequently become submucous and subperitoneal. Now, 
when a myoma becomes subperitoneal, the continued uterine contraction grad-
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ually ronciers it pedunculated, and finally the more weight of the nodule making 
traction on the pedicle will still further attenuate it. Owing to the diminished 
blood-supply, these nodules are usually prone to degenerate, and often show 
hyaline degeneration or necrosis. The peritoneal surface develops a slight 
roughening, and the omentum at once becomes adherent.

If this reasoning be true, we would naturally expect the part of the tumor 
farthest away from the pedicle to suffer first. A reference to Fig. 13 (p. 17), 
Fig. 11 (p. 17), Fig. 15 (p. IS). Fig. Ill (p. 19). Fig. 17 (p. 20), Fig. IS fp. 22). 
Fig. 20 (p. 25). and Fig. 25 (p. 36) will show that in each of these cases

I h. I-’. Omental Bi.ooii-vkhhki* that akk Keeping Alive the Outer Layers of a Myoma which Shows 
ai.moht Total HtaUne Degeneration. (X 80diameters.i 

Gyn. N". 11 SifN. Path. No. 8284. The myoma was enveloped in omentum ami wa* attarheil to the uterti# 
I-y n peilirle 1 cm. in diameter. The appendages were normal. Microscopically, the tumor showed marked hyaline 
degeneration and coagulation necrosis, as well as areas of calcification (Fig. KM,p. 128). a indicates the outer con­
fines of the hyaline degeneration; I*, the remaining outer zone of myomatous tissue; and c, the limits of the 
adherent omentum. To the left the omental fat is still seen, but toward the right it has been entirely replaced 
by fibrous tissue and many new and relatively large blood-vessels.

the omental vessels entered the tumor at the {joint most distant from its 
connection with the uterus. The omentum appears to be fulfilling its normal 
useful function of guarding other abdominal organs from danger. If the 
omentum does not furnish the myoma with the necessary nourishment, the lat­
ter may develop an abscess in its interior and open into the intestine (as seen in 
Fig. 32, p. 46), or else it may become a parasite ujxm the intestines or bladder 
for its sustenance.

Special Points in the Operative Treatment when Large Omental Adhesions Exist.
Naturally, the first thing to do after opening the abdomen will be to control the

■
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omental vessels. Wo always make it a point to tie off the omental vessels twice 
on the proximal and once on the distal or tumor side. These vessels are so 
delicate and tear so easily that we invariably tie instead of clamping and then 
tying. The mere weight of the artery forceps is at times sufficient to tear them, 
and serious hemorrhage may follow.

Since it is of the greatest importance to always tie under sight, the incision 
must be sufficiently long to enable the operator to see all the vessels clearly. 
When the omental adhesions extend over a wide area, the incision may be 
gradually lengthened as is found necessary, but an attempt should never be made 
to liberate adhesions far up under the abdominal wall, as they may contain large 
veins or arteries.

In Case Me A. (p. 512), in which the tumor weighed 89 pounds, these precau­
tions were strictly observed, and yet the tumor was everywhere so intimately 
attached that, notwithstanding our care, a small piece of liver came away with 
it. If a careful and methodic tying of the omental vessels be practised, even the 
largest tumors may often be removed with a loss of not over two ounces of blood.

Fig. 22 (p. 28) gives a very good idea of the huge congeries of omental ves­
sels that the operator will occasionally encounter.

Cases in which the Omentum Affords Part of the Blood-supply to Parasitic 
Myomata. This condition is relatively common.* We have picked out a num­
ber of the more characteristic cases, so that the various and progressive changes 
in the omentum can be clearly followed.

Gyn. No. 694.
A multinodular myomatous uterus with a partial 1 y 

parasitic myoma, receiving much of its blood-supply 
from t h e omentum (Fig. 13).

K. 1\, white, single, aged thirty-six. Admitted April 23 ; discharged June 20, 
1891. This tumor had grown rapidly and had almost completely filled the al>-

* All the following 37 eases showed very extensive omental adhesions. In the 25 designated 
by an asterisk the myomata were partially parasitic.

Gyn. No. 615* Gyn. No. 3074* Gyn. No. 12130
" 660* •• 1233 “ “ 12156*

•• ” 604* “ " 4X00 “ “ 12216
1161* “ 6302 “ “ 12606*

“ “ utxaj* “ “ 57X4* “ “ 12738*
“ “ 2x00* “ “ 0367 “ “ 12X64

• ■ 3216 “ 6432 “ “ 13023*
“ “ 3206* “ 7220 “ “ 13039*
“ “ 33X7* “ 7540* “ “ C. H. I. (P.).'
“ “ 3440 “ 7730* Hagerstown (C.).*
“ " 355X* “ 9027* Frederick (B.).*
“ " 3X42 “ 007X*
“ “ 3060* “ 11X0X*
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iloincn after one year. It had been first noticed two years previously. Opera- 
lion. May J. 1891. Supravaginal hysterectomy. The omental adhesions were 
tied off and the uterus was removed. The patient made an uninterrupted recov- 
ery. The chief interest centered in the large subperitoneal and pedunculated 
myoma, which had several omental vessels entering through its upper surface.

Gyn. No. 3950.
Double hydrosalpinx; left ovarian abscess, with 

dense adhesions. A pedunculated and partially 
parasitic myoma, receiving most of its blood-sup- 
pi y from the omentum (Fig. 14).

I h.. I l X Partially Pahahitk Myoma Rkceivinu 
MUST OF ITS B LOOP-SUPPLY FROM THF ÜMBXTVM.

Pii.. 11. A Partiai.lv Parasitic Myoma Rf.ceivinu

A I.AHIIB BLOOD-SUPPLY FROM TIIB OmKNTVM.

Oxn. Nn. <104. Till* sketch rcpreseuls the ap- 
lietmince at n|HTiiiion. Ttii* uterus is much enlarged. 
Above 1 In* right lube is a globular tumor, uiul above 
ami to the left is a pedunculated nodule receiving the 
greater part of its nourishment from the omentum. 
The parasitic vessels are relatively very large and the 
omental fat ha* disup|ieareil.

(iyn. No. 3950. The uterus is relatively normal 
in form. Attached to its posterior surface by a nar­
row pedicle is a globular ealrilied nodule. Its entire 
upper surface is covered by omental vessels, which 
spread out over its peritoneal covering. Both Fal­
lopian tulies are the seat of a hydrosalpinx and the 
left ovary has been converted into a large abscess 
which is densely adherent to the rectum.

M. K., colored, married, aged thirty-seven. Admitted November 9; dis­
charged December IS, 1895. The patient has had two children, the youngest 
-' ven. also one miscarriage. Five years ago she noticed a small tumor in the 
right inguinal region. Only for the past year has it been painful and tender; 
it was movable at first, but has been adherent for the last five months. She has 
a constant dull aching pain at the umbilicus.

< operation. November 14,1895. Hysteromyomectomy. There were general 
pelvic adhesions. Attached to the posterior surface of the uterus by a small 
pedicle was a calcified myoma, receiving much of its nutrition from the adherent 
omentum (Fig. 14). Each tube was the seat of a hydrosalpinx and the left 
"vary had been converted into a large abscess. The patient made a satisfactory 
recoverv.
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Gyn. No. 3558. Path. No. 742.
A part i a 11 y p a r a s i t i c in y o in a , r e c e i v i 11 g m 0 s t of it s 

n o u r i s h in out f r o in t h c o ni e n t u in ; n o r in a I u t e r u s a n <1 
a p )i c n <1 a g c s ( Fig. 15).

!•;. It., white, single, aged thirty-two. Admitted June .‘t; discharged June 
29, 1895. Five years ago her menstrual flow began to be profuse and her phy­
sician told her that she had a tumor. The abdomen is tender and she has sharp 
pains throughout it.

Operation, June 6, 1895. Myomectomy. Attached to the right cornu by a 
long slender pedicle was a myoma, 9 x 9 cm., movable, non-adherent except 
|M)steriorly to the vermiform to which it was attached by light vela-

nientous adhesions, and anteriorly to 
the omentum, which sent in several 
large vessels (Fig. 15). The patient 
made an uninterrupted recovery.

Path. No. 742. The specimen con­
sists of an irregular globular tumor. 9 
x 9 x 8 cm., covered over an area 
measuring 7x7 cm. with adhesions. 
Some of these contain fat and are un­
doubtedly omental. The large tumor 
on section is |x»arly white in color and 
is traversed by numerous yellowish- 
white, slightly translucent areas.

Fm. 15. X I.aikik I’kiivnculatkd Myoma Hk-
CKIV1NU NKARl.Y ALL OK ITS Bl-OOD-ÏIKI'LY 
KHUM TIIK OMKNTUM. cent areas.(jyn. No. 3558. The sketch represents the ap- 

|»earaiiee as seen at operation. The uterus ami uppen- 
liages are normal. Attached to the right cornu by an 
unusually long and slender pedicle is a myoma which 
has received nearly all its blood-supply from the omen­
tum. As seen from the history, the myoma showed 
considerable degeneration. In a short time the tumor 
would probably have entirely lost its connection with 
the uterus.

Along one margin it contains an area 
of degeneration 4x4 cm. The central 
portion of the growth is brownish-gray 
and the margins show an orange color. 
The degenerated areas are sharply de­
fined from, and are much softer than,

the surrounding tissue. The pedicle of the tumor is 1.5 cm. in diameter.

Gyn. No. 3974. Path. No. 980.
S u b p e r i t o n (Nil and interstitial u t e r i n c m y 0 m a t a : 

large subperitoneal nodule, partially parasitic and 
r e reiving its in a in blood- s u p p 1 y f r 0 111 t h c o m c n t u m 
(Fig. 10).

M. XV., colored, single, aged thirty. Admitted November 19; discharged 
December 28, 1895. Three years ago the patient noticed an abdominal enlarge­
ment, first on the left side. The tumor apparently disappeared for six months,
evidently because it had been dislodged. It reappeared and gradually increased 
in size.
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Operation. Novvmher 2(>, 1805. Hysteromyomeetomy. Through an in­
cision 20 cm. in length a large myoma, springing from the left horn, was delivered. 
The highest post-operative temperature was 101.5° on the second day. 
Recovery was complete.

Path. No. 080. The s|>ecimcn comprises the uterus with its ap|x*ndages and 
two large |iedunculated tumors. The uterus is irregular and nodular, approxi­
mately 7 x 5.5x5 cm. Its surface is covered with a few vascular adhesions, 
and presents numerous bosses and pedun­
culated nodules, varying from 1 to 8 cm. in 
diameter. Springing from the left cornu is a 
pedunculated tumor 0 cm. in diameter, and 
from the right side of the wall a tumor, 25 
cm. in diameter, and attached by a pedicle 
:{ cm. broad (Fig. 10). The larger tumor for 
the most part is smooth and glistening, but 
presents an area of omental adhesions, 12x 8 
cm. These adhesions consist of a large 
number of blood-vessels surrounded by a 
small amount of connective tissue. The 
uterine walls are occupied by numerous firm 
nodules, varying from 0.5 to 5 cm. in dia­
meter. All the nodules, both interstitial and 
subperitoncal. present the typical myomatous 
appearance. The uterine cavity is 0 cm. in 
length, ,'t cm. in breadth at the fundus, and is 
distorted. The mucosa varies from 1 to 4 
mm. in thickness. It is smooth and glisten­
ing, but shows some hemorrhage.

axi> Pkuvnctlatki) Myoma, Receiv­
ing Most ok its Nourishment from 
the Omentum.

Oyn. No. 3974. The sketch wits made at 
operation. The uterus contains several small 
myomata, and the ap|>eiidages are normal. 
Attached to the fundus by a short pedicle is a 
myoma 25 cm. in diameter. Over an urea 
12 x 8 cm. the omentum is densely adherent. 
The omental vessels are large and tortuous, 
and are so intimately blended with the myoma 
that they might readily be mistaken for nor­
mal instead of adventitious vessels.

Gyn. No. 3296. Path. No. 580.
A large subperitoncal pedun­

culate d a n d p a r a s i t i e ni y o m a , 
s ho w i n g in u c h <1 egeneratio n 

I and r e c e i v i n g 111 o at of it s n o u r i s h m en t f r o 111 the o m e n t u m 
(Fig. 17).

M. W., white, married, aged forty-one. Admitted January 28; discharged 
I March (i. 1805. The patient has been married fifteen years, has had two children 
and one miscarriage. The menses began at eighteen and were regular every four 

i weeks until recently. Now the periods occur every two weeks. For two years 
the abdomen has been steadily increasing in size, and at present a large hard mass 

I ‘"in be readily felt through the abdominal wall.
Operation, January 80, 1805. Hysteromyomectomy. On section of the 

I abdomen a large sessile, subserous myoma with a pedicle, fix 4 cm., was found.
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The whole* transverse breadth of the omentum was adherent to the tumor and 
sent large vessels into it (Fig. 17). The omentum was tied off and the uterus 
removed. For the first two days the patient presented an almost typical picture 
of hemorrhage, although neither dressings nor incision showed any oozing. 
The temperature rose to 102.(1° on the second day, the pulse to 1 IK. She then 
commenced to improve, the température dropping to normal. After removal

of the stitches for some unac­
countable reason, the temper­
ature rose to 104.2° and the 
pulse to 120, but on the fif­
teenth day t he former dropped 
to 100° and reached normal 
on the twenty-second day.

Path. No. 580. The speci­
men consists of the uterus, 
tubes, and ovaries and a large 
mass springing from the pos­
terior surface. The tumor is 
irregularly oval in shape, 
27 x 2.4 x l(i cm. Its surface 
is smooth and glistening, ex­
cept along its upper jiortion, 
where the omentum is adher­
ent over an area measuring 
Hi x S cm. The tumor pre­
sents numerous bosses, is 
pinkish in color, and along 
its surface many large veins 
are seen, the largest of these 
being <*> mm. in diameter. 
The tumor is firm, but some­
what yielding, and on section 
is dirty grayish yellow in 
color and has whitish bands 
traversing it in all directions. 

These divide the tissue up into large and small lobules. In a few places are 
circumscribed masses of bright yellow material resembling fat. and in some por­
tions of the tumor are spaces reaching .4x2 cm., which are divided up into smaller 
ones by delicate trabecula* and contain a clear transparent fluid. Scattered 
throughout the tumor are many blood-vessels which have very delicate walls. 
The uterus presents nothing of interest. On the right side the vessels of the 
parovarium are greatly enlarged, and the parovarian tissue is edematous. The 
ovary is normal. On the left side the appendages are unaltered.

| ||.. 17. X X'KHV I.AHliK I’l lUM'l I.ATKI» AMI I’akti.ai.i.y Nh rutiv 
Myoma, Rkvkivixo a Hu ii Hi.ooii-siei>i.Y ihom tiik Omkxtvm.

O.vn. Nu. .129(1. The sketch indicate* the appearance at opera­
tion. The uterus it-elf is normal. In the right lirnad ligament are 
large and tort units vessels i n i, tilled with clear nr milky lluid. These 
are markedly dilated lymph-channel*.

The large pedimeulated myoma attached in the posterior sur­
face of the uterus is 27 x 21 x Klein, in its various diameters. At­
tached to its entire upper surface is omentum which distributes 
numerous blood-vessel* to the tumor. The large tortuous and 
white vessels h projecting from the transverse colon are dilated 
lymph-channels.
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Histologic Examination.—The mucosa is edematous, and in some places the 
glands can be traced a short distance into the muscle. The large tumor spring­
ing from the uterus is coni|X)8ed of noil-striped muscle-fibers cut longitudinally 
and transversely. It has a fairly abundant blood-supply, and scattered through­
out it are irregular patches of hyaline degeneration. The yellow patches soon 
macmscopically are nothing more than large areas showing typical hyaline 
change. In the vicinity of these the non-stripod muscle-fibers often apjiear un­
altered or may stain deeply: they end abruptly, being replaced by finely fibril- 
lated hyaline material. In other portions the tissue has undergone coagulation 
necrosis and there is considerable nuclear fragmentation. At such points there 
is hemorrhage into the tissue and rows of resistant muscle-fibers can still be 
made out. There is a moderate polymorphonuclear infiltration. In this ease 
abscess formation would certainly have occurred in a short time.

Gyn. No. 7220. Path. No. 3476.
A large pedunculated pa r a s i t i c a n d partially cystic 

m y 0 m a , deriving its blood- s u p p 1 y al ni o s t eut i r e 1 y 
from the o ni e n t u m (Fig. 18).

F. ('., white, aged fifty, married. Admitted September 20; discharged 
October 14, 1890. The patient has had four children and two miscarriages. 
She ceased to menstruate one year ago. The abdomen is obliquely distended. 
The tumor takes up the entire right half and lower left half of the abdomen.

Ojieration, September 25, 1899. Myomectomy. After the omental adhe­
sions had been freed, the tumor was readily separated from the uterus. The 
patient had a postoperative temperature of 102.8° 011 the sixth day. She 
made a satisfactory recovery.

Path. No. 3476. Thcsj)ecimen consists of a large sulqieritoiical myoma,ovoid 
in shape, 19 x 14 x 12 cm. Its surface for the most part is covered with ad­
hesions. The anterior and upper surface presents a large area of omental ad­
hesions, covering about half the anterior surface (Fig. 18). These adhesions 
contain numerous large blood-vessels, which branch over the surface of the 
tumor. There art* also large lymph-vessels. One of these is dilated (7 mm. in 
diameter), and filled with clear fluid. It is very tortuous, and resembles a 
ground-worm in its convolutions. On pressure the tumor is in part firm, but 
contains an area of fluctuation. On section, it is found that the entire mass has 
undergone more or less cystic degeneration. In some parts small delicate 
septa divide up the cystic spaces. The pedicle is 1.1 cm. in diameter, and con­
tains very large vessels. The specimen is a typical example of a parasitic 
myoma.

On histologic examination the myoma presents large areas of marked cystic 
change. In places there are muscle-fibers separating the alveoli. In other 
places the tissue is structureless and is liquefying.
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1‘i'i. Is- A I'akahitii Myoma Hmmvixo a I.aiuo. Hi.ood-sihm.y khom tmk Omknti m. I'ahtiai. Atroi-iiy 
ok mi. Omkxtai. Fat

<i.\ ii. No. 72211. The 'ketch was marie immeriiutely «fier uiieration. The uterus is normal in size. Attarheri 
to the fimriiis li\ a sliori slenrier pedicle is a myoma 111 x H mi. Covering the entire upper surface of the tumor
........... entai arihesions, anil, n- seen from the |ialho|ogie report, the greater part of the myoma has nnriergone
hyaline anil ex «lie ilegeneration.

The picture well riepicts the grailual atrophy of the ailipose tissue that follows when many omental vessels 
are ronnerteil with a tumor. At a. normal omentum is seen; at l> the him si-vessel has lost its nrii|mse covering 
ami stnnris out dearly. In the lower part of the omentum alltraceof fat has riisappeareri ic),aml nothing hut the 
peritoneal layers of omentum anil the vessels remain. At ri the vessel is very clearly seen. At numerous points 
even the peritoneum i' giving way. clear spaces resulting. Inoneof these i« a large tortuous vessel (e) tillcri with 
clear lluiri. It is a much riilaleil lymph-vessel.
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Gyn. No. 13039. Path. No. 10039.
it h pc ri t on va 1, interstitial, and suit mu cons uterine 

myomata; marked atrophy of the omentum as a 
r e s u 11 of t h e n o u r i s h in ont it has had to » u p ply to t h 
111 e r u s (Fig. 10).

II. 11.. colored, aged twenty-seven, married. Admitted June 24; discharged 
I til v 17. I00<).

Operation, hystemmyomectomy; left s* " i-odphorectomy; right salpin 
gcetoim. The highest postoperative temperature was 103.2°, twenty-four hours 
ifter operation. The patient made a perfect recovery.

I n;. III. Mahkhi Dihahhkarance op tiik Fat in as Aiihkhknt Omkstvm. i t nat. rise.)
1 lx u. \.., i:m;w. l*alh. No. 100.10. The left tube and ovary are normal. The omentum form* a mantle 

nver the |Hwlerior surface of the nodulur myomatous uterus, between a and a*. In most places nothing but the 
peritoneal folds of the omentum remain, giving the surface of the uterus a rather wrinkled appearance. Im- 
niedlately around the blood-vessels, however, the adipose tissue still perriMs, as is well seen at b.

Path. No. 10039. The uterus has been amputated through the cervix. It is 
9 cm. in length. 7 cm. in breadth, and 7 cm. in its anteroposterior diameter. 
It is everywhere covered with adhesions, and has a lacework of omentum attached 
to it. The omentum is atrophic to a certain extent, and the fat has almost en­
tirely disappeared, but still persists on the surface of the uterus, along the course 
of the blood-vessels (Fig. 19). This fat would in time certainly disappear. 
Scattered throughout the uterus are numerous nodules, some of them not over 
2 mm. in diameter, others reaching 2.5 cm. The uterine cavity is 4 cm. in length. 
The mucosa is here and there gathered up into little domes: in other words, it 
shows a tendency toward jtolypoid formation. It varies from 2 to 4 mm. in 
thickness.

T
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Histologie examination shows that the mucosa is practically normal. In sec­
tions from one of the myomata a good deal of hyaline transformation is evident.

This case exemplifies how the omentum atrophies when it becomes adherent 
to the uterus. We have the fat disappearing almost entirely except in the im­
mediate vicinity of the blood-vessels.

Path. No. 7925.
A parasitic myoma receiving most of its blood- 

supplv from tin* omentum: marked disappearance of 
1 h e o m e n t a 1 fat (Fig. 20).

Mrs. R., Frederick Emergency Hospital, October dO, 1004. The patient was 
forty-five years of age, and had been under observation six months. On opening 
the abdomen I found a subperitoneal myoma attached to the anterior surface 
of the uterus. It had received the greater part of its blood-supply from the 
omentum. After the omental vessels had been tied off the uterus, which con­
tained several myomata, was amputated through the cervix. The patient made 
an uninterrupted recovery.

Path. No. 7025. The specimen consists of a myomatous uterus with a 
pedunculated myoma attached to its anterior wall. The uterus is enlarged, 
measuring 7.5 x 7 x 5 cm. Its outer surface is smooth. At the fundus is a sub- 
peritoneal nodule, 0 mm. in diameter, and another on the posterior wall, 2.7 
x 2 cm. Projecting from the anterior wall and attached by a delicate pedicle 
is a large myoma. Attached to the upper surface of this, over a wide area, is 
omentum. In places this is perfectly normal; in other places it shows marked 
diminution in the amount of fat, and at numerous points the omental vessels, 
now absolutely devoid of fat, are seen plunging into the tumor (Fig. 20). This 
is one of the most interesting specimens that we have ever seen, as it clearly 
shows the various stages of atrophy of the omental fat when the omentum 
furnishes a parasitic myoma with nourishment.

Case C. (Hagerstown, Md.).
A I a r g e p a r a s i t i c m y o in a w i t h ni a r k e d d e v e I o p m e 111 

of the omental vessels, some reaching 1 cm. in diame­
ter (Fig. 21).*

('., colored. Seen in consultation with Dr. Scheller at the Washington 
County Hospital, Hagerstown, on August 4. P.HHi. The patient had had an al>- 
dominal tumor for five years. The tumor rose abruptly, and projected fully 
IS inches from the general abdominal contour. The vagina posteriorly was 
greatly encroached upon.

Operation. On opening the ulxlomen the tumor encountered was every­
where adherent to the anterior abdominal wall and also laterally. Running into

* Thomas S. Cullen, A Series of Interesting Gynécologie and Obstetric Cases, Jour. Amer. 
Med. Assoc., May 4, 1907.



Pedicle

I k;. 20. Tin: Graduai. Disappearance or Omental Fat When the Omentum Henim* Many Vehseiji to a 
Parasitic Myoma. (Nat. sise.)

Path. No. 7925. The uterus is alnint twice the natural size ami contains several myomata. Attached to ils 
anterior surface by a short slender pedicle is a slightly lohulated myoma, and attached to the myoma over a wide 
urea is omentum. At a the omental fat still presents the usual appearance. At b there is atrophy of the fat and 
the vessels stand out clearly. At c there is still further atrophy of the omentum, as only immediately around the 
vessels does the fat still persist. At d all semblance of fat has disappeared ami we see the omental vessels 
spreading out over I he surface of the tumor or plunging directly into the depths.

breadth. Passing down the right side of the tumor, and lying beneath it, was a 
regular ro|>e of blood-vessels ( Fig. 21, b'). These lay perfectly free from the sur-

I'Alt.XSlTK ITKRINK MYOMATA.

the anterior surface of the tumor from its upper end were blood-vessels, some of 
them nearly 1 cm. in diameter. They wore spread out over an area l(i cm. in



I'n.. -’I. X l.un.K I'vRASlTlr Myoma with 11 rut; X'ihsi.u* Co mi mi from thk Omkxtim 1 nal. alee.)
The tiiimir weighed Is pounds, ami wa.« attaehed In the uterus liy a pediele, .1 nun. x 3em. At the top is a broail. 

nmeiital ailhesiim earrying vessel» in the tumor. At h' is a ernss-seetinn of a portion of the " rope of omental vessels, " 
whieh passed down henealh the tumor to h, ami then turneil upward again, plunging into the tumor, a rep­
resents one of the largest blood-vessels, whieh stand out prominently. Crossing these large vessels are numerous 
adhesions, c is a portion of a vessel whieh passed down, |>erfeelly free from the omentum, to the under surf are 
of the tumor.

211



PARASITIC VIT:l<INK MYOMATA.

rounding structures, could he lifted up, were covered with |>eritoncum, and were 
evidently omental, but no fat was present. These vessels formed a mass 0 cm. 
in diameter, ami looked and felt like small snakes. They could b • traced down 
lo the lower < tumor, where they spread out over its surface and plunged
into its substance. One of the vessels. 5 mm. in diameter, passed down by itself 
and lay absolutely free (Fig. 21, c). It was isolated for a distance of 18 cm., 
being devoid of any attachment whatsoever. It had originated in the omentum, 
extended downward, and plunged into the tumor.

After liberating the vascular ? I found that the tumor was attached to 
a small myomatous uterus. The pedicle was .'1 cm. in breadth, 5 mm. in thick­
ness. and contained only one blood-vessel of any size. The pedicle was cut and 
the tumor delivered. Of the vessels passing from tin- omentum, as a rule there 
was one artery to two veins. The artery was about one-third the size of the vein.

As the patient's condition became rather serious, although she had not hist 
more than two ounces of blood, we stopped the operation, leaving the myomat­
ous uterus and a second myoma, fully 25 cm. across. This also had vessels 
from the omentum plunging into its upper part, and was attached to the uterus 
by a |M-dicle 2 cm. in diameter.

The patient promised to return to the hospital for removal of the uterus as 
soon as she was in good condition. She kept putting it off, however, until 
finally, at the end of one and one-half years, she entered the hospital with the 
abdomen as distended as when first seen. The abdominal scar had given way, 
and purulent fluid was escaping from the abdominal cavity. There was marked 
sepsis, and hysterectomy was out of the question. She got somewhat better, 
but died after a few months.

The hardened specimen measured 2d cm. in length. 25 cm. in breadth, and 
20 cm. in its anteroposterior diameter. It was markedly nodular, very hard, 
and weighed 18 pounds. Kven in the hardened specimen some of the blood­
vessels were nearly 1 cm. in diameter.

Gyn. No. 5784.
A v e r y 1 a r g e m y o m a t o u s u t e r u s , w i t h 1 a r g e c o n - 

g «• r i e s of o m e n t a 1 vessels covering its surf a e e ; dens e 
adhesions to the bladder and numerous vessels from 
t h e b I a dd e r su p plying n o u ris hm e n t to t h e t u m o r 
(Fig. 22).

A. L., colored, aged forty-five, married. Admitted January 11: discharged 
February 10, 1808. The menses were regular until a year ago. Since then they 
have been diminishing in amount, and have occurred at longer intervals. On 
vaginal examination the cervix is found to be small, pressed down by a hard 
|H-lvic mass, evidently connected with a large tumor, which almost completely 
fills the entire abdomen, extending upward towithin two inches of the epigastric

1
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notch. The tumor is firm, hard and immobile, and tender only over the sym-

Operation, January 15, ISOS. Hysteromyomectomy; right oophorectomy, 
(hi making the incision I found a large tumor filling the entire abdomen. The 
uterus had rotated ISO0 from right to left. Attached to the entire anterior sur­
face of the tumor was the omentum, which sent in numerous vessels (Fig. 22). 
There were also extensive adhesions to the bladder. These contained large

V,f Y'fi

I'lii. JJ. I.ARIIE CoNUERIE* OK OMENTAL VEHSKLS SUPPLYING NOURISHMENT TO A MYOMATOV» VtERUm; ALSO 
V ESSELM PahMINU VI' EROM THE BlAIIIIER TO THE Tl'MOR.

Oyii. No. ,r>7N4. This picture demonstrates one of the difficult hysterectomies that frequently confront the 
surgeon. In such a case the incision should he continued upward until free omentum is encountered, and then 
the vessels should lie tied twice on the proximal or colon side and once on the distal side. It is better not to u~e 
artery forceps, us the vessels are so friable. In such cases the ureters are often drawn up in festoon fashion along 
the sides of the tumor hy adhesions, and may readily lie tied accidentally or cut if extreme care is not exercised. 
( After Howard A. Kelly.)

vessels. The uterus was amputated through the cervix. Convalescence was 
interrupted by a mild attack of salivation after taking calomel. Her highest 
postoperative temperature was 100.8°. She made a satisfactory recovery.

Fio. 23. A Larue Myoma Entirely Separated prom the Uterus and Lying Free in the Omentum.

Uyn. No. 147DU. Path. No. iLitllN. On opening the abdomen the large myoma, seen in the upper part of the 
picture, presented. It measured It) x 13 x 17 cm., and had large numbers of omental vessels coursing over its 
surface. The omental fat had here to a great extent disappeared, allowing the blood-vessels to stand out sharply. 
To the right is a long adhesion, to the lower end of which an elongated suhperitoneal cyst is attached. Two similar 
and smaller cysts are at tache. I to the lower and anterior surface of the tumor. All of them are in reality small 
sul»|ieritoneal cysts, similar to those so frequently associated with pelvic adhesions. Protruding from the ab­
dominal incision is a small myomatous uterus. Partially enveloping the uterus and the right tube and ovary is 
the omentum, which is continued upward and envelops the myoma. The large myoma has entirely lost its connec­
tion with the uterus.
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Gyn. No. 14709. Path. No. 12618.
A m y o 111 a 1 y i 11 g f r e e i n the o 111e 111 u in (Fig. 23).
( )nc of the most interesting examples of a parasitic myoma that we have ever 

encountered was furnished by Case 1470V. The uterus contained several small 
myomata, while lying enveloped in omentum was a large myoma which had 
entirely lost its connection with the uterus.

Gyn. No. 1470V. A. (’., colored, aged thirty-seven. Admitted April V; dis­
charged May 2, IVON. On opening the abdomen one of us (Cullen) found a 
large myoma presenting. On drawing this out he found it enveloped in omen­
tum and entirely separated from the uterus (Fig. 23). The tumor was removed 
with the utmost care, the large omental vessels being doubly tied and cut. 
The small and densely adherent myomatous uterus was then removed.

Path. No. 12618. The uterus measures 2 x 5.5 x 7 cm. and contains several 
small myomata. The large parasitic myoma measures 10x13x17 cm. Its 
surface is uneven and nodular. It is firm in consistency and covered over with 
omentum. The central portion of the myoma has undergone hyaline degenera­
tion, with some liquefaction, and there is extravasation of blood.

Ascitic Fluid Accompanying Uterine Myomata.
Ascitic fluid is frequently associated with fibroma of the ovary, but only 

rarely is there any appreciable amount of free serous fluid accompanying uterine 
myomata. In seven of our eases a considerable amount of ascitic fluid was 
detected at operation.*

In Gyn. No. V7N0, in which the rounded myomatous tumor reached to within 
5 cm. of the umbilicus, the abdomen contained 200 e.e. of free fluid. A glance 
at the history will show, however, that other factors were in all probability re­
sponsible for the ascites. The patient had a loud apical systolic murmur. There 
was marked edema of the feet and ankles, and the hemoglobin on admission was 
only 20 per cent., but reached 43 per cent, just before the operation.

In Case 0272 the uterus contained several subperitonea! myomata and was 
densely adherent. About three months before operation 1550 e.e. of fluid had 
been aspirated from one pleural cavity. About eleven days prior to the opera­
tion 8050 c.c. of ascitic fluid had been withdrawn from the abdomen. In this 
case the cardiac lesion and the accompanying nephritis were probably respon­
sible for the accumulation of fluid.

The free fluid in tin* abdomen in Cases 6418, 3387, 13834, 12155, and P., 
C. II. I. was undoubtedly caused by the presence of the tumor and not by any 
const it ut ional impairment.

In Case 12155 a large pedunculated myoma had made a three-quarter turn 
on itself, and the omentum was adherent over an area 14 cm. in extent. Some

* In Cases 12101), 121H5, 12078, 12871, a small amount of ascitic fluid was also found. In 
Case 12048, as a result of a mild peritonitis, the abdomen contained a small amount of free 
turbid fluid with flakes of fibrin.
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of its vessels entering tin- tumor were only 1 mm. in diameter. The alxlomen 
in this ease contained two ounces of clear yellow serum. For a full description 
of the case see p. 200.

In Cast- 041S the subperitoneal pedunculated myoma weighed 29 pounds 
and the abdomen contained about 500 e.e. of ascitic fluid.

In Case 33X7, in which a partially parasitic myoma existed (Fig. 24, p. 34), 
marked ascites was present, 7000 c.c. of free fluid Ix-ing found.

In Gyn. No. 1383} the omentum was densely adherent to the tumor, and the 
abdomen contained 14.500 e.c. of straw-colored fluid, and about 2000 c.c. of a 
dear, jelly-like material, that was scoop'd out with the hand. The urine con­
tained albumin, but no casts. After removal of the tumor the albumin dis­
appeared.

Undoubtedly one of the most remarkable cases of the intimate association of 
uterine myomata and extensive ascites is furnished by case 1’. In this case 
(p. 35) the subperitoneal myoma had been almost completely weaned away 
from the uterus, and was receiving its chief bhxxl-supply from the posterior 
surface of tin- bladder and from huge omental vessels (Fig. 25). The abdomen 
contained 51,000 c.c. of clear ascitic fluid.

Cause of the Ascites. The fluid is clear, straw-colored, and usually limpid, 
but may coagulate, forming a loose, clear, jelly-like mass.

As previously mentioned, fibromata of the ovary are usually accompanied 
by ascites. In these cases the large vessels in the loose pedicle are undoubtedly 
twisted, causing a transudation of serum. That the fibroma is undoubtedly 
responsible for the fluid is clearly proved by the total absence of free abdominal 
fluid after removal of the tumor.

In four of our cases the condition has been an analogous one. The myomata 
have been jiedunculated. and have received a large part of their blood-supply 
from the omentum. Partial rotation of the tumor, with twisting of the 
vessels, had from time to time undoubtedly occurred, and transudation of serum 
into the abdomen was the natural result. A reference to Fig. 25 will show the 
slender attachment of the pedunculated myoma, and any lateral movement of 
the patient was undoubtedly accompanied by a partial twisting of the tumor, 
shutting off the blood-supply of the huge omental vessels and favoring the 
pouring out of serum. It is now four and one-half years since the tumor was 
removed, and although the abdomen, prior to op-ration, contained 51 liters of 
fluid, there has never been any return of the ascites.

Cases in which the Myomata were Accompanied by Ascites. - In the following 
cases the reader can determine for himself the * " * cause of the free 
abdominal fluid:

Gyn. No. 9786.
Ascitic fluid associated with a myomatous uterus.
M. B., colored, aged forty. Admitted July 15; discharged September 20,

9866
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II MU. Thv patient com plains of the presence of an abdominal tumor and of 
general weakness. For the last two years she has suffered from weakness, and 
has had numerous fainting spells, shortness of hreath, and swelling of the feet. 
Her weakness she attributes to a profuse menstrual Mow. The tumor was first 
noticed about a year ago. At this time it was the size of a baseball. The 
patient is exceedingly anemic, and shows puftincss around the eyes, a loud sys­
tolic murmur, marked edema of the feet and ankles, and a hemoglobin of 20 
|H-r cent.

She was at once put to bod, given iron and strychnin, and kept as much as 
possible in the open air. She improved rapidly. On August 14th sin- had her 
usual period, which was profuse. At this time the edema of the ankles and 
puffincss of the eyes had entirely disapjiearcd. Her hemoglobin reached 43 
|>er cent.

Operation, hysteromyomeetomy, August 20. 1002. When tin* abdomen was 
o|Hined, about 200 o.e. of free fluid were found and a rounded soft tumor about 
the size of a fetal head. Hysteromyomeetomy was done, and the patient made 
a satisfactory recovery. At the time of her discharge, on September 20. 1902, 
her hemoglobin had reached 52 |ht cent. She had recovered almost entirely 
from her weakness and had no further symptoms.

The ascitic fluid in this case was apparently due directly to the general 
weakened condition and to the low hemoglobin. <ff course, indirectly, the 
weakness had been produced to a great extent by the continued loss of blood 
occasioned by the myoma.

Gyn. No. 6272. Path. No. 2530.
Ascitic fluid associated with uterine myomata, 

('hr o n i e n e p h r i t i s ; m it r a 1 ins u Mi c i e 11 c y.
H. S., colored, aged thirty-six, single. Admitted July 27: discharged August 

28. IK9N. This patient was admitted to the gynecologic department from the 
medical service on July 27th. In April 1550 r.c. had been withdrawn from the 
pleural cavity, and on July Kith, 8050 c.c. of ascitic fluid from the abdomen. 
The patient's last menstrual period had occurred in November, 1807. On 
admission to the gynecologic sendee a diagnosis of uterine myomata, chronic 
nephritis, and mitral insufficiency was made.

< >|H'iation. July 27. 1898. Hysteromyomeetomy with removal of the a pon­
dages. The jx)sterior surface of the uterus was densely adherent to the broad 
ligament and |H-lvic Moor, and both tubes and ovaries were buril'd in adhesions. 
The bladder on the left side was adherent to the uterus, and there was a con­
siderable amount of cystic |M*lvie peritonitis in the cul-de-sac. The " was 
adherent to the right ovary, lying under the tumor. The highest ]>osto|)erative 
tein|MTature was 103.2°. The patient made a satisfactory recovery.

Path. No. 2530. The specimen consists of the enlarged uterus, with 
the tubes and ovaries intact. The uterus is approximately 18x14x15 cm.
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Tlir increase in size is due to the presence of sul>|>eritoneal interstitial and sul>- 
inucous myomata. Covering the anterior and posterior surfaces are numerous 
adhesions. The uterine cavity is (i cm. in length and its mucosa is much atro­
phied. The chief interest in this specimen is centered in the su!>])oritoneal 
myoma. 7 cm. in diameter. This, on section, presents the usual myomatous 
ap|>earanco. save over an area measuring 3.5 x 2.5 cm. Here large, irregular, 
cvst-like spaces are present, the walls of which are very delicate. Extending 
across them are fine trabecula1. Clinging to the walls, and partly filling the 
cavity, are quantities of blood. The ap|>endagcs are covered with adhesions.

Histologic Examination.—The walls of the cyst-like spaces are comjiosed of 
hyaline myomatous tissue, totally devoid of nuclei. The inner surface of the 
cysts have no lining. They are covered with blood. These cyst-like spaces, 
therefore, are nothing more than areas in which the hyaline myomatous tissue 
has undergone liquefaction, followed by hemorrhage.

In this case the myoma may have had a causal relation to the development 
of ascitic fluid, but the nephritis and the mitral insufficiency were undoubtedly 
directly re.* for the |M>uring out of the fluid into the abdominal and
pleural cavities.

Gyn. No. 6418.
Ascitic fl u i <1 a s s o c i a ted with a liter i n e ni y o m a.
M. \\\, colored, aged thirty-nine, married. Admitted October 1): discharged 

November 7,1 SOS. The patient has never been pregnant. Her menses began at 
seventeen, were regular, lasting five or six days, and associated with considerable 
pain until the last three or four months. The tumor was noticed three years 
ago. Latterly she has had shortness of breath. The alxlomvn is greatly and 
irregularly distended.

OjM'ration, October 12, 1898. Hysteromyomectomy. The large dense mass 
was liberatnl and brought out. It was attached to the uterus by a pedicle 2 cm. 
broad. As the tumor was draw out, about 500 c.c.of ascitic fluid esca|>ed. The 
tumor was liberated from left to right in the usual way. It weighed 29 pounds. 
The free oozing in the jx'lvic floor was chirked with numerous sutures. The 
right ureter was about twice the natural size. The highest |>ost operative tem- 
perature was 100.2°. The patient made a satisfactory nrovery.

In this case the myoma seems to have been the cause of the ascitic fluid.

Gyn. No. 3387. Path. No. 641.
Ascitic fluid associated with a large myomatous 

uterus. On e p e d u n c u I a t e d m y o m a received part of its 
nourish m e n t fro m t h e o m e n t u m (Fig. 24).

M. S., white, aged thirty-two, married. Admitted March 20: discharged 
A|iril 27, 1895. The patient has been married twelve years and has had two 
children: no miscarriages. The menses were regular until an attack of typhoid 

3
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fever, one year ago. Since then they have been somewhat irregular and the 
How is free.

Soon after the birth of the youngest child, five years ago, she noticed a lump 
tin* size of a hen’s egg in the midline of the lower abdomen. About eighteen 
months ago her abdomen began to increase in size, and has been gradually en­
larging up to the present time. When she turns, the mass seems to move from 
side to side, and there is present a constant dragging sensation, with occasional 
sharp pains, especially on the right side.

The abdomen is distended by several distinctly palpable tumors. Some of
these give a definite ballottement 
and there is marked distention of 
the abdomen with ascitic fluid. The 
ballottement is easily obtainable 
with two large masses. The cervix 
is jammed down to the jwlvic floor 
by the tumor. The urine is normal.

Ojieration, March 23,1X95. Hys- 
tcromyomectomy. After the inci­
sion, 7 liters of ascitic fluid were 
evacuated. One of the large pe­
dunculated nodules had four large 
omental vessels entering it (Fig. 24). 
These were tied and separated. The 
highest postoperative temjierature 
was 100.3° on the second day.

Path. No. 041. The uterus 
measures 14 x 17 cm. It is smooth 
and glistening. Springing from its 
anterior surface is a globular nodule, 
9 x 9 x S cm. It is attached by a 
pedicle 1.5 cm. in length, 3 cm. in 
breadth. Springing from the fundus 
is another pedunculated nodule, ir­
regularly oval, and measuring 10 x 8 

x 6 cm. The entire left lateral wall of the uterus is occupied by a tumor 
10 x 7.5 x 0 cm. It is oval in shape, regular in outline, and has a secondary 
nodule, 2 x 2 x 2.1 cm., springing from its undersurface. The uterus, on sec­
tion, is found to contain numerous interstitial and some submucous nodules. 
The uterine mucosa is smooth and glistening, and apparently much atrophied. 
The tubes and ovaries on both sides are normal.

Histologic Examination. —The uterine mucosa is atrophic, but otherwise 
normal. All the tumors consist of fibers, most of which are cut transversely. 
The tissue is rather lax and shows a slight amount of hyaline degeneration.

I'm. 24.—Omkxtal Vkshkij* Sippi.yixo a Si hpkhitonkai. 
1‘kduncui.atkii Myoma, and Ahhociatkd with 7000 
c.c. ok Am-itic Fluid.
Gyn. No. 3887. l’ath. No. 041. The uterus measured 

14 x 17 vm. Attached tu the fuinlu« lire two |ieiluiiriiliiteil 
myomata, one of which ha» several omental vessels entering 
it. On |ial|miion one of the vessels gave n definite ballotte­
ment. The abdomen contained 7000 c.c. of clear fluid.
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In this cast* the omental vessels growing into the subperitoneal and peduncu­
lated myoma were apparently the source of the ascitic fluid.

Gyn. No. 1383L
A large quantity of ascitic 11 u i d associai ed w i t h 

a p a r t i a 11 y parasitic uteri n e ni y o in a .
|{. (1., colored, aged thirty-four, married. Admitted May 12; discharged 

July 5, 1892. The patient has been married eighteen years, but has never been 
pregnant. For the past two years she has had pain in the left ovarian region, 
steadily growing worse. In December, 1891, her abdomen commenced to swell. 
About two years ago she noticed that her feet and ankles were edematous. 
The abdomen is uniformly distended. The urine contains albumin, but no 
casts.

Operation, May 10,1892. Hystcromyomectomy. When the abdomen was 
opened, about 14,500 c.c. of clear straw-colored fluid escaped, and later about 
2000 c.c. of clear, jelly-like material were removed with the hand. The myomat­
ous uterus rose from the pelvis and extended about 8 cm. above the umbilicus. 
The omentum was intimately adherent to tin* upper and anterior surface of the 
tumor. Hysterectomy was performed. The temjxTature gradually rose to 
102° by the tenth day, and then fell to normal. It again reached 102.6° by 
the twenty-seventh day, when there was some pulmonic dulness. The albumin 
disappeared entirely after operation. The patient left the hospital on July 
Nth, but she still had some fever.

P. C. H. I*
A partially parasitic myoma, associated with 51 

liters of a s c i t i c H u i d ( Fig. 25).
1\, aged fifty-four, white, single. Admitted October 29, 1902, complaining 

of marked abdominal enlargement. Her face was drawn and pinched. She 
was exceedingly thin; the abdomen was tremendously and uniformly distended. 
From the pubes to the sternum in the midline there was dulness, and on percus­
sion a very distinct wave of fluctuation was easily detected.

A diagnosis of ovarian cyst was made, and after a delay of a few days on 
account of a slight bronchitis, the abdomen was opened. The peritoneum 
was much thickened. The great distention was due to ascitic fluid, 51 liters being 
removed. Attached to the fundus by a very small pedicle was a myomatous 
nodule lb cm. long (Fig. 25). Plunging into the upper or free surface of this 
nodule, were numerous blood-vessels, each about 3 or 4 mm. in diameter, tortuous, 
and closely resembling angle-worms. On being traced upward, they proved 
lo be the large omental vessels. The omentum as such was recognized as a 
fringe, not more than 5 mm. long, projecting from the lower edge of the trans-

* Thomas 8. Cullen, J. A. M. A.. November 19. 1904, p. 1512. A Partially Parasitic Uterine 
Myoma. Associated with 51 Liters of Ascitic Fluid.
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verse colon. The altered omental vessels were exceedingly friable, and ruptured 
on the slightest " ition. The parasitic myoma derived part of its blood-
supplv from tin- bladder, to which it had become intimately attached. After 
tying off the blood-supply of the myoma the growth was easily removed and 
the patient made a satisfactory recovery.

Fir. 25. A Partially Parasitic I'tkrine Myoma Associate!» with 51 Liters ok Ascitic Fi.ru».
Attached in the fundus li.v a narrnw pedicle in a *uh|»eritnneal myoma. Plunging inlo tin* edge of the myoma 

are lho omental vessels. I Ik- omental fal ha* almost entirely disap|»eared. The myoma was intimalely blended 
with the posterior Mirfare of the bladder. from which it received a Komi ileal of nourishment. The aliilomeii is 
markeilly distended with ascitic fluid. The Hinall intestine* were effectually lielil hack by the tumor ami the 
omental vessel*. (After Tlmma* S. Cullen.)

March 1, 11H)7: The |>atient is at the present time in good health, and there 
has never been any return of the ascitic fluid.

Iti this case we had to rely entirely on the physical signs, as the patient was of

Fin. 20. X Partially Parasitic Myoma, Rcceivino Part ok it* Nourishment krom the Fallopian Tubbs.

(’. II. I No. 4115. The uteru* contain* several interstitial myomata. Attacheil to the posterior surface of 
the uterus hy a short peilicle is a hroail. lohulateil myoma. On the left aille an artery ami vein pas* from the 
outer eml of the tube to the anterior surface of the tumor. The branches of the artery spreail out over the tumor 
On the right aide Is what might he lermeil an unnecessarily long adventitious artery, passing from the outer eml 
of the ml*1 to the |hinterior surface of the tumor, where it plunges into the ilepth. The accompanying vein clings 
like a vine to the artery, taking a very tortuous course The fimbriated ends of lioth tulies are patent The 
left ovary is normal. The right was not removed. The cystic spaces near the outer ends of both tubes are 
probably dilated lymph-spaces. There is no evidence of pelvic peritonitis.
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unsound mind, and up to the day of o|>crutinn no history could lx* obtained. 
The facial expression and the abdominal signs tallied in every particular with 
those referable to an ovarian cyst, and without the clinical history a correct 
diagnosis was ini|M>ssihlc. The tympany in the Hanks is, on first thought, 
difficult of explanation, but when we remember that this myoma, with the omental 
vessels attached, stretched almost the entire length of the abdomen, it is readily 
seen that the small intestines were held back and at the same time forced out 
laterally. 1'nder any circumstances there would have been dulness over the 
entire anterior abdomen, as the intestines, even if not held back by the tumor 
and omental vessels, could not have reached the surface, their mesentery not 
being long enough. We know of no instance in the literature in which such 
a large quantity of ascitic fluid was associated with a myoma.

A Partially Parasitic Myoma. Receiving Part of its Blood supply 
from the Fallopian Tubes.

In this case (Fig. 26) the uterus was slightly enlarged and contained several 
small myomatous nodules. Projecting from the posterior surface was a broad, 
lobulated sub|>eritoneal myoma attached by a small pedicle (a). Passing 
into the anterior surface of the myoma was a small artery from the left tulie, 
and into the |mstcriur surface of the tumor a large artery from the right tube. 
This artery was very long, and lay perfectly free in the abdomen. Coiled around 
it was the accompanying vein. There were no omental adhesions. The fimbri­
ated ends of both tlilies were normal, hence it is at first glance difficult to explain 
how the tubal vessels ever reached the myoma. While the myoma formed 
an integral part of the uterus, delicate adhesions evidently formed between the 
outer ends of the tulies and the myoma and, as the myoma liecame more and 
more |>eduiiculated, the uterine blood-supply diminished and the tulx-s gradually 
sent in vessels to the myoma through the existing adhesions.

From a clinical standpoint, the case is interesting because if the |xidicle had 
become still more attenuated and had Ix-en finally severed, the myoma would have 
lx*en entirely sup|xirted by the large tubal vessels; then any sudden jolting might 
readily have caused a rupture of one of the adventitious vessels and a fatal hemor­
rhage have followed.

C. H. I. No. 495-
L. C. B., aged thirty-six, marriid. Seen in consultation with Dr. R. B. 

Norment. and admitted March 12; discharged April 2, 1905. The patient has 
never been pregnant. For the past month there has been dull pain down the 
right side of the abdomen. Otherwise the patient feels jierfeetly well, and it 
was not until eight days ago that she noticed the tumor.

Operation, March 13th, hysteroinyoinectomy, with removal of the uterus, 
both tubes, and the left ovary. When the abdomen was opened, a most unusual 
picture was seen (Fig. 26). Several greatly twisted blood-vessels lay |ierfectly 
free on the surface of the tumor and between the tulx*s and ovaries on both
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>i(li s wen- cysts with wry thin walls, which appeared to he dilated lymphatics. 
The uterus was removed in the usual way from left to right. The highest 
I tost operative teni|>erat ure was 100.4° F.

A Parasitic Myoma Situated at the Pelvic Brim Fig. 27 and Receiving its Entire 
Blood-supply from the Superior Mesenteric Vessels, from the 

Peritoneum, and from Appendiceal Adhesions.

This is the second ease in our series in which the myoma had become entirely 
si-parated from the uterus. (See Fig. 2.4, p. 29.) It lay just above the pelvic brim,

a«f. Hern /<•<;

"V V

Fui. 27.—A Pah\bitic Mvima in no wav Conhhttkd with thk Utkhvii.
Gyn. No. 9540. This myoma wan atturheiI to the peritoneum over the right ureter ami the large vewiela. It 

hail reveiveil the greater part of it* nourishment from ve**el* which ap|ienrei| to lie ileriveil from the *u|ierior 
mesenteric artery; it was also firmly ailherent to the apitemlix. For the apiiearanee of the myomatous uterus 
•ee Fig. 28.

and great care had to be exercised during its removal to avoid injury to the 
ureter and the neighboring vessels. The nourishment ap|x*ared to have come 
from the arteries supplying the small bowel.

In this cast1 the uterus was about three times the natural size (Fig. 28) and 
contained several myomata. All the appearances at ojx»ration indicated that 
the myoma had originated in the uterus and had later engrafted itself on to the 
tissue at the pelvic brim.
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Gyn. No. 9540.
V. K., colored. aged forty-one. A«huitt«*< 1 April 7: discharged May S. 1002. 

The patient complains of pain in the abdomen toward the end of the menses, 
and of an abdominal tumor. She has had two children, the youngest twenty-two 
years of age. Fifteen years ago she first began to have dysmenorrhea and 
cramps. Two years ago a vaginal section was done for a double pyosalpinx 
i( iyn. No. 0220). Further operation was advised, but refused. For six months 
the patient was free from pain, but after that the pain returned and during the 
last two months has been very severe, so that the patient has been confined to 
bed most of the time. For three weeks she has had difficulty in urination and 
severe bearing-down pains at the same time.

I i'.. 2S. Mi i.rixiiiivi.AK Myomatoi * Vtkhiw with a I.kii I*v»-tvbk. 1 tint, sise A 
<ixn Ni> H.Vlli. The *|H"cimen iwnf interest only n* forming the key In Fig. ‘27. One of iheiiiyumnlmis iuhIuIv!1 

hiv I eviilenlly Ihm-oiiic c<nn|i|i‘tely xeimrateil from the uterus nm I engriifteil itself on to the iieritoneuin just nhove 
the itelvie brim.

Operation. Ilysteromyomeetoiny and appendectomy. When the abdomen 
was opened, a myoma was seen lying just above the pelvic brim, absolutely in­
dependent of the uterus, and attached to the mesentery at the inner side of the 
cecum ( Fig. 27). The uterus was irregularly nodular ( Fig. 28) and about three 
times its natural size. It was d through the cervix and removed. Tin-
appendix was adherent to the parasitic myoma and was also removed. Tin- 
parasitic myoma had obtained most of its blood-? from the su|x*rior
mesenteric vessels. It was entirely outside the pelvis and in no way con­
nected with tin- uterus. The patient made a rather tardy recovery. She was 
extremely constipated and had vesical irritability.

On histologic examination the parasitic myoma showed extensive hyaline- 
changes, but there were no further evidences of necrosis.

8^22
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Adventitious Intestinal Vessels Furnishing Nourishment to Uterine Myomata.

Ib-riiie myomata. whether complicated with pathologic lesions in the append­
ages or not, are prone to develop adhesions, and naturally, where adhesions exist, 
tin intestines may lie implicated. As a rule, these adhesions consist chiefly of 
f il irons tissue, hut should the uterine nourishment to the myoma diminish, 
arteries will occasionally he sent from the intestines to the tumor along the 
already existing adhesions.

In the accompanying group we mention only the more pronounced cases.
In Case 6324 (Fig. 80) a large pedunculated myoma sprang from the posterior 

surface of the uterus and attached to over half of the anterior surface were dense 
intestinal adhesions containing many blood-vessels. The intestines furnished a 
liberal blood-supply to the myoma.

In Case !M)27 a multinodular myomatous uterus received much nourishment 
from the omental vessels. The intestines were adherent to one of the tumors. 
These adhesions consisted almost entirely of blood-vessels. The main tumor 
in this case weighed 2b pounds.

The multinodular myomatous uterus in Case (1771 was wedged in the pelvis 
by adhesions. The sigmoid flexure was densely adherent to the uterus and 
furnished the tumor with large adventitious vessels.

In Case 7226 the patient was in a precarious condition, due to partial intes­
tinal obstruction caused by the adherent multinodular myomatous uterus. 
<>ne of the pedunculated myomata was becoming strangulated, through torsion 
of tin- pedicle. On exposure the sigmoid flexure was found adherent to the 
tumor and sending numerous well-developed vessels to the myoma.

In Tig. 2b we see numerous vessels passing from the rectum to the myoma. 
The right tube and ovary also seem to furnish their quota of blood to the tumor.

In some instances the relation between the jiedunculated myoma and the 
intestine becomes very close,and if the myoma undergoes degeneration, with 
cavity formation, an opening may be established between the cavernous myoma 
and the intestine. Such a condition existed in Case b()7K (Fig. 82). The |»edun- 
eulatcd myoma had received part of its nourishment from the omentum, part 
from the uterus, and the remainder from the cecum. A direct communication 
existed between the interior of the degenerated myoma and the lumen of the 
cecum.

An even more advanced case, somewhat similar in character, came under the 
can- of Dr. ,1. Mason Hundley, of the Vniversitv of Maryland. The patient had 
been under the observation of another physician for over two years and a diag­
nosis of uterine myoma had been made. At operation a uterus practically 
normal in size was found. It contained a small subperitoneal myoma. Filling 
the pelvis was the parasitic cystic myoma seen in Fig. 38. It had received its 
'■utire nourishment from the small bowel, and had a broken-down cavity in its 
center. This communicated directly with the lumen of the gut, allowing the
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lice passage of fecal matter from the bowel into the parasitic nodule. The my­
oma was attached to the uterus by a few slender adhesions.

Such a condition is exceedingly rare, and yet the possibility of so serious a 
should not be overlooked.

I'ii. i’ll. A Myoma Rmkivimi Mv< ii ok m* Noi hini.mk.nt khom thk Rkitvm ani» Apparently khom tiif. Hu.ht 
Ovary an» T be. (Ï nat. size.)

f. II. I. No. 1844. The uterus contained several loyomata. The largest is posterior to the uterus ami was 
firmly fixed on the pelvic IliHir. From the limliriateil eed of the right tulie and from the inner end of the right 
ovary many vessels pass to the myoma. Numerous vessels are also seen extending from the rectum to the tumor.

Gyn. No. 6 >24.
A large s u b p v r i t o n e a 1 p e cl u nculat e d m y 0 m a , r e - 

c c i v i n g m uc h of its n o u r i s h m cut from the intestines 
(Fig. :«)).

N. It.. colored, aged thirty-six, married. Adn.itted August 2<>; discharged 
October 1, 1898. The patient has had an abdomimd enlargement for the past 
six years. She has had two children, but no miscarriages.

Operation, August 29, 1898. Hysteromyomectomy. An incision 15 cm. in 
length was made through thick abdominal walls and a large |>edunculated myo­
ma found. The upper portion of the tumor and part of its posterior surface were
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densely adherent to the intestines. The largo tumor extended well up under the 
costal margin. The enucleation was begun in the pelvis, by tying off the ]>ediele 
of the large tumor and of a smaller one on the left side. The tumor was next 
lifted out of the abdomen, the intestines were covered with warm gauze, and the 
separation of the tumor and intestines was effected. The intestinal adhesions 
were very dense, and contained numerous quite large blood-vessels. The tumor 
had evidently received a considerable part of its blood-supply from the adherent 
intestines. The raw areas were brought together with catgut and the abdomen 
was closed. The highest post­
operative temperature was 
101.4° F. The patient made 
a satisfactory recovery.

Gyn. No. 9027.
A m u 11 i n o d u 1 a r 

in y o ni a tous u t e r u s 
r e c e i v i n g p a r t o f 
its bl o oil - s u p p 1 y 
from the in t est i lies.

K. S., colored, aged thirty- 
nine. Admitted August 30; 
discharged October 5, 1901.
The patient has been married 
twenty-two years and has 
had one child. For ten years 
she has thought that she had 
an abdominal tumor, but this 
was only definitely determined 
t hree weeks ago. 1 hiring t he 
last year it has grown con­
siderably and she has lost a 
good deal in weight. At 
present she is rather pale, but 
fairly well nourished.

Operation. Hysterornyo- 
meetomy. When the abdomen was opened, a multinodular myoma was im­
mediately seen. A large portion of its surface was covered with adherent 
omentum and many of the omental vessels entered directly into the tumor, 
instead of spreading out on the surface. The intestines were adherent in several 
places, and these adhesions consisted almost entirely of blood-vessels. After 
the adhesions had been separated, the uterus was removed without difficulty. 
It weighed 29 pounds. The patient was discharged in good condition.

Fit». 30.—A LaRUK SUBFKBITONKAl. pKDUNCOLATKIl MYOMA, Rl> 
CKiviNii Much or it» Noi hisiimknt from thk 1ntk»tinkh.

Gyn. No. 6324. The large |>edunrulated aub|teritoneal nodule 
shows it raw urea over its upper ami anterior surf ace. Here it wits 
completely covered by intestinal loops, which were densely adherent 
to it. The intestines had sent large vessels into the tumor, as is seen 
by the cross-sections of arteries and veins scattered throughout the 
roughened raw area.
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Gyn. No. 6774.
A ni y 0 ni a t o u s 111 0 r u s r e <• <• i v i 11 g a 1 a r g <‘ advontitiou s 

v c s s c 1 f r o ni t li v s i g 111 o i il H e x u r c*.
II. II., white, aged forty-two, single. Admitted March IS: discharged 

April 22, 1899. ( )ne sister had had uterine myomata, another sister an ovarian
cyst. The patient had a soft systolic murmur in the pulmonic area and at the 
apex, which was probably hemic.

Operation, March 20. 1899. A large tumor was found wedged in the pelvis. 
The mass was gradually lifted and enucleation begun on the left side. There 
was a hematoma containing 120 c.c. of thick, tarry fluid on that side. On 
reaching the pelvic floor on the left side dense adhesions were discovered between 
the tumor and the sigmoid. These were freed with scissors. On cutting them 
across and rolling the tumor out it was found that a large vessel passed directly 
from the sigmoid into the tumor. The o|>eration was completed in the usual 
way. The highest postoperative temperature was 100.5° F.

Gyn. No. 7226.
A ni y o m a t o u s u t e r u s r e e e i v i n g well- <1 e vel o p e d 

blood-vessels from the sigmoid flexure.
M. .1.. colored, aged thirty, single. Admitted September 22: discharged 

November 4, 1899.
( tperation. Hystemsalpingo-oophoreetomy. The opérât ion was complicated 

by dense adhesions requiring a great deal of dissection. There was a cystic 
myoma, the size of an orange, dark blackish green in color. This lay just in the 
median line, above the brim, and was attached to the tumor proper by a |x*dicle 
2 rm. long. It had become twisted on itself once and was evidently under­
going necrosis. Firmly adherent to this mass at its upper margin were two 
separate coils of intestine. The ileum everywhere else above the brim was jx*r- 
feetly free. The bladder was drawn high up over the nodule. The uterus was 
removed from left to right. The adhesions from the sigmoid flexure to the 
tumor contained large well-developed vessels. These were tied both ways and 
separated. The tissues were exceedingly vascular. Great difficulty was ex­
perienced in liberating the bladder, and the utmost care was exercised to avoid 
injuring the ureters. In this case a second operation was necessary on account 
of kinking of the ileum causing partial obstruction. The patient was in a very 
weak condition. The tumor weighed 14 pounds. She gradually recovered.

Path. No. .4480. The s|>eeinien consists of the enlarged uterus, with 
its apjiendages. The uterus is nodular, approximately 14 cm. in diameter. 
Attached to its surface are numerous vascular adhesions. Springing from it are 
several pedunculated and sessile nodules. The largest pedunculated tumor, 
both in shape and size, bears a strong resemblance to a spleen (Fig. 31). It 
measures 12 x 9 x 7 cm., and is attached to the surface of the uterus by a delicate
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jM'diclc, 1.5 x 0.7 cm. On section, the spleen-shaped nodule presents a dark, 
reddish-brown, glistening appearance and is traversed by fibrous bands of a 
pinkish color. The uterus contains interstitial nodules varying from a pea in 
size to 5 cm. in diameter. The largest of these is undergoing necrosis. The 
uterine cavity is 8.5 cm. in length. The mucosa is smooth and glistening, but 
not more than 1 nun. in thickness. The right tube is normal. The left tube 
and both ovaries are covered with adhesions.

Microscopically, the nodule described as resembling a spleen presents large 
areas of coagulation necrosis accompanied by hemorrhage. In the degenerated 
areas the blood-vessels are much dilated. It is only in the outlying portions of 
the growth—in other words, in the canular portion—that the typical myoma­
tous tissue is preserved. It was this myoma that had 
twisted and was undergoing degeneration.

Gyn. No. 9078. Path. No. 5234.
M u 11 i n o d u 1 a r m y o m a tous uterus 

w i t h a s u b p e r i t 0 n e a 1 p e d u n c u 1 a t e d 
n 0 d u 1 e, part i a 11 y parasitic, u n d e r- 
going suppuration and communi­
cating with the cecum (Fig. 32).

K. ('., white, aged thirty-six. Admitted Sep­
tember 21; discharged October 30, 1901. (For the 
patient's former admissions to the hospital see Nos.
7315 and 8992.) Complaint: abdominal tumor and 
uterine hemorrhage. The patient began to menstru­
ate at fifteen, was always regular, with a profuse How 
lasting at least seven days. She had a miscarriage 
nine weeks before admission, and since that time she 
has had constant bleeding. She has been married 
sixteen years and has had two children, fifteen and 
ten years respectively. Two years ago she was 
admitted to the hospital and an ether examination was made. At that time 
three myomata were detected. For some time before this the patient had sharp 
pains in both groins. Following the ether examination the patient felt very well 
until she became pregnant in April. Since then she has had bearing-down pains, 
aching and throbbing. These pains became much more severe at the time of her 
miscarriage and have continued since. She has lost 30 pounds in weight during 
the last six months.

<hi examination she is not very pale, despite the history of hemorrhages. 
The hemoglobin is 56 percent.

< fperation. Hysteromyomectomy, right oophorectomy, appendectomy, suture 
of cecum. The patient during the operation was in such a precarious condition 
that ether had to be discontinued. The fundus was found pushed somewhat to

Km. 31.-A Sflkks-shapkd My-

Gyn. No. 7226. Hath. No. 3486. 
This myoma hail undergone tor­
sion. It showed area# of necrosis 
ami had heroine adherent to the 
intestinal loops.
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the right by an int rnligamentnry myoma. To the right was a second inyoina 
rising from the cornu, covered by omentum and very adherent. From this 
a thick fibrous band passed to tin- small bowel. The myoma attached to the 
right cornu hud a rather pale gray color and looked necrotic. Its pedicle was 
very long and was easily twisted off from the uterus without any bleeding, the 
tumor apparently having drawn its blood-supply from the omentum. It rested 
on the head of tin- (•«•cum but was not very adherent to it, ami «luring tin* at­
tempt to separate the utlhcsions an ojicning, •*> mm. in diameter, was detected

FlU. .'12. A Sl PHI RATWII ft'lriRITUKKU MvoMA I’iiMMI MrATIAili WITH TNK I.VMKK Of Till. CkcI'M.
(iyn. No. HOT*. I'mli No. A234. Thr iitvru- le «une»luit in I urge-1 n»ing in the |ire»cnce of a myoiim, 

aa Ini'li project» inlu the left I in nu I ligunient. Attueheil lu the fumlu* near the right titlie i* a peilunculatcil inynma, 
which inca-uml 7 x .1 cm. Cla-tcml tu it* Mirface ami furninhing cotmiileralile iiiniri-hiiiciil i- the ilcnedy ail- 
hcn'iil omentum The center nf the mynina cntitaitieil an almcew cavity which upcneil ilircctly inlu the reruni. 
The niyiniia ha- lieen ili««ecle,l free from the cecum, mi that the n|iening in clearly seen at a.

reaching from tin- cecum to a cavity in the tumor (Fig. .'12). Tin- remaining 
adhesions weiv fnvd and the myoma was mnoved. The right tube and ovary 
ami were brought into view. Th«i appemlix was buried in mon1 or
h-ss necrotic tissue along the head of the cecum. It was gradually «lisseeted out 
an«l its stump cut off Hush with the wall of the cecum ami then this and the 
fistulous tract wen* turned in with numcnnis buried silk sutures. Knucleation 
of the uterus from left to right was rather easily earned out. A gauze drain was 
left in ami carried down to tin* head of tin* cecum. Tin* patient gradually 
recovered ami left tin* hospital in good comlition.

8357
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Path. No. 5 2 3 4. The s|>eeinien consists of u subperitoneal myonm, 
which was partially parasitic and opened into the cecum. The tumor is ovoid 
in shajH*. 7 cm. long, 5 cm. in its broadest diameter. Its surface is rough, and 
shows innumerable small tags of adhesions. At one point the old pedicle can 
he made out. Attached to the tumor is a considerable amount of omentum, and 
to the feel the tumor is yielding. On section a firm fibrous capsule, .'t mm. thick, 
is evident. Inside this the tissue is less firm, yellowish in color, and apparently 
undergoing degeneration.

Another portion of the s|M*eimen consists of the uterus and adherent tumor, 
hoth tubes, and the right ovary. The mass measures 11 xS cm. The intraliga­
mentary myoma on the left 
side measures 7x7x5 cm.
The left tube is uniform in 
diameter, Id cm. long, and at 
its distal jjortion has been con­
verted into a small cyst. On the 
right side the tube and ovary 
are closely bound together.

Histologic Examination.—
The necrotic myoma which 
communicated with the bowel 
has broken down and is in­
filtrated with polymorpho­
nuclear leukocytes and small 
round cells. It shows evi­
dence of chronic inflamma­
tion. The "x is the
seat of a chronic appendicitis.

Flo. :i:i. A Myoma Reck-ivino it* Not risiimknt from the 
Mesentery ok the Smai.i. Bowel and Containing an Abscess 
Cavity which Commcnicated with the I.i men ok the In-

l)r. J. Maxim Hundley's cane. A* noted from the hi*tory, the 
myoma at one time wax uterine. The uterus wax nearly normal in 
*i*e ami projecting from itx surface was a small myomatous tuxlule. 
The purusitic myoma measured 12 ein. in diameter and wax at­
tached to the uterus by a few adhesions. It received nearly all of 
its Mood-supply from the mesentery of the small bowel. Its central 
IMirlion hail lieen converted into an abscess cavity 10 cm. in diameter, 
which communicated with the lumen of the bowel by an opening 
2 cm. in diameter. The fecal matter passed freely into and from the 
myoma, as indicated by the arrows.

and opening directly into the

Dr. .1. Mason Hund­
ley’s case of a pa ra- 
sitic myoma under­
going s u p p u r a t i o n 
small bowel (Fig. 33).

M. E.C., white, aged thirty-nine, single. She was never robust, but had no 
*•< rions illness until July, MMH). In this year she began to have irregular uterine 
hemorrhages, which were very profuse. She had a sinking spell and from that 
time gradually grew weak and lost flesh. In March, 11KK1, she had a fall, and the 
injuries sustained necessitated her remaining in bed for several weeks. While
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cease to give trouble. Dr. Humllcy saw the patient on December f>, ItHH, and 
advised o|M-ration.

()|M*ration, Deeember 12. 11MI4. The tumor seemed to be adherent every­
where. but in reality it was attached to the uterus merely by a few slender 
adhesions. It had apparently originated in the jxisterior wall of the uterus. 
Its blood-supply was now derived from a portion of the ileum (Fig. 44), which 
supplied vessels as large as the radial artery. The lumen of the adherent jwrtion 
of the bowel communicated with the cavity in this tumor, and the cavity in tin- 
myoma contained grape-seeds and fecal matter. About five inches of the bowel 
were resected. The patient died three days later, but at autopsy there was no 
evidence of infection.

The parasitic cyst is 12 cm. in diameter and the cavity in its longest diameter 
is 1(1 cm. The cavity communicated with the lumen of the gut by an opening 
2 cm. in diameter. Its walls are soft and ulcerated. The growth received 
a rich blood-supply from the intestine. Sections from numerous areas of 
the abscess wall show that it is conijHised of very dense myomatous tissue. 
It is vascular and highly inflamed. There is no evidence of sarcomatous trans­
formation. The intestinal walls near the attachment of the growth show an 
extensive inflammatory process and marked vascularity.

In this case it is difficult to say with absolute certainty how long the myoma 
had communicated with the bowel, but the passage of a number of large bloody 
stools in It MW, accompanied by the elevation of teni|>erature and pulse, strongly 
indicates that there was an opening between the two at this |>eriod.

ADVENTITIOUS VESSELS FROM THE BLADDER SUPPLYING NOURISHMENT TO 
UTERINE MYOMATA.

( >ne of the first questions the surgeon asks himself before making an abdominal 
incision when a myomatous uterus exists is, “Is the bladder high up?” This 
dislocation of the bladder is fully dealt with in another chapter, and here we are 
chiefly interested in the blood-supply that the bladder or its arteries may furnish 
to a neighlxiring myoma. In our series only seven myomata derived any 
appreciable amount of nourishment from the bladder.

In Case 12194 a large multinodular uterus was present. The ovarian and 
uterine blood-vessels were greatly distended. Rising from the anterior portion 
of the uterus was a myoma with little or no uterine attachment. It apparently 
derived its blood-supply from the tissues surrounding the bladder.

In Case 77.49 a tumor filled almost the entire abdominal cavity. Much 
nourishment was furnished by the omentum, but a portion was contributed by 
very vascular adhesions from the bladder and from the anterior and left lateral 
a!>dominal wall.

The bladder in Case 4X42 was so intimately attached to the tumor that a 
pure 1 x (i cm. was excised with the growth. In this case omental and in­
testinal adhesions also existed.
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Probably tlu* most extensive vesical 1>1«Mid-supply to a myoma that one is 
likely to encounter was noted in Case P. (Fig. 25, |>. 36). Here the bladder was 
drawn high up into the abdomen, and from its posterior surface many large and 
tortuous vessels passed to the tumor.

In Case 5784 (Fig. 22, p. 28) the bladder supplied its quota of blood to the 
myomatous uterus. Here there were large tortuous vessels emerging from the 
pelvis and entering the tumor.

In Case <>915 the bladder also apparently supplied many vessels to the en­
larged uterus. In one of our recent Hagerstown cases (Fig. 34) numerous vessels 
passed from the bladder to two subperitoneal myomata.

Gyn. No. 12194. Path. No. 8776.
A multinodular myomatous uterus with one of its 

nodules deriving its chief blood-supply from the 
tissues s u r r o u 11 d i n g the b 1 a d d e r.

S. C., colored, aged thirty-nine, married. Admitted June 10; discharged 
July 28, 1005.

< >1 K-ration, June21,1005. Hysterectomy, doublesalpingo-oophorectomy, and 
appendectomy. The large myomatous uterus was easily delivered. One nodule 
rose from the posterior part of the fundus and was about the size of an adult's 
head; another had originated from the anterior part of the uterus low down 
near the cervix. This had drawn the- bladder reflection of the peritoneum high 
up over the tumor mass. All the jn-lvic vessels were greatly distended. The 
uterus was removed in the usual way. The tumor arising from the anterior 
part of the uterus was nearly, if not entirely, parasitic. Its connection with the 
uterus itself was very slight. It had derived its blood-supply apparently from 
the tissue surrounding the bladder.

The highest jxjstojx-rative temperature was 100° F.

Gyn. No. 7739.
A m u 11 i n o d u 1 a r m y o ni a t o u s u t e r u s w i t h dense 

o mental adhesions, also very vascular adhesions 
f r o m the bladder and from the anterior and left lat­
eral a b d o ni i n a 1 w alls.

M. It., colored, aged twenty-nine, married. Operation. Hvsterosalpingo- 
'phorectoiny and removal of tumor of the right ovary. The abdomen was 
ally filled with a large solid tumor. The omentum was everywhere adherent. 

■ une of the vessels were the size of a little finger and looked just like large worms. 
'1 tumor was adherent to the bladder, the anterior and left lateral abdominal
lb. These adhesions were exceedingly vascular. The patient was well when 

'charged.



MYOMATA OF Till: l TDK IS.:>u

Gyn. No. 3842.
Den s c a <1 h e s i o ns hot w ecn the h 1 a d «1 e r and a in y o - 

in 111 o u s u terns.
1C. \\., colored, aged fifty-two, married. Admitted October 2: discharged 

November b, 1NÎI5. Ojierat ion October H). 1N05. Hysteromyomectoiny. The 
large myomatous uterus had drawn the bladder almost to the umbilicus. The 
adhesions between the tumor and the bladder were .so dense that a piece of 
bladder 1 x 6 cm. was excised, and the wound closed with four mattress sutures. 
There were also adhesions to the omentum, intestines, and rectum. The patient 
was well when discharged.

/ a ,'3,

i.ATKii Myomata Rkckivinh a I.ahiik I'aht ok Thk.ih Nourish mint kriim thk Hi.addkr.

<1.. soph in consultation with Dry. I’nuliin uiul Victor Miller lit tho Hagerstown Hospital. Juno 14, 1007. 
Vassing from the bladder to the two myomata, and hilling the fumlus, were linm<l ailhesimis iai carrying large 
I il. h s I - vessels. Adhesions and him si-vessels lb) also passed from one tumor to the other. The tiunoni were 
attached to the uterus by relatively small pedicles

C. G. (Hagerstown, Md.i.
Pedunculated myomata receiving a large part of 

t h e i r b I o o d - s u p p 1 y f r o m t h e b 1 a d d e r (Fig. 84).
('. (i.. colored, aged twenty-eight, seen with Dix Preston and Victor Miller, 

of Hagerstown, June 14, P.HI7. This patient had a large myomatous uterus. 
On ojiening the abdomen we immediately encountered large vessels running 
from the bladder into a subpcritoneal myoma. In the adhesions there were at 
least three or four arteries. The myoma itself was the size of a child’s head. 
Immédiat civ behind the uterus was a nodule similar in size. From this to the
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ut hcr nodule passed an artery at least 5 mm. in diameter, also several smaller 
ones. We liberated the bladder adhesions and did a complete hysterectomy. 
The patient stood the operation well and made a good recovery

Vessels from the Abdominal Wall Furnishing Abundant Nourishment to a 
Partially Parasitic Myoma.

Myomata not infrequently become adherent to the lateral or anterior abdomi­
nal wall; it is, however, unusual to have blood-vessels of any appreciable size 
passing between the abdominal parietes and the myoma. The following case 
proves however, that such a condition occasionally occurs.

Gyn. No. 15283.
('. IV. colored, aged thirty. Admitted November Id. 1908. Four weeks 

before entering the hospital she first noticed a tumor in the lower al>domen. 
< hi admission her abdomen was found distended by an irregularly nodular 
mass which reached 4 cm. above the umbilicus. The nodules seemed more or 
less fixed, but there was no unusual abdominal tenderness on palpation.

< hi opening the abdomen, one of us (Kelly) found several very large pedui 11- 
lated myomata. One of them had large lymphatics coursing over its surface 
and received much blood from the omentum. In ion, vessels passed from 
the appendix to the large myoma and dense adhesions to the right anterior and 
lateral abdominal walls furnished many vessels to the tumor (Fig. 35). These 
vessels were very abundant and paralleled each other from the abdominal wall 
to the tumor.

Myomata Extruded from the Uterus and Lying Free in the Broad Ligament.
In the foregoing pages we have described subperitoneal myomata that have 

become partially or completely separated from the uterus. Oc< "v a 
myoma that has been extruded into the broad ligament loses its connection with 
the uterus and receives a meager blood-.1 from the tissue in which it lies. 
The following case is a good example of such a condition.

Gyn. No. 9674.
M. Me.M., white, aged thirty-seven. Admitted May 27; discharged June 

2(1. 1902. Menstruation began at thirteen, was regular and moderate in amount, 
decently the periods have become irregular, the patient sometimes going four 
'•1 live months without any menstrual flow. She has been married eight years, 
'"it has never been pregnant.

Operation. Removal of a parasitic myoma, release of adhesions, 
"inectomy, susjxmsion of the uterus. When the abdomen was opened the 
nis was found in retro posit ion. There were a few adhesions about the left 
"•mlages. Beneath the round ligament and in the broad ligament was a hard 

i the size of a small egg. It was slightly movable. The peritoneum was

99

188

1
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t#miperasii;

Round l-g'l

incised, the tumor shelled out, and the hole left behind closed with catgut. 
Two small mvomata of the fumlus were shelled out and the incision was closed.

l'in. il.». \ Mi i.tinoiii'i.aii Mvimatih'h l tiiiis with \ i~«i
AXII AFHKNDIX TO A I.ARliK I’l.lil 

Clyn. Nu. 1.5283. Path. No. 1.1199. The multiiiodulur myi 
I he |n*lvis. Tin* large globular pedunculated myoma wu* free fri 
rielal alidomiiiHl wall liy broad adhesion*. Travelling then* x

Pahhimi from tiii; Hioht Aiiimimivai. Wall

ilou* uleniH, with il* attached pu*-tul)es, lilleil 
mnenlal adhesions, Imi was allaeheil In the |in- 
i* many hlm*I-vessels which passed l.om the

luiniir to the abdominal wall. The 'mailer adhesions also coiitaine<l vessel*. Init of leu* caliber.
The a|i|H*n<lix wa* adherent, ami numerou* *u|>erlifial a|i|iemliceal vessel* passed over to the myoma. Cover­

ing the surface of the ap|iendix were cluster* of small, smooth-wulled cysts, apparently dilateil lymphatics. They 
were particularly aliumluni near the cecal junction.

The» myoma in the broad ligament had no apparent connection with the ligament 
itself or with the uterus. The patient recovered without incident.



CHAPTER III.

CERVICAL MYOMATA.

In it few of our cases the myomata developed low down in the body of the 
uterus or in the cervix. Such growths may spread out in front of or behind 
the cervix* but are more prone to separate the folds of the broad ligament, thus 
becoming in part intraligamentary.t

Fro. Hit.- Myoma ok the Hroad Ligament anii Cervix. ( ♦ nat. siw. '
Oui. No. 5752. Path. No. 2055. The irregular myoma, 10 x 13 Cm., fill* the left hroa«l ligament ami 

h part cervical. In such a ca*e control of the left uterine vessels i* ilifficult. The cervical canal is considerably 
'li-torted. The appendage* arc normal.

Cervical myomata are of interest chiefly from a clinical standpoint. They 
may so block the jielvis that, where pregnancy exists, a normal labor is out of the 
question and ojx'rative measures must be undertaken. Thus, in ease (the

* Marked cervical development of myomata was noted in Cases 2434, 3971,4022, 5752,7059, 
"-in. SKfMi. 9780. 9798. 10050. 10242, and 11243.

t Intratigamentary development was particularly prominent in Cases 3971, 4172,"4370, 
5752, (1915, 7181, anti 9823.
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pelvis was partly blocked by a myoma that had developed in the anterior wall of 
the cervix (Fig. 32K, p. 532). After abdominal removal of the myoma the 
patient, who was four months pregnant, proceeded to term and had a normal

Again, when hysterectomy is necessary, the uterus is often found firmly 
wedged in the pelvis and its removal is fraught with much difficulty. During 
the shelling out of these tumors exceptional care has to be exercised not to injure 
or tie one or both ureters, as they are so intimately connected with the tumor. 
At times it is practically impossible to dislodge cervical myomata without first

■f». .

Jrj '

I'm. 07. — A Myoma or tiik IIkoaii I.iiiamknt anii Ckiivix. i 1 nat. siw.)
Path. Nu. lülL’O. 'I'lii* utvrus i* -omewlmi l'iilurgiil, owing to the presence "f xmall myoimila. F.xleml- 

ing far out into the left liroml ligament is a glolmlar myoma. Its lower half in cervical ami extemla quite a ilia- 
tance lielow the |miiit at which the cervix wax atnputateil. In Mich a case it wouhl lie heat to control the right 
ovarian vessels, the right rouinl ligament, ami the right uterine vessels, cut through the cervix, ami then catch 
the left uterine vessels.

bisecting them. The accompanying illustrations will give a clear conception 
of the various forms of cervical myomata encountered.

In Fig. 30 is represented a myoma which fills the left broad ligament and 
whose lower |x>rtion is cervical. The uterus has been distorted and pushed 
toward the right.

Fig. 37 also represents a myoma filling the left broad ligament. The lower 
part is cervical, and extends far below the level at which the cervix has been 
amputated. Naturally, much difficulty may be encountered in controlling the 
left uterine vessels in such a case.

The cervical myoma in Fig. 38 occupies the anterior wall and spreads out
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slightly into both broad ligaments. The cervical mucosa over the anterior 
wall hail become somewhat atrophied as a result of the tension and it will bc 
rcadily seen that the cervical stump was much bigger than usual.

In Fig. 39 we have not only a myomatous condition of the fundus, but also 
a general myomatous condition of the cervix. The various nodules completely 
surround the small cervix.

Fig. 10 gives an example of the marked cervical development that may occa­
sionally be attained. This patent (Oyn. No. 9798) fora year had had pain in the

k * «

Fm. 38. A O.HVlc-AL Myoma. (J nat. wise, i
1'Mi. No. 3971. I’ulh. No. 977. The upper part of the body of the uterus and the appendngew are normal. 

1 ''■••up.ving the anterior portion of the eervix and bulging into the cervical canal iw a myoma, 11 cm. in diameter. 
Hu1 cut wtirfaee of the eervix was naturally larger than uwual, being 4.5 cm. in diameter.

lowt r abdomen and backache and her periods had been more profuse and of 
r duration than before. There was frequency of urination, with almost loss 

ot control. The vaginal vault was occupied by a myomatous cervix and the 
cervical canal was represented by a small slit. Anteriorly and to the right 
the mass could be moved about, but not pushed up out of the |>elvis. Vpxvard, 
the tumor extended almost to the umbilicus. A glance at the picture shows 
'hat the fundus is enlarged, but the chief increase in size is due to an essentially 

rvical myoma, which has originated in the posterior wall and literally un-

1
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foil led t In- external os. It was necessary not only to remove tin* uterus completely, 
1ml also to excise with it a portion of the vaginal mucosa.

Fig. II represents a myoma that was firmly fixed in the pelvis and required 
not only much patience, hut also rapid work in its removal. The tumor 
had grown from the anterior surface of the uterus and cervix and filled Douglas' 
sac almost completely. In this case the bladder occupied the lower angle of

I n., "tv. ("krvh ai. lH.x or Myomata. t nal.siic.i
Hui. Nu. 1I7HII. I’utli. No. 590(1. The body of the uterus conliiineil severnl «mall myomata and was partially 

rnvercd with mllirsioti*. The right lulie anil ovary are ailherent. Occupying the lower part of the body, ami 
extending out into the left broad ligament ami surrounding the cervix, are myoinatu. Tho*e on the left side ex­
tend below the point at which the cervix was amputated. The uterus was removed from right to left, The left 
ureter was exposed for a distance of 5 cm.

the incision and extended 10 cm. above the symphysis. The bladder was 
liberated and pushed down. The left ovarian vessels were ligated, the left round 
ligament was controlled and cut ; the corresponding structures of the right 
side were then dealt with in a similar manner. The right uterine artery was now 
found and ligated on the surface of the tumor. The operator, not being able to 
«-nucleate further, cut through layer after layer of the uterine tissue until the 
tumor proper was reached, after which completion of the enucleation was easy.
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Fin. 4(1. A Ykhv I.abiik Vkrvii'ai. Myoma. iJ net. -i*e.i 
(■>ii. No. 1I71IS. Path. No. «013. The body of the uterus i* considerably enlarged. The cervix i.« occupied 

by ii very large and approximately globular nuuw, which occupies the anterior wall and bulges into the cervical 
< anal, literally unfolding it. An irregular cuff of vaginal mucosa wan removed with the uterus. The uterine 
mi.«els were tied high up. The vaginal veins were carefully damped as encountered and hence little bleeding 
•ccitrred during the operation.
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I In- vagina was widely opened. On the eighth day the patient hail signs of 
«inline dilatation with almost complete anuria. Nevertheless, she made a 
good recovery.

vr/W

I n.. II Mxtkvhivk Ckhvicai. II>:vki.opmknt or a Myoma. (? nut. »i*e.i 
’ " So. 724U I'ath. No. .1.102. The normal fundus anil the practically normal apiiendage» are iierched on the 

u|.|mt surface of u large myoma, which occupies Douglas' |murh un. I extend» out into the I iron. I ligament». The 
Irli uterine vessels are elearly «een on the side of the tumor. Attached to the surface of the tubes are a few small 
»ul>|ierituiieal cysts. On the left side is a very small parovarian eyst. The operation wa» a very difficult one.

(I'or the description of Insertion of the uterus as practised in some of these 
eases see page (iON.)
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SUBMUCOUS MYOMATA.

Nearly all myomata are primarily interstitial and are gradually forced 
toward the outer or inner surface of the uterus. In some instances the uterus 
contains only one myoma, in others the myomata are as abundant as potatoes 
in a potato-hill. As a rule, only one myomatous nodule becomes submucous, 
but sometimes the entire cavity may be greatly enlarged and literally paved 
with them.

In Fig. 12 is shown an interstitial myoma which has grown into the uterine 
cavity and tills it from fun­
dus to cervix. The uterus 
contained this single myoma.

Fig. Id shows an enlarged 
uterus, which contains num­
erous interstitial myomata, 
while its cavity is literally 
paved with small myomatous 
nodules. In addition, a 
mass of myomatous tissue 
consisting of several smaller 
myomata is pedunculated 
and partly tills the cavity of 
the uterus.

The submucous develop­
ment of the myoma is strik­
ingly shown in Fig. 4-1. One 
subjieritoneal and several 
smaller interstitial nodules are seen, but the great increase in the size of the 
uterus is caused by several large submucous myomata. One can readily see 
how such an enlarged uterus might in time expel nearly all its myomata, and 
• veiituallv show little evidence of its previous size.

Size. The submucous myomata may not reach over 1 cm. in diameter. 
On the other hand, they may assume very large profitions. In Case 4609, 
for example, the submucous tumor was so large that the uterine cavity was 
-1 cm. in length.

1* e d u n e u 1 a t e d M y o in a t a.—Since the submucous myomata act 
- foreign bodies and the uterus manifests a decided tendency to ex|>e! them,

59

Km. 42.—A Si mm vein* Myoma Fii.i.imi tio Vtkhixk Cavity.

j

(J nul. Mise.)
Gyn. Nu. I184:i. Path. No. :il)H0. The uterus was I he Mise of 

that uf a four iiimilhs' pregnancy. a re|irenenlM the rerviral portion. 
The uterine walla are of the normal thirkne**. Projecting into the 
cavity ami tilling it in a aulimucou* myoma (In. A myoma insurli 
a iMwition invarialilv eause* severe uterine hemorrhage.

-
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l'n.. VI M.uikkh Hviimitov* IH.x ki.ovmkxt ok Vtkkixk Myomata. ' < mu. «ixe. i 
i lx n Xu-, s'l.’iii ninl 1Il*ii:i. I'utli. X". Kt7K. One lulie nml ovary anil » inycmi» hail I wen remuveil ;«r ali- 

tl inini five yearn Iwforc. The uterus tilled the jielvis nii'l extended il cm. above the symphysis. Scattered through 
• ■iii the wall* are numerous iniersiiliiil inyiniialii. Lining ihe ulerine eavily are many small miunl mynmaluus 
mwlules; in fart, Ihe eavily i* literally juiveil with them, a i« Ihe upper |iarl of the eavily Projecting into aiel 
partially tilling the eavily is a conglomerate mass of «mall myomata.

I milt up ainl a sucecss-\\ hen Ihe patient entereil the hospital, her hemiiglohin \xn« onlx 1.1 per ecnt. She 
fill hvsiereetomx performed when the hemoglohin ha-1 reached III per vent.

^ ml

Fn.. H. I.XTt xsivi; Si hmitoi s Ibvii.oexiivr or 1‘tmusk Myomata, (? net. sixe. i 
i lx it. Xo, N4H.V I'ath. No. ITIti A vaginal myomeeioniy had lieen «lone three years previous to the hyster- 

eelom.x Projecting from the filin I us is a pedunculated subperitoneal myoma ami scattered throughout the walls 
are a few interstitial nodulea.

••really distending ami vompletelx tilling the uterine cavity are three submucous myomata. The largest one
is inurkcdlx lolniluteil ami sharply oullineil from the uterine walls The two others are sessile ami or...... . them
spreads mil into the left broad ligament.

It is interesting to note that for the previous four months the flow bail been excessive and painful and that 
bet xx ecu perils I « the patient hail had severe lalmr-like pains lasting from three to four hours. Marked exertion 
would bring on the pains. The largest myoma would have undoubtedly soon been cx|wlled. provide I the patient 
hail not meanwhile succumlwil as a result of the severe hemorrhage*.
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the niyonm will Ik- forced more and more into the cavity and gradually liecome 
|M-diineulat<-<l. As a result of the continued uterine contractions it may he 
forced completely out of the uterus, as seen in Fig. 49. Here the lohulatcd ami

Flo. 45. A 1.**<!►: Pkdvw< i'UTKP Svimvrovii Myoma. i« liai. «i*e.

Gyn. No. «433. Path. No. J«53. The n «lular myomatnu* uteru* mcmoirol 10 x II x 13 cm. Projecting 
ilinmgh the cervix ami attached by a broad Waned |tedicle i* a loliulaieil Hiilnniicou* myoma. H x 10 x II cm The 
exact relation* ore imlicoteil in the «mall «letch on the left. The myoma allowed a good ileal of di»integration 

The |iatient wo* poorly nourished an l very anemic; her face ha I a ilrawn exprewion. She made a good

roughened myoma projects from the cervical canal and tin- cervical li|>s form 
a collar around its pedicle. The |iedicle of such a myoma may he several centi­
meters in diameter, hut is often attenuated, as seen in Fig. 50.
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From Fig. 4"> we get ;i good idea of a large myoma which projects from the 
‘•«‘I'vix and fills the vagina, and which is still very firmly fixed as a result of its 
hroad Imsal attachment. Its pedicle would in time, however, become so attenu­
ated that the submucous growth could be removed with the utmost ease.

In Case !MW the submucous myoma measured 7 x S cm., and the |iediele 
was so delicate that the tumor easily rotated on its axis. In Case 4dK2 the pedicle 
was even mole attenuated, the myoma becoming completely detached during 
the preparatory vaginal washing.

i, .

, #

•i.Aim Si
11 1 It ■ Oi l.,I,i-r I(N 12. Valh. No. Projecting through the cervix wid completely filling the

viiKinii w.i- » l.irgc loi hi I h i i^l Mil.....iron, myoma. Il l.l.-d mi freely, an. I the imlienl wan so Iilanchcl. that o|ieralion
*'"•* lir'1 imiMiwilile. The dilated but otherwise normal cervix is clearly wen. The lasly of the uterus
contains numerous -null myomata. The iiteru» was removed per nhdomrn and the imlienl min le a good recovery.

In !• ig. 4(> we have an example of a submucous, |)edunculated myoma, 
practically as large as the myomatous uterus with its ap|>endages combined. 
Ibis myoma completely filled the vagina ; it bled profusely and was removed 
with great difficulty.

W lien the uterus contains but one myoma and this becomes submucous and 
|N>dunculatcd, as in 1*ig. 4N, with the removal of this growth all trace of jH'lvic 
disturbances usually disnp|>enrs.
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Sloughing Submucous Myomata.

(For the histologic appearances of the mucosa covering submucous myomata 
see page 312.)

Many of the submucous nodules undergo partial and occasionally complete

Y v

Im. 17. A Portion of a Lariif Intkrhtitiai. Mmm that has Bkcomf: Svhmiiuur ani> Shown Kaki.y Sk.nb 
of Hrkakino Down. (} nut. nice.)

< iyn. No. 07119. Path. No. 5082. The ut era* i* | »«*nr—Iiu| I ami menu um 15 x 18 x 20 rm. The general 
outline# are alterol, n* the left tuhe anil ovary are on n higher l« vel than the right appemlagee. The uterine 
cavity haa been eplit from cervix to furolu*. Filling the cavity in the auhmuoou* portion of the tumor, which in 
lolmlntiil ami mot tin I in ap|ieuriince. At h it «how» commencing ■legcucrution.

disintegration. This breaking down may occur while the tumor is still lying 
in the uterine cavity, or not manifest itself until the myoma has been forced 
into the vagina or has even emerged from the vagina.
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large myoma of the fundus filling the uterine cavity, projecting through the 
cervix, and showing early signs of disintegration.

When the myoma is extruded into the vagina, it often forms a globular

Vcin^

JB

Hi.. 51. A Sun i.him; Si’HMrcoiK Mvomx. t j nul. *i*e. i 
1 No. 1’nih. No. .I7IMI The section represents half of the uterus. Attached to the surface arc a
adhesions mid in the neigtiborliiMsI are two small myomata. Occupying the fundus and completely tilling 

■I..- uterine cavity is a myoma, the lower portion of which has widely dilated the cervix and extended into 
hr vagina. The vaginal portion of the myoma had broken down to a considerable extent, and the central part 
I ihe tumor is necrotic. In time the greater part of the myoma would be extruded into the vagina if the patient 
lid not meanwhile succumb to sepsis.

iiuiss with a roughened surface and partially covered with a pyogenic membrane, 
a* in Figs. 49 and 50.

In fast- 1551 a submucous myoma had been removed four years before.
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Oil admission to the hospital the myomatous uterus reached the umbilicus, 
while projecting from the vagina and directly continuous with the uterine tumor
was a gangrenous mass.

X » a

The gangrenous submucous myoma in Case MM (Path. No. 1327) was IS cm. 
long,ami from I to 7cm. in diameter. It was mottled in color, being green or red­

dish yellow, and necrotic.
The large submucous 

myoma in Case (>433 pro­
jected through the cervix 
and filled the vagina. It 
measured 8 x 10 x 11 cm., 
and was attached to the 
uterine wall by a pedicle 
4 cm. in diameter. Th 
myoma was covered with 
blood and fibrin and its 
surface consisted of a 
greenish pyogenic mem­
brane.

The inflammatory pro­
cess gradually extends to 
the underlying myomatous 
tissue and, if the submu­
cous myoma has a broad 
basal attachment, portions 
of the tumor may be 
gradually sloughed off. In 
Fig. 51 we have a good 
illustration of such a con­
dition. Filling the uterine 
cavity and intimately 
blended with the walls is a 
large submucous myoma. 
Its lower portion has un­
dergone a good deal of 
disintegration and the 
center is already necrotic.

When the process advances still further, we find a grayish, offensive, tough, 
stringy tissue projecting from the vagina, as in Case (1143. Probably the most 
pronounced instance of this kind, in our experience, was No. 11889, described in 
detail on page 577. The patient was almost moribund. Her hemoglobin was 
14 per cent.; the temperature was 104.2°. The myomatous uterus reached the 
umbilicus. Projecting from the dilated cervix was a grayish-white sloughing

I'm. 5J. A Viiiy I.ahok Hihmicoik Myoma which haï» bkkm Kx- 
THVHI.li KHOM Till. I'TKKI.'B.

H. Ant. Xn. 21IH7. The patient entered the hospital in a<le*|»enitecon­
dition. Operation was nul of I lie i|uestion, ami she died in a few day*, 
liming ilit* interim tin- wuhniiicuu* myoma, which protruded slightly, 
was forced out of the vagina. The myomatous Uterus still till* the pelvis, 
Imt the tumor projecting from the vulva and attached by a broad |iedicle 
is larger than the uterus. This myoma had molded itself to the jielvis, 
otherwise it could not possibly have escaped through the vagina.
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Pedicle

submucous myoma. The necrotic portion of the submucous myoma was rt*- 
moved, and the patient was in good health three years later.

It is astonishing what large myomata 
may be expelled through the vagina.
In Fig. 52 the transverse diameter of the 
myoma is greater than the distance from 
the symphysis to the sacrum. The myoma 
was soft and flabby and had readily ac­
commodated itself to the pelvis, again 
assuming its former shape as soon as it 
had emerged from the vagina.

In Fig. 53 we see the mottled appear­
ance and the engorgement frequently 
noted in sloughing submucous nodules.
The dark color is due to^extravasation of 
blood, and many of the blood-vessels are 
dilated and filled with thrombi.

The sloughing submucous myoma in 
Case (1185 lay between the <, and at 
first suggested a prolapsed uterus. The 
growth, however, was dark brownish green 
in color and covered with a bloody, foul­
smelling discharge. It measured 15 cm. 
in length and 8 cm. in diameter. The 
linger entered the vagina readily, and 
the pedicle of the tumor was found to 
spring from within the cervix on the left 
side.

The odor from a sloughing submucous 
myoma is often almost unbearable; even 
after the tumor has been in alcohol for 
years, the disagreeable smell clings to the 
hands for hours despite the most careful 
washing and the use of deodorants.

The vaginal discharge is likewise 
offensive. Its color naturally depends 
u|Hin the abundance of polymorphonu­
clear leukocytes, the amount of disintegration, and the hemorrhage, being 
watery, dark brown, or greenish in hue.

8LOI UHIMO Si BMI I 
; n. ii. rise

Oyn. No. 7313. 1‘alh. No. 3673. The my- 
nma wan IS cm. lung and varied from 3 to 5 cm. 
in diameter. Ita lower end appeared gangren­
ous, anil the tumor had a very foul odor. The 
picture represents a longitudinal section of the 
growth. The small iwdirle is seen at the top. 
At a is a small polypoid projection of the myoma. 
The tumor presents a mottled appearance, ami 
many of its blood-vessels are dilated (6). Histo­
logic examination showed that the surface of the 
myoma was entirely necrotic.

The uterus was removed shortly afterwanl 
and sarcoma fourni (p. 193). The patient died of 
pulmonary métastasés.

( For sloughing aubperitoncal and interstitial myomata see page 134.)

3
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Histologic Appearances of Sloughing Submucous Myomata.
As the inyoina is forced more and more into the uterine cavity, its jiediele 

naturally heeotnes more attenuated; and when the tumor is extruded into the 
vagina, it is more liable to become bruised, so that the likelihood of infection be­
comes greater. The breaking down of the tumor usually starts on the surface 
and gradually travels inward. The more prominent parts of tin- tumor

may have a thin covering of mucosa, 
| or this may have already entirely dis-

*-'**'• ' *ç ap|>eared. First the tissue iminedi-
' ^ 1 " > **x v atelv beneath the surface shows

some small-round-celled and |Hily- 
niorphonuclear infiltration (Fig. 54). 
Occasionally there may also be 
edema, as in Case 2593 (Path. No. 
178). This, however, is uncommon, 
as the tumor is subjected to pressure 
from all sides. The number of jxily- 
morphonuclear leukocytes and small 
round cells rapidly increases, and tin- 
surface soon shows signs of disinte­
gration. The tissue in the vicinity 
undergoes " coagulation ne­
crosis, the colorless fibers still being 
visible. ( )eeasionally there is frag­
mentation of nuclei, as noted particu­
larly in Cases 6143 (Path. No. 2413) 
and (lyii. No. 7237 (Path. No. 3491). 
The blood-vessels near the surface 
may be much dilated, as in Case 
2732 (Path. No. 200) and Case 3000 
(Path. No. 4(i(h. In the very foul 
sloughing growths the blood-vessels 
in the necrotic muscle may be tilled 
with organisms (Fig. 55), as in Case 
2732 (Path. No. 200), Case 4063 
(Path. No. 1327), Case 5290 (Path. 
No. 1750),Case 7313 (Path. Nos. 3576 

and 3073), and Case 11889 (Path. No. 8297).
As the inflammation becomes more chronic the surface will be found covered 

with fibrin, polymorphonuclear leukocytes, and blood, while the underlying part 
consists essentially of granulation tissue (Fig. 56). I lie increased vascularity 
diminishes and the vessels may show organizing thrombi, as in Case 0185 (Path. 
No. 2441); or the vessels may be already obliterated, as in Case 7237.

%

I h.. M. Tin. Sihkack or a Suivoiiisu Si mit mi h 
Myoma, ix 170 diem.)

Oyn. N». lih.Vi. Path. Nu. 3177. <i i* the surface 
uf the growth, riiiminting of li**ue which in piirlly necro­
tic. It contai n* » few ilintortnl |Milyiniirphoniicleiir leu­
kocyte* ami mnall muml cell*. In the umlerlyiiig tisane 
a few nuiM'le-filier* are «till visible, ami there i* much 
hemorrhage i/n. In the depth are numerous capillaries 

. The Ii**ue *how* euimnlernlile «mall-rouml-celleil 
ami collie polymorphonuclear inlillrulion.
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Occasionally a myoma that has already shown marked hyaline degeneration, 
is it becomes submucous, will disintegrate very rapidly without showing much

I n;. 85. Tut. Superficial Portions of a Slocuhino 
Hihmucous Myoma. (X 140 diam.)

Oyn. No. 7549. Path. No. 3700. The myoma wa* 
ii|i|iro\iiiiiilely 15 cm. in length, 0 cm. in breadth. The 
lower portion wan sloughing, and projected through

The surface in entirely necrotic, then come* a ne­
crotic zone densely infiltrated with small round cell* and 
polymorphonuclear leukocytes; lieneath thi* the necrotic 
character of the tissue i* clearly seen, a* indicate*! by the 
area <i. At 6 are blmid-ve**els alimwt completely choked 
with organisms.

Flo. 5ti. The Surface of a Slocuhino Sob- 
mu cots Myoma. (X 150 diam.)

Qyn, No. 7383. Path. No. 3635. The sub­
mucous myoma wa* 6 cm. long. 4 .'in. broad. 
In protected place* mucosa was intact, but 
at some point* had entirely di*ap|>enred. At <i 
the surface is covered with fibrin containing blood 
and polymorphonuclear leukocyte* in it* meshes. 
The underlying tissue < b i consists of typical granu­
lation tissue. Scattered throughout thi* are 
numerous capillaries (d). r is the unaltered un­
derlying myomatous tissue.

inflammatory reaction. This was particularly noticeable in Case 7237 (Path.
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A Sausage-shaped Sloughing Submucous Myoma. Three Feet in Length.

The accompanying case is unique, and demonstrates the amount of pressure 
that can be exerted by the uterine muscle. For five years the patient had been 
aware that a uterine tumor existed, but only toward the end of this period was 
there evidence of a submucous growth. With the rapid necrosis of the tumor a 
large portion of it was speedily expelled by the uterus, being molded in its exit by 
the cervix until it formed a sausage-like mass over three feet in length.

F. J. II., aged thirty-eight, colored, admitted to the Cambridge Hospital, 
Md., January 13, FK)7. The patient had always been well and strong, but five 
years before had been told that she had an abdominal tumor. Three days before 
admission to the hospital she was seen by Dr. K. K. Wolff. She had at that time 
a temperature slightly over 101° F. A large nodular mass occupied the lower 
part of the abdomen and there was some abdominal tenderness. The foul 
vaginal discharge still continued. Filling the vagina was a rope-like structure 
over three feet in length. This was attached within the uterine cavity. On its 
lower end was a knolt-like, lohulated mass, 3x5 inches. After the vagina had 
been cleaned up as thoroughly as possible the uterus was removed from above by 
Dr. Curtis Burnam.

After operation there was a good deal of vaginal discharge and some pelvic 
inflammation. The patient improved greatly and was ready to leave the 
hospital, when she suddenly dropped dead without any warning.

Path. No. 11044. The uterus measures approximately 8x9x10 cm. 
It is everywhere covered with dense adhesions. Projecting from the right lateral 
wall, but intimately connected with the fundus and tilling the uterine cavity, is 
a necrotic looking, foul-smelling, grayish-black tumor mass. It appears to be a 
sloughing submucous myoma. On section, it is grayish or reddish-black in 
color and soft in consistency.

At one or two points small interstitial nodules are seen scattered throughout 
the uterine walls. Accompanying this specimen is a twisted rope of tissue, 
about three feet in length, grayish-black in color, and on section presenting the 
same appearance as the necrotic submucous myoma.

Histologic Examination.—Sections from the submucous myoma showed 
that it was undergoing necrosis and that there was marked suppuration. Where 
the tissue was preserved, it was rather cellular. Blood-vessels were numerous 
and markedly engorged. Cross-sections of the rope of tissue showed that it 
likewise consisted of myomatous tissue. In most places it had undergone al­
most complete necrosis. At a few points the necrotic muscle showed typical 
calcareous deposits.

We had in this case a submucous myoma, which had in part undergone nec­
rosis and had been gradually extruded, forming a tumor three feet in length.
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Inversion of the Uterus Associated with Submucous Myomata.
In our series of uterine myomata we have had four eases in which partial in­

version of the uterus was noted and in each of these the myoma was submucous. 
When the uterus is the seat of a single tumor which Ixromes submucous and 
pedunculated and is being gradually extruded into the vagina, it is but natural 
that the traction of tin; pedicle on the uterine wall in a few cases will produce 
partial inversion of the uterus.

In Case 1716 the vagina was filled with a round, firm myomatous tumor, 
about 11 cm. in diameter, and attached in the uterine cavity by a pedicle 2.5 cm. 
in diameter. Bimanual examination revealed a slight cupping of the fundus.

The uterus in Case 7133 contained a submucous myoma. After the cervix 
had been split and the tumor divided into four pieces it was removed. The 
uterus was partially inverted on account of tin* traction of the myoma.

A smooth, glistening, pedunculated, submucous myoma protruded from the 
enlarged and edematous cervix in Case 1610; at the site of the fundus was a cup­
shaped depression.

In Case 2873 the patient was very pale and had a very rapid pulse. A sul>- 
mucous myoma, 11 x 15 cm., protruded from the vulva. It was attached to the 
uterus by a pedicle 4.5 cm. in diameter. The fundus was nodular, about the 
size of that of a thr<*e months' pregnancy, and partially inverted.

After removal of the submucous growth the inversion, as a rule, can be 
readily rectified. The dangers of vaginal myomectomy or vaginal hysterectomy 
when partial inversion exists are considered on page 575.



CHAPTER V.

DILATATION OF THE UTERINE LYMPHATICS ASSOCIATED 
WITH MYOMATA.

For convenience two divisions may be made: (1) Dilatation of the $ 
lvn " Vs; (2) dilatation of the deep lymphatics.

By the superficial lymphatics we mean those that arc so near the surface that 
they are readily seen as soon as the abdomen is opened. Naturally, the condi­
tion of the deep lymphatics cannot, as a rule, be made out until the tumor is 
studied at leisure in the laboratory.

Dilatation of the Superficial Lymphatics.
In the chapter on Parasitic Myomata two cases are mentioned in which the 

omentum furnished abundant nourishment to pedunculated myomata, and large 
lymph-channels coursed down the omentum to the tumors. In one of these 
cases (Civil. No. 7220, Fig. IK, p. 22) a single large, tortuous, thin-walled lym­
phatic, several millimeters in diameter, is seen passing down the to
the tumor. In Case 3296 (Fig. 17, p. 20) several large, tortuous, pale lym­
phatic vessels arc seen extending down from the omentum to the tumor.

Probably one of the most striking examples of a large lymphatic coursing 
over the surface of a myomatous uterus is found in Gyn. No. 13067 (Fig. 57). 
Emerging from the uterine muscle, several centimeters to the median side of the 
uterine horn, is a markedly lobulated and tortuous lymphatic vessel. This in 
places reaches over 1 cm. in diameter and rises nearly 1 cm. from the surface of 
the uterus. It passes downward and outward between the tube and ovary and 
is lost near the hilum of the ovary. Anterior to the tube is a much dilated 
lymphatic vessel.

Another remarkable example of dilatation of the lymphatics is furnished by 
Gyn. No. 11224 (Path. No. 7448). At the origin of the left tube, en the 
left tube and ovary and between the tube and the neighboring round ligament, 
were cystic spaces. They varied from 1 to 2 cm. in diameter and their muscular 
covering was so attenuated that their clear fluid contents were readily seen. 
Some of the spaces on section were found to be made up of numerous smaller 
ones. The spaces were filled with serous fluid. In sections they were lined in 
places with one layer of flat cells ; at other points no endothelial lining could be 
detected. Similar spaces were present in the vicinity of the right uterine horn. 
In neither of these cases were there adhesions, which sometimes give rise to 
superficial, subperitoneal spaces—an encysted peritonitis.
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ly m pha 11

Fi<i. 67.—Enormous Dilatation of the Lymphatics on the Surface of a Myomatous Uterus. (Nat. sise.)
(lyn. No. 130Ü7. Path No. 1007H. F.merging from the surface of the uterus, a few centimeter* above ami 

anterior to the left tube, is a tortuous lymphatic vessel which in place* is over 1.6 cm. in diameter. It passes 
over the lube down between the tube and ovary and is lout in the depth, near the hilum of the ovary. This 
lymphatic vessel was filled with dear fluid. Anterior to the tube is a large lymphatic vessel. On the surface 
of the tube are a few subperitoneal spaces. The tumor is free from adhesions. The great increase in sise of the 
ovary is due in a large measure to dilated lymphatics, in part, to many cystic follicle*.
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Gyn. No. 13067. Path. No. 10076.
Knorm ouh dilatation of t h e superficial lymph a tics 

a 11 (1 m u c h e(1 e in a of the left o va r y , a ss oc i a t e d w i t h 
a ni y o ni a t o u s u t e r u s (Fig. 57).

S. (!.. white, aged forty-one, married. Admitted July 9, 1906. Operation. 
Ilystcromyomoctomy. The specimen consists of a large myomatous uterus

with the appendages The
uterus is soft and boggy, and on sec­
tion the increase in size is found to 
be caused by a large degenerated and 
cystic myoma, which arises from the 
posterior wall and is partly submu­
cous. The right ovary is apparently 
normal. The left ovary measures 10 
cm. in length, is correspondingly 
broad, and very soft and edematous. 
Emerging from the uterus just to the 
anterior and inner side of the left 
uterine horn is a markedly dilated 
and superficial lymphatic, which in 
places reaches nearly 2 cm. in di­
ameter. It passes down behind the 
tube and is lost in the tissue between 
it and the ovary (Fig. 57). There 
are also dilated lymphatics between 
the left tube and the left round lig­
ament.

Microscopically, the uterine mus­
cle seems normal, but there is a ten­
dency for the glands to extend into 
the muscle. The tumor itself shows 
marked hyaline degeneration. Sec­
tions through the dilated lymphatics 
that were seen coursing over the sur­
face show that in places they have a 
distinct endothelial lining. The in­

crease in size of the left ovary is due to marked dilatation of the lymphatics. 
These have given rise to the apparent edema noted macroscopieally.

Fig. 58. Dilated Lymphatic Spam:# in the Uterine 
Wall in tiie Neighborhood or the Right Tv he 
and Ovary. (1 lint, sise.)
(iyn. No. 11224. Path. No. 7448. Covering the 

surfure of a portion of the right tube are numerous 
subperitoneal cysts. At the cornu is n raised cystic 
area extending anteroposteriorly n' from ton. This, on 
section, was found to he made up of numerous cystic 
spaces, b and r are other dilated cystic spaces in the 
uterine wall. All were filled with clear fluid. In many 
an endothelial lining could be made out.

Gyn. No. 11224. Path. No. 7448.
A m y o m a t o u s u teru s w i t h marked dilatation of the 

lymphatics in the region of both uteri n e h o r n s (Figs. 
58 and 59).

C. II., white, aged forty-six, married. Admitted April 25; discharged

7830
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May 22. 1904. Her family history is not pood. Her mother died in diabetic 
coma; a paternal aunt also died of diabetes. Her father died of cardiac asthma, 
one brother of pericarditis, another brother of aneurysm, and a paternal aunt of 
tuberculosis. The patient has been married twenty-six years and has had two 
children, twenty-four and twenty-one years old respectively. Ten years ago she 
began to have slight bleeding between her periods. This has gradually increased, 
and the periods have also 
been getting longer and more 
profuse. For the last two or 
three years she has had con­
siderable weakness, and has 
been bleeding almost contin­
uously. One year ago her 

was 58 per cent.
OjxTation. Hysteromyo- 

mectomy. The highest post- 
o|K-rative temperature was 
102.2°, on the fourth day.

Path. No. 7448.
The specimen consists of a 
roughly spheric myomatous 
uterus, 15 cm. in diameter.
It is free from adhesions.
The uterine cavity is much 
dilated. Just where the right 
tube joins the uterus is an 
oval-shaped swelling, 3 cm. 
x 1.5 cm. (Fig. 58). This is 
lohulatcd, covered with peri­
toneum and evidently cystic.
It is composed of numerous 
smooth-walled spaces, vary­
ing from a pinhead to nearly 
1 cm. in diameter. The 
walls are apparently com- 
jKised of muscle. On the left 
side, near the jioint of origin of the left tube, then* is a more diffuse swelling 
(Fig. 59). This measures 4.5 x 2.5 cm. and projects about 1 cm. from the sur­
face. On section it also presents a honey-combed appearance. Between the? 
inner end of the tube and the utero-ovarian ligament is an oval cyst, 4 cm. in 
diameter. It has thin walls and on section is found to consist of two main cysts 

numerous smaller ones.
On examination of the cystic area in the vicinity of the left uterine horn we

Fi<i. 60.—Dilated Lymphatic Channels at the Left Uterine 
Horn Between the Tube and Ovary and Between the 
Tube and Left Round Ligament. <t nut. si*e.)

Oyn. No. 11224. I’ath. No. 7448. At the uterine horn is an 
elongate cystic dilatation, the anterior and posterior confine* of which 
are indicated by a ami o'. This, on section, was found to be com­
posed of numerou* smaller spaces. At the inner end of the utero- 
ovarian ligament is another cystic space, seen at 6. Between the 
tube and ovary and between the tube anil round ligament are other 
cystic spaces at r. Some of them hail an endothelial lining; in 
others it could not be made out. They were filled with clear fluid.

500845
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find a cross-section of the tube slightly dilated. The uterine muscle surrounding 
this is perfectly normal. In the outlying portion the tissue is very edematous. 
The large spaces in places show no definite lining, but at other points have one 
layer of flat endothelium. The nuclei of the endothelial cells are spindle-shaped. 
The spaces are partially filled with a homogeneous material and take the eosin. 
We are undoubtedly dealing with dilated lymphatic spaces.

Sections from the cystic areas near the left utero-ovarian ligament and from 
the uterine horn on the right side show a similar picture.

Dilatation of the Deep Lymphatics.
In (iyn. No. 4144 (Path. No. 494) the uterus, as the result of the myomatous 

development, had been converted into a pe. '-shaped tumor, .46 x 42 x 42 cm. 
The tumor, on section, presented a pearly-white, coarsely striated appearance 
and had scattered throughout it homogeneous areas, brownish in color. Mi­
croscopically, the uterine muscle itself showed much hyaline degeneration and in 
some places were small round or oval empty spaces which suggested lymph- 
spaces. Confirmatory of this idea were many channels of a similar shape, filled 
with hyaline material and lined with endothelium. Fully half of the large 
tumor had undergone hyaline degeneration, but there was no breaking down of the 
tumor substance. Its blood-supply was very poor. Surrounding nearly every 
blood-vessel were round or oval spaces, similar to those seen in the uterine muscle. 
These, from their arrangement, looked like lymph-spaces.

The lymph-spaces in the uterus in Case 4204 were markedly dilated. The 
uterus was 9 cm. in diameter and very soft.

In (iyn. No. 4114 (Path. No. 4S7) the uterus had been converted into a multi­
nodular 1113 ous tumor, approximately 25 cm. in diameter. Large and small 
smooth-walled sinuses were scattered everywhere throughout the myomatous 
tissue. The largest of these1 was 1.2 cm. in diameter. Many of the larger com­
municated with the smaller ones. Most of them were filled with serous fluid and 
a few contained blood. On histologic examination the myomata showed much 
hyaline degeneration and some edema. The large sinuses that appeared to be 
lymph-channels in many places showed an endothelial lining; at other |)oints no 
lining could be detected. As the blood in the arteries and veins had been well 
preserved in Mueller's fluid and as these spaces were comparatively free from 
blood, we are inclined to believe that they were lymph-vessels.

Vnless careful histologic examinations are made one can never be sure that 
such spaces are lymphatics, as the majority of clear spaces found in myomata 
result from the melting away of the tissue following hyaline degeneration. This 
question is discussed fully in the chapter dealing with hyaline changes in uterine 
myomata (see p. 92).
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CHAPTER VI.

TORSION OF THE UTERUS.

Torsion of the uterus is occasionally met with in myoma cases. It may, for 
convenience, be divided into—(1) torsion of the cervix; (2) torsion of tin* Ixxly 
of the uterus; and in addition we may have twisting of a pedunculated sub- 
peritoneal myoma.

TORSION OF THE CERVIX.

In Case 4925 we have an excellent example of torsion of the cervix. The 
globular myomatous uterus reached to within 8 cm. of the xiphoid. It was
free from adhesions, but had rotated 
through an angle of 90 degrees to the 
right. The left round ligament, tul>e, 
and ovary, therefore, lay in front (Fig. 
00). On referring to Fig. 61, it will be 
noted that the upper part of the cervix 
had been greatly thinned out. Whether 
this was the cause or thv effect of the 
torsion it is impossible to accurately 
determine, but as the cervix was evi­
dently put on the stretch by the ever- 
increasing upward growth of the tumor, 
there has, in all probability, been atro­
phy of the cervix, facilitating the tor­
sion.

Torsion of the Body of the Uterus in 
Cases of Uterine Myomata.

As this condition is comparatively 
rare, a brief description of the eight in­
stances in our series may be of interest.

In Case 337 the* lower abdomen was 
filled with a multinodular myomatous 
uterus. The uterus was twisted on its

Fio. 60. -Rotation or a Myomatous Utebub on 
its Cervix.

(Jyn. No. 4025. The globular myomatous uterus 
is perfectly smooth, but has rotute<l through an angle 
of 00 degrees to the right. The right appendages 
have l>een carried backward; the left round ligament, 
tube, and ovary lie just above the bladder. For the 
unfolded cervix see Fig. 61. A myoma, 12 x 21 x 27 
cm., was removed per abdomrn. For the subsequent 
development of other myomata see Fig. 331, p. 562. 
(After Howard A. Kelly.)

axis.
The irregularly globular myomatous uterus in Case 41114 was aa large aa that 

of a six and one half months' pregnancy. It was twisted through an angle of 1*1
77
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degrees from left to right and the left ovary contained a unilocular cyst 8 cm. 
in diameter.

In Case 5644 a myoma, 12 x 12 cm., occupied the posterior uterine wall. 
There was torsion of the uterus through an angle of ÎH) degrees from right to left.

The myomatous uterus in ( 'ase 57,S4 filled the entire abdomen. The omentum 
was (irmly attached to tin* tumor over its entire breadth and furnished enor­
mous vessels to the myoma. The uterus had rotated through an angle of IN) 
degrees from right to left.

The abdomen in Case 51)46 was filled 
with a symmetric and semifluetuant 
myomatous tumor. The uterus had ro­
tated IK) degrees.

In Case 6570 the myomatous uterus 
reached the umbilicus. Its pedicle eon-

Flli. fil. Atkohiit OF the Ckhvix Aiwoviatk» with a 
Larhk (ii.oiu i.AK Myomatous Vtkbus.

Oyn. No. 4925. The ii|i|ier part of the cervix is 
greatly attenuated, and ut operation the uterus whs 
rotated to tin- right, giving the picture seen in Fig. «0. 

xi'i,-i Howard \ Kellj

Flo. 62. Mahkkn Torsion o

Oyn. No. 6570. The great enlargement in 
the upper part of the uterus was caused by a 
spheric myoma. Near the middle of the uterus 
limiter there is marked torsion from right to 
left—so much so that the insertion of the right 
round ligament is carried to the opposite side, 
while the right tube and ovary lie in the median 
line. At the point of the twist the diameter of 
the uterus had been reduced to 1 cm.

sisted of the middle portion of the uter­
us. Here there was a definite twist from 
right to left. The portion of the uterus
forming the pedicle had become markedly attenuated, being only 1 cm. in 
thickness (Fig. 62).

In Case 761)5 the myomatous uterus reached the umbilicus. The cervix had 
made a quarter turn from left to right, the left tube and ovary lying in front. 
The twist was near the cervix.

In Case 11067 the abdomen was symmetrically distended. There had 
been definite torsion of the uterus from left to right (Fig. 63).



TORSION OF Tin: VTKIU'S. 79

In none of these eases had the torsion given rise to any csjiccial clinical 
symptoms. While it is impossible to tell y why torsion took place, it
seems probable that the twisting commenced as a result of the attempts of the 
tumor to accommodate itself to its surroundings. When once twisting starts 
it often, for some unknown reason, tends to increase in degree.

Torsion of the Uterus with Complete Severance of the Body from the Cervix.

Professor HafTaele Bastianelli, of Rome, when in Baltimore, related a most 
interesting case of this character that had come under his observation, and on

Flo. 63.—Tohmon ok a Lakuk Glohvi.ar Myomatous Vtkbus.
Gyn. No. 11067. Path. No. 7285. There in marked torsion of the uterus from left to right, so that the in­

sertions of the left tube and ovary lie in front. The lower surface of the left ovary has become firmly plastered 
on to the surface of the myomatous uterus. The blood-vessels lying between the tube and ovary are much

his return to Italy he sent us an explanatory illustration (Fig. 64). In the 
beginning there was evidently torsion of the uterus. This gradually became 
more marked until finally the fundus was completely severed from the cervix.

Miss E. J. C., aged fifty-three, seen by Dr. Bastianelli in Rome in 1902. 
The patient menstruated last eight years previously. For more than twenty- 
one years a tumor has been noticed in the lower abdomen. This at first was not 
painful, but in 1881, for one day, she had severe pain throughout the entire

0956
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abdomen. In 1890 she had what was supposed to be a severe attack of peri- 
' 1 s, which lasted more than eight days and was accompanied with moderate 

fever. In 1895 she had another attack, and two or three others at later 
intervals. In 1901, after exercise, she had severe abdominal pain for three 
days and since then, on numerous occasions, has had much abdominal discom­
fort after exercise. In March, 1902, she had sudden pain during the night. 
There was little vomiting, some diarrhea, and abdominal " ion. She was 
in bed for a month and suffered a good deal. From that time until the day 
of operation she has had numerous other attacks of

May 25, 1902: Occupying the lower abdomen, and extending almost to the 
umbilicus, is a tumor about the size of a child’s head, hard, immovable, rather

Fiu. 64. Spontaneous Ampi tation or a Myomatous Utprus. ( J nut. ripe.)
Illustration sent by Professor R. Hnstiiinelli, of Rome. To the right is a large myoma which ha-1 , n fast 

to the nlxlomiiml wall. Toward the left is the small uterine cavity, which has lieen o|iene<l. At a is a twisted 
I «slide consisting of the broad ligament, round ligament, and the tulies and ovaries much atrophied, c ia the 
fimbriated end of one of the tubes. The torsion had resulted in complete separation of the uterus from the cervix.

painful, and situated somewhat to the left. On rectal examination the cervix is 
easily felt. No connection can be made out between the tumor and the cervix.

May 20: On section of the abdomen a myoma was found. This was round, 
adherent to the abdominal wall on the left side, and was separated with diffi­
culty. The tumor was then freely movable, and was found to be attached to 
the floor of the right iliac fossa by a large ]X‘dicle. This was cut between clamps 
and the tumor then lay perfectly free in the hands of the operator.

The specimen consists of the body of the uterus, with a round myoma attached 
to its anterior wall, and also includes both ovaries and tubes and round ligaments 
twisted many times. In the picture (Fig. 04) one can see easily the cavity of 
the uterus which has been opened. It is small and has an atrophic mucosa. It 
ends in the twisted pedicle. Attached to the uterus arc the tubes and ovaries.

1
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Professor Bastinnelli gives the following e> " ition of the condition. The 
body of the uterus was twisted first, and little by little completely severed from 
the cervix. Then the tubes and broad ligaments became twisted, and finally 
the tumor became adherent to the abdominal wall. The condition, then, rep­
resents a spontaneous supravaginal amputation of the uterus, with secondary 
twisting of the tubes and the ligaments. Professor Bastianelli thinks that if 
the uterus had not been removed the twisting of the tubes and ligaments could 
have advanced still further. The uterus then have been completely
separated from them, and would have remained attached to the parietal peri­
toneum like a parasitic myoma.

mm

I'm. 85.- -Torsion of- a Svbperitoneal Pedunculated Myoma. (1 nat. mie.)

C. H. I. (C), AugiiHt 12. 18U2. The specimen consists of un irregular, faii-.ihapeil, Huhperitoneal pedunculated 
myoma. At the pedicle the tumor has twisted from right to left. Near the center of the tumor many vessels 
are ramifying over its surface.

Torsion of Subperitoneal Myomata.—In Case C. the patient was admitted to 
the Church Home and Infirmary August 12,1902. She had a small multinodular 
uterus and a large? subperitoneal pedunculated nodule, which had become twisted 
through an angle of 90 degrees from right to left (Fig. 65) and was densely ad­
herent to the tissues at the pelvic brim. The pedicle was severed, and the ad­
hesions dealt with from the under side. The uterus was then removed.

In Case 12709, a colored woman, aged forty-two, had complained of n 
cramp-like pains in the right lower abdomen six days before. There was marked 
dysuria and a moderate elevation in temperature.

On her admission to the hospital Dr. II. T. Hutchins found the lower abdo­
men tender and detected an indefinite mass in the left iliac fossa. There was a

i.
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moderate leukorrheal discharge. The cervix was low down, and the uterus in 
ante-position and fixed. On both sides were what appeared to he definite tubo- 
ovarian masses, which were tender.

When the abdomen was opened a myoma, 4.5 x 5 x S cm., immediately pre­
sented. This was pedunculated, and had made one complete twist, so that the 
blood-supply had been entirely shut off (Fig. (iff). The tumor was of a dark,

Fill. «Mi. SvillIKN ToRMCIN OF A Sl'IlPFRITON EA1. PkDVNCVI.ATKI) MTOMA WITH CoMPl.FTK Sill TTINU OFF OF ITS 
BlAXMHICPPI.Y,

Oyn, No. 12700. Path. No. 97)45. The uterus was relatively normal in size. The right appendage* were 
densely adherent. The left tube was dilated, as seen in the drawing, and the ovary contained a cyst.

Attached to the fundus is a suhperitoneal pedunculated myoma. This is very dark in color, and its vessels 
arc much dilated, owing to one complete turn of the myoma on its |iediele. The twist is clearly seen at a.

reddish-green color, but had not as yet undergone necrosis. The omentum was 
lightly adherent over its surface. The right appendages were densely adherent. 
The left ovary contained a cyst, 7 cm. in diameter.

The uterus was removed and the cyst evacuated. The temperature reached 
102° F. on the second day, but recovery was speedy.

Path. No. 0 5 4 5 . Sections from the tumor showed that the blood­
vessels just beneath the capsule of the strangulated subperitoneal myoma were 
very much dilated and the myomatous tissue itself had undergone slight cystic 
change. Had this patient not been promptly operated U|>on gangrene of the 
strangulated tumor would have soon taken place and peritonitis followed.

Torsion of the pedicle was also noted in Cases 4485 and 7220.



CHAPTER VII.

HYALINE AND CYSTIC DEGENERATION.
Hyaline Degeneration of Uterine Myomata.

The majority of myomata show either gross or histologic pictures indicative 
of hyaline degeneration. In order to exclude absolutely the presence of hyaline 
changes it is, of course, necessary to carefully cut each myoma and also to 
make slides from innumerable portions of each tumor. In our consideration of 
the subject we have dealt with only those tumors in degeneration was
readily recognized. In 114 of our cases early or advanced changes were easily 
detected.*

A thorough knowledge of the early literature on the subject can be obtained 
from a study of the comprehensive article on Fibromata and Cystofibronmta of 
the Ovary by H. C. Coe.f Although published more than twenty-five years 
ago, it deals with the subject of degeneration of solid ovarian and uterine tumors 
in a clear and succinct manner and is written in a very attractive style.

A careful study of the subject has led us to classify hyaline degeneration of 
uterine myomata according to the following stages:

* List ok Cases of Hyaline and Cystic Myomata.
lyn. No. Gyn. No. Gyn. No. Gyn. No.

659 .‘1345 4193 11806 Han. 1682
1628 8849 4293 11944
1672 3385 4415 11984 San. 1868
1909 3394 4441 11989 San. 1924
2606 3408 4485 12139 San. 1925
2672 3437 4635 12185 San. 1973
2691 3440 4828 12225 F. Aug. 10. 1902.
2699 3445 4869 12234 C. H. 1 620
-'7 Is 3449 4894 12423 C. H. I. 664
2746 3461 5021 12439 C. H. I. 796

3475 5058 12453 C. H. I. 1019
3485 5141 12488 C. H. I. 1296

2862 3488 5325 12522
2881 3491 5766 12591
3038 3493 6002 12696
3066 3498 6272 12738
3107 35044 6432 12779
8118 3552 7049 12839
3130 3522 7220 12841
3199 3661 7511 12849
3216 12864
3218 3882 8882 12877
3232 3960 9080 13423

3971 9118 13625
3296 3991 9924 H. A. K. Feb. 22, 1896.
3320 10438 Ban. un
3338 4172 11461 San. 1011

Had all of our cases been carefully examined, the number would have been materially in-

t Amer. Jour, of Obstetrics, 1882, vol. xv, p. 561.
S3
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1. Early hyaline changes recognizable only with the microscope.
2. Hyaline areas recognizable macroscopieally.
3. Advanced hyaline degeneration with liquefaction and the formation of 

small cysts.
I. Hyaline degeneration with the formation of large cysts in the myomata. 
Naturally one stage gradually merges into the succeeding one.

a b

'S

Fio. 67. —Abrupt Transformation of Myomatovr into Hyaunf: Tirbub. (X2I0 diameter*.)
<»yii. No. 3107. Path. No. 472. In tin- left upper corner at a is typical myomatous tissue, hut the greater 

part of the field, as indicated by b, has undergone hyaline degeneration. This cun he termed massive hyaline 
degeneration, the muscle fillers ending abruptly and being almost entirely replaced by hyaline tissue. In a few plnees 
colorless fibers of connective tissue are still in evidence. The majority of the free cells, as indicated by r. belong to 
the endothelium of the delicate capillaries. A few polymorphonuclear leukocytes are seen in the hyaline material.

Early Hyaline Changes Recognizable only with the Microscope.*—Only rarely 
have we made a thorough examination of a myoma without finding areas of 
hyaline changes. This degeneration is most easily recognized when the specimen 
is stained with hematoxylin and eosin. The hyaline tissue takes the cosin stain, 
and is usually recognized as a homogeneous tissue devoid of nuclei. The degenera­
tion may be scattered in patches throughout the field, but is generally sharply

* The following eases showed early histologic changes: 12006, 2672, 2691, 2699, 2746, 3107, 
32IN. 3338, 3385, 3408, 3437, 3493, 3552, 4441, 6002, 11984, 12139, 12185, 12225, 12423, 12439, 
12458 ind 12849.
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circumscribed, as is well seen in Fig. 67. Hero the muscle ends abruptly and is 
replaced by hyaline tissue, with here and there a muscle-fiber or an endothelial 
cell of a capillary still ))orsisting. In other sections little masses of muscle- 
fibers still survive as islands in the sea of hyaline tissue. This was noted in 
Cases 2772 and 3349. Although the hyaline degeneration occurs frequently en 
masse, it may show a predilection for the muscle-bundles, as in Fig. 68. In this 
picture, although the stroma between the muscle-bundles shows hyaline degener­
ation, the muscle-bundles selves show the most striking change, one

b

Fiii. <18.—Focal Hyaline Degeneration in Muscle-bundles. (X120 iliam.)
(iyn. No. (1002. Path. No. 2275. The tumor wo» a submucous myoma about II cm. in diameter. One is 

instantly ini|>ressed with the small, delicate, discrete areas of hyaline degeneration indicated by a, a. This is par­
ticularly well seen in the muscle-bundle indicated by b, nearly half of which has been converted into hyaline ma­
terial. The fibrous stroma (r) has also undergone some hyaline change. Such a distribution of the hyaline de­
generation is most unusual.

bundle containing at least five or six large foci of hyaline degeneration. The 
picture presented in Fig. 68 is a most unusual one.

The blood-supplv in the hyaline area is usually very limited, but the sur­
rounding tissue is often liberally studded with blood-vessels and occasionally 
there have been hemorrhages into the degenerated tissue.

In a few cases, as in Gyn. Nos. 2772, 3066, 3216,12877, San. No. 1925, C. H. I. 
No. 1019, the hyaline degeneration is very pronounced around the blood-vessels. 
The vessels are usually small and, as shown in Fig. 69, the endothelium of the 
capillary still persists, but the vessel-walls and the surrounding tissue have been

7
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entirely converted into hyaline material. In only two cases (Nos. 3445 and 
34X8) did we find any small-round-eelled infiltration.

Hyaline Areas Recognized Macroscopically. -Usually such changes are 
not detected until the s|»eeiinen has lx*en cut open. They may occur in sub- 
IH-ritoneal, interstitial, or submucous myomata, and may be limited to one 
nodule or he present simultaneously in several myomata.

Necrosis was noted 
macroscopically in cases 
2881, 3199, 3296, 3991, 
7511, 11461, and 12738.

Some of the tumors, 
on palpation, are firm and 
differ in no way from an 
ordinary myoma. Others 
are soft and succulent and 
occasionally the tumor 
may give a soft, elusive 
feel, suggesting a lipoma, 
as was the case; in No. 
3294.

On cross-section the 
area of degeneration is 
usually sharply defined 
and is whitish yellow in 
color. In such an area 
the muscle striation is usu­
ally still clearly recogniz­
able. In Fig. 70 we have 
a very good example of 
the sharp differentiation 
from the surrounding my­
omatous tissue. The cen­
ter has undergone de­
generation. The fibrous 
arrangement, although 
somewhat altered, is still 

recognized, and in this case the degenerated area is separated from the sur­
rounding myomatous tissue by a zone of hyaline tissue from which all trace of 
the fibers has disappeared. Fig. 73 (p. 93) represents the extreme hyaline 
degeneration that may occur in a subperitoneal myoma. Fully three-quarters 
of the tumor has undergone hyaline transformation and the junction between 
the unaltered myomatous tissue and the area of degeneration could hardly Ik* 
sharper. The area of degeneration is in the part furthest from the blood-supply.

I Hi. HO.- Mahkkh Hyaunk Dkoknf : ration ok thk W a liai of thk 
Hi.oiiii-vinHi.iJ* IN a Myoma. (X6S ilium.)

Gyn. No. 32HI. l’alh. No. 834. At a is the typical myomatous 
linniie. h, h, h are transverse ami longitudinal sections of blood-vessels 
surrounded by a broad zone of hyaline material. All that remains of the 
normal vessel-wall is the endothelial lining. At c the myomatous 
tissue has undergone complete hyaline degeneration. The upper part 
of the field has been eonverted almost entirely into hyaline tissue. 
The musrie-tiliers that remain are gathered into little bunches that 
stain very deeply at d, d, d. They are being gradually crushed out of 
existence, owing to pressure exerted by a rapidly enlarging abscess in 
the center of the myoma.
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The area of hyaline degeneration is usually whitish yellow in color, but oc­
casionally we have seen it yellow,—bright yellow suggesting fat,—grayish blue, 
grayish red, yellowish brown, pink, dark red, or a reddish blue.

Histologic examination shows that the hyaline areas are almost totally devoid 
of cell elements. Here and there, however, a few muscle-fibers are still present.

;
v \ V Ufl>v -v

€^1

:• ■?

Flo. 70.—Hyaline Degeneration in the Center or an Interstitial Myoma. < | nut. nine.)
San. No. 941. 1'ath. No. 4113. The uterine cavity is considerably elongated; situated in the fundus and 

cervix are polypi. Occupying the anterior wall is an interstitial myoma about 15 cm. in diameter. The center 
of this ' a i has partially disintegrated. Separating this degenerated area from the ordinary myomatous tissue is a 
ribbon of hyaline material (b).

The bright yellow areas, as a rule, represent a simple hyaline degeneration, but 
occasionally the color is due to the large deposit of yellow pigment, the result of 
old hemorrhage.

Where the areas are dark in color\ varying amounts of coagulation necrosis 
are usually present. Here the tissue has undergone complete death. The out-
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lines of the musclc-fibcrs and of the intervening connective tissue still persist. 
The stain with hematoxylin and cosin is faint and rather indistinct and frag­
ments of nuclei are found. In a few instances a slight degree of infiltration with 
polymorphonuclear leukocytes can be noted.

Advanced Hyaline Degeneration with Liquefaction and the Formation of 
Small Cysts. The gradual merging of the hyaline myomatous tissue presents

the most delicate and 
a beautiful macroscopic and

microscopic pictures and 
is readily followed in nearly 
all the cases in which the 
myomata contain cystic 
spaces.

K d e m a . —Before de­
scribing liquefaction in 
myomata we will briefly 
refer to those cases in 
which edema is present.

such a uterus, 
after its removal, often 

c gives a sensation as if it 
were fluctuant or semi- 
fluctuant and at times is 
so soft that the patholo­
gist may suspect a preg­
nancy if the uterus is 
symmetrically enlarged. 
So suspicious have we been 
on several occasions that 
we hesitated to cut into 
the sj)ecimon fearing that 
the operator had by mis­
take removed a normal 
pregnant uterus.

On section, the myoma 
presents the usual appear­
ance, save for the fact that 

it is very juicy and from the cut surface much serum runs off. This edema is 
usually associated with hyaline degeneration, but may occur at points where 
none exists.

Histologically, the usual picture of edema is found (Fig. 71). The muscle- 
bundles, and in some instances the muscle-fibers, are separated from one another 
by scrum, recognized in the section as flocculent or granular material which takes

Flo. 71.—Edkma of a Myoma. (X 120 diam.)

Oyn. No. 11980. 1’uth. No. 8445. The entire picture present* a 
loose appearance, in contrast to the compactness of an ordinary my­
oma. At a is a cross-section of a swollen muscle-fiber. At b is a fiber 
that has imbibed considerable fluid and the nucleus has been pushed to 
the side of the cell. At r are two muscle-fibers which have appar­
ently lost their nuclei. In the transverse sections the swollen muscle- 
libers bear a striking resemblance to the exfoliated tubal epithelium 
found in a hydrosalpinx. The apparently empty spaces are filled with 
n serum of sufficient density to coagulate en masse instead of becoming 
granular.

566333
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the cosin stain faintly. Lying in this serum are isolated muscle-fibers cut either 
transversely or longitudinally. These are much swollen and on cross-section 
remind one of the swollen exfoliated epithelium often found in a hydrosalpinx. 
Evidently, as a result of maceration, some of the muscle-fibers have lost their 
nuclei.

Liquefaction of the Hyaline Tissue with Cyst Formation.—On section, the 
myoma contains one or more translucent areas, which remind one of an apple 
containing a “water core.” Such areas are well seen in Fig. 74 (p. 95). As 
the degeneration advances jiortions of these translucent areas become trans­
parent and are seen to be filled with 
clear, serous-like fluid. Traversing 
them are delicate trabecula*. With the 
continued degeneration the areas con­
taining clear fluid increase and one area 
may merge gradually into another.
Thus in one myoma we may have the 
ordinary myomatous tissue, translucent 
areas, transparent areas, filled with 
clear fluid, and the definite cystic 
spaces.

This form of degeneration occurs 
rarely in submucous myomata, more 
commonly in interstitial nodules, and 
most frequently in subperitoneal tu­
mors. It may be limited to a small 
area, as in Fig. 75 (p. 96), or involve 
nearly half the tumor, as in Fig. 7(i 
(p. 98); or it may be scattered through­
out the entire tumor (Fig. 116, p. 160).
In Fig. 79 (p. 101) large and small 
cystic spaces are scattered everywhere 
throughout the tumor and divided into 
smaller spaces by trabecula*. Occa­
sionally the tumor may undergo almost 
complete cystic transformation, as seen in Fig. 81 (p. 102), in which a portion 
of the tumor was like a ball of jelly having delicate trabecula* running through 
and dividing it into large and small compartments.

The cyst fluid is usually straw-colored, limpid, and trickles away from the 
cut surface. In most cases it coagulates on exposure to the air, but occasion­
ally remains liquid.

Histologic Appearances of Myomata Undergoing 
Liquefaction .—In Fig. 67 (p. 84) we have a good example of diffuse and 
sharply defined hyaline degeneration. After a time this hyaline tissue undergoes

b

TV"*

I'm. 72.—Hyai ink Dkokneration with Cystic 
Formation in a Small Srhperitoneal 1’eii- 
UNCULATBD MYOMA. (Nat. site.)
Oyn. No. 1415. Path. No. 1207. The up|»er 

part of the myoma ha* undergone typical hyaline 
degeneration, a* seen at a; at b this has gone on to 
cyst formation. Covering the outer surface of the 
cyst is a well-marked sone of myomatous tissue. 
It will he noted that the degeneration is at a point 
most remote from the source of blood-supply.
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softening. The softening reminds one very much of the uneven melting of a large 
sea of ice on a hot spring day. In some places it is still dense, in others fairly 
thick yet rarefied; and where the heat has been most intense, the ice has almost 
disappeared. In the hyaline areas the tissue at first takes the eosin stain uni­
formly. A little later there are certain areas where the eosin stain has faded, 
owing to the thinning out of the hyaline. Still later the hyaline has entirely dis­
appeared in the rarefied areas, leaving them threadbare, so to speak, and showing 
the fibrillary arrangement of the remaining fibrous tissue: and finally there re­
main spaces filled with a fine granular deposit—coagulated serum.

Some of these spaces are traversed by minute trabecula* consisting of minute 
capillaries, just sufficiently wide to allow one red blood-corpuscle to pass at a 
time.

In Fig. 82 (p. 103) can be seen extensive hyaline degeneration, although 
in places the muscle-bundles and individual muscle-fibers are still preserved. 
Nearly all the hyaline material has vanished, only the fibrillated connective 
tissue remaining, and at / even this has disappeared, nothing but liquid being 
left. Fig. 83 (p. 104) is even more instructive. A few muscle-fibers and bundles 
still persist ; the majority of the muscle-bundles have been converted into 
hyaline tissue. They stain with eosin, stand out sharply, and are easily differen­
tiated from the stroma, which has also undergone hyaline degeneration. In the 
center of the field the tissue has completely melted away and we have an 
irregular cavity filled with coagulated serum, recognized as granular material.

Probably the most instructive picture in the series is Fig. 84 (p. 106). It is 
from a degenerated myoma noted during pregnancy. In the upper part of the 
field are a few bundles of swollen muscle-fibers. The greater part of the picture 
consists of hyaline material that has undergone liquefaction. The darker areas 
indicate the amount of albumin held in the solution and all gradations in 
density can be traced until we have areas in which the fluid contains practically 
no albumin and the spaces are almost colorless. This process* of liquefaction 
gradually advances until we have numerous small cysts, limited to one jtortion 
or, as is frequently the case, scattered throughout various portions of the tumor.

Hyaline Degeneration with the Formation of Large Cysts in the Myomata. 
From the preceding pages we have seen that the hyaline areas in the myomata 
gradually undergo liquefaction and that small cyst-like spaces are develojied. 
It has further been noted that these are not true cyst spaces, as they are merely 
the reservoirs of the broken-down tissue and their walls are composed of ragged 
hyaline tissue. Naturally, such cavity formations have neither an epithelial 
nor an endothelial lining.

\\ it h the gradual disintegration of the tumor it is only natural that the cystic

* In I lie following case» small cyst-like spaces were noted in the degenerated myomata: 
N«»S. 27IS, ;mi7, 3113, 3488, 3498. 3922, 3661, 3882, 3977, 3991, 4172, 441'», 4635, 4894, 5021, 
5058, 5141. 5325. 6272. 7511, 9924, 10573, 11806, 12194, 12779, 12864, V. H. I. Peth., Sun. 
1011, San. 1924. C. H. I. W., C. H. I. 1019
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spaces should increase in size, first by the gradual crumbling down of their own 
walls and, secondly, by the merging into them of other cystic spaces, the 
process in so far being analogous to that which occurs in a multilocular ovarian 
cyst.

In I*’ig. 85 (|). 107) we have an excellent example of an interstitial myoma 
that has been converted into one large cavity and has trabecula1 extending from 
side to side. Its walls were composed of friable hyaline tissue. It was filled 
with a clear serous fluid.

The myoma in Fig. 86 (p. 109) measured 23 x 25 x 31 cm. It had been con­
verted into one large cavity, the walls being composed of shaggy tissue, and con­
tained a central core of shaggy tissue held in place by trabecula* extending to the 
cvst-walls. The core and the t rahecuhe represented the more resistant portions of 
the tumor which had not gone on to liquefaction. The cavity was filled with a 
turbid, greenish-brown fluid.

In Fig. 87 (p. 110) the process has gone on more slowly, there being large and 
small cyst spaces and much tissue that has undergone only partial disorganization.

In Fig. 89 (p. 113) we have a large subperitoneal myoma that presents a honey­
combed appearance and also contains several large cystic cavities. Were the 
uterus hidden and the outer muscular covering obscured, the tumor might 
readily be mistaken for a multilocular ovarian cyst.

The cystic tumor seen in Fig. 90 fp. 114) is evidently an old one. The hyaline 
tissue to a great extent has become liquefied, and there have been numerous 
secondary cavities, as indicated by the trabecula* which carry blood-vessels (Fig. 
91, p. 115).

The multilocular cystic tumor noted in Fig. 92 (p. 117) is a most unusual one 
and, looking at it casually, one could very readily mistake it for an ovarian cyst.

These tumors* may reach very large proportions. In No. 13625 the myo­
matous uterus weighed 39 pounds, the greater part of the tumor being made up 
of one cyst (Fig. 93, p. 119). With the abdomen ojx*n we at first felt sure that 
we were dealing with an ovarian cyst, and it was only when we reached the pedicle 
that the true nature of the mass was determined. Our largest cystic myoma 
weighed 89 pounds. It is described in detail on p. 512.

F1 u i d .—The cyst fluid is usually straw-colored. In the smaller cysts it 
usually coagulates on exposure to the air, bat in the larger ones often remains 
liquid. In No. 7049 the fluid was turbid and greenish brown in color. With 
the disintegration of the tumor there may be hemorrhage into the cavity, and 
then the fluid is red, reddish brown, or chocolate-colored, according to the length 
of time that has elapsed since the bleeding. In No. 12234 the cavity was filled 
with pale clots.

The cystic myoma represented in Fig. 96 (p. 122) is a most unusual one and

* In the following cases hyaline degeneration and large cystic spaces were noted: Nos. 659, 
It»-*. 1672, 1909. .'1440, 3445, 3523, 3960. 4485,4828, 6432, 7049, 8882,9118, 10461, 12234, 12488, 
13423, 13625, San. 1925, C. H. I. F., C. H. I. 1296.
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hears a striking resemblance to the interior of a heart. It was lined with 
myomatous muscle, had no endothelial lining, and was filled with a clear fluid.

On histologic examination we have found that nearly all these cystic spaces 
an- lined with hyaline material. This occasionally bears evidence of an old 
hemorrhage, as is indicated by the yellow pigment in San. No. 1925 and by the 
deposit of brown granular pigment in No. 3900.

('au s e of C y s t i c Deg e n e rat i o n o f M y o m a ta.- In the vast 
majority of the cases the hyaline degeneration is the primary factor. Dilatation 
of the lymphatics, however, may occasionally be partly responsible for some of 
the cystic spaces, as indicated by the two following cases:

In No. 3113 a tumor, 25 cm. in diameter, had sprung from the posterior wall 
of the uterus. ( )n section, it was whitish in color, and presented a finely striated 
appearance. .Scattered everywhere throughout the tumor were sinuses, the 
largest being 1.2 cm. in diameter. These sinuses had smooth walls and communi­
cated with numerous smaller ones. On histologic examination the tumor was 
found to be edematous in places. Some of the large and small spaces had an 
endothelial lining. In others no lining could be found. As the blood in the 
arteries and veins had been well preserved in Mtiller's fluid, and since these 
spaces were comparatively free from blood, we were inclined to believe that they 
were lymph-channels.

In No. 4828 a cystic myoma, 27 cm. in diameter, had sprung from the uterus. 
There was one large cyst and numerous smaller ones. On histologic examination 
the cystic spaces were found to be due in part to liquefaction, but others were 
evidently dilated lymph-spaces, as proved by the lining, which consisted of one 
layer of endothelium.

Hyaline Degeneration of Myomata with Emulsified Fat in the Cystic Areas.—
Almost constantly we find that liquefaction of hyaline material yields spaces filled 
with a clear yellowish fluid, but in two instances the resultant cavities have con­
tained a material resembling melted butter. In No. 2852 the posterior wall was 
occupied by a myoma, 12 cm. in diameter. This contained two cavities, one 
measuring 2 x 2.5 cm., the second 4.5 x 5 x (i cm. (Fig. 98, p. 124). Both of these 
spaces had convoluted and smooth walls and were lined with a smooth, butter­
like material, which was semisolid; both cavities were filled with a liquid which 
closely resembled melted butter. Histologic, examination showed that the my­
oma had undergone moderate hyaline degeneration and that the walls of the 
cavities were composed of hyaline material.

Immediate examination of the fluid from the cavities showed that it con­
tained many cholesterin crystals, large round cells filled with fat-globules, and 
many muscle-fibers containing fat-droplets. There was much granular detritus. 
In this case there luul been first a hyaline degeneration and then emulsification, 
or, in other words, fatty degeneration with liquefaction of the hyaline material.

In No. 3475 a nodule, 4.5 cm. in diameter, springing from the right side of the 
uterus, contained a soft, friable central portion of the consistence of casein. On
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histologic examination nearly the entire tumor was found to lie necrotic. The 
creamy material from the center of the myoma was composed of elongate cells 
partly filled with fat-droplets. There was much free fat and here and there 
masses of eholesterin crystals. The changes in this ease were analogous to those 
noted in the preceding one.

Relation of Hyaline Degeneration to Sarcoma. Hyaline degeneration cer­
tainly seems to favor the development of sarcoma. The cells that resist the 
hyaline change lie free in the hyaline tissue or in the serous fluid and occasionally 
take on active development. This subject is discussed in detail in the chapter 
on Sarcomatous Transformation of Myomata (p. 175).

Detailed Report of Cases Showing the Various Types of Hyaline Degeneration.

In our brief description it has been impossible to describe in detail the various 
degenerative changes. We, therefore, give in extenxo tin- more characteristic
eases which jxirtray accur­
ately the various steps in 
the hyaline degeneration.

Gyn. No. 7511. Path. No.
3757-

K x t e n s i v e a n d 
s h a r p 1 y d e fi n e d 
h y a 1 i n e d e g e n e r a - 
tion in a sub perito­
neal pedunculated 
Myoma (Fig. 73).

A. I)., aged thirty, mar­
ried. black. Admitted Janu­
ary Hi: discharged February 
9, 1900.

Path. No. 3757. The 
specimen consists of a myo­
matous uterus with its ap- 
jiendages. The body of the 
uterus measures (> cm. in 
length, 4.5 cm. in breadth, 
and 3.5 cm. in its anteropos­
terior diameter. Anteriorly 
it is smooth and glistening.

Posteriorly it is covered 
with numerous adhesions.

t

Fin. 73. Kxtknpivk and Sharply Defined Hyaline Degenera­
tion in a Svbperitoneal Myoma, (J nat. size.)

Gyn. No. 7511. Path. No. 3757. The tumor represents a 
cross-section of a subperitoneal pedunculated myoma, 7x9x10 cm. 
The fourth of the tumor nearest the pedicle presents the'[usual 
myomatous appearance, ns seen at a. Fully three-fourths of the 
tumor is much lighter in color and stands out in sharp contrast 
with the unaltered myomatous tissue. The line of demarcation 
is well shown at b. In the large hyaline area the fibrous arrange­
ment is still visible. The renter of the degenerated area has broken 
down and contains granular material, as seen at c.

Studding the uterine walls and also projecting from the surface arc several
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small myomata; jMisteriorly, near the cervix, is a sulqieritoneal nodule, 4.5 
cm. in diameter, enveloped in adhesions. It shows an area of hyaline de­
generation, 2.5 cm. in diameter. The chief interest lies in a subperitoneal 
myoma springing from the left side (Fig. 75). This is covered with a few 
omental adhesions, and |Histeriorly is pushing aside the folds of the broad liga­
ment. It measures 7 x!)x 10 em. On section it presents a very unusual pic­
ture. One-fourth of its substance consists of typical myomatous tissue. The 
remaining three-fourths is light in color and very sharply defined. In this 
light-colored area the central i Million has melted away and left an irregular, 
ragged cavity.

Microscopically, the uterine mucosa is normal. The light area in the suIh 
perituneal myoma consists in part of necrotic tissue entirely devoid of nuclei, 
but containing large and small calcareous deposits. Other portions show some 
hyaline degeneration. The appendages, apart from adhesions, are normal.

San. 1924. Path. No. 8824.
M a r k e d h y a line d e g e 11 e rati o n w i t h 1 i q u e fact i o n 

o f a n interstitial ni y o m a (Fig. 74).
I’., aged fifty-two, married. Admitted May X; discharged .lune 15. 11105.
Fath. No. NX24. The tumor is irregularly heart-shafted. It is 12 cm. in 

length, lx cm. in breadth, and 20 cm. in its antcroftostcrinr diameter. It is 
smooth and glistening. Attached to the side are the tubes and ovaries. The 
great increase in size of the uterus is due to an interstitial nodule, 11 x 15 cm. 
It is sharply circumscribed. In some places the myoma is perfectly preserved, 
but at least two-thirds of it has undergone degeneration (Fig. 74). The spaces 
are filled with coagulated fluid. At a fniint most remote from the uterus there 
has been a slight breaking down and the cystic spaces thus formed vary from 
0.5 to 4 cm. in diameter. These have smooth walls. The myoma presents the 
typical picture of hyaline degeneration, with subsequent cystic formation.

Microscopically the myoma shows marked hyaline degeneration. Scattered 
throughout this hyaline material are little bundles of muscle-fibers.

Gyn. No. 9924. Path. No. 6118.
Cystic degeneration of a portion of a peduncu­

lated s u b p e r i t o n e a 1 myoma (Fig. 75).
F. SM aged forty-nine, married, white. Admitted September 25; discharged 

October IS, ltl»2.
Path. No. tills. The specimen consists of an irregular, multinodular, myo­

matous uterus, which is approximately 15 cm. in breadth and X cm. in its antero- 
fMisterior diameter. Attached to it are the tubes and ovaries.

The uterus contained fM-duneulated, sessile, interstitial, and submucous 
nodules. One |M*dunculated nodule springing from the posterior surface is a|>- 
proximately (i cm. in diameter and mulberry-sha|M*d, there being little nodules
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projecting from its surface everywhere. Attached to the jiosterior surface of the 
fundus by a pedicle. 2 cm. in diameter, is an oval subperitoncal nodule. Sx 12 x II

/
; -ddtÊË

Fn;. 74. Marker Hvaunk Degeneration with LwerAcrioN or an Intermtitiai. Mvoma. ( ) nat si*e.)
Sun. No. 1924. Path. No. 8824. The picture represent* un oblique section through the uterus; the uterine 

cavity has not been entered.
The interstitial myoma is 11 x 15 cm. a indicate* the outer covering of uterine muscle; b the junction 

of the myoma with the muscle. The greater part of the myoma has undergone hyaline degeneration with lique­
faction, the liquefied areas reminding one of the "water core" occasionally seen in an apple. The liquefied areas 
are well seen at d. Scattered throughout the degenerated areas are irregular patches of typical myomatous tissue, 
the largest area being at r. In some places the liquefied ureas have gone on to cyst formation, as designated at t.

cm. (Fig. 75). It is partly solid, partly cystic. On section, the portion nearest 
the uterus seems to he firm, but about one-sixth of the tumor, at a point remote 
from the pedicle, is soft and cystic and much paler in color. This cystic portion
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is filled with clear fluid and differs markedly in color from the ordinary myomat­
ous tissue. The line of de­
marcation is exceedingly 
sharp, the tumor present­
ing a rather ]x>rou8 ap­
pearance and being yel­
lowish white in color. 
Where the degenerative 
process is markedly ad­
vanced, the tissue is honey­
combed and we then have 
irregular spaces, with deli­
cate trabecula* running

In.. 75.—Cyptk 1>h.i xkkation or a Portion ok a Pk.iivncvi.atkh, Svbpkritonkai. Myoma. t? lint. size.)

<ivn. No. UU24. Path. No. Ill 18. The uterus contains numerous nodules. Springing from the right and 
anterior aspect of the fundus is n suli|ieritonenl pedunvuluted myoma, 8x12x14 cm. The iipjier portion («) has 
undergone hyaline degeneration, with subsequent liquefaction. Traversing the cavity everywhere are large and 
small trabecule, dividing the degenerated area into cystic spaces of different sizes. These were tilled with a dear, 
straw-colored fluid.

Histologic Examination.- The walls of the cystic spaces are composed entirely of hyaline tissue, and there is 
no endothelial lining.

It is interesting to note that the degeneration has occurred at the point farthest removed from the source of 
blood-supply -the pedicle. Projecting from the surface of the uterus, between the l,'allopian tubes, is a small 
nodule. The upper half is very pale, as indicated by b. The pallor is due to hyaline degeneration occurring in 
this myoma also.

The Fallopian lubes arc somewhat, thickened. Both fimbriated extremities are five. The tubes were the seat 
of tuberculosis. The endometrium also showed an early tuberculous process.

across them. The picture is typical of hyaline degeneration with gradual 
liquefaction.
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Microscopically the area of dégénérât ion consists entirely of hyaline tissue. 
This tissue is devoid of nuclei except for a little rim on the outer surface. Here 
the muscle-fibers are still preserved. The trabecula* traversing the cavities con­
sist of hyaline tissue that stains a little deeper than that filling some of the spaces. 
It contains some calcareous plates. Examination of the uterine mucosa shows 
tuberculosis of the endometrium. There was also tuberculosis of both tubes, and 
the adhesions around the uterus contained tubercular nodules.

Gyn. No. 12864. Path. No. 10311.
A large m u 11 i n 0 d u 1 a r m y o m a t 0 u s u t e r u s wit h a 

huge subperitoneal pedunculated myoma under­
going cystic d e g e n e ration (Figs. 7(i and 77).

M. B., married, aged forty-four, black. Admitted April 21; discharged 
May 23, 1906. I11 this case the enlargement of the abdomen was first noticed 
fifteen years ago. The growth has been slow. Seven years later her physician 
diagnosed a myoma, but advised against operation. The abdominal enlarge­
ment steadily increased. For the last five months there has been some pain in 
tin* lower part of the back and in the abdomen after exertion. For three months 
there has been rapid growth of the tumor. The patient has not l>cen incapaci­
tated or inconvenienced seriously until within the last three or four months. 
During the last few days there has been considerable difficulty in micturition.

At operation the omentum was found to lie markedly adherent. The omen­
tal vessels were greatly dilated. The tumor was very soft and strongly sugges­
tive of sarcoma. It bled with the utmost readiness. It was so densely adherent 
that during its removal the left side of the bladder was o|H-ned. The patient 
made a very satisfactory recovery.

Path. No. 10311. The specimen consists of a huge multinodular myomat­
ous uterus, 20x25 x 28 cm. The myomata have undergone hyaline degenera­
tion. Attached to the left side of the uterus is a large pedunculated myoma 
(Fig. 76). Its upper half presents the usual myomatous appearance. The 
lower half has undergone marked degeneration, is dark in color, and contains 
numerous cystic spaces.

Histologic Examination.—In the degenerated ]>ortion of the myoma there is 
coagulation necrosis and also a good deal of hyaline degeneration. The cystic 
spaces are devoid of nuclei, showing neither endothelial nor epithelial lining. 
In certain parts of the myoma the endothelium of the capillaries has proliferated 
to such an extent that the muscle-fibers are divided up into alveoli (Fig. 77). 
At first sight one might very readily diagnose a malignant growth. At other 
|>oint8 there is a typical hyaline degeneration.

Gyn. No. 3991. Path. No. 990.
Disintegration of the central portion of an inter­

stitial myoma (Fig. 78).
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L. N., single, aged forty-seven, white. Admitted November 211; discharged 
I fcecmber 30, 1K95.

Path. No. ÎMM). The specimen consists of the uterus with the ap|)cndagcs. 
The uterus is globular in shajH* and approximately 10 cm. in its various diam­
eters. Scattered over its surface are several small suhjieritoneal nodules, vary­
ing from 1 to 3 cm. in diameter. The uterus is covered with numerous adhesions,

b

I i .. 77. Mahkkii Choi.ikkration or rut Kmiothk.mvm ok tiik Capii.i.ahikh Diviiiinu the Myomatoi » Tihhce 
into Ai.vkoi.1. i X120 ilinm. i

Oyn. Nu. 12H*U. I'alh. No. KWH. The myomatous ti«*ue presents the usual np|«earance, Iml dividing ii 
'M* in*" fairly regular alveoli are deeply staining bande <>f tissue. These dark-staining cells are proliferated and 
deeply staining endothelial cells of the blood-capillaries. The picture is a most unusual one.

those on the posterior surface being rather dense. On palpation it is rather soft 
and yielding, giving an indistinct sensation of fluctuation. The uterine cavity 
b b cm. in length, at the fundus5.5 cm. in breadth: the mucosa is roughened and 
corrugated in appearance. The jMtrtion covering the posterior surface near the 
light cornu presents an area of thickening 1 cm. in diameter, and contains nu­
merous dilated glands, varying in size from a pin-point to 1 mm. Situated in the 
anterior uterine wall are several firm white nodules, varying from 0.5 to 3 cm. and

ytjgtj!

> iMwm

«

•Uv?

I'm. 70. Cystic Degeneration in a Large Hihperitoxeai. Pkuvnci i.atkh Myoma. (,**, nat. size.1 

1 ■>"• Xo. l-’Nti-J. Path. No. KW1I. To the right is 1111 enlarged myomatous uterus, recognizable by the left
'die and ovary above and the cross-section of the cervix below, a is the small  .....mice ting the large tumor
'lib the uterus. Attached to the lower end of the tumor is a broad omental adhesion. Below the line, between 

uni Ii'. the peritoneal covering is of a darker hue and the surface is smooth, suggesting degenerative changes in 
'In- portion of the tumor. The up|>er purl of the myoma, on Mi-lion, presents the usual apjtea ranee. Near the 

'■Idle are small, smooth-walled cysts. The lower half of the tumor is much darker 111 color, owing to the de- 
' ''crative change, and contains numerous cystic spaces. Histologic examination shows that the chief changes are 

l" hyaline degeneration of the tumor.
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presenting the typical myomatous appearance. The posterior wall is occupied 
by a tumor <S cm. in diameter (Fig. 78). This tumor is surrounded by a distinct 
capsule of uterine muscle, varying from 0.0 to 2.5 cm. in thickness. On section, 
it is found to be comjiosod of bunches of fibers concentrically and irregularly 
arranged. Its entire central portion over an area 5 cm. in diameter has degen­
erated and contains a tenacious, semisolid material.

if
Bran » fl lff

-

NX'S

x'jk.

Fin. 7K. CoAiivi-ATioN Nkchohim and Hyai.ink DkoknkraTion uk an Intkiwtitial XIvuma. nut. fixe.»
Gy 11. No. 31191. Path. No. '.Mill, n i* ime of several -mall myoniuta occupying the anterior wall. In the 

uterine cavity near the cervix i« a -mail polyp. l lecupying the |»osterior wall i- a myoma 8 cm. in diameter. The 
central portion ha- broken down, forming an irregular cavity td) tilled with a tenacious, semisolid material. At c 
is a colony of small cysts.

On histologic examination the degenerated area was found to consist partly of hyaline material and partly of 
tissue that had undergone coagulation necrosis, with fragmentation of the nuclei.

Histologic Examination.- The nodules in the uterine walls present the usual 
appearance, and the degenerated myoma occupying the posterior wall is likewise 
composed of noil-striated muscle-fibers undergoing coagulation necrosis. The 
central portion is represented by a pale-staining fibrillated or almost homoge­
neous material from which the nuclei have disappeared, but in other portions.
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large numbers of fragmented nuclei arc seen. On passing toward the uterine 
muscle the degeneration becomes less marked.

San. No. ion. Path. No. 4508.
General a n d d i ff u s e e y s t i e f o r in a t i 0 n i n a m y o m a 

(Fig. 70).

F10. 79.—Gknkral and Dim1»: Cystic Formation ix a Myoma, ij nul. «i«*. i 

Sun. No. 1011. Path. No. 450K. a indicates the upper limit of the uterine cavity. The great inerea.se in 
-i/e of the uterus is <lue to an interstitial ami ilegenerateil myoma. Inwaril it extends to the mucosa; outward it 
i' covered with a zone of normal uterine muscle. The line of junetion between the muscle and the myoma is shar|ily 
defined, as indicated by b. The tissue presents a diffuse, honeycomlieil appeurunce. The cysts are of different 
forms and traversing them are broad ami uls i delicate trabeeuhe. The cyst-*|iaces were filled with fluid.

In the solid |Hirtions of the tumor the typical myomatous tissue is still preserved, but shows abundant hyaline 
degeneration. The walls of the cavities consist chiefly of hyaline material. The cavities were devoid of any epithe­
lial or endothelial lining.

•I. H. T., aged fifty-three, white, married. Admitted October 15: discharged 
November 22, 1900. In this case, after doing a hysterectomy, the operator 
removed several gall-stones.

Vath. No. 4508. The specimen consists of a large myomatous uterus with
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the tubes and ovaries attached. The tumor measures approximately 18 cm. in 
diameter. It is everywhere soft and elastic, and is covered with perfectly 
smooth peritoneum. On section, the tumor is seen to consist of a thin wall, 1 cm. 
in thickness, with an interior filled with a brain-like substance (Fig. 70). The 
growth is really a cyst, with remnants of the muscular tissue occurring as a cen­
tral mass, supported by delicate trabecula? extending to the outer wall. The 
spaces were filled with a fluid, apparently serous in character, but as the specimen 
was hardened before being opened, no definite statement can be made.

Histologic Examination.—Sections through the capsule of the tumor show 
that it is made up of fibrillatcd connective tissue and non-striped muscle-fibers. 
Sections from the large cystic myoma show that it consists of myomatous tissue, 
in most places the seat of a considerable degree of hyaline degeneration. In 
other places, however, the muscle-bundles present the usual appearance. In 
some portions of the tumor the tissue has absolutely lost its structure and 
nothing remains except large, pale-staining areas, which have scattered through­
out them groups of large, swollen, spindle-shaped and round cells. These are 
undoubtedly swollen muscle-fibers which have been cut longitudinally and 
transversely. At first sight they suggest sarcoma cells, but there is no evidence 
of any activity. The cyst-spaces show no evidence of any endothelial lining.

Gyn. No. 3345. Path. No. 616.
Ma r k e d cystic d e g e ne ratio n o f p o r tio n s o fa m y o - 

m a that h a d u n d e r g o n e h y a 1 i n e d e g e n e r a t i o n ( Figs. 
SO and 81).

E. Z., married, aged forty-three, colored. Admitted February 25; discharged 
April 4. 1895. Three years ago the patient noticed a hearing-down feeling in 

the abdomen and two and a half years later a lump 
just below the umbilicus. This was approximately 
4 x 4.5 x 5.5 cm. It has grown rapidly since its 
appearance, but has not been associated with any 
pain.

Path. No. 010. The sjx*cimen comprises the en­
larged uterus, with a tumor springing from its right 
side, and the appendages. The uterus is oval in con­
tour. measuring 10 x 12 x 10 cm. Springing from its 
anterior and posterior surfaces are several dome-like 
nodules, the largest of these being 4 cm. in dia­
meter. Projecting from the right side of the uterus is 

a kidney-shaped tumor, 12 x 1.4x21 cm. (Figs. 80, 81). This is smooth and 
glistening, and in many places traversed by numerous blood-vessels. It is at­
tached to the side of the uterus by a short pedicle, 4 cm. in diameter. On pal­
pation the tumor is soft and gives one the impression of being cystic. It has an 
outer and firm rim, varying from 0.5 to 1 cm. in thickness, but the entire cen-

Fio. KO.—<5.Ml. No. 3.348. 
I’ath. No. «10. The general con­
tour anil relations of the myoma 
seen in Fig. HI.



■

Fia. 81.—Complete Cybtic Degeneration or Portion* or a Myoma that had Undergone Hyaline Degener­
ation. (Nat. sise.)

Gyn. No. 334ft. Path. No. 61fi. The relation of the tuinor to the uterus is indicated in Fig. HO. The section 
here depicted was obtained by cutting into one end of the pedunculated nodule.

The outer covering consists of uterine muscle which is much congested. Occupying the entire center of the 
field is a lemon-colored cystic mass. Dividing the tumor into large and small cysts were delicate trabecula*, many 
of which carried delicate blood-vessels. On cutting into the mass clear, serous-like fluid escaped and soon coagu­
lated, forming a delicate, jelly-like mass. Other portions of the tumor presented the characteristic hyaline changes.

Unless one has seen such tumors, he might doubt the accuracy of the coloring, but Mr. Brodel was fortunately 
on hand just as the specimen was cut and caught the various hues perfectly.
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tral portion is soft and breaking down. Traversing some portions of the 
renter is an irregular core of solid tissue which is attached to the outer wall in 
various places. One portion of the section, however, is entirely cystic; it is of a 
lemon color and is traversed by delicate trabecula*. On cutting into it serous 
fluid escaped, which soon coagulated (Fig. SI).

Histologic Examination.- The large and degenerated nodule to the right of 
the uterus is coni|x>sed of lion-striped muscle-fibers. Between the bundles and 
muscle-fibers are numerous homogeneous areas of hyaline degeneration in which 
remnants of muscle-fibers are still visible. This hyaline change becomes more 
marked as one passes toward the center, where the tissue appears as one mass of 
hyaline material. Scattered throughout it are occasionally small bundles of 
muscle-fibers. The hyaline material in turn gradually dissolves and is lost, a 
delicate reticulum remaining. This was the picture obtained in the cystic areas.

Gyn. No. 12522. Path. No. 9233.

M a r k e d h y a I i n e d e g e n e rati o 11 o f a m y o in a with 
gradual liquefaction of the hyaline tissue (Fig. 82).

v . v;

•<=* f <„/
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I'lo. 82.—Ohahvai. blip kkactiox of a Myoma. I X 85 iliain. i 
<lyn. No. 12522. I’uth. No. 9233. Xi the point* indicated by n the characteristic myomatous tis*ne still 

persists; at b is a cross-section of a muscle-bundle and at r a cross-section of an individual muscle-filter, d is a 
blood-vessel. Al r all trace of the muscle has disappeared, nothing being left but hyaline material ami the outline 
of hyaline connective tissue. At / even the hyaline has been replaced by an irregular space filled with coagulated

S. M., aged thirty-four, admitted November 17, 1905; discharged on the 
twenty-fifth day. The uterus is approximately 13 cm. in diameter and is
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globular: il has a cystic feel and contains a juicy-looking myoma. It is free 
from adhesions. The myoma is uniformly semisolid and is filled with small 
cystic areas. From the cut surface a straw-colored fluid escapes.

Microscopically, the myoma shows marked hyaline degeneration. Where 
the cysts occur, them are clear spaces with only a few muscle-fibers remaining. 
These stand out clearly. The picture is one of a myoma undergoing hyaline 
transformation, with gradual liquefaction (Fig. 82).

Gyn. No. 3349. Path. No. 610.

Liquefaction of a hyaline myoma (Fig. 88).
S. 1!., married, aged forty-eight, white. Admitted February 26; discharged 

March 21», 1895,

b

if

Flu. 83.- -l.iyvKHKD ami Hvai.im: Arkah in a Myoma. (X 95 ilium.)
Uyn. No. 3.149. Path. No. lilO. At the points indicated by a transverse or longitudinal seetiotui of muscle- 

lnmilli‘' are still visible. Scat terni throughout the field are dark circular or irregular clumps of hyaline, particu­
larly well seen at b. These are muscle-bundle* that have undergone complete hyaline transformation. The lighter 
hyaline matrix, a* seen at r, represents what remains of the fibrous structure. In the center of the picture is an 
irregular cavity u/\ lined with hyaline tissue, and filled with a granular material coagulated serum. At c are 
empty spaces from which all trace of the myoma has disappeared.

This picture gives in detail practically all stages that occur when a myoma undergoes hyaline degeneration.

Path. No. 010. The specimen consists of an enlarged uterus with both tubes 
and ovaries. The uterus is ])ear-8haped and measures 10x12x16 cm. An­
teriorly, it is smooth and glistening; posteriorly, it is covered with a few non-
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vascular adhesions. On the anterior surface of the uterus is a sul>|>eritoncal 
nodule, 1 cm. in diameter. Situated in the anterior uterine wall is a sharply 
defined globular tumor, 0 cm. in diameter. In part this is made up of a delicate 
meshwork of fibers running in all directions, but the greater portion consists of 
a jelly-like material, yellowish in color, translucent, and from the cut surface of 
which a large quantity of clear fluid (‘scapes. This fluid coagulates on exposure 
to the air. The entire tumor might be likened to a ball of jelly everywhere 
traversed by delicate fibril he.

Histologic Examination.—The large nodule in the anterior uterine wall is 
composed of noil-striped muscle-fibers which have undergone diffuse hyaline 
degeneration, the individual fibers being separated from one another by hyaline 
material. Where the tissue apjiears jelly-like the field is almost colorless (Fig- 
Sit), but a fine fibrillated meshwork can be made out, and scattered here and 
there throughout this colorless material are little islands of muscle-fibers and 
many delicate blood-vessels. In other portions isolated muscle-fibers can be 
seen and the tissue also contains hyaline droplets. It looks as if the muscle- 
fibers had first undergone hyaline degeneration, and that after this the hyaline 
material had broken up into clumps and had disappeared, leaving a fibrillated 
network.

C. H. I. 620. Path. No. 8827.
Liquefaction of a myoma (Fig. 84).
E. 8., aged thirty-five, married, white. Admitted May 25; discharged 

June 24, 1905.
Path. No. 8827. The specimen consists of a nodular myomatous uterus, 

amputated through the cervix, and of a fetus at about the second month. The 
uterus itself is nodular and is 8x8.5x Hi cm. The largest myoma is approxi­
mately 11 cm. in diameter. There is a diffuse myomatous thickening of the 
uterine walls.

Histologic Examination.—Sections from the endometrium show the usual 
appearance of pregnancy. Those from the myoma show typical and wide-spread 
hyaline degeneration, a few fibers remaining here and there throughout the hya­
line tissue. Other portions have gone on to liquefaction (Fig. 84). Where such 
changes have taken place almost the entire field is filled with coagulated serum. 
The density of the eosin stain depends u|xm the amount of albumin that the 
fluid contained. The fluid is divided off into little compartments by deli­
cate strands of either muscle-fibers or connective tissue. The walls of the cyst- 
spaces are devoid of endothelium.

Gyn. No. 3504 \. Path. No. 719.
M a r k e <1 h y a 1 i n e a n d c y s t i c d e g e n e r a t i o n o f a n 

i 111 e r s t i t i a 1 u t e r i n e m y o ma ( Fig. 85).
M. (i., single, aged thirty, colored. Admitted May 11: discharged June IS, 

1895.
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Path. No. 7111. Tliv s|Mrimrn consists of the uterus with the appendages 
intact. I'lii- uterus measures 12 x Hi x 19 cm. and is free from adhesions. Pro­
jecting from the lower part of the anterior surface are two small pedunculated 
nodules, the larger being I x 1.2x2 cm. Situated in the posterior wall is a 
tumor, 9 \ l.'{ cm. i I 'ig. s,">i. This consists of one large cavity traversed by fibrous

h

V-X :y.
d r'j~- 0,t% " " *.»

space
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I n.. *1. I.iijiii mi n>\ t\i> IIvai.im. \huk ix \ Mvuxi ■ 00 (liaiu

e M I. •"•-U l*iuh. Xu. KHV7. The specimen ix from n myoma during the early mouths of pregnancy. « in­
dicates lin- u-iinl myomntoii» ii-'iir. In the up|ier |mri of the livlil are rross-seetion* of bundles of swollen niuscle- 
li Imre i l> . • imliniies blood-vessel». The rest of I lie lielil ix composed of albuminous lluiil ilivideil ofl into compart­
ments In ilelii'itte rnpilluric». ax iinlienleil at >/. The coagulated lluiil in the various ronipartnient.s differs in density
of staining. This depends upon the amount of albumin ......tuined in the fluid —the more albumin, the deeper
I lie slain. At r the albuminous routent» are abundant, at / almost nil, ax the fluid stains very faintly. The lower 
border of the seel ion i» a -until segment of a ey»t-\vall It i» totally devoid of an endothelial lining.

tralieeuhr, which partially divide it into several smaller cavities, filled with a 
yellowish, transparent fluid. The walls of the cavity are composed of a yellow­
ish. crumbly material. The outer rim of the tumor is still intact and varies 
from I to d cm. in thickness. The appendages are normal.
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Histologic Examination. The tumor is o isnl of non-striped tnusele- 
fibers closely packed together. The tissue lining the cyst-like cavities has 
undergone complete hyaline transformation. This hyaline material in some 
places presents a homogeneous ap|>enrance. hut in other places the colorless

£>rv'V

Fill. 86. Il VU.INK DkuKMRATION WITH I.IQlfcK ACTION III AN l.NTKHuTIl IAI. VllHIM MvoMA. lull. MW. i 
< i> ii. Xn. 3SDIJ. Filth. Nn. 7Ml. Orrii|iying the fumin' is u myomu II x 1)1 cm. The venter of this consists 

of one large cavity lineil with a 'haggy, vruinhly material, ami traverse!I with trahecuhe. 11 has contuineil a clear 
transparent fluid. The appendages are normal, ami the uterine cavity ha» in no way lieen encroached upon. 

Histologic examination shows that the inner lining of the degenerated myoma consists of hyaline material.

niuselv-fihers arc still visible. Here and there unaltered muscle-fibers can still he 
made out. The hyaline material gradually fades away and on the inner surface 
of the cavities almost entirely disappears. The line of junction between the de­
generated and unaltered muscle-fibers is sharply defined, the one ending abruptly 
where the other begins. The cavity formation in this case is due to hyaline 
degeneration with subsequent liquefaction. At no point does the cavity show 
any epithelial or endothelial lining.

80
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Gyn. No. 7049. Path. No. 3318.
M a r k v (1 li y a 1 i 11 c <1 0 g <• 11 0 rati <> 11 a 11 <1 1 i q 11 v f a c t i o n

of a large myoma (Fig. 80).
A. M., married, white, aged fifty-one. Admitted .Inly 0: discharged August

17, istm.
Path. No. 3318. The s|M-eimen consists of a large myomatous uterus, with 

intact tubes and ovaries. The myomatous mass is markedly nodular, being 
studded with myriads of small and moderately large nodules. The tumor meas­
ures 2d x 25 x 31 cm., and situated in a cleft on its upper and anterior surface 
is the very small uterus. The myoma has consequently filled tin- pelvis and 
spread out the folds of tin- broad ligament. < )n section, it is found that almost 
the entire myomatous mass has been converted into a huge cavity (Fig. 80), 
the inner surface of which presents a shaggy appearance. Traversing the cavity 
in all directions are large and small trabecula- that hold together large and firm 
masses in the center, the trabecula- stretching from side to side. The shaggy 
masses lining the walls of the cavity are whitish yellow in color. The general 
impression gained is that the softened jx»rtions of the myoma have melted away, 
leaving the more resistant portions, which remain as trabecula-. The fluid 
filling the cavity is somewhat turbid and of a greenish-brown color.

Histologic Kxamination. The outer portions of the walls of the large and 
cystic myoma consist of typical myomatous tissue. The shaggy inner surface 
and the trabecula- represent nothing more than myomatous tissue that has 
undergone complete hyaline degeneration. This tissue is totally devoid of nuclei 
of any kind.

San. 1925. Path. No. 8838.
A 1 a r g e m u 11 i n o d u 1 a r m y o m a tous u t e r u s wit h a 

huge s u b p e r i t o n e a 1 and cystic myoma (Fig. 87).
(I. S. W., aged thirty-eight, married, white. Admitted May 8: discharged 

June 13, I'M 15.
Path. No. 8838. The specimen consists of the uterus, with many myomata, 

and the appendages. The tumor weighed twenty jxnmds. The uterus has been 
crowded down between two myomata. One is irregularly kidney-shaped, 
17 cm. in length: the other springs from the jiosterior surface of the uterus, and 
is 15 cm. in length. Scattered throughout the uterus are numerous peduncu­
lated, interstitial, and partially submucous myomata. The chief interest is 
centered in tin- cystic pedunculated myoma, 30 cm. in its longest diameter 
(Fig. 87). This is attached to the anterior and right side of the uterus by a short 
pedicle, 0 cm. in breadth. This tumor is covered with omentum, which is 
greatly thinned out. < hi section, it is found to consist of myomatous tissue in the 
outlying portion: in the central portion is a gelatinous-like tissue, with trabeculæ 
running through and giving rise to many large and small cystic spaces. In the 
center of the tumor is an oval cystic space, 8x 10 cm. It has a smooth lining
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Fui. Hti. Mahsivk IIyalink Dkükxkration and Liqukkaition or a Laruk Vtkrink Myoma. <|Jt nat. size. i 
Oyn. No. 7049. Path. No. 3318. The tumor measured 23 x 28 x 31 cm. Situated in a cleft on it* up|>er 

ami anterior surface wa* the very small uterus. Almost the entire tumor ha* I wen converted into one huge cavity. 
The walls are composed of typical myomatous tissue, well seen at ft. Near the walls are cross-sections of myo­
matous tissue that has undergone hyaline change. This is clearly seen at b. The central portion of the cavity is 
partly tilled by a shaggy degenerated material, held in place by trabecula- extending to the outer wall. Home of the 
finer trabecula- are seen at r. At d is u large space where complete disintegration lia« taken place. The fluid tilling 
the tumor was somewhat turbid and greenish brown in color. The shaggy inner walls and the masses in the cen­
ter consisted of hyaline material totally devoid of nuclei.
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and in some portions contains a clear fluid : in others, chocolate-colored clots,

Fus. H7. V Cystic Svhpkhitoxkal Peuvncvi.atku Myoma. (4 nnt. size.)
Sun, Nu. 192/1. 1’ntli. Nn. 8888. To the right is the enlarged mill myomatous uterus. Tn the left it large 

iiml somewhat flattened cystic myoma, 80 cm. in Its longent diumeter. This is uttueheil to the uterus by n short 
liedide, tl em. in hrenilth. Over the greater part of its convexity it is eovereil with dense omental adhesions. 
The tumor, to a great extent, ha- lieen converted into large and small cystic spaces. Between the |Miints « and 
>•' the delicate cystic formation with fine tralieculie is particularly well seen. Most of the smaller cysts were filled 
with clear fluid. The largest cyst is 8 x 10 cm. and has a smooth lining. It was partially filled with clear fluid, 
partially with clots. The cyst r contained remnants of old blood. Sections from various parts of the tumor 
show marked hyaline degeneration with liquefaction. Clinging to the large cysts are partly organized clots and 
old blood-pigment. There is no evidence of endothelium.

evidently the remains of old hemorrhages. There is also another oval cystic 
space, If cm. in length and traversed by trabecula- presenting a homogeneous
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Flu. 88.—A Mt i.TH.orvi.AR Cr»TH’ Mtoma. i î nul. size. i 

Gyn. No. 8882. Fut h No. 5072. The uterus is relatively normal in tiw. Huth tubes and lhe left ovary are 
normal, but projecting from the right ovary is a ■.mull cyst. Growing from the posterior surfuce of the uterus is a 
luhulated cystic tumor. This has been firmly lixeil in the |ielvis, as is inilirate.l by the wide extraiieritoneal portion. 
In such ruses there is greut dunger of injury to the ureters. Even ufter the abdomen was opened this turn 
ul first supposed to be an ovarian cyst. For the tumor on section see Fig. 83.
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ap|>cani!icc. It is evidently filled with a good deal of old blood. These two 
cystic spaces are very unusual, but the outlying semisolid and cystic portion 
is characteristic of any case of advanced hyaline transformation of a myoma.

Histologic Examination. The edematous, cystic areas are the result of a 
marked hyaline transformation, with subsequent liquefaction. The tissue im­
mediately around the blood-vessels has undergone almost complete hyaline trans­
formation. W e have, also, large areas, absolutely devoid of cells and later this 
hyaline material has become almost transparent and entirely disap|wars. The 
line of hyaline transformation is in many places very sharply defined. In some 
places throughout the hyaline material we have deposits of yellowish pigment, in 
all probability the result of old hemorrhages. Sections from one of the cystic 
spaces partially filled with blood show that we have here in the walls also a great 
deal of hyaline transformation. Clinging to the wall is fibrin, here and then- 
aggregations of small round cells, and occasionally polymorphonuclear leu­
kocytes. Many of the leukocytes have a brownish tinge, showing that they are 
rather old and have probably imbibed old blood-pigment. Clinging to the inner 
surface of one of the cysts is blood, which is fairly well preserved.

Gyn. No. 8882. Path. No. 5072.
A large mill til ocular cystic myoma developing 

from the posterior surface of the uterus (Figs. SS and 
nul

A. IV. aged thirty, white, married. Admitted June 2">: discharged July 19, 
1901. She has been married eleven years, has had three children, the youngest 
now twenty months old. The labors were easy and there were no complications. 
Fourteen years ago she first noticed a small tumor in the abdomen. This has 
grown steadily since then, but has given rise to no symptoms.

Operation. Pnnhystorectomy. On section of the abdomen the uterus was 
found resting on the top of a cystic mass. This mass was supposed to be an 
ovarian cyst and not until it ruptured was the true diagnosis arrived at. Enu­
cleation was carried out in the usual manner from left to right. The procedure 
took a good deal of time, owing to the dense pelvic adhesions and to free oozing 
from the vaginal veins. There was a hydro-ureter on the right side.

Path. No. ">072. The specimen consists of the uterus, which is but little 
altered, and of a large tumor, which has apparently developed in the jHisterior 
wall. This tumor measures 9 x 20 x 31 cm., is tabulated, cystic, and is very sug-

Fni. S!i. V I,Aium Cystic Myoma (Ikowi.no from thk Portkrior Scrfack of tiik Vtkrvs.

Uyn. No. MHK2. Path. No. 5072. The picture represents a lungituilinal section of the tumor seen in Fig. 8H. 
n imlienlvs the uterine cavity, which is normal. Springing from the posterior wall of the uterus is the large multi­
cyst ie myoma, 0 x 2(1 x :tl cm. Covering the outer surface is a mantle of muscular tissue (6). The upper part of 
the tumor contains large cystic spaces with secondary recesses opening into them. The lower half presents a 
spongy appearance, due to the presence of many small cysts emliedded in the rarefied tissue.

Histologic examination shows that nearly the entire central portion of the tumor is devoid of nuclei. The solid 
tis«ue is much rarefied or “threadbare." and the cysts are spaces devoid of any epithelial or endothelial lining.
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gestive of an ordinary multilocular ovarian cyst < lig. SS). ( )n section i lig. Mh 
tin’ u|i|H-r part of the tumor is found to he made up ot large cysts with numerous 
recesses opening into them. These cysts appear to he filled with clear fluid.

I'lii. VO. A LaBUK St llt'KHITONKAI. OTHTIC MyoMA. I? Illlt. sise. I 
(iyn. No. «1432. Path. No. 2001 Springing from the fundus is a partially pedunculated cystic tumor, 10 x 27 

x 30 cm. The fundus itself is somewhat enlarged, from the presence <if myomatous nodule*. Both luîtes and the 
left ovary are normal. The right ovary contains a small dermoid cyst. For the appearance of the uterus on sec­
tion see Fig. 91.

The lower half of the tumor is made up of a spongy material containing numerous 
small cysts in its meshes. Covering the entire outer surface is a mantle of myo­
matous tissue, in most places reaching 1 cm. in thickness.
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Flo. 91.—A Ci

8V' Al*
r. * V

Cvn. No. IHTJ. Path. No. 2IVU. (For the general appearance of the tumor see Fig. 90.) The section has 
••«■en eut longitudinally through the tumor. The upper part of the tumor has been converted into a large cystic 

•vity with walls from 1 to .1 mm. thick. The inner surface is smooth anil on the right are numerous train-culte, 
passing from the outer thin wall to the solid portion of the tumor. These tralieculie carry blood-vessels. A 
Hite wedge of the solid portion of the tumor has undergone complete hyaline degeneration, but in the lower part 
In- typical myomatous tissue still persists. The uterine cavity itself is normal. There was no epithelial nor 

endothelial lining to the cyst.
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Histologic Examination. The outer portions of the tumor present tlie usual 
myomatous npjicnrance. The central |mrtinn consists of tissue that has under­
gone hyaline degeneration or is entirely devoid of nuclei. It is gradually be­
coming rarefied and the empty spaces are totally devoid of any endothelial 
lining. This is the most remarkable cystic degeneration in a myoma that we 
have ever noted.

Gyn. No. 6432. Path. No. 2661.
A 1 a r g e e y s t i e m y o ni a s p r i n g i n g f r o m the f u 11 d u s 

of the uterus (Figs. 00 and 01).
A. It., single, aged forty-four, white. Admitted October 13; discharged 

November 17, ISOS.
Path. No. 2001. The specimen consists of the uterus, attached to which is a 

large tumor, both tubes, the left ovary, ami a dermoid evst of the right ovary 
(Fig. 00). The uterus proper is relatively small, measuring 5 x 0 x 0 cm. 
Springing from the fundus is a large |ieduiiculated tumor. Hi x 27 x 30 cm. 
On the posterior surface of the tumor is a groove eorrespomling to the promi­
nence of the sacrum. The surface of the tumor is smooth and glistening, and 
traversed by numerous blood-vessels. It is fluctuant and its walls are appar­
ently thin. The tumor is attached to the fundus by a broad jiediele, (i cm. in 
diameter. .Springing from the (lost prior surface of the large tumoron the left 
side are two nodules. The large myoma, on section, is fourni to be composed 
of two portions, one cystic, the other solid (Fig. 91). The upper part forms 
one large cavity, with numerous trabecula1 extending to the wall of the solid 
portion of the tumor. The wall itself is eoni|>osed of myomatous tissue of 
varying thickness. Fully one-third of the solid portion of the tumor has 
undergone complete hyaline degeneration, as indicated in the figure.

Examination. The walls of the large cystic tumor present smooth 
inner and outer surfaces, the former having no special cell lining. The walls 
consist of large spindle-shaped fibers that run more or less parallel to the circum­
ference, but in some places interlace. There is considerable fibrillation of the 
tissue, which is jxxir in cells and is quite edematous. The picture is a very 
unusual one.

Gyn. No. 4485. Path. No. 1245.
A mult icystic uterine myoma (Fig. 92).

Fia. 92. A I.ABat Mvi-ticystic Myoma, <1 nat. size.) 
tlx h. N11. 448.1. Path. No. 1245. This tumor measured 19 cm. ill diameter, «1» lobulated. densely a.Ilièrent, 

mill utiuehed to tin» u|i|x»r surface of the uterus hy u twisted pedicle. Hulgiug from the surface are several large 
vx-tic spares. The cysts are large ami small, ami even the smallest have smooth walls. Clinging to the inner sur­
face of some of the cysts i« old blood. The solid portion of the tumor consists of myomatous tissue, which has in 
places undergone inurked hyaline degeneration. The cysts are devoid of any epithelial or endothelial lining.
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A. .1., married, aged forty-seven, white. Admitted June 25: diseharged 
August 2. I St Mi. The patient had one child, twenty-three years ago. She first 
noticed an abdominal enlargement about six months ago. The increase in size 
has been gradual.

At the operation the cystic myoma had a twisted pedicle and there were dense 
adhesions between the tumor and the anterior abdominal wall. The tubes and 
ovaries were adherent to the pelvic floor.

Path. No. 1215. The specimen consists of the uterus with its appendages 
and of a large tumor. The uterus is approximately globular, and averages 8 cm. 
in diameter. It is covered with a few adhesions. The walls are thickened, and 
contain two small myomatous nodules. ( Iceupying the fundus is a tumor. 5 cm. 
in diameter, which is becoming cystic. The large tumor (Fig. 1)2), springing 
from the upper surface of the uterus where it joins the right tube, is irregular in 
sha|K- and averages 111 cm. in diameter. Projecting from its surface are numer­
ous bosses and two pedunculated cysts, S and It cm. in diameter respectively. 
The large cyst has delicate walls. These, over an area 4 mm., have undergone 
partial rupture, some of the layers having given way. The tumor is covered 
with dense adhesions, some of which contain adipose tissue. The walls of the 
tumor vary from 2 to 4 mm. in thickness. One smaller cyst is hemorrhagic and 
there are numerous adhesions on the under surface of the tumor. The cysts 
have smooth inner surfaces.

Histologic Examination. The solid part of the large tumor consists of non- 
striped muscle-fibers, and between the muscle-bundles are wide bands of con­
nective tissue which have undergone hyaline degeneration. The tumor has an 
abundant blood-supplv, but many of its vessels are becoming obliterated and 
others are filled with recent or partially organized thrombi. The walls of the 
cyst projecting from the surface of the large tumor are likewise composed of non- 
st ri|M-d muscle-fibers. There is no evidence at any |M»int of an < or en­
dothelial lining.

Gyn. No. 13625. Path. No. 11651.
A v e r y 1 a r g e c y s t i c ni y o m a ( Fig. 11.4).
A. V, married, white, aged forty-eight. Admitted March 1: discharged 

March 21». 11107. Four years ago the patient began to notice a uniform en­
largement in the abdomen. This increase in size has been gradual. The pa­
tient states that the girth of the abdomen increases during her menstrual period.

The tumor was densely adherent to the omentum and from it the greater 
part of the nourishment came.

Path. No. 11051. The specimen consists of the uterus, attached to which is 
a large cystic myomatous mass, the whole measuring approximately 10 x 55 x 50 
cm. (Fig. 1)4). The uterus, which has been amputated through the cervix, 
measures approximately 7x11 cm. It is multinodular, containing subperitoneal 
and interstitial myomata. The main tumor springing from the fundus measures 
approximately 10 x 45 x 411 cm. The surface of the tumor is moderately smooth,

5966
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Omental
Vessels

Ki«.. 93. A Crime Mvoma Wkkihinu 39 1‘ovxue am» Ci.ohki.v Rkhkmhi ixu a Mut.movri.AR Ovarian I)»
(J mil. si*e.)

<»yn. No. 13925. Path. No. 11651. In the upper pari of the picture u cross-section of the uterus is Keen. It 
contains one interstitial ami one *ul»|»eriloneal nodule. Attached to the side of the uterus is a very large multi- 
locular cystic myoma. At the points indicated by <i the myomatous arrangement is still dearly seen. The small 
cysts have smooth walls, and were filled with clear lluid. The large cyst with its secondary hernial projection (51 
lias very thin walls, so thin that in the vicinity of r light was easily transmitted. The large cyst was also filled 
with clear lluid. The outer surface of the cyst was covered with many omental adhesions

no
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Inil toward the upper part anteriorly is a hand of omentum approximately 10 
cm. in length and II cm. in width. At other |x>ints over its surface there are also 
omental adhesions. One large vein in the omental adhesions is fully d mm. in 
diameter and others noted at operation were at least 5 mm.

< hi section, the large cystic mass is found to he filled with a moderately clear 
straw-colored fluid. The large cystic space measures approximately 25 cm. in 
diameter. The walls are perfectly smooth and about the thickness of parch­
ment. Large blood-vessels can he seen coursing in the walls in this cyst. Pro­
jecting from the large cyst is a secondary hernial cyst. The middle portion of

the tumor is made up of moder­
ately firm whorls of myomatous 
tissue, hut here also cystic 
spaces are in evidence, the 
largest cyst measuring 1.5 cm. 
in diameter. All these spaces 
have smooth inner linings and 
contain clear fluid.

Histologic Examination. 
Sections taken from the more 
solid |Millions of the large tumor 
show that it is made up of my­
omatous tissue, in places mod­
erately well preserved. In most 
instances, however, there is 
rather extensive hyaline degen­
eration. Sections taken from 
those areas which macroscopi- 
eally have a soft and gelatinous 
ap|M-aranee show typical lique­
faction of the muscle-fibers.

Km. VI. A Crime I'tkhixk Myoma.

C. II. I. !•’. I'aili. No. IMMfi. lu I hi* cime then* was u
strimgiilnted umbilical hernia. Filling the pelvis wns the pro- J(l SOUK* llluCCS a few Cells ai'C 
jeetion h. nml it wan neressniy to completely never the cervix .

still moderately well preserved. 
In other places there has been 
complete disintegration, only a

before this could lie dislodged. A large part of the main tumor 
had become converted into a cyst, which on histologic examina­
tion was found to be lined with hyaline material.

few swollen cells or shadows of cells remaining. Sections taken through the 
edge of the large cystic space show that it is lined with typical myomatous 
tissue. No endothelial lining can he noted. This is one of the most pro­
nounced examples of a cystic myoma that we have ever encountered.

C. H. I. F. Path. No. 6046.
Strangulated umbilical hernia and a large cystic 

m y o ni a w i t h a p o r t i o n i n c a r c e rat e d i n the p e 1 v i s 
(Fig. tit).
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F., about fortv-fivo years of age, was seen in consultation with I)r. A. Trego 
Shertzer and admitted August 10. 1002. She had had an abdominal tumor for 
a long period. She came to the hospital hurriedly on account of a strangulated 
umbilical hernia. The tissues in the hernial sac were almost bluish black. After 
removal of a wide area at the umbilicus an attempt was made to deliver the tumor. 
This was exceedingly difficult, because a large portion of it was wedged in the 
pelvis. Finally, after using a good «leal of traction, we were able to »*xj>ose tla- 
tumor and amputate through the cervix. It then became feasible to remove 
the pelvic portion. The patient made an excellent recovery.

The uterine tumor measures 22.5 x 20 cm. Its central |M>rtion over a wide 
area, as indicated in Fig. 04, has undergone complete cystic transformation. 
The cystic transformation oil microscopic examination was found to be due to 
hyaline transformation, with subsequent liquefaction.

Gyn. No. 13423. Path. No. 10677.
F x tensive c y s t i c d e g e n e rati o n o f a n i n t e r s t i t i a 1 

uterine myoma (Figs. 95 and 96).
II. M.. aged forty-one, white, married. Admitted December 4. 1906; dis­

charged January 17, 1907. The patient made a perfect recovery.
Path. No. 10677. The specimen consists of a large myomatous uterus. The 

uterus itself has been opened 
posteriorly. It is 15 cm. in 
length, 8 cm. in breadth (Fig.
95). The uterine walls show a 
considerable thickening, reach­
ing 5 cm. in thickness in the 
upper portion. Occupying the 
anterior wall is a growth 11 cm. 
in diameter. This, on section, 
is cystic, and at first sight 
bears a striking resemblance to 
a heart (Fig. 96). Its walls 
vary from 0.5 to 2.5 cm. in 
thickness. Its inner surface is 
smooth and glistening. Its 
walls contain numerous depres­
sions and smooth, dome-like 
elevations; and stretching from 
depression to depression are little smooth bands which are rounded and bear 
considerable resemblance to the columna* carnea-. The depressions sometimes 
extend for at least 2 cm. into the depth. At ft, on the anterior surface, is a 
cyst 2 cm. in diameter, with smooth walls. This cystic space was filled with 
clear straw-colored fluid, which did not coagulate on exposure.

I'm. 05.- A ('time Myoma Oitupyi.nu tiil Anti.iuoii 
Vtkhimk Wai-i..

Gyn. No. 13423. Path. No. IOf>77. Projecting into the 
uterine cavity from the anterior wall is a globular tumor. The 
ii|i|ieinlugi‘8 are normal. For the ii|>|ieurance of the uterus on 
section see Fig. 0ft.
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Histologic Examination.—Sections from the uterine wall show undoubted 
beginning adenomyoum. Sections from the growth in the wall of the uterus 
show that it is composed of myomatous tissue. The muscle-fibers are closely 
1 Kicked together and at first sight strongly suggest sarcoma. The individual 
cells, however, are perfectly smooth and the muscle-fibers are regularly arranged. 
Here and there are faint evidences of liquefaction. The muscle ends abruptly at

Fin. VH. X Cvhtic Myoma with a Cavity Rkhkmiii.ivo Somkwiiat tiii; Intkrioh ok a Mkart. i? nut. sixe.i 
Oyn. No. 13425. 1’ath. No. 11*177. For tin* general relutioiiH of tin* pelvic organs see Fig. 05. Occupying 

• lie anterior uterine wall is a myoma 11 cm. in diameter. Its line of junction with the uterine muscle is indicated 
hy a. The entire center of the tumor is cystic. The inner surface is smooth ami glistening, hut there are numerous 
recesses corresponding to dome-like elevations, and stretching across the depressions are rounded trnheeuhe resem 
hiing oolumme cornea-, b is u small cyst with clear contents. The cyst was filled with a straw-colored fluid that co­
agulated on exposure to the air. The walls of the tumor show some hyaline degeneration, hut the inner surface 
is lined with muscle-filiers. There is no evidence of any endothelial lining.

the inner surface of the cyst. The inner surface is also lined with muscle-fibers, 
which lie parallel to the cyst cavity and form a layer of cells at least three to six 
deep. We exjierted to find a hyaline inner lining, but this is absent on the 
inner surface, a most unusual picture where large cysts are associated with uterine 
myomata. This is the only myoma in which we have found such an appearance 
due to hyaline degeneration.
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Gyn. No. 3113. Path. No. 487.
Cystic Spaces in a Myoma Apparently clue in Part 

to Dilatation of L y in p li - e li a n n e 1 s (Fig. 97 ).
A. V. G., married, aged fifty-two. Admitted October Hi: discharged De­

cember (i, 1894.
Path. No. 487. The specimen consists of a large globular tumor, in the 

upper portion of which the uterus is situated. Both tubes and ovaries were in­
tact. The tumor is approximately circular, 25 cm. in diameter. Along its lower 
and anterior surface are five ill-defined bosses, the largest of which is .‘{.5x5x8 
cm. The tumor is whitish red in color, smooth, glistening and covered with 
|M*ritoneum. On the anterior surface of the tumor is a piece of bladder mucosa, 
.4x6 cm. On palpation the tumor is firm and yielding, giving a faint sensation 
of fluctuation. On section, it is whitish in color and 
presents a finely striated appearance. Scattered 
everywhere throughout the tumor are sinuses (Fig.
97), the largest of which is 1.2 cm. in diameter.
These have smooth walls and communicate with 
numerous smaller ones. They contain a serous-like 
fluid. Some, however, are filled with dark-red blood.
Most of these sinuses appear to be lymphatic in origin.
On section, the entire tumor mass is found to spring 
from the posterior uterine wall. It is interstitial 
and has an outer covering of muscle averaging 2 
mm. in thickness. The jiostorior wall of the uterus is 
filled with sinuses similar to those noted in the tumor.

Histologic Examination.—The uterine muscle 
just beneath the mucosa appears to be perfectly 
normal. In other places it contains numerous small 
empty spaces, some of which have an endothelial 
lining. These are probably lymph-spaces. The 
large tumor situated in the posterior wall is composed 
of non-stri 1 H‘d muscle-fibers and shows diffuse hyaline degeneration. In some 
places this hyaline degeneration is so marked that the muscle-bundles appear 
as small islands in the hyaline material. There are many recent hemorrhages, 
which are chiefly confined to the hyaline areas. In some places the tumor is 
edematous. The blood-vessels are moderate in number, the veins predominating. 
Scattered everywhere throughout the tumor are large and small empty spaces, 
some with, others without an endothelial lining. As the blood in the arteries 
and veins has been well preserved in Mfiller's fluid and as these spaces are com­
paratively free from blood, we are inclined to believe that they are lymph- 
channels. In this case, as noted on p. 247, there are some very large cells, 
strongly suggesting a sarcomatous transformation of the myoma.

Fm 117. Imhuhi ah Cmir 
Si'AfKH in a Myoma. (Nat

(Sy 11. No. 3113. Path. No. 
4H7. At « arc nunieroii* small 
ryatir spares, some of whirl) rom- 
munirate with one another. In 
this ra»e there were eilema anil 
hyaline degeneration. Some of 
the spares in the myoma had an 
endothelial lining and were ap­
parently dilated lymph-rhannel*; 
others appeared to be due to dis­
integration of the hyaline tissue.



MYOMATA OF TU K VTKHVS.124

Gyn. No. 2852. Path. No. 347.
A 11t e r i 11 c 111 y 0 in a w i t h c y s t i c s p a r e s c o 11 t a i 11 i 11 g 

a in a 1 <• r i a I r e s c- in tiling in cited butter ( Fig. US).
M. S. Imarried, aged forty-three, white. Admitted June 18: discharged 

July :«l. 1*94.
Path. No. d 17. The s|H-eimen consists of an enlarged uterus with its appen­

dages intact ( Fig. 98). The uterus is globular in form and measures Id x Id x 14 
cm. It is smooth, glistening, pinkish in color, and everywhere covered with

*
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I HI. 98. A III HIM. M YUMA WITH t’VKTIC Sl'ACKR Co.NTAIMMi M X It HIM. Ht.-I Mill IM. Mll.Tt.li Bl TTt H. 
inul. mte. 1

<i.vn. N<>. '.’s.V_\ l'aili. N<>. :||7. The glolmlur myoma contain* two irregular spaces, the upper one having 
lieen cut in 1 wo. They are tilled with butter-like material, which contai its many fut-dmplets ami choleslerin crys­
tals. We have only hud two such cases in a large series of degenerated myomata. (After Howard A. Kelly.

peritoneum. The jtosterior wall of the uterus is occupied by an apparently 
rounded nodule 12 cm. in diameter. This is whitish in appearance, and is made 
up of smaller nodules composed of concentrically striated fibers. The anterior 
I Million of the tumor contains a cavity, 2 cm. broad and 2.5 cm. in depth. The 
walls of this are smooth and of a yellowish color. In the posterior portion of this 
tumor is a second cavity. This measures 4.5 x ô x 0 cm. and presents a convo­
luted appearance, has smooth walls and is lined with a yellow, semisolid, butter, 
like material. Both cavities are filled with a liquid which closely resembles
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melted hut ter. Scattered throughout this material are grayish-red flocculi or 
streaks of blood.

Histologic Examination.—The large nodule situated in the jxjsterior wall is 
coni|K)sed of a hyaline stroma with non-striped muscle-fibers scattered freely 
throughout it. The muscle in the vicinity of the cavities shows patches of hy­
aline degeneration, associated with slight lymphoid infiltration, or ends abruptly 
in a hyaline material. The inner walls of these cavities are composed entirely of 
this hyaline substance, with a few muscle-fibers scattered here and there. A few 
blood-vessels are still visible in the hyaline material. The ragged inner surfaces 
of the cavities are also composed of hyaline material, but the individual fibers are 
still faintly visible. In no place is there the slightest evidence of polymorphonu­
clear infiltration. The fresh fluid from the cavities contains many cholesterin 
crystals, large round cells filled with fat-globules, also many muscle-fibers con­
taining fat-droplets. It also contains much granular debris.

The probable steps in the degeneration of the myoma have been as follows: 
fli Hyaline degeneration of the muscle-fibers: (2) emulsification or, in other 
words, degeneration with liquefaction of the hyaline material.

The most striking point is the fact that the degeneration has occurred with­
out any reaction whatever.
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CALCIFICATION OF UTERINE MYOMATA.

If one systematically sections all myomata, he will be surprised at the fre­
quency with which gritty particles are found scattered throughout the tumors. 
On the other hand, it is rare to find a myoma that has been completely trans­
formed, into a calcified nodule. Calcified areas may be found in subperitoneal, 
interstitial and submucous myomata ; though in some cases limited to one 
nodule, at other times they are present in several myomata in the same uterus.

/?y ■ .-Tir/i. ,

K /

1‘lii. W. A IKHATKO AND PARTLY ('Al.rim.li Mvoma. (Nat. site.)
I iyn. N". dtlll. I’alli. No. 44!t. The menu* contain* several myomata. Oceu|iyiiig the greater part of the 

field i* a degenerated interstitial myoma which ha* a covering of uterine muscle un. In the outlying portions of 
tin- myoma are many white calcareous area*, some of which ore indicated by b. At c remnants of myomatous 
tissue are still in evidence. The entire center was occupied by a pultaceou* mass id), which to the examining finger 
felt like caseous material.

The calcareous areas are usually first recognized when the myoma is cut—the 
knife at once encountering areas that will not yield or that are gritty. The 
myomatous tissue in such cases may be dark-red, yellowish-red, or gray, but 
it is usually yellowish in color, friable, and very like t caseous lymph-gland. 
Calcareous particles are at times so small that they are scarcely recognizable, but

1-26
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ran Ik* readily detected by rubbing the tissue between the fingers. Where the 
salts are liberally dejiosited, it may be necessary to saw portions of the myoma.

In Case 7K19 (Fig. 171. p. 268) carcinoma of the cervix was present, and an 
interstitial and slightly submucous myoma, about 5 cm. in diameter, had under­
gone necrosis. The entire outer surface of this myoma was encased in a calcified 
mantle.

Case ,'M)14 (Fig. 99) shows a very good example of partial calcification of a 
myoma. The central portion has to a great extent undergone softening, sug­
gesting a caseous gland. In the outlying |x>rtion the myomatous tissue is still 
in part preserved, but in many places are found large and small deposits of cal­
careous material. Surrounding the 
tumor is a mantle of uterine muscle.

Fig. 100 shows a good example of 
the various stages in the process of de­
generation. The uterus contains three 
small myomata—one is soft, a second 
friable, the third calcified.

Histologic Examination. — In the 
early stages the calcareous dc|K>sit may 
lie overlooked macroseopieally. espe­
cially if the dejxisit of salts he very 
scant. In such cases the nuclei of the 
muscle-fibers have disappeared entirely, 
but the fibers can still he made out.
Scattered throughout the tissue are 
splotches of dark-staining material, 
sometimes forming one deeply staining 
mass with hematoxylin, but often ar­
ranged in wavy rows ( Fig. 101). On 
careful study this deeply stained mate­
rial is found to he finely granular and at numerous |xrints refractive, oblong, 
or irregular crystals are sometimes seen. Occasionally calcareous plates are 
found in the outer coats of the blood-vessels, as noted in Fig. 102.

When the calcification is far advanced, it is necessary to remove all the salts 
before the section can be cut ; we then have an essentially necrotic tissue, 
totally devoid of nuclei, but still retaining its fibrous arrangement.

\ Soft jVyv.?

Fio. 100. Myomata Rinnmna Various 
ST Vit:* OF Df.OKNRRATION.

Gyn. No. K270. In the cervix is a small myoma. 
Ill the posterior wall of the uterus is a soft myoma; 
lying in Douglas' pouch is a friable, cheesy myoma, 
which was A cm. in diameter; between the two is a 
partly calcified myoma.

How Calcium Salts are Deposited.

It is a well-established fact that in |>athologie conditions calcium salts are 
never dejiosited in living tissue. The most |x>tent factors in the causation of 
cell-death are the lack of blood-supply and the injury resulting from the action 
of toxic substances.
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The interesting ex|>erimciit of Lit ten* was otic* of thv first ini|M»rtant stejw in 
determining the* conditions under which deposits of calcium salts in the tissues 
may occur. When tin- renal artery of a rabbit was tied for a few hours and

\\

■ra

W

Fin. 101.—1‘ahtiai. Vawikication oka Myoma. (X ftOdiam.)
(iyn. Xu. 11 sits. Path. Xn. ML'S4. The specimen is fmin » |>e«lum*iilaie«J myoma which ha* undergone hyaline 

degenerali<m and eoagulalion necrosis to a marked degree. In the livid from which this picture wa* taken prac­
tically no trace of celle reniaine<I, the tissue presenting a tihrillated arrangement and staining a dirty pink with 
hematoxylin and eosin. The dark wavy areas imlicate where salts have been deposited in the necrotic tissue. 
At mimerons points small crystals of the chalky deposit stand out clearly, a* is well seen at <t.

the ligature was then removed and the blood again allowed to circulate, Litten 
found that at the end of twenty-four hours after such removal the kidney tubules 
showed the presence of highly refractive granules, which microchemically were 

•Litten, Zeitsehr. f. klin. Metl.. 1H70, I. 131.
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Ta»*

found to consist of calcium salts. He 
and calcium phosphate and concluded 
that theae substances unite with the 
ground-substance of the cell to form 
an insoluble calcium albuminate. My 
injecting copper sulphate into the 
circulation of rabbits he obtained 
similar results. Since that time many 
observers have found deposits of cal­
cium salts in various tissues following 
the injection of many irritants, or­
ganic and inorganic. Although much 
has been written on the deposition of 
calcium salts in the tissues, com­
paratively little was added to our 
knowledge of the chemical nature of 
the process until the recent work of 
Klotz appeared. The conclusions 
reached by this observer may be 
briefly summarized as follows: I’re­
ceding the deposit of these* calcium 
salts there are fatty changes in the 
tissues involved. These in turn are 
followed by the appearance* of soaps 
or soapy substances, which unite with 
the* albumins of the* elegeni*rating cells 
to form soap albumins. These, with 
the* calcium ele*rive*el from the* hlooel, 
form insoluble calcium earn Is nr double 
calcium soaps. The*se* latter, by the* 
action of substance's in the* boely fluiels 
containing e*arbe>nic and plmsplmric 
ae*iels, are* the*n eleconi|H>se»el into pluis- 

anel carbetnate of lime* anel re­
main as insoluble d<*|>ositN in the tissue*.

For further cemsielegation eif this 
subject the* reaele*r is referreel to the* 
pa|M*r eif Kleitz* and the* eomprehen- 
sive* re*view eif the* literature given by
AseheifT.t

The* findings in erne* eif emr eases seel

ilete*rtnine*«l the- pre*se*nce* eif carlxinie* ae*iel

Kill. HU. (’tU'lHMIlB 1*1.ATM IN Till Wai.i. or AS 
Arti:hv. ( X 110 ilium.

Clyn. No. 44ti4 I’aih. No. 1170. I he ulmi* wa« 
Ihe -eat of a iliffii«e wlenomyoma -ee Adenoniyoma of 
the I tem-. |>. 97 . The ve—el ha* lieen tortuoti*. li­
the picture -how- two ma» «action» of the name lumen 
The variou* area- of calcification are imliealeil by a. 
Thi* eali-areoii- <le|Mwit -tains ileeply with hematoxylin 
ami ha* a finely granular appearance. The ve—el i* em- 
lie«l<le«l in myomaloii* li**ue.

i tei inelicate* that electric treatments may
* Klotz. Jour. Exp. Meet., UKl’i. vii. <133 4173.
t AsHiotT, Luliumi'h-Cketertag, Ergcliniam». I«102. Wieabaelen, 11104, viii. .’>(11-080.
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in soi in- way favor the deposition of calcium salts. In this case the myomatous 
tumor weighed over 10 poumls. The patient had been under electric treat­
ment for a long period, tin- electrodes having been applied to the opposite sides 
of the abdomen. On the outer surfaces of the tumor, at the points correspond­
ing to the places at which the electrodes had been applied, were irregular cal­
careous plaques varying from 4 to <» cm. in diameter and from I to 2 mm. 
in thickness.

Total Calcification of Myomata.
We have had several cases in which the myomata formed solid calcareous

In Case C*470 the uterus contained several myomata and there was an adeno­
carcinoma of the left ovary. Attached to the right uterine horn was a com­
pletely calcified myoma, I x 2 cm.

In Case 7SStt one myoma had been partly transformed into a caseous material, 
and projecting from the anterior uterine wall, a little beneath the bladder, was a 
solid calcified myoma, (> cm. in diameter.

In Case N732, in which the uterus contained a large sarcoma apparently 
springing from a myoma, an almost totally calcified myoma projected from the 
surface of the uterus.

In Case 4NO I \ a pedunculated myoma, X x 10 x 10 cm., had to a great extent 
undergone calcification.

The most interesting calcified myoma is described in Path. No. ô.NIO ( Fig. 103). 
The specimen was sent us by Dr. (ieorge K. Iloltzapple, of York, Pa. It was as 
hard as stone, markedly lohulated, and measured Ox II x 15 cm. It had 
Ih-cii obtained at autopsy. At n is a depression which corresponds to the site of 
| iodide.

Uterine Stones.

Our attention was first directed to this subject by a study of Path. No. 101. In 
this case, during removal of carcinomatous tissue from the uterine cavity, a cal­
culus was brought away. This concretion was about 1.5 cm. in diameter and re­
sembled the half of a hollow sphere. Its outer surface was rough and irregular and 
at several points presented a mullierry-like appearance. The inner and concave 
surface was covered with friable tissue. A chip of the concretion was examined 
by Professor Welch, who failed to find any trace of bone-corpuscles. Chemically. 
Professor .Xitel showed that it was composed of Ca,Co, and Ca3(P(>4),.

It is difficult to explain the origin of the calcareous concretion. The most 
plausible theory is that it is the remains of a partially calcified myoma. Tin- 
ease is re|Milled in full and illustrated in "Cancer of the l terns," p. 412.

Thorn* who has made a statistical study of uterine calculi from the time of
♦Thorn, J., "Zur Kasiiistik «1er Vtcniwuleinc." Zeit. f. <ieh. u.dyn.. I MM, IW. xxviii, S. 7.V
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Hippocrates down, reports a similar ease. If an interstitial calcified myoma

Km. 103.—A Completely Cai.ct.ikd Svhpkritonkal Myoma, ilj nai wire. 
l*ath. No. 5810. This specimen wan removed at autopsy by I>r. (ieorge E. Holtzapplc, of York, l’a., ami 

-«■Ml to ns on May IH, 1002. a représenta the point at whieh the pedicle was attached. The |icdiele did not l»p- 
I'alcilieil. but gradually atrophied, leaving the cavity The tumor presented a mulberry-like surface It wa* 

perfectly solid and. when dropped on the floor, fell with the thud of a atone.

'•conics submucous, it will naturally in time be extruded through the vagina 
a so-called uterine stone.
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Tabulation of the Calcified Myomata Examined.

The accompanying table gives a fair idea of the more important partly or 
completely calcified myomata that have come under our observation.

liVN. Nu. Path. No. (’au-ikikii Myomata.

27 Hi 270 Multinodular. One nodule calcified.

3011 113 Multinodular. Interstitial nodule, 6 cm. in ilium.; 
outer layers calcareous, center 
caseous ( Fig. 00. p. 1211).

3130 400 Multinodular. Tumor. 26 x 18x11 cm. Calcareous

3340. Multinoilular. Hough, mulberry-shaped myoma, 13 
cm. in dinm. Area of calcifica­
tion 4*6 x 3 cm. on surface. Cen­
ter soft, grayish yellow.

3778 K72 Multinoilular. Several nodules containing calca­
reous deposits.

3HII 010 Multinoilular. Several nodules containing calca­
reous deposits.

30.Î0. 070 Subperitoneal |»eiluncu- 
lati-il myoma.

Dense omental adhesions. Calcified.

31186 OHO Multinodular. Nodule in front of cervix, yellow, 
surrounded by calcareous de-

ttoo 1081 Two subperitoneal nodules. Myoma. 7 x 6 x 4.6 cm.: pinkish 
yellow or bluish: small calcareous 
deposits beneath peritoneum.

1311 MO.*, Subperitoneal myoma. Myoma. H x 4.6 cm.. yellowish with 
dark center: calcareous deposits 
especially near capsule.

4304 1170 1 lifftiM* adenomyoma. Calcified plates in vessel-walls of 
uterus (Fig. 102).

tsoit 1302 Multinoilular. Pedunculated myoma. 8 x 10 x 10 
cm.; greater part calcareous.

107.*» |.‘»0U Multinoilular. Some small interstitial nodules, cal-

xm 17.V» Abdominal myomectomy Yellow patches; some contain cal­
cified material.

0170 2700 Multinoilular. Calcified myoma. 1 x 2 cm., at right

0S33 307.*» i Sulnnucims myoma. Much calcareous deposit.
777.*» 4043 Multinoilular. Two of nodules calcified.
770.*» 1067» Multinoilular. Large subperitoneal myoma, partly 

calcified, partly soft and degener-

7h.no 1130 Multinoilular. Calcified myoma. 0 cm. in diam.. 
under bladder; interfered with 
bisection.

8270 4463 Mullinoilular. Large calcified myoma: near it a 
cheesy myoma. 6 cm. in diam. 
Fig. 100).

8732 4031 Multinoilular with sarco­
matous degeneration.

Subperitoneal calcified myoma (Fig. 
143. p. 217).
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<;v*. No. Hath. No. Vtkhih. Curiri>:n Myomata

11792 811<> I'terUH normal in size. Sul»|HTitoneal myoma. IS x 12 x 8 
cm.: hyaline degeneration: areas
of complete necrosis; points of
calcification.

IIS9K 8281 Subjieritonealmyoma. \<l- 
lierent omentum.

Microscopic dark-purple areas of 
calcification ( Fig. 101. p. 128).

12779 9042 Multinodular. Myomata show hyaline and cystic 
changes and calcareous deposits.

Sun. 2189 1(101 Ô.......... Multinodular. Supheritoneal myoma. 1.5 cm.; small 
ureas of calcification.

Dr. Unit «apple 5810 Large sub|H*ritoneal myoma com­
pletely calcified (Fig. 103).

W .('. H. 1. 6421 lairge, globular. Interstitial myoma with sarcoma­
tous degeneration. Areas of cal­
cification (Fig. 131. p. 193).

Clinically, these calcified myomata are of little import. A degenerated my­
oma. when soft, may become infected, hut when once calcified, usually gives little 
or no trouble. It cannot be well diagnosed a< calcified prior to operation.

To the surgeon the condition may offer certain obstacles, on account of the 
difficulty in getting at the uterine vessels, or when, as a result of adhesions, bi­
section is deemed necessary, since it may he ilii|>ossihle to cut through the cal­
cified nodule. This difficulty may be readily overcome by merely shelling the 
tumor out and then completing the bisection. We have seen ojierators in re­
moving myomatous uteri by the vagina have untold difficulty with a large cal­
cified myoma. In fact, we have seen them resorting to the saw and removing 
the calcified nodule piecemeal.



CHAPTER IX.
SUPPURATING UTERINE MYOMATA.

In tliis chapter we include* only those cases in which the pus formation oc­
curred in myomata situated on the outer surface of the uterus, or located in the 
musculature. Suppurating myomata are divisible into three definite classes:
11 ) Suhperitoneal: (2) interstitial; (4) submucous. However, inasmuch as the 
submucous variety has certain characteristics totally different from those of the 
other two classes, they will be discussed in another place.

SUPPURATING SUBPERITONEAL MYOMATA.

We have had five eases of this character, and two other interesting specimens 
have been referred to us. In Case 122Hi (Fig. 104), on section, a multinodular 
uterus was found reaching to the umbilicus. The most prominent myoma was 
densely adherent to the anterior abdominal wall, over an area 4x4 cm., and 
there were also omental adhesions. As soon as the myoma was separated from 
the abdominal wall, pus trickled down its surface from a cavity situated directly 
beneath the point at which the abdominal adhesions had existed. This cavity 
measured 7 x 5 cm. and was filled with pus.

In Case .4210 a myoma, 2.4 cm. in diameter, was attached to the left side of the 
uterus (Figs. 105 and 100). On account of the septic temperature pus was sus­
pected. On tapping, 4700 e.c. of creamy pus were evacuated. The tumor was 
released from the omental adhesions and the uterus and its appendages were 
removed.

Case 15281 furnished one of the most interesting of our series. The patient, 
some months prior to her labor, noticed a small abdominal tumor. Her labor 
was uneventful, but a few weeks later she entered the hospital very ill. At opera­
tion a suppurating, pedunculated, subperitoneal myoma was found. This had 
ruptured and an abscess sac had developed between the mvoma, the omentum, 
loops of small bowel, and the right lateral abdominal wall (Figs. 107 and 108).

In February. 181)5, Dr. David W. Houston, of Troy, X. Y.. sent usa portion 
of a subperitoneal myoma which a woman, fifty-five years of age, had carried 
for thirty years. The central portion of the tumor luul been converted into an 
abscess containing 101 quarts of pus.

S u p p u r a ting s u b p e r i t o n e a I m y o m a t a c <> m m u n i c a t - 
i n g wit h t h e b o w e I.

In three of the seven eases of suppurating subperitoneal myoma the abscess 
had opened into the bowel. In Case 7541) the whole abdomen was filled with a

134
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Imp* myomatous uterus. In the upper part was a large irregular abscess com­
municating with the colon (Fig. 10th.

In Case ‘.HITS a partially parasitic myoma contained an abscess cavity. This 
communicated freely with the cecum, fecal matter passing from the bowel to the 
cavity in the myoma. This case is reported in detail on p. 45 (Fig. .'12).

In Hundley’s ease the parasitic myoma had received its nourishment from 
the small bowel. The interior had been converted into an abscess sac and fecal 
matter passed directly from the bowel into the myoma and back again to the 
bowel. This case is likewise reported in detail in the chapter on Parasitic 
Myomata (p. 47. Fig. 33).

Cases of Suppurating Subperi toneal Uterine Myomata.

Gyn. No. 12216. Path. No. 8825.
Cervical, interstitial, and s u I» p e r i t o 11 e a I ni y o m a t a: 

necrosis of a large s u b p e r i t o n e a 1 myoma, with ab­
scess formation (Fig. 104): dense adhesions to the 
a h d o m i n a 1 w all and to t h e o in e 111 u m .

M. II.. colored, aged twenty, married. Admitted July 5: died July 15. 
1005. She has never been pregnant. For about ten months she has had definite 
pain of a sticking character in the right side of the abdomen. Fully in the onset 
of the present trouble she felt a small mass in the right side, which has gradually 
increased in size The pain has been associated at times with fever, more marked 
at the menstrual |>eriod. Four months ago the patient had considerable diffi­
culty in getting the bowels to move: the abdomen was swollen tor three or four 
weeks, and there was some vomiting. For the last three weeks the patient has 
had shortness of breath, dizziness, and night-sweats.

Operation. July X, 1905. Hysterectomy was done in the usual manner. 
There was. however, considerable difficulty in liberating the most prominent 
myoma from the anterior abdominal wall. After liberation of the adhesions, 
pus commenced to trickle down from the surface of the myoma (Fig. 104). 
Care was taken to cover in the raw peritoneal area as far as possible by bringing 
the ’writnneal surfaces together with catgut. On the sixth day after operation 
the patient developed partial intestinal obstruction. 'Flic patient did fairly 
well for two days, when she had a sudden attack of abdominal pain, colicky in 
character. The bowels hud moved, and her temperature was normal. The 
bowels were moved again two or thm* times, but the distention increased. 
The temperature remained about 99° F.

July 15th. Fxploratory laparotomy. When the patient was placed under 
ether, vomiting commenced. This was decidedly fecal in character, although 
there had been no vomiting in the ward. The abdominal cavity contained a 
moderate amount of clear serum and the intestines were everywhere distended. 
In the right quadrant they were fastened to the anterior abdominal wall at the



•MAI» rf|i|.M II MAO |II.UOI||HI -I II III I ll.MII> > Jl|J 'eiUllXllI .11)1 Jil .11)1 IlllUj
aui||.i.w *i «ml (/ iy ||i:w |«ii;iin>|H|ii 4otlA|Ul Ji|i u| iii.u.ti||>u \')#im|i «tiw n n \'<| |m|H.ii|iiii ii.uii ,ii|i j.n( t •iiiiiuXhi 
jb|îii|ii|)1 ..fljii| n *i «lu.im -ii|i jn ijihI j.hMii ,ii|i HiijXiIn.i.ii ) -|iiAi.ii||in x"|.i«ii.i|i «il.h ii|»u .ii|i im |iii| | j.i|>|hi|i| ,ii|i
un |MI).UIIU.III,I |j.i| .11)1 oj nuioXUl ill),). M|M» rfi)| IlllUj Ii.hi« «i «IIJ.IJII .11)1 (jrSN "S ■||I"«I (Jirri uX; I 

•W|« JIIU 'v‘ i ' l\'U |\ -|\ IMU.IH I.IH IS IINUVM.ldH.IS \ MU ni ,|

<M J.ISI.VX U.M(| l| OSV.) Sll|l

Il I •.[ oÇ'OOl SV.XX (UUJUJddltWl ilAll

-vj.xlojsod |s.)i{3|i| .ujjy \)|#uv cUmjs « 
jv uodn )UiH| sv.xx suois.)i||>v .hji
jo ,))is «>i|| )v duijsojiii ,)i(j ivi|i jmnoj sv.xx i; A’sdojnv \\ •A|.>jwi|).)uiuii |soni|v

JU.MJvd .M|J |(1.).I.MJ|»V U,W(| |)VI| VUl<)AUI ïllll |V.lllddnS <U|J t|.)U|A\ IV )(llod

•s.nr.l.l.l H II J. .40 V.LVIXOAIV m:i

37



have done an exploratory o|>eratioii earlier, when the patient was in good 
condition; the chance of success would then have been much greater.

Path. No. NK25. The specimen consists of a myomatous uterus approxi­
mately 12 x 12 cm. Projecting from the cervix, and extending down into the 
hroad ligament, is a myoma 7 cm. in diameter. There is also one of smaller size, 
springing from one horn, and scattered throughout the walls of the uterus are 
several smaller nodules. The chief interest is centered in the subperitoneal 
nodule, 10 x X x X cm. Attached to its surface is a large tag of omentum. Pus 
Hows from a rent in the myoma. On the surface, in the vicinity of the omental 
adhesions, is a raw area 4x1 cm. At this point the growth was adherent to the 
abdominal wall and had literally to he cut away. This suh|>eritoiieal myoma 
is in part covered with numerous adhesions. On section, it is fourni to have 
broken down over a considerable area. 'Hie myoma has evidently first under­
gone necrosis. We have an irregular cavity, 7 x 5 cm., filled with pus.

Histologie Kxamination. Sections from the subpcritoneal myoma which 
contained a quantity of pus show that a large portion has undergone hyaline 
degeneration and coagulation necrosis. Such areas are almost entirely devoid 
of cell-elements. The inner surface of the abscess wall is bathed in polymor­
phonuclear leukocytes and necrotic material. The underlying myomatous 
t issue, where hyaline degeneration has taken place, shows a good deal of small- 
round-celled infiltration and the formation of many new connective-tissue cells 
around the blood-vessels. There has, in this case, undoubtedly I teen a primary 
necrosis followed by infection.

Gyn. No. 3216. Path. No. 534.
A suppurating i n t r a I i g a in e n t a r y myoma (Figs. 105, 

106): slight peri-oophorit is on both sides.
A. S., white, aged forty-four, married. Admitted Decemlter 1, ISO-4: dis­

charged January 1. 1X05. The patient has had eight children and one miscarriage. 
Six years ago she noticed an enlargement of the left lower abdomen and there 
was some “sticking" pain. The tumor has gradually increased in size, both sides 
being now involved, and she has a constant dragging pain, occasionally >' 
bearing down in character. She is weak and has been having a septic tempera-

Operation. December 8, 1X04. Hysteromyomectomy. A densely adherent 
suppurating intraligamentary myoma was found and tapped, 4700 c.c. of creamy 
pus being removed. There were dense omental adhesions. The temperature. 
which was 100.0° F., rose a little, and then fell to normal. It rose again to 105° F. 
on the nineteenth day, without apparent reason, and after that became normal.

Path. No. 534. The specimen consists of the uterus, with a large tumor 
springing from its left side, and both tubes and ovaries. The tumor, which is 
globular, is 2.'t cm. in diameter. It springs from the left side of the uterus, ap­
parently arising from the left uterine cornu, just beneath the tube (Figs. 105 and
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l(Mi). It then passes out between the layers of the broad ligament, being covered 
with peritoneum. It is whitish yellow or pinkish in color, is covered with 
numerous adhesions, and is adherent to the omentum over an area S x 8 cm. 
( hi pressure it is somewhat elastic. ( )n section, the tumor is seen in places to be 
covered with a layer of muscle, 1 mm. in thickness. This covering gradually 
disappears as the tumor passes toward the broad ligament. The tissue of the 
tumor is grayish-pink in color and is very edematous. It is divided up into 
large and small, irregular oval masses. These contain numerous lymph-spaces, 
the largest of which is 5 mm. in diameter. In the center of the tumor is a cavity. 
15 cm. in diameter, and having somewhat irregular and ragged walls. The inner

surface is covered with a yel­
lowish membrane, 1.5 mm. in 
thickness. Attached to this 
membrane are manv whitish-

I H. I (til. An InTHAU.. AAIKNTAI11 Sl'IM’I'H-ATIVii MtiiMI. ‘Jimt.'i/f

1 ix ii. Nu. Hîilii. I’uili No. r>:i4. S|iringiiig from (In- left of Un» utero* i* a large globular myonmtoua tumor, 
• liai show» iIvh-i- aillimion* on it« ii|i|mt ami outer nirf««'«•>. The uteni* ami right u|>i>rmlagi— are normal. Tin* 
li'fi tube i- markvillx elongateil. a- (hr result of •>(retelling by the tumor, ami the left utero-ovarian ligament i,« 
much leiigtheneil. I or the interior of the myoma see Fig. IDA.

yellow flakes, resembling those found in a purulent peritonitis. The cavity 
contains .{(1(H) e.c. of dirty, bluish-green pus, which microscopically is found to 
be composed of polymorphonuclear leukocytes and degenerated cells containing 
fat-droplets and débris. Numerous diploeoeei are also seen. Coursing over the 
outer surface of the tumor is the left Fallopian tube, which takes a curve 
directly outward, backward, and then inward. The uterus and the appendages 
on the opposite side are of little interest.

Histologic Kxamination. The large tumor everywhere shows moderate hya­
line degeneration. In the vicinity of the cavity the muscle is very rich in blood­
vessels. many of which have undergone complete hyaline degeneration. In 
some places, however, the endothelium still persists. The muscle-fibers in this
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region stain much more deeply than in the outer portion of the tumor. In many 
places the muscle shows aggregations of newly formed connective-tissue cells. 
Still farther inward the entire muscular substance lias undergone hyaline degen­
eration, and scattered throughout this hyaline material are a moderate number of 
polymorphonuclear leukocytes. Just beneath the inner surface the tissue has 
undergone coagulation necrosis. The inner surface of the cavity at such points is 
covered with polymorphonuclear leukocytes. In other places the tissue presents 
a typical granulation surface. Many polymorphonuclear leukocytes, both on the 
surface and in the depth, are swollen and appear to contain fat-droplets. This 
is a most striking example of a suppurating intraligamentary myoma.

m

Klti. I (Ml. A Sl l-Ht RATINIi I N'TRAl.lfi AM KMTARY MYOMA. ' } IlUt. siw. '

(lyn. Nu. 32111. Path. No. 534. Thin represents the posterior half of the tumor see» in Fig. 105. The uterus 
anil right uppeinlugcs are normal. <i represents the outer covering of normal uterine muscle; h, myomatous tissue. 
Over half the tumor has lieen convertwl into an aliscess sac.

Gyn. No. 15281. Path. No. 13121.
A suppurating s ub p e r i t one a I pe d u nc uI a te d my o- 

ma, which ruptured and formed an abscess between 
the omentum, small bowel, and right lateral abdom­
inal wall (Figs. 107, 10S).

A. W., married, aged twenty-one, colored. Admitted November Id; dis­
charged December 17, 1908. She complains of a “ knot " in the right side of the 
abdomen. The patient has been married ten months and has one child, a month 
old. In March, 1908, she experienced sharp bearing-down pain in the right side of 
the pelvis, and at that time noticed a lump which was apparently about 0 cm. in
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diameter occupying the right iliac fossa. The pain was dull, aching in character 
and constant. Since then the pain has increased more or less and has been 
aggravated on many occasions by exertion. There was no increase in the size of 
the tumor until the termination of pregnancy. She has complained of no back­
ache. but of much headache. Her labor, one month ago, was perfectly normal. 
She states that during the early pregnancy there was occasionally fever and 
during the last few days she has had considerable nausea and vomiting.

( in admission she appears to lie <|tiite sick. The tongue is brownish in color 
and coated. The pulse is of fair
volume. I.'tli to the minute

lh o
Adncfc'onb to r.gil 

par.otal peritoneum ^

myoma

Kk.. 107. A Sfm HAtlNii Si BPKHiTuxi.Ai. Myoma.
<•>» Nn. l.lL'kl. I’ntli. No. |:<I2I. The utero* is imrmal in si#-. Allnrlwl to the fumlus is a iwtlunvulaled 

iiiyoiiin winch luuI nuviiuraltil nml ni|iluml. On tin* outer -iile it wn- mlliereiii to the iilnl<imiiml wall, on the 
inner mle. to the omentum nml «mull bowel. Kor the interior of the myoma «ee Fig. I OK.

Abdominal Kxamination : Over the lower two-thirds, on the right side of the 
abdomen, is a distinct oval prominence, and on palpation this area is firm, 
slightly tender, and has a brawny feel. No fluctuation can be made out, but 
there is a slight yielding of the tumor. This mass is firmly fixed. On vaginal 
examination nothing can be detected.

Her hemoglobin was SO per cent. : leukocytes, 24,000. An incision was made 
through the right rectus and the mass immediately exposed. Over its surface
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the omentum was firmly adherent. On its inner side were adherent intestinal 
loops. On its outer side it was firmly fixed to the lateral abdominal wall. The 
mass was carefully walled off on all sides and the omentum then gradually with­
drawn. There was an immediate escape 
of very fetid pus. This came from the 
inner side of the mass and also from the

Suppurating subpcritoneal 
myoma

Omentum adherent to tumor

I "in. I OS. X St-Hpi KvriMi Si HHMimiNhti. M vim v
<iyn. No. I.VJHl. Path. No. 13121. The uteru» mix normal in «ire. Imt on pulpation n few small myomata 

eoulil lie felt. Attached to the fundus by a broad iiedirle was a suppuraiing myoma. During pregnuuey it hml 
been curried upward and lay above and to the right of the umbilicus. Here it bad become fixed. Its center was 
tilled with pus and neerolic tissue. It bad ruptured, Imt was walled off on the median and anterior surfaces by 
the omentum and small bowel; on the outer side, by the lateral ah luminal walls The appendage- were normal.

vicinity of the abdominal wall. On being gradually loosened up it was found to 
he a myoma which was attached to the uterus by a rather broad pedicle (Fig. 
107). The tumor was freed above and laterally and then the uterus was drawn
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out. The utrnis, tubes, ami ovaries were perfectly normal. The pedicle of 
the myoma was cut across, and the raw area closed. A small drain was laid in 
the pelvis and also in the pocket from which the tumor had been removed. 
The tissues in all directions were hard and edematous, the omentum was 
markedly thickened, and the abdominal wall roughened. The intestines were 
covered with a pyogenic membrane.

November 2(ith: The patient is in excellent condition. Her temperature 
and pulse are normal. The abdominal wound has to a great extent closed, but 
there is considerable discharge, which seems to be fecal in character. We are 
not at all surprised at this, on account of the ion of the intestinal loops
in the abscess wall. The wound closed completely, and the patient was dis­
charged well on December 17. I IK IS.

Path. No. 14121. The specimen consists of a myoma approximately S cm. 
in length and 7 cm. in diameter. This, on its outer surface, presents a rather 
worm-eaten appearance, especially where it was adherent to the abdominal 
wall ( Pig. ION). The raw area indicating the site of the pedicle is 4 cm. in length 
and 2.5 cm. broad. The entire central portion of the tumor is irregular, yellow­
ish-white in appearance, and has trabecula* extending from side to side over a 
considerable area. The walls vary from 2 cm. to not more than 1 mm. in thick­
ness and in some places have given way entirely. Occupying the central portion 
are grayish-yellow necrotic masses. The largest of these measures 2.5 x 5 cm. 
Filling in all the interstices of the center is grayish-yellow, offensive pus. This 
had trickled out between the tumor and the Intel d abdominal wall and likewise 
between the bowel and the omentum oil the inner as|M*« t.

Histologic Fxaminatioii. Sections from some portions of the growth show 
the typical myomatous picture. At other points there is marked hyaline trans­
formation. with liquefaction. The walls of the abscess are composed of typical 
granulation tissue, which is very vascular and in places hemorrhagic. Scattered 
throughout the walls are many polymorphonuclear leukocytes and small round 
cells. The growth is essentially a myoma which hits undergone suppuration in 
its central portion.

Gyn. No. 7549. Path. No. 3799.
S m a II su b p c r i t o n e a I and interstitial u t e r i n e in y - 

o m a ta: I a r g e si o u g h i n g s u b p e r i t o n e a I ni y o in a . c o m - 
m u n i e a t i 11 g w i t h t h e c o I o 11 (Fig. 109).

lx. II.. aged thirty-five, white, single. Admitted February I: discharged 
March 22, HMM). Occupying the lower and median portions of the abdomen is a 
large irregular mass. This is smooth, hard, freely movable from side to side, 
and continuous with a large pelvic growth.

Operation. February .4. I!HM). Hysteromyomectomy. On section of the 
abdomen the transverse colon was found so firmly adherent to the tumor that 
separation was impossible. The cervix was at once located, cut across, and the 
uterus turned out so that the adhesions were gotten at from the under surface.

1259



svm ItATiXd VTKKIXK MYOMATA. I 48

Tli • myoma contained an abscess cavity which communicated with the colon. 
The operation is described in detail on p. 618. The patient hail a fecal fistula 
when she left the hospital. This is hardly to he wondered at, considering the 

indurated opening noted in the cecum at operation.
Path. No. 8799. The greater part of the myoma lies above the uterus. In 

its upper part is a large sloughing cavity which opens on the surface and has 
communicated directly with the bowel.

Flo. 109.—A Si phi -rating Myoma Opining into TUB Colon 
(I.vii. No. 7549. l*ath. No. :1799. Occupying more than half of the aMurneii i* a myomatous tumor. Il* 

U|>|M*r part contain* an irregular ahsce** cavity which emplie* into the colon. For a full ilewription of the o|iera- 
live difficulties in this ra*e see |>. 613. (After llowanl A. Kelly, i

On histologic examination portions of the myoma lining the abscess cavity 
are entirely necrotic. The surface is covered with many polymorphonuclear 
leukocytes, which also have infiltrated the underlying tissue for a considerable 
distance. Apart from this no nuclei are anywhere demonstrable. Had we not 
first cut across the cervix and then attacked the cecal adhesions from behind, 
the case would have been inoperable.

1853
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Path. No. 605.
A s u |> p u rating s u b p e r i t o n <• a I u t e r i 11 e in y o in a .
Patient of Dr. Houston, Troy, X. Y. The tumor, a subperitoneal myoma 

that contained 101 quarts of pus, had Ix-en obtained from a woman fifty-five 
years of age, who had carried it for thirty years. The specimen received by us 
for examination in February, 1X95, consisted of a portion of the wall of this

Histologic Fxamination. The tissue is compostai of non-stri|ied muscle- 
fibers cut longitudinally and transversely. It has a fairly rich blood-?
Along the outer margins of the tumor the muscular tissue stains poorly. There 
is a moderate nuclear fragmentation and marked polymorphonuclear infiltra­
tion. The inner surface is entirely necrotic and devoid of nuclei. Scattered 
throughout this necrotic material are masses of micro-organisms which, when 
stained, prove to be cocci. They are arranged singly or in short chains.

SUPPURATING INTERSTITIAL UTERINE MYOMATA.
In (Ivu. No. X707 the globular uterus was IS cm. in diameter. The great in­

crease in size of the abdomen was due to an interstitial myoma, 17 cm. in di­
ameter, occupying the posterior wall. The uterine cavity was 15 cm. in length, 
and its mucosa scarcely I mm. in thickness. At one point in the posterior wall 
the mucosa over an area 7 x 5 cm. had entirely disappeared and the portion of 
the myoma projecting through was brownish in color, roughened, and disinte­
grating (Fig. III). The entire myoma was rather soft.

In (Ivn. No. 509.1, as soon as the cervix was cut at operation, a stream of 
brownish, tenacious mucus poured out. The uterus had been converted into a 
globular tumor 22 cm. in diameter. Occupying the anterior wall was a large 
myoma which was undergoing necrosis. The uterine cavity was Hi cm. long 
and at the fundus reached 5 cm. in breadth. At two points over the large myoma 
the mucosa had disappeared and the underlying myomatous tissue was dark 
bluish red and necrotic. The larger area. 1 cm. in its longest diameter, had 
sharply defined rounded margins (Fig. 112).

In Case 5(iI7 the patient gave definite signs of sepsis. The uterus was 
globular and averaged 22 cm. in diameter. The uterine cavity was greatly en­
larged. Occupying the anterior wall was a myoma, 17 cm. in diameter, over 
which the mucosa was atrophic. Near the center of the cavity the tumor was 
devoid of mucosa over an area 10 cm. in diameter and here it had been trans­
formed into a ragged, sloughing mass.

In San. No. 1X47 the patient, prior to operation, had had chills and fever. 
The uterus measured It) x 9 x X cm. There was a diffuse myomatous thickening 
of the uterus, a submucous myoma, 2.5 cm. in diameter, and an interstitial myo­
ma which had undergone almost complete hyaline transformation. The central 
portion of this had broken down and opened into the uterine cavity. This

1
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cavity on histologic examination presented the typical appearance of an ab­
scess wall.

In Case 14042 an interstitial myoma had been detected three years previously. 
Shortly before operation the patient lost 20 pounds. Fully one-fourth of tin* 
interstitial myoma had been converted into an abscess sac (Fig. 110).

The suppurative changes in Case 7158 were very extensive. The uterus was 
apparently about tin* size of that of a five months’ pregnancy. As the hand was 
passed around to the right of the umbilicus there was an escape of several ounces

Km. IK). A Hvppuratinu Interstitial Myoma. ( 1 net. nice,i 
('>"• No. 14042. 1'ttlh. Nu. 120113. The initient, admitted July 2, 100M, was thirty-six years old and hud 

nmicil the tumor for three years. Recently she had hud much pain in the lower abdomen and hud lost 211 pounds.
Vt "iteration the omentum was densely adherent to the uterus. The myomatous uterus reached 8 cm. above the 
umbilicus. The enlargement was due chiefly to an interstitial and partly submucous myoma. 9 x 12 x 12.5 cm., 
occupying the anterior wall. Fully one-fourth of the myoma consisted of an abscess, the margins of which were 
very irregular. The patient made a gissl recovery.

of thick green pus with a garlicky odor. The uterus was approximately 19 x lti x 
12 cm. It was everywhere covered with vascular adhesions. On the anterior 

c was a necrotic area, 10x8 cm., greenish in color, and surrounded by 
dense adhesions. Its edges were very irregular ami the necrotic surface was ul­
cerated to a depth of 5 nun. It was from this area that the pus escaped. The 
neat increase in size of the uterus was due to a large interstitial myoma situated 
n the anterior wall. This was dark blue in color, and at the point at which the 
iteration was noted had reached the peritoneal surface. The tumor was soft 
•iid pultaceous in character ami emitted an offensive odor. The uterine cavity 

10
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was 11 cm. ill length. The anterior wall was |ierforated over an area 5 \ 4.5 eni. 
(Fig. 113). The margins of this opening were sharply defined, and the floor 
of the cavity was uneven and covered with greenish-yellow pus. I he necrotic 
material had not only broken through the peritoneal surface, hut also into the 
uterine cavity.

Gyn. No. 8767. Path. No. 4959-
A n interstitial uter i 11 e in y o in a a t o 11 e p oint p r o - 

j <> cling into I h e u tori n e e a v i t y ( Fig. Ill), and under­
going disintegration ; slight pelvic adhesions.

Fm. 111. Si.miiT Sum’HATioN ok an Interstitial Myoma with I’kbkohation into the Uterine Cavity.

liy„ N„. S7«i7. Path. No. 4II.V.I, Occupying the iswtcrior wall is a myoma 17 rin. in diameter, a ami n 
indicate the extreme depth of the uterine cavity. At the points indicated by /< the mucosa had disappeared and 
here the underlying myomatous tissue wits brownish in color, roughened and disintegrating. On microscopic ex­
amination this tumor was found to have undergone marked hyaline degeneration and there was considerable 
polymorphonuclear infiltration.

K. I1., aged forty-four, colored. Admitted May 16; discharged June 15, 
1001. Complaint : An abdominal tumor ami swelling of the legs anti ankles. 
Her menses Itegan at fourteen and were regular up to seven years ago. Since 
then the periods have been too frequent. At present bleeding comes on three 
or four times a month ami varies from a small amount to a flow lasting from 
eight to tt'ii days. She has had ten children and two miscarriages. For nine
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year* there lias been a white, non-irritating discharge, mon* profuse aft»*r tin* 
m»*nses, and she has noticed that the abdomen has been enlarged. The patient 
says tin- tumor at the present time is much smaller than it was two years ago. 
During the past three months she has had fmjuont urination and painful defeca­
tion. For thr»*»» years she has hail edema of tin* legs, es|x*eially of tin* l»*ft. 
Hemoglobin, 51 |n*r cent.

Operation. Panhvsterectomy. When tin* pati»*nt was discharge»I, tin* li-ft 
l»*g was still rather eilematous and painful, but tin* hemoglobin had risen to 
70 |H*r »*ent.

Path. No. 4059. Tin* s|x*cimen consists of a globular uterus, IS cm. in »li- 
ameter, ami also of the lat»*ral structur»*s. The great increase in size of the ut»*r- 
iis is »lue to an interstitial myoma, approximately 17 cm. in diameter, occupying 
tin* post»*rior wall. The uterine cavity is 15 cm. in length ami its mucosa is 
scarcely 1 mm. in thickness. The chief point of int»*r»*st in this case lies in the 
ta» t that at one point in the posterior wall the mucosa over an area 7 x 5 cm. has 
l'iitirely disappear»*» 1 ( Fig. Ill), and tin* |>ortion of theenyoma projecting through 
is brownish in color, somewhat roughened in ap|x*aranee, and »lisint»*grating. 
Tin* myoma itself is rather soft. The ap|>endages ofT»*r nothing of interest.

Histologic Kxamination. Tin* mucosa lining the uterine cavity is |x*rf<*etly 
normal, save in tin* vicinity of the area, where tin* myoma projects through. As 
we approach this tin* mucous membrane liecomes thimn*r ami thinner, until it 
li<ap|M*ars and the myomatous tissue, which has undergone almost complete 

hyaline ilegeneration, forms tin* floor of tin* cavity. Scattered throughout the 
hyaline material are quite a number of |x)]ymorphonuclear leukocytes. It is 
astonishing to see such a mild »l»*gr»*<* of inflammation where so much loss of 
substance has taken place.

Gyn. No. 5093. Path. No. 1599.
An interstitial uterine myoma suppurating an<1 

ope n i n g into uterine c a v i t y (Fig. 112).
M. K.. aged forty-three, white, single. Admitted March 12; discharged 

May d. 1897. The patient first noticed an abdominal tumor six years ago. 
This has grown steadily. It is slightly sore during the menstrual |x*rio»l, and at 
th»*se times is increased somewhat in size. ( >n examination under ether the lower 
part of tin* alxlomen is found fille»l with a hard, nodular, partly mobile tumor 
ibout the size of a uterus in the seventh month of pregnancy.

Operation. Hysteromyomectomy. The tumor was delivered with gr»*at 
liHiculty and was extremely vascular. On section into the cervical canal, a 
'tream of brown tenacious mucus |x>ure»l out. One-fifth of the l»*ft ovary was 

•ft bi*himl. Convalescence was interrupteil by the formation of a pelvic abscess, 
ii*eessitating drainage through the vagina. There was also slight suppuration 
'■«nil tin* abilominal incision.

Path. No. 1599. The sjiecimen consists of the enlarge» 1 uterus to which tin*
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right tube is attached. The uterus has been converted into a globular tumor, 
22 cm. in diameter. The posterior surface is covered with numerous vascular 
adhesions the anterior is smooth and glistening. < )ccupying the anterior uterine 
wall is a large myoma, which is undergoing necrosis. The uterine cavity has been 
drawn out by the tumor; it is Hi cm. in length and 5 cm. in breadth at the fundus. 
The posterior surface of the uterine cavity is smooth and glistening, but is 
almost entirely devoid of mucosa, the atrophy being evidently due to pressure. 
On the anterior surface of the uterine cavity are two oval areas with sharply

I'm. 112. A Suppurating Interstitial Myoma Opening into the Vtkrink Cavity. nut. sise.) 
Qyn. No. 5063. Path. No. 1506. The uterus had been converted Into a glol.ulur tumor 22 cm in diameter, 

the increase in sine being due chiefly to a large myoma occupying the anterior wall. At a and l> the myoma, which 
wan partly necrotic, hail broken through into the uterine cavity. The myomatous tissue forming the floor of these 
cavities was dark bluish red and necrotic, r is a small polyp.

circumscribed, smooth margins, and a central portion consisting of dark, bluish- 
red necrotic tissue (Fig. 112). The larger area is 4 cm. in its longest diameter. 
The mucosa over the remaining portion of the anterior wall is smooth, but much 
thinned out.

Gyn. No. 5617. Path. No. 1962.
A suppurating interstitial uterine m yoma; chronic 

en d o m e t r i t i s; nor ma 1 appendages.
II. ,1., colored, aged forty, married. Admitted October IS; died October 

21, 1897. The patient has had two children. For the past year she has had
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an almost continuous hemorrhage, at times oozing in character, at other times very 
profuse, with severe pain. The How has been offensive. Five years ago she began 
to have pain in the left side ami a year later noticed a tumor in the abdomen. 
This has grown steadily. She is weak, has shortness of breath and occasionally 
severe abdominal pains.

()|ieration, October 21, 1897. Hysteroniyomectomy. The patient was very 
weak, the pulse being 130 and feeble before operation. She had had bronchitis. 
Chloroform was first used, and the respirations stopped. The patient was re­
suscitated ami ether employed. The pulse rose to 168, grew weaker and weaker 
ami the patient died on the table. Her tem|M»rature before o|>eration ranged 
from 99.8° to 104.2° F.

Path. No. 1962. The specimen consists of the uterus ami its ap|iendagcs. The 
uterus is globular, resembling the pregnant womb, and averages 22 cm. in 
diameter. Posteriorly, it is covered with numerous vascular adhesions. The 
under cut surface is 7 cm. in diameter. 'Hie uterine cavity is greatly enlarged, 
being nearly 22 cm. long and 13 cm. broad at the fundus. The |x*terior wall 
averages 3 cm. in thickness, but the anterior wall contains a tumor 17 cm. in 
diameter. This is in part covered with mucous membrane is thinned
out ami hemorrhagic. About the center of the cavity the tumor has broken 
through the mucosa over an area 10 cm. in diameter, and a large, ragged,sloughing 
mass fills the cavity. The mucosa covering the posterior wall is also atrophic 
and hemorrhagic.

Histologic Examination.—Cover-slips from the necrotic mass show a few 
cocci arranged in rows, also short bacilli in dumps and two or three in a row. The 
surface of the myoma where it projects into the uterine cavity shows disinte­
gration and is completely necrotic, consisting of homogeneous granular ami |x>orly 
stained material containing polymorphonuclear leukocytes and fragmented 
nuclei. The d»»e|H*r portion of the myoma contains areas of coagulation necro­
sis. The uterine mucosa presents none of the normal elements, but consists 
of granulation tissue made up of young connective-tissue cells, young bhxxl- 
vessels, which rise to the surface, and a dense zone of small round cells. The 
surface is covered with leukocytes embedded in fibrin.

San. No. 1847. Path. No. 8346.
Diffuse thickening of the uterine wall; suppuration 

of an interstitial myo m a .
\Y. .1., white, married, aged thirty-four. Admitted March 1 ; discharged 

April 12, 1905. Hie patient has had eleven children and has had profuse men­
struation for the last year. She is very sallow in ap|H-arance and has a hemo­
globin of 50 |H-r cent. After hysterectomy the patient made a very satisfactory

Path. No. 8346. The specimen consists of the uterus, which is alsmt twice 
its natural size. This case is re;x>rted in full in “Aileno m y o m a of the

4
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Item s |i. 2d(). Briefly, it consists of an interstitial myoma which has 
undergone almost hyaline transformation ami then suppuration.
( lu histologic examination the inner surface of this contains many polymor­
phonuclear leukocytes. The offensive discharge was evidently due to the de­
generation.

Gyn. No. 7158. Path. No. 3431.
A I a r g e i n t e r s t i t i a I n e e rot i e in y o in a ; p e r f o r a t i o n 

nf the uterus anteriorly, formation of abscess on 
its surface and ulceration into the uterine cavity 
(Fig. I Id), giving rise to a purulent vagi n a I 
dis c h a r g e.

( l. S., aged twenty-three, white, married. Admitted August 21»: died 
August 20. 1X09. The patient had had one child and no miscarriages. She was 
profoundly emaciated and had a pulse of from 120 to l.td: the temperature varied 
from 100° to l(i:$° F. She was in a desperate condition when put on the table.

Operation. The uterus was apparently about the size of that of a six months’ 
pregnancy. When the hand was passed around to the right of the umbilicus, 
there was a free escape of several ounces of thick green pus having a distinctly 
garlicky odor. This was removed as fast as possible, to prevent general infection. 
The fundus was drawn out with considerable difficulty, and a large necrotic area 
surrounded by adhesions was found on the anterior surface. The uterus was 
removed in the usual way. the abdomen drained, and an infusion of saline 
solution given. The patient, however, was in a desperate condition, showed 
but little improvement, and died on the third day.

Path. No. :UUI. The specimen consists of a large globular myomatous 
uterus with its tubes and ovaries. The uterus is approximately 19 x Hi x 12 
cm. Over its entire surface it is injected and covered with vascular adhesions. 
On the anterior surface is a necrotic area. H) x X cm., greenish in color and sur­
rounded by dense adhesions. The edges are irregular and the necrotic surface 
has ulcerated to a depth of 5 mm. The great increase in size of the uterus is due 
to a large interstitial myoma situated in the anterior wall. This is dark blue 
in color and at the point at which ulceration was noted has reached the peritoneal 
surface. It is soft and pultaceous in consistence and emits an offensive odor. 
The myomatous arrangement is still visible. The uterine cavity is II cm. in 
length and the mucosa, approximately 2 nun. thick, is deeply injected and in 
places shows a yellowish-brown mottling. Situated in the anterior uterine wall 
end opening directly into the cavity is a heart-shaped perforation, "> x 4.5 cm. 
(Fig. I Id 1. Its floor is uneven and covered with greenish-yellow pus. Its mar­
gins are slightly raised and sharply defined. The right tube is covered with 
adhesions. Its fimbriated end is patent. The ovary, apart from adhesions, is 
normal. The appendages on the left side are likewise covered with adhesions, 
but are otherwise unaltered.

Histologic Kxamination. Sections from the uterine mucosa near the opening 
in the anterior wall show that it is composed almost entirely of granulation
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tissue, which is well orgnnizeil ami shows very little polymorphonuclear infiltra­
tion. Here ami there the surface epithelium is to a slight extent preserved, hut 
at such points has proliferated. A few glands are still visible, hut in most of them 
the gland contour is distorted and the cells stain palely and are swollen. At the 
edge where the perforation has taken place the surface is covered with polymor­
phonuclear leukocytes, and the tissue consists essentially of granulation tissue 
devoid of gland elements and containing many polymorphonuclear leukocytes. 
The floor of the area of ulceration consists essentially of necrotic myomatous

151

Flu. IV». A I.akuk Svphi Hmsu Intemtitul M vimi Opkninii into AND Inpm.'timu tiu. Pmutoni.al Cavitt 
am. ai ho Ohumm. into tmi. Cavity op tio. Vn.nr». ( | mil. «itr.

Uyn. No. 71.18. I'nlh. No. The iilem- wa- a|i|iroxiimili‘ly I# x III x 12 rm. Ou I hr anterior xurfarr
a« tern from I hr hialory, wa* a foul nrrroiir arra 10 x (inn., whrrr I hr myoma had ulverated through to thr turfurr.

At a thr myoma l»a<l ulcerated through into thr utrrinr cavity. This cavity inraturrd 4..1 x 5 cm. and it* 
floor wa* covered with greeniah-yellow |»ua. Thr entire myoma wa* dark blue in color, aofl and imllaccoua in 
character, and emitted an offrn«ivc i*h>r.

tissue containing nothing hut frngmentated |>olyniorphonucloar leukocytes. 
Sections from the outer surface of the uterus, where the ulcerated area was noted, 
show necrotic myomatous tissue containing quantities of polymorphonuclear 
leukocytes. It is interesting to note that numerous necrotic muscle nuclei 
contain calcareous plates. Sections from other portions of the myoma show 
that it has undergone almost complete coagulation necrosis. It is most exceptional 
to find such a punched-out area of ulceration communicating with the uterine 
cavity. In brief, we have a large necrotic myoma, with ulceration on its anterior
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|feritoneal surface ami a corresponding area of ulceration on its posterior surface, 
communicating with the uterine cavity by the large opening above mentioned.

Cause of Suppuration in Uterine Myomata.

It will be seen that suppuration in interstitial and subperitoneal myomata is 
a rare occurrence. In the majority of the cases hyaline degeneration is present. 
This is due to a diminished blood-supply. In the subperitoneal variety infection 
from the intestine was evidently the cause in three of the cases. Here tin* de­
generated myomata had become adherent to the cecum or small bowel. As the 
intestinal nourishment to the myoma became more and more abundant, the inter­
vening walls gradually became thinner and thinner until the cavity in the myoma 
opened directly into the bowel. The constant passage of feces into and out of the 
myoma cavity naturally converted it into an abscess-sac.

In those cases in which the myomata were entirely free from the intestine 
hyaline degeneration had likewise evidently first taken place, but why they 
became infected later it is dillieult to say.

Interstitial myomata that impinge on the uterine cavity are easily infected 
when there is focal necrosis or hyaline degeneration in portions of the myoma 
near the uterine cavity and an infective agent in the uterine mucosa. Infection 
readily follows on account of the poor blood-supply of the average myoma.

Suppuration in a myoma must not be confused with the condition in such 
cases as A. W. (Path. No. MM2), where there were tubo-ovarian abscesses, 
and as a result secondary and encysted abscesses developed in the spaces between 
contiguous myomata. Here tin* purulent process was confined almost entirely 
to the outer surfaces of the tumors and not to their interiors.

The appearance of the myoma that has undergone marked hyaline degener­
ation very often simulates abscess formation so closely that it is impossible to 
render an absolute diagnosis without making sections. Where simple hyaline 
degeneration is present, no nuclei are visible. Where abscess formation has taken 
place, the characteristic polymorphonuclear leukocytes are in evidence.

Symptoms of Suppurating Uterine Myomata.
With the advent of suppuration in the uterine myomata the symptoms 

may undergo a marked change. A sticking or lancinating pain is noticed in the 
lower abdomen, and the patient may have chills and fever, at times accompanied 
by night-sweats ( )ne of the more important late phenomena is the sallow color. 
This differs entirely from the pallor that is so frequently noted where there has 
been great loss of blood from submucous myomata. If such septic absorption 
has taken place, the patient often grows very weak and the tumor may apparently 
diminish somewhat in size.* With the septic absorption renal changes may

* l«vukocytosis in myoma eases, if then* is no offensive uterine discharge, usually indicates 
either a suppurating myoma or a purulent accumulation involving the tubes, the ovaries, or 
both. An ordinary myomatous uterus does not give rise to a leukocytosis.
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Ik* induced, recognizable bv the presence of albumin and casts in the urine. 
Where the suppurating myomata open into the uterine cavity, there is a pro­
fuse foul-smelling vaginal discharge.

Treatment.

The patient’s resistance is naturally much reduced, and the pulse, just before 
operation, may be very rapid, as is so often the case when pus is present. Our 
object should be to remove the uterus just as soon as feasible, as without operation 
the condition will steadily grow worse. In these cases the purulent process is 
usually very active, and consequently the dangers of infection are great.

RKSVLTS AFTKIt OPERATION FOR SUPPURATING INTERSTITIAL OR SI It- 
PERITONEAL MYOMATA.

Oyn. No. 122Hi . . I>iv<I of intestinal obstruction on sixth day
Recovered. 

. Recovered. 
Recovered.

32111. 
7540 
H707. 
.VMM 
.VU 7.

. Recovered (postoperative |>elvir abscess).
Died on table (desperate condition I adore operation). 

. Recovered.
Died on third day (peritonitis Indore operation).

S. I si;

I.Ï2KI

Recovered.
Recovered.
Recovered.

We have give.i this table to show the high mortality in such cases. The result 
in Case 12‘JI(> is open to criticism, as the abdomen should have been explored 
earlier and the obstruction relieved. In Case ">(>17 the woman was in a desperate 
condition before operation, and the fatal result in Case 71 ">X is what might 
naturally have been exacted. In the majority of such eases it is well to drain 
the |M*lvis through the vagina, and in some cases also from above, treating 
the entire pelvic content as a most dangerous area of infection.

NECROTIC MYOMATA.

Necrosis is fairly common; it is liable to occur in sub|>eritoncal, interstitial, 
or submucous myomata, but more especially in sloughing submucous nodules. 
In a few instances we have noted it in very small myomata, but it is more prone to 
develop in large tumors.

The necrotic areas are recognized as dirty gray, gravish-brown, or dark 
reddish-blue patches in the myoma. Such areas are clearly outlined, but the 
contrast between the myomatous tissue and the degenerated portion is not 
nearly as clean cut as in the cases where hyaline degeneration exists. In the 
necrotic areas the muscular striation is usually still visible, but the tissue is softer 
than usual. The necrosis is usually in tin* central |s>rtion of the tumor, but is 
x-casionally noted near the surface, as in Case lOKXt (Path. No. 70X9). It may
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he limited to oik* area, or the* myoma may contain several foci of degeneration.
II valine degenerat ion and necrosis are often noted side by side in the same tumor.

Histologic Kxamination. Where the necrotic area is present, the muscle- 
| liters usually still jiersist. hut fail to take the stain. As a rule, the field is devoid 
of any living cells, hut occasionally a few muscle nuclei may st ill he visible around 
the blood-vessels. as noted in Case 81 tit) ( l*ath. No. 524). In a few cases frag­
mented nuclei have been detected in the necrotic area. This was the case in 
(lyn. No. dit It I (Path. No. 524) and (iyn. No. 821M) (Path. No. 580).

As noted on page 127. lime salts may he deposited in the necrotic areas.
It is exceptional to note any inflammatory reaction in the necrotic areas, 

except in submucous myomata. Case* 81 tit) (Path. No. 521), however, proved 
an exception, as some polymorphonuclear leukocytes were noted.

The coagulation necrosis is undoubtedly caused hy a cutting off of the
myoma's hlood-s

76
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MYOMATA ASSOCIATED WITH MALFORMATIONS OF THE UTERUS.

We have encountered three eases of myoma coming under this category :
1. Numerous discrete myomata in a uterus containing two distinct uterine 

cavities and two cervical canals.
2. A diffuse adenomyoma in one horn of a hicornate uterus.
.1 A submucous adenomyoma developing in a uterus in which there was 

apparently only one fundus, with a septum dividing the cervix into two canals, 
and a double vagina.

Gyn. No. 11694. Path. No. 7953.
A large tu y o matous t u m or, on section s h o w i 11 g t w o 

distinct uterine cavities (Fig. 114).
V. II.. aged thirty-seven, white, single. Admitted November It»; discharged 

December 10, 1004. The patient has always been nervous and subject to con­
stipation and headaches. One year ago she had an attack of vomiting and 
sharp pain in the region of the ap|»cndix. She noticed a lump in the abdomen 
at that time. This has grown until it Inis reached its present size. On ex­
amination. the _ is filled with a large multinodular mass reaching 10 cm. 
above the umbilicus. At o|>eration dense adhesions were found about the 
pylorus and gall-bladder and in the region of the apfiendix. Ilysteromyomec- 
tomy was |>crformed.

Path. No. 795.1 The uterus contains many nodules and measures approxi­
mately 15 x 17 cm. On section, two definite uterine cavities are disclosed, as 
seen in Fig. 114. The mucosa lining each cavity shows little or no change.

Gyn. No. 10314. Path. No. 6531.
Double cervix, d o u b I e v a g i n a : s 11 b m u c ous aileno- 

111 y o 111 a .
F. K., white, aged fifty, married. Admitted March 7; discharged April 17, 

100.1 The operation consisted in splitting the vagina and cervical septum and 
in tin* removal of a submucous myoma.

Path. No. 6581. The myoma is approximately 7x7x11 cm. Scattered 
throughout it are numerous irregular islands of mucosa: at other points are spaces, 
fully K x 2 mm., lined with mucosa which almost completely fills the cavity. 
These are instantly recognized as miniature uterine cavities. Some of these 
spaces are pale and filled with chocolate-colored contents evidently old 
menstrual blood.

155

7



1

•2

«tVI

B

■a

•enuax.i Mii.i. jo vivko.uv



MYOMATA AHHOTIATKD WITH MALFORMATIONS OK THK VTKRI H. 157

The growth on histologic examination presents the typical adenoinyomatous 
appearance. It is described in detail in "A cl e n o in y o m a of t h e U t er u s,” 
p. 162 (Fig. 47).

Gyn. No. 11572. Path. No. 7800.
Diffuse adenomyoma in one horn of a bicornate 

uterus.
This case is also described in detail in "Adenomyoma of the Vterus," p. 25S.
It is interesting to note that in two out of the three cases in which myomata 

were associated with an * velopment of the uterus the growths were
of the adenomyoinatous ty|x*.

Km. 114. -A I)orHI.k Vtkbvh Containinu Sviipkhitoneal, Intkhhtitiai., asi> Si iimm ora Myomata.

Ovn. No. 11 mil. Path. No. 70A3. Thin tumor reached 10 cm. above the umbilicus, ami measured 1.1 x 17 cm. 
Two distinct uterine cavities arc -ecu and two separate cervical canals (a, /> . Scattered throughoul the uterus 
are many interstitial nodules, ami projecting slightly into the cavity is a submucous myoma. Several myumuta 
project from the outer surface of the uterus.

8^6447
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Fl». 11fi.- Mil.Tl PI. K AnoioMaToi'b Fori in a Myoma, i i nal. nice. <
Clyii. Nu. 34S8. Pull.. No. 707. A section through un interstitial inymiia. l/i x 20 x 22 cm. Scattered 

ihrniigliiiui the tumor are groups of cysts originating in the melting of hyaline material. At numerous points are 
sharply outlined dark-red or bluish porous areas These consist almost entirely of blood-vessels, chiefly arteries. 
This is the only myoma that we have ever seen presenting such pronounced ami circumscribed angiomatous areas. 

For the histologic ap|iearanre see Fig. 117. (After Howard A. Kelly, i
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cavity is 10 cm. in length: its walls average 2 cm. in thickness: the uterine 
mucosa is whitish in color, smooth ami glistening, ami projecting into the 
uterine cavity from the posterior wall near the cervix is a sessile nodule. 
2.5 x 1.5 x 1 cm.

Occupying the left uterine wall is a tumor approximately 15 x 20 x 22 cm. 
On section this is whitish yellow in color ami consists of fibers concentrically 
arranged. Scattered throughout the tumor, especially in its central portion, 
arc numerous dark-blue vascular areas, composed of blood-vessels (Fig. I Hi). 
These vascular areas present a honeycombed appearance ami vary from 0.5 t « » 
M.5 cm. in diameter. The individual vessels are closely | e ked together. Some

Va ,V
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Flu. IIS. Am.h>mvi>m\ (X 130 ilium.)
i i\u. No. 722tl. I'hiIi. No.34W1. The wetion i*imma |>«luii(iilal«l, *|il«rn «heped,ilurk mlilinh-brown.tuli-

|M>rtloneal myoma. At « it......... am f-till elrerly wen. At /. the ti*su« ha* Iwrome rarrfi«l. Sratteml
throughout the liehl are many ililateil vein* (c).

arc nut larger than a |iill-|niilll. others reach 3 linn, hi diameter. The vessel-walls
ail' ........Ill and glistening. ........ tilin' |iietun- suggests an anginina. 'Hie tumor
has undergone a moderate amount of cystic degeneration. The cysts are 
scattered irregularly throughout tile tissue, and vary from (1.3 to ô cm. in 
diameter, have irregular, sharply delined edges, and contain a pale yellow 
trans|iamit fluid which cc iw on exposum to the air. The smaller cysts 
are commencing to merge one into the other, ami one of the large cavities 
contains an irregular, yellowish-white mass, 3 cm. in diameter, in its center, 
’fills is Ill'll! in position by delicate hands which are adherent to the margin of 
the cavity. The «alls of this cavity an' smooth anil glistening, and numerous 
delicate blood-vessels call lie seen ramifying beneath the surface.

D3A
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The outer surface of the tumor has a delicate capsule, yellowish white in color, 
and loosely connected with the uterine muscle, thus allowing the tumor to he 
shelled out with ease.

Histologic Kxamination. The uterine mucosa has been imperfectly preserved, 
Imt e present, the glands are oval on cross-section and have an intact 
epithelial lining; some are eon.-" " " " dilated. The stroma of the mucosa
shows small-round-colled infiltration.

The large tumor situated in the uterine wall is composed of noil-striped muscle-

: mm

Flu. 117. Anoiomyoma. (X 13 diuni.)
( !> il, \u. :mss. Path. No. 71)7. The section is from one of the niigiiniialiius ureas in Fig. 1 Hi. The ground* 

work consists of typical myomatous tissue, well seen at u. Scattered ihroughoiil the field are masses of arteries, 
some of them large <l>). The tissue iinmeiliately surrounding them shows some hyaline degeneration. The 
muscle is here and there undergoing lii|tiefaetion ir|.

fibers arranged in bundles and cut both longitudinally and transversely. The 
tissue has a rich blood-* The dark-1 dut* angiomatous areas are com­
posed almost entirely of arteries irregular in contour (Fig. 117). They have 
an endothelial lining and a thick layer of circular muscle surrounding them, 
but the greater part of the circular layer has undergone hyaline degeneration, 
contrasting sharply with the surrounding muscle. Most of the vessels are filled 
with blood. Scattered throughout the tumor, frequently in the vicinity of the 
blood-vessels, are irregular areas of hyaline degeneration. In some of these

58
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hyaline area# an isolated small round cell is here and there visible and in a few 
places aggregations of small round cells can be made out. In the area where the 
softening has occurred the tissue has undergone practically complete hyaline 
degeneration, but a muscle-fiber can here and there be seen in the hyaline material.

We have here eub|X'ritoneal and submucous myomata and a very large 
angiomyoma.

it



CHAPTER XU.

I.IPOMYOMA OF THE UTERUS.

A tumor of this character, as the inline implies, consists ot myomatous muscle 
interspersed with adipose tissue. Myomata of this nature are exceeding!) 
rare: in our entire series only one typical example was found. This case, San. 
No. sM\, was reported in detail by Dr. .1. II. Mason Knox, Jr..* who also reviewed

_mucous polyp

-uterine cavity

Ce r v

ri„. 1 |H.— 1.11‘IIMVOMA. I i liai. si*C.1
Sim Nh. Ktti. I'atli. N<>. :17(M. 'I'he uterus has hevn amputated through the cervix. ( tceupying the poste­

rior wall »•>«! (li.ftorti.iu the uterine cavity is nn interstitial inyonm. The coarse fklirilluteil arrangement of the
myomatous growth is easily seen, hut the interspaces are darker in color and more homogei.... us than usual. I hey
consist ton great extent of adipose tissue » Fig. 110 ■- The uterine cavity is much lungfl....... . at the fundus is
a 11road-I.used polyp, t After .1. II. Mason Knox, Jr.1

the meager literature cm the subject. At first sight the myoma presented the 
usual appearance, hut on careful scrutiny it was found to have a yellowish tinge, 
and although in many places the coarse fibrous arrangement of the myomatous
tissue..... uld lie readily seen, in the inters|«iees the tissue was more homogeneous

• Johns Hup: ias Hasp. Bull., mil, vet. sit. p. Ills.
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than usual (Fig. 118) and from the cut surfaces many oil-globules could bo 
brought away with the knife-blade. On pressure the myoma felt very soft, 
although it showed no areas of degeneration.

The histologic picture is characteristic. The many clear spaces represent 
adipose tissue, and the framework of the tumor consists essentially of non-striped 
muscle-fibers (Fig. 119).

In two other cases in which large myomata were present we also found areas 
of adipose1 tissue distributed 
throughout the tumor (Fig.
120, p. 164; Fig. 121, p. 165).

San. No. 836. Path. No. 3703.

L i po m y o m a of t h e 
u t e r u s (Figs. 118, 119).

The patient was sixty-two 
years of age and had had 
thirteen children. The labors 
were normal. The meno­
pause had occurred twelve 
years previous to her admis­
sion. Three years later she 
had noticed a slight serous 
vaginal discharge, which soon 
disappeared, but returned 
after an interval of eight 
years, only lasting a short 
time. For two weeks she 
had been bleeding moderately 
but continuously. Opera­
tion, hysteromyomectomy.

Path. No. 3703. The 
specimen consists of the en­
larged uterus, both F " " in 
tubes, a portion of the left ovary, and a cystic right ovary. The uterus is 
globular in form (Fig. 118), regular in outline, 14 x 15 x 18 cm. in its various 
diameters. It is jjerfeetly smooth. The uterine cavity is 14 cm. in length. The 
mucosa of the anterior wall is scarcely I mm. in thickness. That covering the 
posterior wall is considerably altered; in some places minute spaces are scattered 
throughout the mucosa, some reaching 2 mm. in diameter. Over an area 4x4 
em. in the upper part ot the cavity the mucosa is excessively thin and the tumor 
has extended almost through the mucosa. Situated in the upper part of the cavity 
is a sessile polyp, 5x2.5 cm. Occupying the posterior wall is a tumor mass, 
10x10x13 cm. On section, the tumor at first sight presents the usual

a

[ W L A *1, ,,'Vi1 **v,f ’•

mm
Fia. II».—Lipomyoma. (X 4M ilium.)

San. No. 83(1. Path. No. 3703. The section is from the 
myoma seen in Fig. 118. n indicates large and small blood-vessels. 
The solid areas iIn consist of myomatous tissue, and the many clear 
spaces in represent fnt-eells. All parts of the tumor that were pre­
served presented a similar picture, i After .1. II. Mason Knox, Jr. i
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ap|x*aranc(* of myoma, but on careful scrutiny is found to be markedly different. 
Traversing it in all directions are glistening bands, between which are yellow, 
soft-looking areas. When the cut surface is scraped, distinct oil-globules can be 
brought away—which is never possible when an ordinary myoma is examined.

•X' P'it's

L .y

Fui. 120. I.itomyoma. (X NO iliani.)
(lyn. No. 2)133. I’nlIt. No. 4114. ii is n longitudinal section of a hlixsl-vessel. Surmuinling it. and endieildeil 

in the myomatous tissue, are many fat-cells indicated liy spaces.
It looks very much as if the vessel when it first entered the tumor carried a certain amount of adipose tissue 

with It.

The tumor presents no areas of breaking down. It is sharply defined from the 
surrounding uterine muscle. It varies from d to ô nun. in thickness.

Right side: The Fallopian tube is considerably lengthened and covered 
with adhesions. Its fimbriated extremity is adherent. The ovary has been
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converted into a lobulated, partly cystic, mass, which measures 8x5x4 cm. 
The outer cystic portion consists of small multilocular cysts.

Left side: The tube presents the same appearance as the right.
Histologic Examination.—The uterine tumor is found to consist of large fat 

cells inclosed in a supporting substance consisting of smooth muscle and con­
nective tissue in varying proportions (Fig. 119). The fat-cells are generally 
round (c), oval, or irregular in outline from pressure. They vary in size from 
five to fifteen times the diameter of a red blood-corpuscle and, after hardening

/ V

V.‘ .«/*

Flu. 121.—Lipomvoma. (X 140 ilium.)

Gyn. No. 3320. Path. No. 889. The spare a indicates an oliliipie section of a bliasl-vessel. b is ordinary 
myomatous tissue. At numerous points are aggregations of fat-cells (c). Surrounding the fat, and separating it 
from the myomatous tissue, is a varying amount of tibrous tissue (d).

by the usual process in which the fat is dissolved, appear as clear spaces. The 
nuclei of these cells can frequently be made out as oval or rod-shaped bodies 
pushed to the periphery and often situated in an angle between other cells. 
The tumor is traversed by numerous bands of firm fibrous tissue which produce 
the lobulated appearance noted in the gross specimen. The tumor consists 
essentially of non-st riped muscle-fibers and fat-cells equally intermingled. There 
is, of course, the ground-work of fibrous tissue. Scattered throughout the 
tumor are large cells which closely resemble mast-cells.
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Gyn. No. 3133. Path. No. 494.
Areas of adipose tissue in a myoma (Fig. 120).
M. U., aged fifty, white. Admitted October 24; discharged Xoveml>er24, 

1S94. The specimen consists of a pear-shaped uterus, 32 x 32 x 30 cm. The 
great increase in size is caused by an interstitial myoma. The mucosa is atrophic 
and projecting into the cavity is a delicate polyp. Numerous cystic areas are 
scattered throughout the myoma.

On histologic examination, in addition to much hyaline tissue, small areas 
of adipose tissue are recognized. In one group may la- anywhere from three to 
eight or more fat-cells, chiefly found in close proximity to the blood-vessels 
(Fig. 120), and resembling ordinary adipose tissue.

Gyn. No. 3320. Path. No. 589.
Areas of adipose tissue in a ni y o m a (Fig. 121).
M. 1).. aged twenty-nine, white. Admitted February 8: discharged March 

0, 1805. The uterus was large and multinodular. The largest myoma was 
13x21x 28 cm. Some of the nodules show much hyaline degeneration and 
liquefaction. In several sections small groups of fat-cells were found (Fig. 121).



CHAPTER. XIII.

ADENOMYOMA OF THE UTERUS.

In 1903, in a review of the literature published in as -nient to Orth’s 
Festschrift, one of us (Cullen) reported 22 cases of adenomyorna examined hv us 
up to that time. Since then we have paid especial attention to these growths 
and have been astonished at the striking frequency with which they occur. 
Out of a total of 1283 cases of myomata examined from April 1, 1893, until 
July 1,1900, 73 (about 5.7 per cent were instances of adenomyorna. Wo have 
included only interstitial, subpcritoncal, and submucous adenomyomata and 
large adenomyomata of the uterine horns.

Our cases have yielded many interesting histologic and clinical data. It 
was found impossible to do the subject justice and at the same time keep the 
present work within a reasonable size. To adenomyorna accordingly a sepa­
rate volume has boon devoted, and we will here merely give the briefest summary 
of the findings which have been fully elaborated in that publication.*

Summary. -In cases of adenomyorna of the uterus we usually find a diffuse 
myomatous thickening of the uterine muscle. This thickening may he confined 
to the inner layers of the anterior, posterior, or lateral walls, but in other cases 
the myomatous tissue completely encircles the uterine cavity.

This diffuse myomatous tissue contains large or small chinks, and into these 
the normal uterine mucosa flows. If the chinks are small, there is only room 
for isolated glands, but where the spaces are of goodly size, large masses of 
mucosa flow into and fill them. We accordingly have a diffuse myomatous 
growth with normal mucosa flowing in all directions through it. The mucosa 
lining the uterine cavity is perfectly normal.

After a time portions of the diffuse myoma may be nipped off and be carried 
toward either the outer or inner surfaces of the uterus. If they become sub­
mucous growths, they are gradually expelled. If they pass toward the outer 
surface, they become either subperitoneal or intraligament ary. We have 
accordingly divided adenomyomata into the following groups:

1. Adenomyomata in which the uterus preserves a relatively normal contour.
2. Subperitoneal or intraligamentary adenomyomata.
3. Submucous adenomyomata.
A diffuse adenomyorna presents a very coarse appearance, because the 

myomatous muscle-bundles run in all directions. In the spaces between bun­
dles, and occasionally surrounded by circular rings of muscle, we find spaces

•phen Cullen, p. 270, W. B. Saunders Co., 1908. 
I «'.7
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filled with translucent and slightly jmnctiform tissue—areas of uterine mucosa. 
Sometimes its direct connection with the mucosa of the uterine cavity can be 
traced. Not infrequently cyst-like spaces are scattered throughout the diffuse 
myoma. These are filled with a chocolate-colored fluid and are lined with a 
definite membrane, often 1 to 2 mm. thick. They are miniature uterine cavities, 
and the chocolate-colored fluid is old menstrual blood that has not been able to

When an adenomyomatous nodule becomes subperitoneal, the menstrual 
flow in the growth may gain the upper hand and the myoma become cystic, the 
contents, of course, being formed from the accumulation of old menstrual blood.

Age.—Our youngest patient was nineteen, our oldest sixty. The disease 
is most prevalent between the thirtieth and sixtieth years; it does not in any way 
tend to sterility.

Symptoms. —Lengthened menstrual periods are the first symptoms. The 
flow gradually assumes the proportions of hemorrhages and eventually the periods 
may become continuous.

At the period there is often discomfort, and occasionally a grinding pain in the 
uterus, evidently due to the increased tension, since all the islands of mucosa 
scattered throughout the diffuse myoma naturally swell up at the menstrual 
jx'riod and thus increase the size of the organ.

In over two-thirds of our cases there was no intermenstrual discharge. This 
is perfectly natural, as in these cases the uterine mucosa is normal and no dis­
integration of tissue is going on.

Clinically, the diagnosis of diffuse adenomyoma is relatively easy, for the 
following reasons :

1. The bleeding is usually confined to the period.
2. There is usually much pain, refer] * ' uterus, at the period.
3. There is usually no intermenstrual discharge of any kind.
4. The uterine mucosa is perfectly normal, and may be rather thick.
No other pathologic condition of the uterus, as a rule, gives this characteristic 

picture.*
Treatment.—The patient's health is often gradually undermined by the 

uterine hemorrhages, and the only way to control them is to remove the uterus. 
A supravaginal hysterectomy is all that is necessary. The ovaries should be

The prognosis is good, as the glands of the adenomyoma are perfectly normal 
uterine glands and are surrounded by the characteristic stroma of the mucosa.

Origin. The glands in the adenomyoma originate, in the vast majority of the 
cases at least. from the uterine mucosa.

Cause. —The cause of adenomyoma is still unsolved.
* Some submucous myomata are accompanied by a train of symptoms closely resembling 

adenomyoma.

7706



CHAPTER XIV.

MYOSARCOMA OF THE UTERUS.*

That a primary sarcomatous change can take place in a myoma has long been 
known, and as early as 1863 Virchowf gave a very clear account of the gross and 
histologic pictures. In 1872 Chrobakj: again drew attention to this class of 
cases, and in 1887 Ritter§ gave a full abstract of the literature up to that date. 
I 11894 the same question was fully discussed by Williams || and also bySchreher,1f 
and in 1895 L. Pick** gave a very clear account of sarcomatous changes in 
myomata. The article by Gessnerft published in 1899 is most exhaustive and 
will well repay a thorough study. Among the still more recent s
are those of Weir,JJ published in 1901, and of Jacobi and Wollstein,§§ which 
appeared in 1902.

Frequency.—Although quite a number of isolated instances of sarcomatous 
changes in myomata have been recorded, it would appear that the importance 
of the subject has hardly been fully appreciated. Fehling, |||| in 409 myomata, 
found that 2 per cent, showed malignancy. In eight there was a sarcomatous 
degeneration and in one case carcinoma was present in the same uterus. Martinel! 
observed direct sarcomatous transformation four times in a series of 205 cases.

* The term myosarcoma may be objected to on the ground that in some cases it is impossible 
to say whether the sarcoma has developed from the myomatous muscle or from its connective 
tissue. We fully appreciate this objection, but since in the great majority of our eases the origin 
of the sarcoma from the muscle-fibers seemed evident, and as the term myosarcoma is definitely 
fixed in the literature, and, furthermore, since it clearly indicates to the physician the clinical 
picture, we have thought it much wiser to stick to this word.

t Virchow: Die Krankhaften (leschwiilste, ltd. iii, S. 201.
| Chrobak : Arch. f. CJyniik., 1872, ltd. iv, S. 549.
6 Ritter: Dissert. Inaug. Ueber d. Myosarkom des Uterus, Merlin, 1887.
I! Williams, J. Whit ridge: Contributions to the Histology and Histogenesis of Sarcoma of 

the Uterus, Am. Jour, of Obstet.. 1894, vol. xxix, No. 0.
* Schreher: “Ueber d. Compilation von Uterusmyom mit sekundarer sarkomatoser Degen­

eration,’’ Diss. Inaug., Jena [Strassburg], 1891.
** Pick, L.: Zur Histiogenese und Classification der Gebarmuttersareome, Arch. f. (lynak., 

1S95, xlviii, S. 24. Arch. f. (Jyniik., 1895, S. 33. Zur Lehre vom Myoma sarcomatosum und 
iiber die sogenannten Kndotheliome der Gebarmutter, Arch. f. Gyniik., 1895, xlix. S. 1.

tt Gessner: Veit’s Handhuch der Gy . 1899, iii. Zweite Halfte, S. 957.
It Weir. Win. 11. : Muscle-cell Sarcomata of the Uterus, Am. Jour, of Obstet., 1901, vol. xliii,

til 8.
§5 Jacobi, Mary Putnam, and Wollstein, Martha: Am. Jour, of Obstet., 1902, vol. xlv, p. 218.
i,|| Fehling: Central!), f. Gym, 1898, xxii, S. 1118.
* * Martin. A.: Ueber Myome, Verb. <1. deutsch. Ges. f. Gyn., ii, S. 125.
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In our series, which now embraces over 1100 cases, 17 showed undoubted sareo- 
mata of the uterus occurring in or ussoeinttil with myomata. In 17 other cases 
suspicious gross or histologic pictures were present, hut the changes in these 
were not sutlicicnt to warrant a |>ositive diagnosis of sarcoma. Now, since 
many of our eases were not examined histologically unless they presented sus­
picious macroscopic pictures, and again, in view of the fact that it would he 
almost ini|)ossih!e to examine every |tnrtinn of a myomatous uterus histo­
logically, without doubt some cases have hecn overlooked. During the last 
decade hysterectomies and myomectomies for myoma have become much more 
frequent, and careful clinical histories and pathologic records have been kept. 
We feel confident that, as a result of these careful studies, in the next few years 
many cases of sarcomata developing in myomata will he reported, and that this 
malignant change will lx- fourni to In- relatively common.

The Gross Appearances of Myosarcomata. Vtcritic myomata are usually 
multiple. Thus, in those eases in which a sarcomatous change takes place 
several other myomata are almost invariably present. The nodules may he 
sul»|»eritoneal. interstitial, or submucous. As a rule, only one nodule undergoes 
a malignant change, hut, as in von Kahlden's* ease, sarcomatous foci may occur 
simultaneously in several myomata. In the very early stages the macroscopic 
changes may he totally wanting or, as has been |jointed out by Ch relink, 
they may he so slight as not o he recognized. This was clearly shown in 
San. No. 1 K‘)71 Fig. Id7. p. 20ft). Here, lying to the side of the cervix, was a myoma 
several centimeters in diameter. Macmseopically it differed in no way from the 
ordinary myoma, and yet on histological examination the transition of muscle- 
cells into sarcomatous tissue was |x*rbrtly evident. When* the malignant change 
is present, it is usually readily recognized. The pinkish-white tissue with the 
coarse fibrous arrangement has been in part replaced hv a yellowish-white, homo­
geneous tissue, almost totally devoid of fibrous elements, and hearing a striking 
resemblance to raw |»ork. The sarcomatous is usually sharply differentiated from 
the myomatous tissue, hut now and then gradually merges into it. Sometimes 
the sarcoma presents a porous appearance, as noted in Fig. Ids (p. 2011) and Fig. 
Id I (p. IVd), or it may contain large and small cvst-like spaces, as seen in Fig. 
Id‘2 (p. IÎI7), Fig. Idd (p. IDS), and Fig. 140 (p. 2ld). These were also noted in 
Mengc's case. They are probably dilated lyni)ill-spaces. The sarcomatous tissue 
is exceedingly soft, and from its surface a considerable amount of fluid can he 
squeezed. As exemplified in Case K7d2 (p. 215), the growth may be soft -so soft 
that it resembles brain tissue. With the advance of the sarcoma hemorrhages 
take place, giving the cut surface a reddish-brown, mottled appearance, which 
after a time is replaced by a yellowish or yellowish-brown color, due to the de­
position of blood-pigment. In a short time the central |Millions of the tumor 
undergo coagulation necrosis, followed by liquefaction (see Fig. Ids, p. 209). 
The sarcomatous changes usually commence in the central |m niions of the myoma,

* Von knlililen: Ziegler's Iteifhigc zur |»:itli. Aimlomieuml allg. Pathologie, |ss:{, xiv.S. 171.
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I nit occasionally occur in the periphery. The latter seems to have been the 
case in Fig. 143 (p. '217), in which the remnants of a myoma arc entirely sur­
rounded by sarcomatous tissue. With the advance of the growth secondary 
pure sarcomatous nodules become scattered throughout the uterine walls, as 
is well seen in Fig. 140 (p. 213) and Fig. 143 (p. 217); or sarcomatous polypi may 
project into the uterine canal, as shown in Fig. 138 at i. (p. 209).

In Figs. 125 (p. 185) and 126 (p. 186) is represented a most unusual secondary 
nodule in Path. No. 7555. The uterus was small, and its interstitial myomatous 
nodule showed marked hyaline changes and also sarcomatous transformation 
of muscle-fibers. Attached to the posterior surface of the uterus was a large, 
cockscomb-like secondary growth, which on histologic examination was found 
to consist essentially of tissue that was of even a more pronounced sarcomatous 
type than that of the primary tumor.

The older writers claimed that myomata that underwent sarcomatous de­
generation were almost invariably submucous. Our experience, however, 
goes to show that the malignant change may equally well start in a subperitoneal 
or interstitial myoma.

The following table gives the location of the sarcomatous growths in our 

Interstitial: Gyn. Nos. 11944.11724. 7040, 7174. 8010. 8732.8X30. S. 1879 (partly submu­
cous), Path. No. 6421....................................... .............9 cases

Subperitoneal: Gyn. Nos. 0045, 7004, 9536, 12155........................ ............... 4 “
Intraligament ary: S. 1857........................................................................... ......................... 1 case
Submucous: Gyn. Nos. 7313, 10370 (uterus not removed), Path. No. 7555. . 3 cases

I'torino myomata are usually tit first interstitial and evei tally become 
either submucous or subperitoneal. In former years whet v abdominal 
operations were performed naturally only the submucous s natous nodules 
were recognized clinically. From a study of our table it will be seen that over 
half the cases were interstitial, and that the interstitial and subperitoneal myo­
mata undergoing sarcomatous change's were far in excess of those of the sub­
mucous group. In only three out of our seventeen cases were the sarcomatous 
myomata submucous. Of course, at a later date some of these myomata would 
have undoubtedly migrated into the uterine cavity and have become submucous.

Case 6045 and Case 9536 ( Fig. 123, p. 181 ) are excellent examples of sarcomata 
commencing in subperitoneal myomata; Fig. 138 (p. 209) shows a sarcoma de­
veloping in an interstitial myoma. In the latter case it seems more probable 
that the growth in time would tend to extend more and more into the uterine 
cavity. If a myosarcoma projects into the uterine canal, it usually becomes 
lolmlated from the rapid character of the growth, and we have the expulsion 
through the vagina of a tumor usually supposed to be a submucous myoma. 
The original growth still continues, but after a short time further portions are 
expelled in a similar manner.
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Histologic Appearances of Myosarcomata.—Sarcomata developing from 
myomata are divisible into two varieties: (1) Sarcomata developing from the 
connective tissue of the myomata; (2) sarcomata developing from the myomatous 
muscle.

Of course, there are undoubted cases in which the sarcoma develops in part 
from the connective tissue and in part from the transition and multiplication 
of muscle-fibers. Maeroseopieally both these varieties present the same ap­
pearance and naturally require precisely the same operative interference.

1. Sarcomata Developing from the Connective Tissue of Myomata.—Virchow 
was one of the first to describe this variety, and his description is so good that 
we cannot do better than quote him directly: “The degeneration, as 1 have 
traced it. is as follows. At certain points the intercellular substance commences 
to grow, the cells increase through division. Thus more and more round cells 
are formed, at first small, later larger and larger and with bigger nuclei. Mean­
while the intercellular substance becomes less and more rarefied and, while 
the stroma increases, the muscle disappears entirely in many places. At other 
points it still persists and even increases. In this manner the trabecular character 
of the growth develops. The cells grow; many of them become angular and 
develop processes and their nuclei reach the size of epithelial nuclei. They are, 
however, usually arranged in rows or groups. With this increase in the cellular 
elements the original stroma is in part or entirely replaced by the new growth. 
Such portions become soft, friable, and have a whitish or yellowish appearance. 
Comparatively large blood-vessels penetrate the softer portions and give rise 
to hemorrhagic infiltration. In this way a portion of the cyst-like spaces are 
produced.”

Every one must agree fully with Virchow's description. In our own Case 
7474 (Fig. 139, p. 211) we have an excellent example of the development of 
small cells into larger ones. Side by side we have crops of the large and small 
cells, while in the immediate neighborhood all intermediate sizes are demonstrable. 
The increase in the cells is due, as Virchow pointed out, to indirect division. 
Sometimes the entire normal karyokinetic cycle can be traced and usually many 
cells with atypical forms are present. Now and then direct budding of nuclei is to 
be seen. Fig. 144 (p. 218) depicts clearly the many cell forms that may be found. 
Here we have small and large, round or oval, vesicular nuclei; large and small, 
deeply staining nuclei; large and irregular and partly dividing nuclei, and tre­
mendous clumps of chromatin scattered throughout large plaques of protoplasm, 
(liant cells are also present, usually with their nuclei arranged in a mulberry­
shaped form. Sarcomata originating from the connective-tissue elements of 
myomata may be either spindle-celled or round-celled. These sarcomata may 
be in part due to a proliferation of the endothelium of dilated lymph-spaces, as 
has been pointed out by Chrobak and Monge.* The stroma of this growth at 
times shows distinct myxomatous degeneration. As the sarcoma increases in 

* Menge: Centralhl. f. (lyniik., Mil. xix, S. l.*>:t.
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size the central portions undergo necrosis, with or without fragmentation of 
nuclei, and often along the margin of the necrosed area there is a small-round- 
celled or polymorphonuclear infiltration.

2. Sarcomata Developim/ from the Muscular Elements of Myomata.* Myo­
sarcoma ta are usually thought to he derivatives of the connective-tissue portions 
of myomata. Nevertheless, recent investigations tend to show that a fair pro­
portion are due to a direct transformation of normal muscle-fibers into malignant 
fibers. As far back as 1860, however, Virchow when describing those of connective- 
tissue origin said: “The muscle disappears entirely in many places; at other 
points it still persists, and is even increased," thus indicating that the muscle 
might take part in the process. Von Kahldenf reported a case in which he was 
sure he was able to trace the direct transition of myomatous muscle-cells into 
sarcomatous cells. To Williams we are indebted for the most clear and con­
vincing proof that the muscle-fibers are actually capable of becoming malignant. 
Similar and confirmatory evidence has been furnished by L. Pick, Morpurgo.J 
(!essner,$ Veit,|| (lebhard.* Weir, and others.

In thirteen of our seventeen cases (S. 1857, S. 1879, (lyn. Nos. 6045, 6724, 
731.4, 7604, 8836, 9586, 10.476, 11944, 12155, Path. Nos. 6421 and 7555) the sar­
coma was apparently the result of a transformation of the myomatous muscle- 
fibers, and in one further case (Gyn. No. 8610) the sarcoma seemed also to have 
resulted front an alteration in the muscle-fibers. But the proof in the last case, 
although strongly suggestive, was not sufficient to enable us to make an absolute 
statement.

Of the remaining cases, Gyn. No. 7474 (Fig. 1.49, p. 211) seemed to be a round- 
celled sarcoma. Gyn. No. 7040 was a mixed-cell growth and Gyn. No. 87.42 
was a very unusual mixed-celled sarcoma ( Fig. 144, p. 218),containing areas closely 
resembling decidua, and others strongly suggestive of syncytium. From the 
above it will be seen that out of the seventeen cases, in thirteen the sarcoma had 
resulted apparently from an alteration in the muscle-fibers, and in the remaining 
cases the presumptive evidence was in favor of a similar origin.

A reference to Case 6045 (p. 223), with its figures (146, 147, 148, 149, 150,
* Mallory has recently drawn attention to the fact that specimens of this character must he 

cut in small pieces and hardened within a few minutes after removal, otherwise the finer details 
will he lost. Nearly all of our eases were operated upon before his article appeared, and conse- 
<|uently his technic could not he employed. In this connection a thorough study of Mallory's 
exhaustive and painstaking articles cannot fail to he profitable. Mallory. F. B.: A Contribu­
tion to the Classification of Tumors, Jour. Med. Research, vol. xiii, Jan., 190.>. Results of 
the Application of Histological Methods to the Study of Tumors, Jour. Kxper. Med., vol. x, 
No. ’>, Sept. 5, 1908.

t Von Kahldcn: Ziegler’s Heitriige zur path. Anatomic und allg. Pathologie, 189:$, xiv, 8. 174.
t Morpurgo: Ucber sarkomahnliche und maligne l-eiomyome. Ztsclir. f. Ileilkunde. 189Ô,

16, s 157
$ (iessner: Veit's llandbueh dor (lyniikologie, 1899. iii, Zweite Halîte, S. 9Ô7.
|| Veit: llandbueh d. (lyniikologie, 1897, Bd. ii, S. 494.
• (lehhard: Veit’s llandbueh «1er (lyniikologie, 1897, ii, S. 444.



174 MYOMATA OK THK VTKKl.s.

151, 152, 153, 154, and 155), will give the reader a clear idea of the various 
transition stages of the myoma into sarcoma.

In order to follow these changes satisfactorily it is always necessary to ob­
tain sections at the outer edge of the growth, because in the central portion all 
trace of the myomatous muscle has disappeared and its place is occupied by 
spindle-celled sarcoma. In Case 6045 the change had been a very gradual one 
and many distinct foci could be traced near the border of the growth, indicating 
that there was a general tendency for the myoma to become malignant. In 
Fig. 150 (p. 227) we see typical myomatous muscle-fibers. A short distance 
further on are nuclei twice the size, then four or five times as long, correspond­
ingly broad, and containing a slight increase in chromatin; and finally we en­
counter bunches of very large nuclei containing great quantities of chromatin. 
In this picture, then, we have all gradations, from the normal to the unmistak­
able sarcomatous fiber. Fig. 148 (p. 225), taken from a hyaline area at some 
distance from the main growth, is even more easily followed, inasmuch as here 
the cells are further apart. Here also the gradual and yet steady increase in the 
size of the nuclei is easily followed. In Fig. l it) (p. 226) from the same case, 
cross-sections and longitudinal sections of muscle-lnmdles are still clearly visible. 
Nevertheless, in each of them all stages in the transition, from the slender, 
spindle-shaped, to the very large elongate and deeply staining nuclei, can be 
followed. Figs. 151, 152, 153, 154 (p. 228), from the same case, are even more 
convincing. In Fig. 151, at a we have a cross-section of a muscle-bundle with the 
tips of muscle-fibers still preserved, and yet sufficient changes have taken place in 
the surrounding muscle-fibers to render a diagnosis of sarcoma certain. Other 
portions of the same specimen show all transition forms. The cells in Figs. 152. 
153, and 154 of the same case illustrate admirably the relatively huge dimensions 
that these cells may attain, and also show clearly the presence of large numbers of 
hyaline droplets in the giant nuclei. As we pass toward the center of the growth 
the sarcoma is found to be composed of a sea of cells, chiefly spindle-shaped, and 
usually so closely packed together that the cell outlines are hard to differentiate. 
Traversing the sarcoma are large and small blood-vessels almost totally devoid 
of stroma. Case 1)536 also shows clearly the gradual transition from the myoma­
tous muscle-fibers into the sarcomatous growth. Fig. 124 (p. 182) is taken from 
the growth seen in Fig. 123 ip. 181 ) and is at the junction of the sarcoma with the 
myoma. The left portion of the section contains muscle-fibers slightly swollen 
but otherwise unaltered. As we pass to the right, however, the nuclei increase 
rapidly in number, are more spherical, and are somewhat enlarged. Some of 
them also contain an increased amount of chromatin. Near the right border 
of the section the nuclei have become clumped together, forming giant-cells. 
The tissue immediately beyond this was that of a typical sarcomatous growth. 
The subsequent degeneration in this variety of sarcoma is similar to that occur­
ring in those arising from the connective-tissue portions of myomata.

Thus we have sarcomata developing in uterine myomata. These may be of
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connective-tissue origin, and are either spindle-celled or round-celled. We also 
have sarcomata developing from the muscular elements of the myoma. These 
are invariably spindle-celled. Of course, it is quite possible that both stroma 
and muscle may take part simultaneously. This division into the two varieties 
is of purely pathologic interest, as it can be determined only on careful histologic 
study. It is of no particular import to the surgeon.

In San. No. 1852, included among the adenomyoma cases ( 
of the Uterus," p. 225), we have a very interesting 
example of adenocarcinoma of the body of the 
uterus developing in part from a preexisting 
adenomyoma. Commencing sarcoma was also 
present in the body of the uterus.

A careful study of the pathologic description 
of the cases certainly suggests that in many in­
stances hyaline degeneration has been the fore­
runner of the malignant change. The muscle- 
fibers scattered throughout the hyaline and 
partially liquefied material have a much more 
favorable opportunity for swelling up or for taking 
upon themselves increased activity, not being 
closely packed together, as in the ordinary myoma.
Tlie more we study these tumors, the more 
strongly wo become impressed with the apparently 
predisposing tendency to sarcoma created by tin- 
primary hyaline change.

Secondary Growths of Myosarcoma ta. As has 
been noted in the foregoing pages, with sar­
comatous degeneration of myomata there is a 
simultaneous increase in tin- size of the myoma, 
and secondary sarcomatous nodules frequently 
become scattered throughout the uterine walls. If 
the nodule be subperitoneal, we shall expect tile 
sarcoma to soon reach the outer surface of the 
myoma, and to then engraft itself upon the sur­
rounding tissues, as in Vase953(> (Fig. 123. p. 181), 
in which the large subperitoneal tumor has become 
intimately attached to the rectum. Again, in Case 7474 there was a large area of 
necrosis on the anterior surface of the tumor. Finlay* reports an interesting ease 
of a woman, fifty-eight years of age, who had had an abdominal tumor for fifteen 
years. This had recently increased materially in size. She died eight days after 
admission with signs of peritonitis. At autopsy a tumor the size of a child's 
head was found attached to the fundus. The upper portion showed a breaking- 

* Finlay: Trans, of the Path. Sor. of London, ISSU, vol. xxxiv, p. 177.

I'l-.. 122. A SutmMAToi'H Nuni i.i 
in a I.AHiiK Piu.vtc Bi.oon- 
vk.hhki.. (Nul. size.)

Path. No. 7003. The original 
growth started in the uterus. It was 
n sarcoma that had apparently de­
veloped from a myoma. Or. 11 miner 
when removing the uterus, felt 
one of the blood-vessels to be firmer 
than usual, and on further dissection 
drew this east of sarcomatous tissue 
from the vessel lumen, a represent' 
the main vessel: h, V,b“, are secondary 
branches. The sarcoma had grown 
directly into the vein.
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down. The lower portion had a firm consistence. The tumor proved to he a 
spindle-celled sarcoma. In this case the growth had become adherent to and 
had grown into the bladder, where it formed a fungating mass. Secondary 
sarcomatous nodules were found in the skin, lungs, and heart muscle. Ritter* 
reported an instance of myosarcoma with subsequent supravaginal hysterec­
tomy. The patient died six weeks after from a recurrent growth. In this case 
métastasés had taken place into the lymph-glands at the pelvic brim. These 
glands broke down during enucleation and were found to contain brain-like 
material. In this cast1 so malignant was the growth that within six weeks 
after the operation perforation of the anterior abdominal wall had taken place. 
Schreherf points out that métastasés in otherwise o|>ernblc cases arc rare. In 
the late stages of the growth he mentions métastasés in the liver, lungs, pericar­
dium, omentum, heart muscle, and vertebra*. What we have most to fear is 
the lightning rapidity with which the growth extends to the surrounding pelvic 
structures rather than the danger of métastasés.

In our cases coming to autopsy three showed métastasés. In Case 7313 (p. 165) 
in which a necrotic submucous myoma and a subperitoneal myoma were present, 
a secondary nodule developed in the broad ligament, and later, as will be seen 
from I)r. Osier's letter, the patient evidently had métastasés in the glands of 
the neck, in tin* lungs, and in the pleura*.

The growth in (lyn. No. 12,155 (p. 2(H)) was exceedingly rapid, as within a 
few months after operation a large secondary tumor was found in the right upper 
abdominal quadrant. At autopsy this nodule was found to be in the liver. 
There were also general abdominal métastasés, and likewise numerous skin 
métastasés, which were readily recognized clinically.

The secondary growths in (lyn. No. 7004 (p. 220) were particularly interest­
ing, sarcomatous nodules being found in the chorda* tendinea* of the tricuspid 
valves as well as in the lungs.

Some of the sarcomatous growths show a decided tendency to remain local, 
as noted in Path. No. 0421. In this case two years after the supravaginal 
amputation of a myomatous uterus—the sarcoma being at the time com­
pletely overlooked—there was a local return in the cervical stump, and at the 
second operation no métastasés were apparent (Fig. 130, p. 191, and Fig. 131, 
p. 193).

Condition of the Uterine Mucosa in Cases of Myosarcoma of the Uterus.—
In very few of the eases reported has any attention been paid to a description 
of the mucosa. In those eases in which the interstitial nodules gradually become 
submucous, as reported by Pick, the overlying mucosa becomes atrophic ; 
the glands are pushed aside or are obliterated, and the nodule soon lies directly 
beneath the surface epithelium. This soon yields, and eventually the submu-

* Ritter: Dissert. Innug., I'eber <1. Myosarkom «les Uterus, Berlin, 1887.
t Sehreher: Ueber <1. Complikation von Vtemsmyom mit sekundiirer, sarkomato.ser Degen- 

. ration, Innug. Diss.. Jena [Sfrussl.urg], 1894.
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cous myoma over its most prominent portion is not only devoid of a covering of 
mucosa, but shows breaking-down of its superficial portions.

In thirteen of our seventeen cases we have definite data as to the condition 
of the uterine mucosa. Intiyn. No. 7313 the mucosa here and there t" 
endometritis, but was on the whole normal. Projecting into the uterine cavity, 
in (lyn. Nos. 7474 and 12,155, were polypi. In a few cases minor changes, such 
as dilatation of the veins in the mucosa, dilatation of the lymph-channels, or 
dilatation of a few glands, were detected. In ten out of thirteen cases the mucosa 
was, however, practically normal.* This is exactly what one might expect 
when the tubes and ovaries are normal and when a sarcoma is either interstitial 
or * al. When the growth becomes submucous and sloughs, the
inflammatory process naturally extends to the surrounding mucosa.

Condition of the Tubes and Ovaries. -The ' res seem to be little affected 
by the dev " of the sarcomatous growth. In fourteen out of our seven­
teen cases we have definite data as to the condition of the appendages. In 
Case 7313 the right tube was the seat of a subacute salpingitis and there was 
pelvic peritonitis. The left tube was normal. In this case a slight focal endo­
metritis existed. The outer end of the right tube in Case 6045 had become 
lost on the surface of the tumor, while the ovary was adherent at its outer pole.

In Gyn. Nos. 7604, 8610, and 8836 adhesions were also noted; in the remain­
ing nine the tubes and ovaries were perfectly normal.

On the whole, we can be reasonably certain that the growth exercises little 
influence on the appendages. Of course, if pelvic adhesions have existed, we 
usually expect the tubes and ovaries to be implicated in this process.

Clinical History in Cases of Myosarcomata of the Uterus.—These patients usu­
ally come with a definite history of uterine myomata of several years’ standing. 
Gessncr and Weir both report cases in which a myoma had been detected two 
years previously; Ritter and Weir observed instances in which the myoma 
had been recognized at least ten years before operation. Finlay’s patient had 
had a distinct abdominal tumor for fifteen years, and in Langerhans’ patient, who 
was sixty years of age, the tumor had been demonstrable for twenty years. 
In Case 7212 the myoma was detected four years before admission, and in 
Case 7474 a period of twelve years had elapsed from the time the myoma was 
first recognized until operation. In Case 9536 the growth was detected only 
six months before operation. Here the tumor was posterior to the uterus, 
was situated low down in the pelvis, and had evidently escaped recognition for 
a much longer period. Nearly all of the patients give a history of a slow develop­
ment of the tumor for several years, with a marked increase in growth during 
the last few months.

* Atrophy of the mucosa is merely a relative term. Where the surface area is four times as 
irrcat as normal, owing to the presence of a myoma, a mucosa one-quarter of the normal thickness, 
although apparently atrophic, is in reality normal.
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Age. As seen from the aecomptuiying table, the highest incidence in our 
cases was between forty and fifty years of age:
(ivn. No. 6,724................. »gc 27 San. No. 1.857............... ................ age 46
(ivn. No 8.610............... “ 39 (iyn. No. 0.536 " 48
San. No. 1,870 “ II 8,836.................. ................ " 48
Path. No. 6,421. " 42 (iyn. No. 12.155 ............  “ 48

Path. No. ___ “ 50

(Syn. No. 10.1176*.............
7.040 .. at
7,212

(Ivn. No. 7,313. “ 45 (Iyn. No. 7,474
(Ivn. No. 8,732............. “ 46 6,045.................
(ivn. No. 11,044 “ 46

thus indicating clearly that this malignant degeneration is most frequent at the 
age at which carcinoma also is prone to develop.

We have seen that sarcomata may develop in subperitoneal, interstitial, or 
submucous myomata. Hence the clinical picture will vary according to the 
location of the growth. Where the growth is subperitoneal, there will be a 
rapid increase in size of the tumor, with or without pressure symptoms, according 
as the growth becomes jammed in the pelvis or not, and according as it does or 
does not extend to the rectum (see Cast19536, p. ISO). Such cases usually come to 
operation before the disease advances further: otherwise the growth may extend 
to the bladder, if that viscus has been drawn upward on the surface of the tumor, 
and in a short time we shall have a growth projecting into the bladder, as was 
noted in Finlay’s case. The subperitoneal tumor itself will rarely cause uterine 
hemorrhage, and, if a bloody vaginal discharge is present, it will be due to the 
existence of interstitial or submucous myomata in the same uterus. Where 
the sarcomatous myoma is interstitial, there may be a general enlargement of 
the uterus with extension of a portion of the growth toward the peritoneal 
surface or, as is more frequent, toward the uterine cavity. When the growth 
encroaches on the uterine cavity, the patient will have hemorrhages. This 
portion of the growth is forced more and more into the cavity of the uterus, 
becomes pedunculated, and then often undergoes " necrosis. The hemor­
rhages subsequently increase, and in the interim there is a foul-smelling watery 
discharge due to disintegration of the sloughing growth. The intra-uterine growth 
is after a time expelled, and the patient, who has become very anemic and 
sallow as a result of continual loss of blood, rapidly improves for a time. After 
a variable period other portions of the growth become submucous and in turn 
are expelled /nr vaginam. Hence arose the term, “ recurrent fibroids.” Gcssner 
mentions well-known cases reported by Hutchinson, Callender, Paget, and 
West, and quite recently many similar cases have been published. In Case 7313 
(p. 195) a necrotic submucous nodule was expelled two weeks before the patient’s

* The tumor in this case was a submucous sloughing myoma. It is just in this class of cases 
that the pathologist finds tin* greatest difficulty in differentiating between simple disintegration 
of the myoma and sarcomatous transformation. The changes in this case were so pronounced 
that from the histologic picture we were forced to classify it among the sarcomata.

96
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admission, and others would doubtless have followed had the uterus not been 
removed. Case 5490 (p. 252) is a typical example of a “ recurrent fibroid.” 
The patient was forty years of age. For three months there had been frequent 
hemorrhages and a large, sloughing, cauliflower-shaped myoma, 10 cm. in diame­
ter, filled the vagina. This was removed and the uterus was packed with gauze. 
Two months later a similar nodule was expelled into the vagina, and for another 
two months there was perfect relief. Three months after removal of the second 
nodule, a third pedunculated myoma, 9 cm. in diameter, was removed per 
raginam. At the end of a year this patient was perfectly well. From these 
cases it is evident that some of the “recurrent fibroids” are sarcomatous myo­
mata, others are simple and rapidly growing myomata. It is often exceedingly 
difficult, and in fact impossible, to determine whether these submucous growths 
are sarcomatous or simply edematous and necrotic myomata. We found no 
absolute proof in our case of “ recurrent fibroid” that it was malignant, and 
clinically the patient remained well. (iessner says that Simpson removed 
seven successive growths through the vagina, and that it was only in the seventh 
that he was able to detect sarcoma. Of course, if such a nodule as that seen in 
Fig. 138(p.209) were to be expelled from the cervix, the diagnosis would be clear. 
This nodule, however, is not the primary growth, but a secondary one from 
the sarcomatous portion of the large myoma.

Pregnancy may occur when myosarcoma exists. Sell relier reports a case in 
which the growth was situated laterally, suggesting an intraligamentarv cyst, 
and in the uterus was a four-months' fetus.

Color.—In the seventeen cases examined by us, fifteen of the patients were 
white and two colored.

From the foregoing it is seen that sarcomatous myomata present few, if 
any, distinct clinical features. Myomata which have increased slowly for 
years often take on a rapid development without becoming malignant, and even 
when “recurrent fibroids” are present, a good many are simply necrotic myo­
mata showing no malignant changes. Only in rare instances will it be possible 
to obtain definite evidences of sarcoma from extruded submucous tumors. As 
seen from a study of our cases, in some instances sarcoma was not for a moment 
suspected until the uterus had been removed to the laboratory, and even then 
the growth was occasionally overlooked. In those cases in which the operation 
is not performed, death may be due to the continuous hemorrhage producing 
exhaustion, but occasionally to wide-spread métastasés.

Treatment. -The only hope of saving these patients’ lives lies in a complete 
removal of the uterus. In nearly all of the cases reported in the literature, and 
in nearly all of our own, supravaginal hysterectomy was performed, the operator 
not for a moment having suspected sarcoma even after the abdomen was opened. 
In every case in which sarcoma is suspected the entire organ must be removed, 
and also as much as possible of the parametrial tissue. Considering the number 
of cases showing sarcomatous transformation of myomata, and the possibility
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that carcinoma may coexist in a myomatous uterus, we strongly advise that in 
every case in which a supravaginal hysterectomy is deemed preferable, the uterus 
he opened immediately after removal, so that if by chance a malignant growth 
he present, the cervix can he removed without delay.*

No better example of the necessity of carefully examining all myomata at 
once could he found than in Path. No. 0421 fp. 190). In this case about two 
years after a supravaginal hysterectomy, the patient had definite signs of intra- 
abdominal hemorrhage. At operation a large sarcoma was found developing 
from the cervical stump. Its complete removal was impossible. On examination 
of the original tumor, sarcoma was readily recognized, even maeroscopicallv. 
It had been overlooked in the laboratory.

For the various stops in a complete abdominal hysterectomy see page 588. 
Where the growth has not been entirely removed, operation evidently hastens 
the end. In Hitter’s ease thirty days after supravaginal hysterectomy a return 
of the growth was noted, and six weeks after operation the patient died, the 
secondary tumor at the cervical stump having reached a diameter of 20 cm. 
The growth had perforated the abdominal wall. In Case 7212 a movable mass, 
the size of a walnut, was detected at the cervical stump twenty-six days after 
operation, and the patient died less than three months from the date of the 
hysterectomy.

In Case 12,155 a few months after operation a large metastatic nodule de­
veloped in the liver, and the patient soon died of wide-spread disseminated 
abdominal métastasés.

It seems to us probable that, when the supravaginal hysterectomy is done, 
the sarcomatous growth is transplanted in various directions by the knife, 
and that it commences to grow with increased vigor. As will he seen from our 
cases, the immediate results following hysterectomy for sarcoma are not very 
gratifying. In all cases of myosarcoma there seems to he a great danger of 
infection, and if the utmost care be not exercised, a local or general peritonitis 
will develop from the necrotic and frequently sloughing sarcomatous growth.

Detailed Report of Cases in which Myomata Became Sarcomatous or were 
Associated with Sarcoma of the Uterus.

This subject is of such practical importance that each of our cases is given 
in detail.

Gyn. No. $536. Path. No. 5730.
S m all interstitial u t crin e m y o m a t a ; large sub - 

peritoneal myoma densely adherent and undergoing 
s a r c o m a 10 u s t r a n s f 0 r in a t i 0 n (Figs. 123 and 124); 
normal appendages.

* Cullen, Thomas S.: Sarcomatous Transformation of Myomata, Jour. Am. Med. Assoc., 
Oct. 24, 1903. Immediate Examination of Uterine Mucosa and Myomatous Nodules after 
Hysterectomy, to Exclude Malignant Disease, Jour. Am. Med. Assoc., March 10, 1900.
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K. C , white, married, aged forty-eight. Admitted April 7, 1902, complaining 
of pain in the lower abdomen. Her family and past history are negative. Her 
menses commenced at fifteen, were regular, lasting four days. The flow was 
moderate and unaccompanied by pain. There has been a slight leukorrhea. 
She has Imvii married thirty-two years and has had three children, the eldest 
thirty, the youngest twenty-four.

Six months ago the patient began to suffer from pain in the lower abdomen, 
back, and rectum, and shortly afterward noticed a tumor. There was increased

frequency of micturition, but no 
other symptoms. On admission 
the general condition was fair;

Fm. 12.1.—Sarcomatous Transformation ok a Su him ritonkai. Myoma with Dixsk Aim monk to tiik Rkctlm 
and Pri.vic Wai.lk.

I’ulli. No. f)73U. Tliv drawing represents tin* appearances us found at operation. The uterus is somewhat 
enlarged. Situated in its anterior wall is an interstitial myoma; in the posterior wall a smaller one. Attached to 
the posterior surface of the uterus at h is a large suhpcriloncal myoma. This fills the entire pelvis and extends 
above the pelvic brim. The outlying portions ta) present the typical myomatous appearance, but the entire 
central portion is broken down. At e the growth is intimately blended with the rectum. From the text it will 
la* seen that the disintegration of the tumor was due to sarcomatous transformation of the myoma.

the temperature was normal. There was a hard mass filling the lower abdomen 
and extending to within 3 cm. of the umbilicus.

Operation. The uterus was situated anteriorly and above the tumor, which 
filled the pelvis and was densely adherent. On account of the adhesions the 
uterus and tumor wore bisected. Not all of the tumor could be gotten from the 
pelvic floor and many bleeding points were left. Two gauze drains were carried 
down to the pelvic floor. The patient was in good condition on leaving the 
table.
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During the next day she had sever»* pain in the left lower abdomen. Her pulse 
was 110. the temperature 101.5°. There were vomiting and distention. The 
bowels moved on the second day and all the packs were removed. She developed

signs of intestinal obstruction, and 
on the fourth day, the day of her 
death, her temperature reached 
105°. No autopsy was obtained.

Path. No. 5730. The specimen 
consists of tin* uterus with a tumor 
springing from its posterior sur­
face, and also of the appendages. 
The uterus has been amputated 
through the cervix. It is 6 cm. in 
length and (> cm. in its antero­
posterior diameter. This increase 
in thickness is due to two myo­
matous nodules, one situated in the 
posterior, the other in the anterior, 
wall. Attached to the left side of 
the uterus near the cervix is a 
tumor mass, approximately 15 cm. 
in its longest diameter (Fig. 123). 
This nodule presents a distinctly 
myomatous appearance, and over a 
wide area is covered with dense 
adhesions. On section fully one- 
lialf of the tumor presents a nodu­
lar myomatous picture. The re­
mainder is softer in character, 
slightly homogeneous, and suggests 
sarcoma. The central portion of 
this suspicious area has undergone 
degeneration. Here the tissue is 
hemorrhagic and very friable and 
in this area is an irregular cavity, 
5 by 1 cm., which has a smooth 
inner surface. The uterine cavity 
is of normal length and its mucosa 
appears to be unaltered. The ap­
pendages on both sides are normal. 

Histologic Examination. Sections from the uterine cavity show that the 
mucosa is practically normal. The more solid portion of the large nodule spring­
ing from the posterior wall on the left side consists of typical myomatous tissue.

■
•u'. . ' r
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t Mvomatim s into Sahcomatui'k 
•i k. IX ISO ilium.

The Meet ion is taken from Fig. 123, 
where the myoma is undergoing "softening," or. in other 
wools, sarcoma tous transformation. At a the myomatous 
tissue with some hyaline degeneration is seen. At li the 
nuclei, although still of the same shape, are arranging 
themselves in a long row, each nucleus overlapping its 
neighbor. At e the tissue has already become sarcomatous. 
There is an increased amount of chromatin at d. and at e, e, 
are large, mulberry-shaped giant-cells. The nuclei com­
posing these giant-cells are similar in si/e to the isolated 
ones, f is a blood-vessel; g, one of the irregular clear 
spaces scattered throughout the tissue. This field is given 
to show the transition of the myomatous into sarcomatous 
tissue. Sections near the center of this tumor are the most 
typical examples of a mixed-cell sarcoma that we have ever 
seen developing from a myoma.
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The softer portion presents an entirely different picture. At the junction of the 
myomatous tissue with the softer growth the muscle-fibers are increased in size 
(Fig. 124). Their nuclei are also larger and irregular and stain more deeply. The 
softer growth consists of spindle-shaped cells closely packed together, and 
scattered throughout this growth are many plaques of protoplasm containing 
from two to ten or more large, deeply staining nuclei. These giant-cells are 
everywhere in evidence. The blood-vessels in the areas above described have 
very thin walls and lie in direct contact with the tumor cells. A considerable 
degree of necrosis has taken place, large areas having undergone complete 
coagulation changes. In such areas the blood-vessels remain intact. In some 
of the large veins thrombosis has taken place, and cells of the new growth have 
wandered in and are replacing the blood.

We are dealing with a myoma showing undoubted transformation into sar­
coma. In other places we have a large1 myomatous nodule presenting the typical 
appearance in many places, and scattered throughout it arc softened areas which 
are clearly sarcomatous. Moreover, the histologic examination shows that there 
is direct transition from the myoma into sarcoma cells, all gradations being found.

Gyn. No. 10376. Path. No. 6596.
Sloughing submucous myoma undergoing sarcomat­

ous t r a n s f o r m a t i o n .
M. S., white, married, aged forty-five. Admitted April 1: discharged April 

17. 1903. The patient complains of a pelvic tumor. She has always been 
healthy until the present illness. The menstrual history for five years was pain­
ful, but after that she had no discomfort. The Mow has been normal up to the 
present illness. The patient has been married twenty-eight years, has had 
eight children, the eldest twenty-seven, the youngest five years old. For five 
years she has had very severe backache and last year rather profuse hemorrhage 
during the menses, and occasionally some bleeding between times. She has lost 
a great deal of blood, and for the past two months has been in bed practically all 
the time. Her strength has greatly diminished, her apjietite is poor, and da­
is much constipated.

The patient is large and fat. The heart is dilated and extends farther to the 
left than usual: there is a systolic murmur at the apex, which is transmitted to 
the axilla: there is also a systolic murmur in the pulmonary area and a double 
murmur in the aortic area. The pulse is typical of aortic insufficiency, and there 
is probably both mitral and aortic disease. Her hemoglobin is 30 jjer cent. 
The vagina is filled with a dull red mass about 12 cm. in diameter. There is a 
very profuse, foul-smelling discharge. The pelvic landmarks are difficult to 
outline, but one can feel the edge of the cervix surrounding the pedicle of the 
growth.

( Iperation. The tumor was removed in fragments without much hemorrhage. 
It apparently had a broad pedicle, which was thoroughly curetted. Four pieces
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of gauze were packed into the uterine cavity. The highest temperature after 
operation was 101.8°; it dropped to normal hv the fifth day. The convalescence 
was uninterrupted. At tin* time of her discharge the uterus was considerably 
enlarged and nodular. The symptoms, however, had been completely relieved.

Path. No. 0596. The specimen consists of fragments of a foul-smelling, 
friable tissue, amounting in all to about 700 c.c.; the largest piece measured 
7 x 4 x II cm.

On histologic examination many sections are found to consist almost entirely 
of blood-clots rich in fibrin and containing quantities of polymorphonuclear leu­
kocytes. In many places what at first sight appears to be blood consists of 
numerous very much dilated blood-vessels. Further sections show areas of 
myomatous tissue very rich in cell elements and here and there showing hyaline 
degeneration. The cells for the most part are fusiform in shape with moderately 
deeply staining nuclei. Others have more or less oval nuclei. Scattered 
throughout the tissue are several large, deeply staining, and irregular nuclei, 
and still other cells containing quantities of coal-black pigment . One is able to 
trace the transition between the ordinary muscle-fibers and the deeply staining 
masses. The picture is one of typical sarcomatous transformation of a myoma.

August 27, 1!K)N, more than five years after the ojKTation, the patient’s phy­
sician, Dr. James Cooper, writes, ‘‘She is quite well.”

C. H. I. No. 78. Path. No. 7555.
S a r e o m a t o u s t r a 11 s f o r m a t i o n of an i n t e r s t i t i a 1 

myoma; secondary and pure sarcomatous nodule on 
the posterior surface of the uterus. Myomatous 
nodule with sarcomatous invasion in the left broad 
ligament (Figs. 125, 120, 127, 12S, and 129).

L. T., white, married, aged fifty. Seen in consultation with Dr. Lilian Welsh 
and admitted May 00, 1904. For several years the patient has suffered from 
uterine fibroids and also from a growth in the right breast. Decently the growth 
in the pelvis has materially increased in size. There has been a great deal of 
pain extending down the left leg. Examination under anesthesia shows the 
uterus to be considerably enlarged, and extending off from it is a large mass in­
volving the left broad ligament.

Operation. On opening the abdomen we found the uterus considerably en­
larged, and attached to its }>osterior surface was a cockscomli-like growth fully 
15 cm. in length (Figs. 125 and 120). To the left of the uterus and attached to 
it was a mass filling the entire broad ligament (Fig. 127), and extending up to 
the pelvic brim. This was thought to be malignant, and no attempt was made 
to remove it. A supravaginal hysterectomy seeming preferable as a palliative 
procedure*.

June 11, 1904. After having carefully examined tla* uterus macroscopically 
we came to the conclusion that the growth was benign, and therefore determined
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to remove the large mass in the left broad ligament. A long incision was made 
parallel to the left Poupart’s ligament and extending up to the left flank. The 
peritoneum was pushed upward and forward until we came in contact with the 
mass. This was dissected out with little or no hemorrhage: in fact, no ligatures 
were necessary. As the pelvic cavity was accidentally opened low down, a 
small drain was carried to the bottom of the wound. The patient made a per­
fectly satisfactory recovery. She was advised to return in a few months to have 
the breast amputated, hut procrastinated. When she came hack in March, 11)08, 
there were inoperable car­
cinomata of both breasts.

Path. No. 7555. The 
uterus is fully three times 
the natural size and is 
somewhat globular. The 
portion present is 8 cm. in 
length, 9 cm. in breadth, 
and V cm. in its antero­
posterior diameter. Its 
anterior surface is smooth.
Its posterior surface is 
prominent, apparently ow­
ing to the presence of a tu­
mor in its walls. Attached 
to the posterior surface by 
a narrow pedicle is a cocks­
comb-shaped growth, If) 
cm. in lengt h. 11 is sharply 
differentiated from the 
uterus. At its upper pole 
it is adherent and forms a 
depression on the fundus.
Near its middle it is also 
attached to the uterus by 
a broad pedicle. The lower
half is separated from the uterus by an interval of fully 5 mm. The lower end 
has lain deep in Douglas’ ]M>uch,and has molded itself to the surface of the sacrum 
(Fig. 120). This cockscomb-like growth varies from 3 to 5 cm. in breadth and 
projects from 2 to 3 cm. from the surface of the uterus. It has a lohulatcd 
appearance, due to the coarse and fine molding of the surface. On section the 
growth in places closely resembles a myoma; at other points it is very homo­
geneous, showing little striation, and has an appearance suggesting sarcoma. 
On section of the uterus nearly the entire cavity is found filled with a growth 
4.5 cm. in diameter and somewhat irregular. It is composed of lobulations

Fui. 125.—Sahvomatouh Traxhkokmatiox ok a Myoma with a 
Skc-oniiahv (Showth on thk Pobtkhior Svrkack okthk Utkhvh. 

Path. No. 7.r)'»ir). Tin- uterus is considerably enlarged and oil its 
posterior surface is a growth roughly resembling a cockscomb. Histo­
logic examination showed it to be a pure sarcoma (Fig. lLith. The 
dotted lines indicate the coniines of a myosarcoma in the left broad 
ligament. For the interior of the uterus, see Fig. 12,1. For the mass in 
the left broad ligament, see Fig. 127.
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which have smooth surfaces and vary from 1 to 5 mm. in diameter. On section 
this growth might be taken for a degenerating myoma or for a sarcoma.

On examination of the hardened uterus the walls are found everywhere in­
filtrated bv the growth, which in some places suggests myomatous tissue, in 
others the homogeneous appearance of sarcoma. The a pondages offer nothing 
of interest.

The mass from the left broad ligament, which was removed at the second 
operation, is 13 cm. in length. 8 cm. in breadth, and approximately 8 cm. in
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Fus. 128. M vmMo nM \ ok Tin Hour ok tiii I tkiii h with \ Ski-ox iiarv and Pirk Sarcomatoi» Voi-khcomh- 
i.ikk Growth on tiii: 1‘ohtkhioh Svrkac-k. 0, nut. size.)

Path. No. 7555. The uterus Ims been opened anteriorly. Bvliiml the uterus is the coeksromh-like 
-arcoina. (See Fig. 125.) Occupying the body of the uterus is a rather diffuse myoma, which on histologic ex­
amination showed marked hyaline degeneration and definite sarcomatous transformation of the muscle-fibers 
Fig. 12K . The cockscomb-like growth is attached to the posterior surface of the uterus by a broad pedicle, which 

consists essentially of a pure sarcomatous growth i Fig. 12th.

thickness. It presents a markedly lobulated appearance. These lobules vary 
from a pin-point to 3 cm. in diameter; they have a mottled appearance in places, 
and are made up of secondary lobules not more than 1 mm. in diameter. On 
section some portions of the growth present the typical picture of myoma ; others 
are homogeneous, mottled, and strongly suggest sarcoma. The center of the 
growth contains much blood. At the upjier end of the growth and lying over the 
bifurcation of the pelvic vessels is a lobular nodule, 4 by 3cm. (Fig. 127). This 
on section appears to be a myoma, although at operation it was supposed to he 
an enlarged and hardened lymph-gland.
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Histologic Examination.—Sections from the uterine mucosa show that the 
cervical glands arc perfectly normal and that the surface epithelium of the 
cervix is intact. In the body of the uterus the surface epithelium is still pre­
served. The glands are normal.
The stroma just beneath the surface 
shows some edema and there is some 
slight dilatation of the glands. The 
uterine mucosa can be traced directly 
up to the growth occupying tin? fun­
dus and encroaching on the cavity.
This growth in the lower portion pre­
sents a typical myomatous picture.
The greater part of the myoma has, 
however, undergone hyaline degenera­
tion, only a few nuclei remaining.

Sections from the body of the* 
uterus, also through the growth, like­
wise show much hyaline degeneration.
We note, however, that the nuclei 
that still remain in this hyaline ma­
terial, here and there show an increase 
in size, being two or three times as 
large as normal and staining rather 
deeply (Fig. 128). In other areas, 
where the myomatous tissue is still 
well preserved, we have a rather 
active condition of the cells, although 
the bundles are still perfectly pre­
served. The nuclei are here also two 
or three times as large as normal and 
stain deeply. That this alteration is 
going on in the bundles and cells is 
|K*rfectly clear, as the outline of the 
bundles is in no way distorted. In 
other |M)i'tions of the growth we find 
a totally different picture. We have 
scattered throughout the muscle 
masses of cells that at first sight look 
like carcinoma nests. On careful 
scrutiny it is found, however, that the 
individual nuclei forming these nests are uniform in size throughout, and that 
they come out much more clearly than is usual in carcinoma, each cell being 
sharply circumscribed. The growth would undoubtedly be taken for carcinoma.

■; Lobui.atki) and Myomatuvh Noiiui.k 
KHOM THK I.KFT BhoAI) I.10AMBNT IN

Fio. 125 | nat -m-.
Path. Nn. 7.V>.r>. This nodule was shelled nut of the 

left broad ligament twelve days after removal of the 
uterus. An ineision was made parallel to and just above 
Poupart's ligament. The peritoneum was gradually 
pushed inediauwurd until the nodule was perfectly free. 
It was removed without it lieiug necessary to control any 
blood-vessels. The small and partially constricted nodule 
ii was at first thought to be an enlarged gland, but in 
reality it formed part of the large nodule. Histologic ex­
amination showed that the growth was a myoma with 
marked hyaline degeneration. It also contained typical 
sarcomatous tissue.
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The true character is well shown in tin* cockscomli-like growth attached to 
the jiostorior surface of the uterus. Here we have a homogeneous sea of cells 
divided by a framework of connective tissue just sufficient to carry capillaries 
(Fig. 129). The individual cells have oval vesicular nuclei, and in the entire 
field practically all are of the same size and show the same staining properties. 
The picture here is one of typical sarcoma. The character of the growth would 
also indicate sarcoma. If we were dealing with carcinoma, we would not for a 
moment expect the entire cockscomb-shaped growth to he firm in texture and 
show at no {joint the slightest tendency to break down. This entire growth is

c

Fio. 128.—Commkncinu Sarcomatous Transformation oi Myomatous Tishuk. ix 100 dium.)
C. H. I., No. 78. I’utli. No. 765S. The section is from the submucous myoma seen in Fig. 12*1. At a the 

tissue has undergone almost complete hyaline degeneration. At b are cross-sections of muscle-fibers of the usual 
size. Over the area indicated by c the nuclei of the muscle-libers are two or three times ius large as usual and 
stain deeply. In the area indicated by d the nuclei are still larger, suggesting a rather active process. For the 
typical sarcomatous development, see Fig. 12!>.

made up of typical sarcomatous tissue. The differentiation is particularly 
well brought out by the van Gioson stain.

The nodular mass shelled out from the left broad ligament consists for the 
most part of a myoma that has undergone almost complete hyaline degeneration. 
Little tufts of muscle-fibers still persist, es|x*cially around the blood-vessels. 
About nine-tenths of the field consists of hyaline tissue. In these hyaline areas, 
however, we find cells sometimes four or five times the usual size, the central 
nuclei being surrounded by a broad zone of fine dark dots, looking very much 
like plasma cells. Other portions of this broad ligament growth are totally dif­
ferent. Here the cells have undergone coagulation necrosis, but one still makes 
out areas of malignant cells similar to those in the cockscomb-like growth. In
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still other portions of the growth we find the muscular elements in the hyaline 
areas staining very sharply and showing a tendency to increase in size and to 
augment their supply of chromatin.

The nodules situated in the bifurcation of the iliac vessel arc composed of 
fibrous tissue and of nests of sarcoma cells. In this specimen we have at certain 
points a glandular arrangement. No lymphoid elements can be detected, con­
sequently it is not a lymphatic gland that has been invaded by the new growth.

We have here, then, a uterus twice its natural size, and with the fundus oc­
cupied by a lobulated growth which penetrates the uterine wall and forms a 
cockscomb-like growth on 
the outer surface. We 
also have a large irregular 
growth situated between 
the folds of the left broad 
ligament. The growth oc­
cupying the body of the 
uterus is to a great extent 
composed of a finely lobu­
lated myoma which has 
undergone partial hyaline 
degeneration. The fibers 
of this myoma in certain 
areas show a marked ten­
dency to proliferate and 
become malignant, not­
withstanding the fact that 
muscle-bundles arc still 
well preserved. The outer 
portions of this growth 
consist of tissue in no way 
distinguishable from sar­
coma. The cockscomb- 
like growth is sarcomatous.
The left intraligamentary 
nodule has to a large extent undergone hyaline transformation, but it also has 
been invaded by a new growth which started from the uterus. We have been 
unable to find any similar case in the literature. In all probability the myoma 
was the primary factor, and this myoma is undergoing sarcomatous transforma­
tion, and we believe, although we are not in a position to prove it, that the sar­
comatous cockscomb-like growth of the uterus is secondary to the sarcomatous 
degeneration of the myoma, and that it is nothing more than an outgrowth of the 
sarcoma in the uterus. From a clinical standpoint it is particularly interesting 
that this patient is perfectly well, as far as the pelvic lesion is concerned.

Fio. 120.—A Sarcoma that hah Developed from an Interstitial 
Myoma. (X 126 diam.)

C. H. I. No. 78. Path. No. 7555. The section is taken from the 
cockscomb-shaped sarcomatous growth on the posterior surface of the 
uterus seen in Fig. 126. The malignant changes first commenced in an 
interstitial and partially submucous myoma and the secondary growth 
was a pure sarcoma, as seen in this picture. The cells are large and 
remarkably uniform in sise. This sea of cells has delicate strands of 
stroma (a) scattered throughout it and dividing the growth into alveoli 
of various sises, as indicated by b. The picture is typical of sarcoma.
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C. H. L, W., Jan. 22, 1903. Path. Nos. 6421 8370.
S u p r a v a g i 11 a 1 h y s t e wet 0 m y sup p o s o d 1 y for si tn p 1 e 

i n t e r s t i t i a 1 a it d s u h peri t 0 n (‘ a 1 in y o in a t a . T w o year s 
later sudden collapse due to hemorrhage from a sar­
coma developing from the cervical stump (Fig. 130). 
R c ë x a m i n at i o n o f t h c o r i g i n a 1 t u 111 o r s h o w e d typical 
s a r c 0 111 a tous t r a n s f o r m a t i 011 of t h e m yoma (Fig. 131). 
Later intestinal obstruction; artificial a n u s wit h 
complete control. Death eight months after the 
s e c o 11 d o p e rati o n .*

Mrs. \\\, white, aged forty-two. Seen in consultation on January 22, 1903. 
For several years the menstrual periods have been exceedingly free. From time 
to time she has been treated for dyspepsia and for some cardiac lesion, but not 
until recently has any abdominal enlargement been detected. She is well 
nourished, but is exceedingly pale. The mucous membranes are blanched and 
the hemoglobin is 30 per cent. ()n vaginal examination the cervix is found to be 
normal, but tilling the vaginal vault and extending half-way to the umbilicus is 
an irregular myomatous uterus. Above and to the right is a globular mass the 
size of a kidney. One of the most interesting phenomena is a thrill felt by the 
examining finger along the course of the left uterine vessels.

Operation. The uterus was brought up without much difficulty, and the 
large mass felt in the region of the liver proved to be a subperitoncal and pedun- 
culated myoma. The uterus was removed from left to right. The left tube and 
ovary were not disturbed. The patient stood the operation well and lost very 
little blood. Phlebitis developed some days after operation, but did not retard 
her progress very much. Within a month her color had returned, and in less 
than three1 months she appeared to be in perfect health. I saw her on January 21, 
1905, and she was in excellent condition.

Second operation, February 17, 1905. The patient felt perfectly well and 
went to market yesterday morning. About 1 1*. M. she was taken with pain in 
the lower abdomen, and a ttle later almost fainted while at stool. Dr. Nathan 
R. Ciorter was called to see her and advised immediate removal to the hospital.

On examination under anesthesia we found the pelvis partly filled with a 
mass the size of a small coeoanut. This apparently involved the left side more 
than the right. The left ovary having been saved at the previous operation, we 
thought that this tumor was certainly ovarian in origin. On opening the abdo­
men the left ovary was found to be perfectly normal, but projecting from the 
stump of the cervix, and extending down between the cervix and the rectum, was 
a definite sarcomatous nodule fully 10 cm. across (Fig. 130). This was somewhat 
lobulated. It had been slightly lacerated and free bleeding had occurred. We 
removed at least a quart and a half of free blood and clots from the abdominal

* Cullen, Thomas S.: Sarcomatous Transformation of Myomata, Jour. Am. Med. Assoc., 
March 10, 1900.
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cavity. Her sudden discomfort had evidently been due to partial tearing of the 
growth. Wo were able to pool the growth out to a great extent, but it was im­
possible to remove it in its entirety.

The left lobe of the liver was sharp, the right lobe very blunt and thickened. 
We thought wo won* dealing with a hepatic metastasis, but on continuing the

Fio. 130.- Sarcoma Developing is the Cervical Su mp.
Path. No. 8370. The pelvis is viewed from above. Rising from the pelvis between the bladder ami the rectum 

is a smooth, lobulatcd growth presenting a somewhat scarred appearance. To the left is the intact and normal 
left ovary. The right appendages were removed at the lirst operation.

incision upward, found there was merely thickening of the liver. The omentum 
was free. The appendix was removed.

The condition is particularly interesting when we remember that the uterus 
Imd been removed two years before and that the patient had remained perfectly 
well.

Postoperative History. —The patient was readmitted to the (’hurch Home on 
August 21, 1905. For the preceding four or five weeks she had great difficulty
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in securing an evacuation of the bowels. On examination we found the pelvis 
practically filled with a new growth, rendering necessary the making of an arti­
ficial anus. The bladder was definitely implicated by the growth and the urine 
contained large quantities of blood. I made an incision through the left rectus, 
brought out the sigmoid flexure, cut it in two, closed the lower end, brought the 
upper end out through the rectus, passed it outward beneath the sheath of the 
rectus for about an inch and a half, then made a longitudinal section through the 
sheath of the rectus and through the fascia to the skin, attaching the bowel to 
the skin. The bowel, therefore, was brought upward, then outward, and then 
upward again. The patient experienced a great deal of relief. Her bowels 
moved once or twice a day, but she had practically absolute control, as there was 
no escape of fecal matter except at stool. She improved considerably. Occa­
sionally there was some discomfort from the rectal tenesmus due to the ever-in­
creasing growth pressing on the remaining portion of the rectum; otherwise she 
was comfortable. She remained in the hospital until October 1st. During the 
last two weeks of her life she* became much weaker and died October 30, 1005.

P a t h . N o . 8 3 7 0. A s a r c o m a t o u s g r o w t h d e v e 1 o p i n g 
f r o m the» cervical s t u m p . The specimen (I'ig. 130) consists of a 
mass of tissue, 10 x 8 x 5 cm. It is somewhat lobulated, rather smooth, and 
on its under surface has a basal attachment extending over an area 5 x 5 cm. 
The tissue is of brain-like consistence, yellowish-white in color. It is very friable. 
( )n section the mass is found to contain a large, irregular area of hemorrhage. 
At one point is a cystic space 2 x 1.5 cm. This is divided by trabecuhc into 
smaller spaces and is filled with blood-clots. The general character of the 
growth is clearly evident without histologic examination.

Histologic Examination.—The tumor is found to be made up of a sea of cells. 
Most of these have oval vesicular nuclei and bear a striking resemblance to those 
of muscle-fibers. The cells themselves are spindle-shaped, with deeply staining 
nuclei, two or three times the natural size. Others are irregular and also stain 
deeply. In places we have masses of protoplasm containing five or six deeply 
staining nuclei. At other points there are giant-cells in which the nuclei arc not 
over one-third the usual size. In places are seen spindle-cells undergoing divi­
sion. There are large, irregular plaques of protoplasm containing fragmented 
nuclei and cells showing typical nuclear figures. The nucleus itself is sometimes 
divided into five or six young nuclei. The blood-vessels are large and abundant. 
The majority of them apjiear to be veins. Some are filled with thrombi and the 
tumor cells are gradually obliterating them. In fact, dividing tumor cells can be 
demonstrated lying free in such blood-vessels. In some places the tissue is 
much rarefied. In such areas giant-cells are particularly abundant. Tin- 
growth is essentially a spindle-celled sarcoma which shows a marked tendency 
toward giant-cell formation.

Path. No. 6421 . Description of the original tumor.
The s|XK*imen (Fig. 131) consists of a globular uterus, approximately 18 cm.
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in diameter. It is smooth mid glistening. On tin- surface one or two nodules 
can Iw detected. Attached to the right cornu is a kidney-shaped subperitoneal 
nodule, 13 cm. in length and S cm. in breadth. It is attached by a pedicle, 2.5 x

mm

« X

ÜS 5

I'll!. I'll. —S MiroM ATOI 'H Til AXHKOHMATIOX OK A UtkHIXK MYOMA. SvPRAVAIilX At. AMHI'TATIOX WITH Kil l HX 
OK TIIK (IhoWTII IX TIIK Vkrvk'ai. Stvmi1. i j mil. size.)

I’nth. Ni>. 1)421. The picture represents u longitudinal sort ion through the entire uterus, a is the upper 
limit of the uterine cavity; I», the lower or cervical portion. It is thus seen that the myoma occupying the poster­
ior wall projected into the uterine cavity and put the mucosa on tension. The myomatous nodule is approximately 
circular and in many places yields the usual myomatous striation. At c is an area of typical hyaline degeneration, 
recognised by its homogeneous appearance. At numerous points indicated by d we find sharply outlined granular 
or spongy areas, which are at once recognized as sarcomatous. At e along the outer margin of the myoma are 
areas of sarcoma, and the tissue between f and f is partly myomatous, partly sarcomatous; g is an urea of culviti-

1.5 cm., and is freely movable. The uterine cavity is 17 cm. in length, and is 
markedly convex, owing to the fact that the tumor projects inward from the 
posterior wall. The mucosa on the whole looks normal, but is atrophic. Near 

w
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the fundus it has undergone in some places almost complete atrophy, the growth 
in the posterior wall shining through.

The enlargement of the uterus is due chiefly to a circular nodule 13.5 cm. in 
diameter, occupying the posterior wall. This nodule is almost spherical. The 
central portion has in part undergone typical hyaline degeneration, as is evi­
denced by large and small spaces traversed by delicate trabecula*. On careful 
examination there are several areas presenting a homogeneous spongy ap­
pearance (Fig. 131). These form a part of the myomatous tissue. They vary 
from 1 to 4 cm. in diameter, are irregular in their distribution, and have un­
doubtedly developed from the myomatous tissue. They give the characteristic 
appearance of sarcoma and are distributed throughout the solid portion of tin; 
tumor, being also intermingled with areas of hyaline degeneration. Macroscopi- 
cally one is able to diagnose with absolute certainty a sarcoma developing from 
the myoma. The uterine walls posterior to the tumor vary from 1 to 1.5 cm. in 
thickness, and in some places there is a covering of from 2 to 5 mm. of uterine 
muscle separating the growth from the mucosa.

Histologic Examination.- The areas indicating hyaline degeneration are en­
tirely devoid of nuclei. Here the tissue has undergone the usual complete hya­
line transformation. Many sections have been taken from the areas suggesting 
sarcoma. In the majority of these most of the elements have undergone com­
plete coagulation necrosis. Here and there, however, in the vicinity of the 
blood-vessels are a good many small round cells. In some of the sections in 
which there is incomplete hyaline degeneration a good many muscle-fibers are 
still preserved and there are quantities of mast cells. The nuclei of the muscle- 
fibers show considerable1 variation in size and staining properties. One is in­
stantly reminded of a sarcomatous transformation. In the more characteristic 
sarcomatous areas, where the cells are still preserved, we find similar histologic 
changes. The nuclei are four or five times the1 natural size, are irregular in out­
line. and stain very deeply. In other places we have very large, irregular cells 
with protoplasm that takes the eosin stain deeply, and irregular nuclei situated 
in the centers or at the margins of the cells. Again, some cells contain six 
or seven nuclei. The picture instantly suggests sarcoma, but it is impossible to 
tell with certainty whether the growth has really started in the muscle-fibers or 
whether it has originated from the connective tissue. On the whole, the evi­
dences of muscle origin appear to lie the more reliable. In some of the hyaline 
areas the blood-vessels still persist, the endothelium is present, and the cells 
of the vessels are stained deeply and are irregular, suggesting that the connective 
tissue of the vessel wall is also undergoing a malignant change. The deeply 
staining cells stand out in sharp contrast with the surrounding areas of hyaline 
degeneration. Macroscopically and microscopically areas of calcification are 
evident. At no point do we find any evidence that the sarcoma extends beyond 
the confines of the myoma. The specimen was examined in the laboratory 
immediately after the first operation and longitudinal sections were made. In
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these degenerative changes were noted, but through an unfortunate circum­
stance no further sections were made, and it was not until after the second opera­
tion, more than two years later, that we found the sarcoma springing from the 
cervical stump. When the original tumor was again examined, even a casual 
glance showed areas of hyaline degeneration in the myoma and also irregular 
areas of typical sarcoma.

A consideration of this case might well raise the question whether a complete 
hysterectomy would not be advisable in all cases. Hut the supravaginal opera­
tion is the easier one; it leaves better support to the pelvic floor, there is less 
danger of tying the ureters, and as the blood-supply of the bladder is but little 
interfered with, there is less likelihood of a postoperative cystitis. The ad­
vantages of the supravaginal operation would appear to more than outweigh 
the objection that there is an occasional occurrence of malignant changes in 
or associated with myomata. This case, however, clearly indicates that we 
should carefully examine not only the uterine mucosa for carcinoma, but also 
the myomata for sarcomatous changes before the cervical stump is closed.

Gyn. No. 7313. Path. Nos. 3673 and 3576.
A sloughing sub m ucous myoma; large spindle- 

ccll e d s a r c o m a occupying the anterior uterine w all, 
and implicating the uterine cavity (Figs. 1 32, 1 33, 
and 134). F o r m a tio n o f a s e c on d a r y nodule in the 
right b r o a d 1 i g a ment; small interstitial my o m a t a : 
localized endometritis. Later implication of t h e 
cervical g 1 a nd s a n d p r o b a b 1 y secondary growths i n 
the lungs and pleura*.

L. II., white, married, aged forty-five. Admitted October 25; discharged 
November 20, 1899. Complaint, tumor of the uterus. The patient has been 
married seventeen years, has had one child and one miscarriage. The child is 
fourteen years old. The patient had an instrumental labor, was in bed twelve* 
weeks, and had chills and some fever. Her menses commenced at fourteen and 
have been regular every four weeks until nine months ago. They have always 
been profuse*, and she has had a great ele*al e>f hemorrhage* since the* tumor was 
first imticed. The hemorrhage* he*gan in April, 1899, and the* hiss of blemel has 
been almost continuous, but more marke*d at the* menstrual periods. Two 
we*eks age> she had a chill and a necrotic submucous myoma, 14x8x8 cm. in 
diame*ter, was cxpelle*d. The temperature was 100.4°; the* pulse* was 104. Three* 
days preceding this she* hael labor-like pains. O11 abdominal examination a 
tumor is found extending 9 cm. above* the* umbilicus.

Operation, November 1, 1899. Abdominal hysterectomy. The omentum 
was adherent to a subperitone*al nodule, 7x7 cm. It was tied ofT, anel the* 
entire mass lifted out. Dense adhe*siems were* cut, and the* ute*rus was amputated 
just above the vaginal vault. On the right side was a large* abscess full of thick
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pus. Tin* abscess was situated beneath the broad ligament : it was attached to 
the rectum and had burrowed about 4 cm. along the vagina on the right side. 
The vaginal vault was opened, and an iodoform gauze drain carried into the 
vagina. The cervix was covered over with jieritoncum in the usual way. and 
the abdomen closed. The abscess originated in the tube. The maximum |x>st- 
operative temperature was l(MMi°. It reached normal on the eleventh day, and 
the patient made a satisfactory recovery.

This patient had been seen in May. 1X«K), and immediate operation was 
advised, but she decided to wait until the fall, thinking that the tumor might 
disap|Hiir.

Path. No. M75. The specimen consists of a submucous myoma, s|xmtane- 
ously ex|N'lled from the uterus. It is Id cm. in length, and varies from 5 to 5 cm. 
in breadth. The surface is comparatively smooth and of a bright red color. 
At the lower end the tumor is partially subdivided by a cleft 2.5 cm. in depth. 
The growth at its base, where attached to the uterus, is d cm. in diameter. < hi 
pressure it is firm and tough. At its extremity it ap|xiars to be gangrenous 
and has an exceedingly foul odor. On section, it does not present the charac­
teristic apjM'artmee of myoma. It has a very abundant blood-supply, some of 
the vessels reaching 2.5 mm. in diameter.

Histologic Examination. In sections taken from various portions of the 
tumor no trace of the mucosa is to be made out. The surface is entirely necrotic. 
The cell-outlines are no longer visible, but just beneath the surface are many 
fragmented polymorphonuclear leukocytes. In the deeper jxutions a few 
muscle-fibers are still visible. Here and there are large irregular and deeply 
staining nuclei. Scattered throughout the necrotic tissue are myriads of cocci, 
and some of the bhxxl-vessels are filled with them. The deeper portions of the 
tumor consist of non-st riped muscle-fibers, showing much diffuse hyaline de­
generation and a high degree of vascularity. The appearances are typical of 
a sloughing submucous myoma.

Path. No. d57(). The specimen consists of an enlarged and irregular uterus 
with the apjx'iidages intact. The uterus, which has been am " hrough the
cervix, is 15 cm. in length and 15 cm. broad. It has a smooth surface, and 
anteriorly is covered with peritoneum. Posteriorly an* numerous dense ad­
hesions; attached to the fundus is a soft, friable mass,6 x 1 cm. This can be torn 
readily and seems to be arranged in long threads. On section, the great increase 
in size of the uterus is found to be due to a growth occupying chiefly the anterior 
wall. This growth reaches W cm. in thickness, is yellowish white in color, homo­
geneous in consistence, and divided into smaller lobules by glistening fibrous 
trabecula' (Fig. 152). In some portions this growth is honeycombed with 
small, cyst-like spaces, varying from 1 to 7 mm. or more in diameter. The 
tumor is sharply outlined from the uterine muscle, and in the middle of thi­
nt erus extends to the mucosa. Near the internal os it is devoid of mucosa and 
lies free in the cavity. It implicates the fundus, but does not encroach upon the

4061
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posterior wall. Situated in the posterior wall, however, is an interstitial myoma, 
•Jem. in diameter. The uterine ravit y is 11 cm. in length. The mucosa of the 
cervical portion is thin, and that of the body is also atrophic. Occupying the 
right broad ligament, and intimately connected with the uterus, is a nodule, 
10 x 9 x S cm. This, on section, consists of the same homogeneous tissue that 
formed the tumor occupying the anterior wall. The central {tortion contains

Fin. 132. Sarcoma ok tiik Antkrior Uterine W u.i.. <i nul. size.i

*
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Vaih. No. 3ô7ll. u is the outer covering of normal muscle; h, the smooth homogeneous survomutous tissue, 
which is divided up into large and small islands h.v the hands of stroma, r. This stroma is fihrilluted. ami seems 
to lie composed of myomatous tissue. Scattered throughout the sarcoma are many smooth-walled, cyst-like spares 
(d), varying from 1 to 10 mm. or more in diameter.

an irregular, evst-like cavity (Fig. 133), approximately 5 x 3 cm., and scattered 
throughout the growth are minute cysts.

On the right side the tube is 11 cm. long, and gradually increases in diameter 
from (i mm. to 3.5 cm. at its distal extremity. It is covered with vascular 
adhesions. The ovary is bound to the tube and posterior surface of the uterus. 
It measures 3.5 x 2 cm., and contains a small cyst.

( hi the left side the apjiendages are apparently normal.
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Histologic examination.—Sert ions from the uterine mucosa show that tin- 
surface epithelium is intact, hut that in a few places it is slightly thickened. 
Here and there the surface is covered with polymorphonuclear leukocytes, and 
at such points the mucosa is represented by granulation tissue. In most places, 
however, the uterine glands are normal, and the stroma, apart from localized 
small-round-celled infiltration, shows little alteration. We have a fairly normal 
mucous membrane, with foci of endometritis. The growth occupying tin- 
anterior uterine wall consists of large quantities of spindle-cells arranged in

f
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I'm. I.'M. A l.ui'.i Suu-oMvrm * Nom i.t ('ontaimsu ax Imhhii i.ah. Smooi ii-w ai.i.hi Co in in ith (T ntkk.

I-nth. Nu. :V>7ti a rr|immili< (lie uterine muscle. which i* etwmer limn usual; li is I In- sarconialous growth, 
which. although showing some fibrillation ami whorls, is fairly homogeneous. Seattereil lliroiighout the growth 
are several small, irregular, cyst-like spares, as imlieateil by r. am I the renter of the growth is mai le up of an ir­
regular, HiniNith-wallci! rarity, <1 >. Histologic examination faileil to reveal any epithelial or emlothelial lining to 
this spare. The sarcoma, while in places intimately hlemleil with the muscle, at other |minis, as seen at e, is very 
lisisely connerteil At f the sarroma has rraeheil the |ieritoneal surface, forming a distinct prominence.

bundles. These have been cut lengthwise and transversely, ami the picture at 
first sight suggests a very cellular myoma. But on further examination it is 
fourni that many of the nuclei are two or three times the length and double the 
breadth of those near them, and furthermore, that they stain intensely. Careful 
scrutiny shows that even in a single field it is jiossible to detect six or more minute 
nuclear figures in different stages of development. < )t her sect ions contain myriads 
of deeply staining nuclei. So abundant are they in places that they form fully 
half the field. Large areas of the growth have undergone complete coagulation
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necrosis, and in the vicinity of such points many of the cells of the growth con­
tain brown granular pigment. In the scanty amount of stroma numerous small 
round cells are demonstrable. The nodule situated in the right broad ligament 
is of the same character. The growth is, of course, malignant, and is a spindle- 
celled sarcoma (Fig. 134). At one point it is possible to trace the gradual transi­
tion of the muscle-fibers into the sarcomatous tissue.

In this case, from the general contour of the uterus on bimanual examination, 
one would naturally render a diagnosis of myoma. So characteristic was the 
growth in its outline that the assistant who wrote up the gross description before 
the organ was opened spoke* of it as a myomatous uterus. This assumption 
naturally would be fully justified by the history of the submucous myoma.

The right tube is the seat of a subacute salpingitis; the left tube is normal.

b
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1*10. 134. -Pkobabi.k Sarcomatov* Tbanhkokmvri »\ ok Bunih.k» ok MvoMATOim Tihsi k. <X 80 diam.) 
Path. No. 3.r>7»>. The section is from the sarcoma seen in Fig. 132. The upper half of the fichl, as indicated 

by a. is composed of myomatous tissue; the lower part (b), of surcomatous tissue; e Is also sarcomatous tissue, and 
at <1 the muscle-bundles appear gradually to merge into the sarcoma. Some of the muscle-bundles have undergone

The subsequent clinical history of Mrs. H. is of interest. 1 )r. Osier, in a letter 
dated November 12,1902, writes: “ I saw her with Drs. iuse and Scott,
of Hagerstown, on November 1. 1901. She had lost much in weight. There 
was great pain in the left side, dyspnea, dulness on the left side of the chest, 
uniform flatness, retained vocal fremitus, feeble, distant breathing, no disloca­
tion of the heart. The glands were involved above the clavicle. I think there 
was no doubt of the correctness of the diagnosis made by the doctors of secondary 
growth in the lungs and pleura*. Then we found out from Cullen that there was a 
sarcomatous degeneration of a myoma. She died a few weeks later."

2901
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Gyn. No. 12155. Path. No. 8723.
S a r c o ni a t o u s t r a n s f o r m a t i o 11 o f t h v in u s vie- (i b c* r s

in one m y 0 m a (Fig. 1 3 5 ) o f a 1 a r g e in y o ni a t o u s u t e ru s .
II y s t e r e c t o m y . Return of patient with abdominal
ni e t a s t a s e g .

L. (j.. colored, aged forty-eight, married. Admitted May 20; discharged 
June 24, 1905. The patient complains of pain in the left side of the abdomen 
and also in the back. Many of her relatives died of tuberculosis. Her menses 
began at twelve, were always regular up to two years ago, when they began 
coming at shorter intervals and the How lasted from eight to ten days: it was 
free, but not painful. Two years ago they lasted as long as three weeks at a 
time. The last period was three months before admission. There was excessive 
bleeding, but there has been no hemorrhage since. The patient has been married 
fourteen years, has had no children, but one miscarriage twenty-three years ago. 
There has been a foul leukorrheal discharge at times for the past year.

Three years ago the patient felt a small mass in the right lower abdomen. 
It was about the size of a hen’s egg. Two years ago this commenced to increase 
in size and to be tender to the touch. It would swell up and then decrease again. 
About this time she noticed a swelling in the feet, and was told by her physician 
that she had a tumor.

The tumor has apparently grown much more rapidly during the last few 
months, but there were no marked symptoms until about three weeks ago, 
when the patient began to complain of severe pain in the left lower abdomen, 
radiating to the back and down the left leg. For two years she has had some 
difficulty at times in voiding. There has been increased frequency, the amount of 
urine has been scant, and it has been difficult to start the How. The patient has 
had a severe cold during the past winter. There are no marked heart or lung 
symptoms, though the patient is troubled with night-sweats.

She has been rapidly losing in weight.
On admission she is thin and pale. On abdominal examination a rounded 

swelling is found extending from the symphysis to the ensiform cartilage. Res­
piration is markedly limited. There is a small umbilical hernia. The ring 
admits the tip of the index-finger, and through it the Huger can be forced into 
the abdominal cavity and can readily palpate a hard tumor. On bimanual 
examination it is possible to feel at least two large tumor masses. The diagnosis 
lies between a multinodular myomatous uterus and an ovarian cyst.

( )peration. On opening the abdomen about two ounces of clear yellow serum 
were found in the abdominal cavity. Occupying the upper part of the abdomen 
was a large tumor, attached by a pedicle, 3 cm. in diameter. The tumor has 
made a three-fourths turn on itself. This readily accounts for the presence of 
the free fluid. The omentum was adherent to the upper pole of the tumor for a 
distance of 14 cm. Some of its vessels were from 1 to 2 mm. in diameter. There
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was one adhesion on the left side, between the anterior abdominal wall and the 
tumor; this measured 2 x 0.5 cm. After some difficulty the uterus was re­
moved. Little or no bleeding occurred. The highest postoperative temperature 
was 100.6°. The " t made a satisfactory recovery.

Second admission : The patient entered the hospital again on February IS, 
1906, complaining of pain in the arms and left side of the abdomen. When sin- 
left the hospital in June sin* was in fair health, and remained so until October 1, 
1905. She then began to feel a drawing, tingling sensation in the hands and 
finger-tips, and on account of poor circulation had to wear three pairs of gloves 
during tin; winter. About three weeks before admission she noticed her abdo­
men getting fuller, so that it was impossible for her to wear corsets. There was 
a ‘ sticking pain” in the right side and also in the back. There was no fever and 
no vomiting. On examination then* was dulness in the right side, and continuous 
\\ liver and extending over as far as the left of the nipple. Occupying
the right upper abdominal quadrant was a large firm mass which had thick, 
rounded margins. On its inner side was a notch resembling that between the lobes 
of the liver or the hiluin of the kidney. The mass was so large that it was only 
slightly movable. It was very distinct posteriorly in tin- Hank. A renal catheter 
was introduced and the kidney injected. Injection of 9c.c. of fluid brought on 
pain, apparently located in the lower part of the tumor. A bladder examination 
showed nothing abnormal. At this time it was impossible to tell tin; exact 
character of the tumor, as the changes in tin* myoma had been totally over­
looked in the laboratory. This was due to the fact that the tumor was supposed 
to be nothing more than a simple myomatous uterus, so that instead of making 
a systematic examination of each myomatous nodule, the pathologist had merely 
opened the uterine cavity and split the larger nodules. The patient shortly 
afterward left the hospital, although she had a temperature of 101° F. and had 
been lying in bed in a listless condition.

March 28, 1906: The patient entered St. Joseph's Hospital to be examined. 
She had lost greatly in weight and strength since leaving the Johns Hopkins 
Hospital. Her face was much emaciated, the ribs were prominent, and the 
abdomen was much distended with free fluid. Several irregular nodules were 
felt in the abdomen. At this time some skin métastasés were seen in the ab­
dominal wall. The patient was tapped later, and a small amount of bloody 
ascitic fluid withdrawn. She died on the following day.

Autopsy showed that the kidneys were normal. The abdominal tumor was 
apparently a sarcoma of the liver, two large nodules being found, one in the 
right, the other in the left, lobe. There were general métastasés throughout 
the abdomen.

Path. No. 8723. The specimen consists of tin- body of the uterus, part of the 
right tube, and of large myomatous masses. The specimen is divided into two 
masses, connected by a twisted pedicle, 4 cm. in diameter. The smaller mass 
consists of the much distorted body of the uterus, with three myomatous nodules.
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The upper uml larger mass is composed of one large heart-shaped tumor that 
measures 21 x 22 cm. The upper mass is yellowish-white in color and has

4“ •

Fki. 135. Sahvuma Dkvki.oimnii in tiik Ckntkr ok a Sviiperitonkai. Myoma, i j nut. size.)
U.vii. Xu. 12155. Path. No. 8723. At the time of operation sarcoma was not suspected. This is a cross- 

section of a flattened, suhperitoneal myoma. The outer suite consists of typical myomatous tissue, hut the central 
portion has undergone degeneration. The line of demarcation is sharply defined, as seen at a. At h the tissue 
is homogeneous and shows some disintegration. At this point there is also calcification. A cystic space is seen at 
c, ami in the area indicated by d the tissue has completely lost its muscular striation and has been converted into 
a characteristic homogeneous sarcomatous growth. As can be gathered from the history, the sarcoma was of 
a most virulent ty|ie.

numerous bright-red injected areas. Attached to the surface are omental ad­
hesions over an area 10 cm. across. The is here densely adherent ;7^73



MYOSARCOMA OF THE l TERl'S. 203

it is intimately blended with the tumor, and has evidently furnished it a liberal 
blood-supplv. The uterus is greatly distorted, and the normal tissue every­
where has been replaced by a myomatous growth. The anterior uterine wall 
appears to be of normal thickness. The uterine cavity is enlarged and stretched. 
It is S cm. in length and 4 cm. broad. From the upper inner and anterior wall 
of the uterus projects a tumor showing polypoid masses that are smooth and 
very soft. Projecting into the cavity from the fundus is a polyp 5 cm. in length, 
3 cm. in breadth, and tapering down to 1 cm. at the point. It resembles very 
much a chicken’s liver. It is long, narrow, and spongy, and apparently consists of 
mucosa. On section, the large myoma shows in the center an oval area 9 cm. 
in length and 7 cm. in breadth. It is sharply circumscribed, yellowish or whitish- 
yellow, reddish, or brownish in color, and presents a very mottled appearance. 
In many places it is homogeneous. In some places it looks friable (Fig. 135). 
At numerous points the blood-vessels are injected and reach 1 mm. or more 
in diameter. The picture macroscopically is most suggestive of sarcoma. It 
was not until after the patient’s death that this portion of the tumor was 
examined, otherwise a definite clue to the subsequent clinical history would have 
been obtainable.

On histologic examination the mucosa shows considerable disintegration, 
but, taken on the whole, apart from some dilatation of the glands, it is perfectly 
normal. Sections from the uterine muscle show much hyaline degeneration. 
Many sections were made from the suspicious looking areas in the myoma. In 
the outlying portions is typical, but somewhat dense, myomatous tissue. We then 
come upon a zone where there is almost complete death or hyaline degeneration. 
Then we encounter a growth not so rich in cells. In some places this growth is 
somewhat homogeneous in character. In other places it appears to bear a 
definite relation to the blood-vessels. The nuclei of the cells in many places are 
of tin* natural size. At other points they are somewhat swollen and are vesicular. 
Then we have large rounded or oval cells with masses of chromatin, irregular in 
form, and showing that the nuclear division has not been of the normal type. 
At other points we have elongated cells with deeply staining nuclei. Then again 
the cells contain two or three nuclei. In some places the bundles of muscle- 
libers are still preserved, but even here in the bundles are large and small nuclei. 
At some points nuclear figures are to be made out, and their presence in the 
specimen that has been hardened ratherslowly certainly indicates that the growth 
has been an active one. Every when* we have1 cells with small round nuclei. 
These apjiear to be chiefly muscle-fibers. They have been cut transversely, 
and in any field it is easy to find several of the very large, irregular nuclei. Some 
portions of the growth show coagulation necrosis over large areas. Where the 
myoma has undergone almost complete liquefaction it is particularly interesting, 
as here the cells are separ one another by quite an interval. At such
points large, irregularly formed nuclei are clearly in evidence. Other portions 
of the growth show the typical appearance of a spindle-celled sarcoma. Some

8717
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of the blood-vessels are thrombosed, others are perfectly preserved. In certain 
sections where there is coagulation necrosis we have marked dilatation of the 
blood-vessels and hemorrhage into the surrounding tissue. In such areas there 
is some preservation of the cell elements around the blood-vessels, giving the 
appearance of an angiosarcoma.

We have in this case a sarcoma developing in the interior of a very large 
myoma, which is undergoing hyaline transformation. The sarcoma is of the 
spindle-celled variety, and must have originated from the muscle-fibers, as all 
transition stages can be followed. From the histologie standpoint there is no 
doubt as to the positive diagnosis of sarcoma with accompanying degeneration. 
After making this diagnosis we learned that the patient shortly after developed 
métastasés and died.

San. No. 1879. Path. No. 8458.
S a r c o m a t o u s t r a 11 s f o r m a t i o 11 in the interstitial 

portion of a submucous myoma (Fig. 136).
F. I)., white, aged forty-one, married. Admitted March 26; discharged 

May f>, 1905. The patient has been married fifteen years and has had one child, 
but no miscarriages. Her menses have been excessive and accompanied by 
some pain. At times there has been a profuse vaginal discharge. Her family 
and previous history are negative. She has lost no weight. For the last few 
months she has suffered from an excessive flow, at times amounting almost to 
flooding. There has always boon pressure on the bladder and rectum, and a 
hearing-down sensation in the lower abdomen. Complete hysterectomy was 
performed, and the patient made a satisfactory recovery.

Path. No. 8458. The specimen consists of a uterus which has been com­
pletely removed. It is 12 cm. in length, X cm. in breadth, and 8 cm. in its antero­
posterior diameter. Attached to it are the tubes and ovaries. The uterus has 
a smooth peritoneal covering. Projecting from the posterior surface arc two 
small myomatous nodules, the larger of which is 1 cm. in diameter. Where the 
uterine cavity has been opened it is5 cm. in length. The mucosa of the posterior 
wall is 2 or 3 mm. in thickness. That of the anterior wall is exceedingly thin, 
owing to the presence of a growth which occupies the entire body and projects 
into the uterine cavity. This growth, on section, is found to he somewhat 
irregular and reaches 6 cm. in length. The lower portion, where it projects into 
the cavity, consists of typical myomatous tissue, but in the upper portion this 
gradually shades over into a growth that is smooth, whitish-yellow in appearance, 
and homogeneous (Fig. 136). One is instantly reminded of sarcoma. Further 
sections of the tumor leave little doubt that it is a malignant growth, and in 
addition this nodule gradually shades over into myomatous tissue. This can be 
readily determined macroscopieally. On retracing our steps to the myomatous 
tissue we find that, in places, it has undergone a certain amount of lique­
faction, characteristic of that associated with hyaline transformation. The 
tubes and ovaries on both sides appear to he normal.
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Histologic Examination.—Sections from the endometrium show that the 
mucosa has an intact surface epithelium. The glands look perfectly normal. 
The mucosa in the wall over the submucous nodule is much The
surface epithelium is still intact, but the glands are to a great extent missing, 
and we have spaces containing nothing but coagulated serum. They apficar to 
be dilated lymphatic channels.

The lower part of the growth, which macroscopically resembled a myoma, 
consists essentially of myomatous tissue which here and there has undergone a 
certain amount of , As one passes into the depth the muscle-
fibers are more closely packed together. They vary considerably in shape and

size. A short distance farther 
on we have a typical sarcomat­
ous growth. In this growth the 
cells are very closely packed to- 
get her. There are large areas of

Fio. 130.—Sarcoma Dkvkuhmno in Part, at Lkabt, from a Svbmucovh Myoma. (j mit. size.)
San. No. 1870. Path. No. 8458. The section represents the anterior half of the uterus. The cervix is 

normal. In one uterine wall are two small myomata. Projecting into the uterine cavity is a submucous myoma. 
In the lower part this presents the typical striateil appearance, hut in its upper portion it gradually shades off 
into a homogeneous growth —typical sarcomatous tissue. Macroscopically, the gradual merging of the myoma 
into the sarcoma could he traced. The histologic examination also demonstrated the transformation of muscle- 
libers into sarcoma cells.

cells, with here and there large or small blood-vessels. Here and there nuclear 
figures are demonstrable. The growth is a spindle-celled sarcoma. The cells, 
on the whole, arc very uniform in size and do not show any tendency to form 
large masses of chromatin. The transition from the myoma into the sarcoma 
and the contour of the myoma and sarcoma would macroscopically leave little 
doubt as to the origin of the sarcomatous growth, even though we had not the 
corroborative evidence as furnished by the microscope.

December 21, 1(M)(>: "Mrs. I). has written repeatedly that she is in the best 
of health” (H. A. Kelly).

414
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This case had been overlooked in the routine histologic examination. The 
uterus had been cut partially in two, and the section had gone through the 
lower portion of the myoma, which presented the typical myomatous appearance. 
It was only when we made a section entirely through the uterus that this growth, 
which was clearly sarcomatous, even macroscopically, was discovered.

H. A. K. San. No. 1857. Path. No. 8349.
C o in m e n c i 11 g s a r c o m a in a 11 i n t r a 1 i g a m e 111 a r y m y - 

o in a (Fig. 137).
A. L., white, married, aged forty-six. Admitted March S; discharged 

April Hi. 1905. The menstrual history has been normal, except for an offensive

>

rin

Fit;. 137. A Myoma Sitvatkd to the Kiuiit ok thk Ckrvix ani> Showing Faki.y Sarcomatous Changes.

Viith. Nu. H34II. Tliv section represents the posterior Imlf of the uterus. Portions of the uterine ciivity and 
cervical canal are seen. The myoma to the right of the cervix macroscopicaHy presents the usual appearance, 
hut on histologic examination sarcomatous transformation of muscle-lihers was demonstrable.

How. Of late there has been a slight leukorrhea. The patient has a constant 
feeling of pressure on the bladder and a continuous desire to urinate. There is 
some bearing-down pain in the rectum. She never has a natural movement.

Operation March 9,1905. Hysteromyotnectomy. The patient made a satis­
factory recovery, but was not very strong. Her highest post operative tempora- 
ture was 101.2°.

Path. No. 8349. The specimen consists of the uterus and of a growth spring­
ing from the right side of the cervix, and extending into the broad ligament. 
The uterus itself, which has been amputated through the cervix, measures 11 x 
9 x 8 cm. Posteriorly, it is covered with adhesions; anteriorly, it is smooth. 
The uterine walls contain several myomata, chiefly interstitial. The largest of
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those is 2 cm. in diameter. Attached to the right side of the cervix is a myoma, 
0 x (> x 7 cm. This was evidently not covered with |>eritoneum, and extended 
out into the right broad ligament. The right tube looks normal. The left tube 
and ovary are normal. On section, the large nodule to the right of the cervix 
resembles an ordinary myoma (Fig. 137), although at first sight its lobulated 
apjx*arance suggests a malignant growth.

Histologic Examination.—On examination of the large myomatous nodule 
one instantly sees that something unusual exists. In the outlying portion 
typical myomatous tissue is encountered. Then, with the low power, we see 
that there is a decided picture of unrest. The muscle nuclei become two or 
three times the natural size. Some of them stain palely, others intensely. In 
the individual muscle-bundles one sees an increase in the size of the nuclei. The 
change is limited almost entirely to the muscle-fibers themselves. At other 
|H)ints we have deeply staining masses of chromatin representing nuclei. At 
still other places are irregular and deeply staining nuclei. The proliferation at 
certain points is of such a character that it hears a slight resemblance to gland 
formation, or might suggest that these large cells were in part due to proliferation 
of the endothelium of the capillaries. In other places we find the protoplasm 
of the muscle-fibers greatly increased in size, corres]xmding with the increase in 
size of the nuclei. In some sections a very interesting picture is to be noted. 
There is a good deal of edema and liquefaction of the myoma, and in such areas 
we find the nuclei particularly prone to increase in size and to stain deeply. In 
those areas we find the individual cells teased out from one another. There is a 
marked tendency for the cells still remaining to swell up, and for the deeply 
staining nuclei to multiply in number.

This specimen in particular leads one to think that the hyaline degeneration 
and the liquefaction of myomata are factors predis|>osing to the development of 
sarcomatous growths. Several of our cases have emphasized this point, and it 
is particularly well illustrated in Fig. 148 (p. 225).

In other places the cells are diminishing in number. In the sections in 
which they still jwrsist they lie far apart. They have, therefore, an increased 
stimulus to active division. Sections from other portions of the growth show 
that, in certain areas, these large active cells are found in groups or colonies.

Although the myoma, as noted macroscopically, is not very large, we have 
undoubted evidence of commencing sarcomatous transformation. Inasmuch as 
in none of the sections do we find these cells right out at the margin, the prog­
nosis might not be unfavorable. There is little doubt, however, that had this 
process gone much farther, métastasés would have taken place. Sections from 
the cervix show jjerfectly a normal cervical mucosa. The endometrium in the 
depth has been poorly preserved, but looks normal.

In a letter dated January 21), 1007, Dr. Donehoo reports that the patient is 
in excellent health.
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Gyn. No. 7474. Path. No. 3729.
Sarcoma developing in the center of a large liter- 

i n e m y o in a (Figs. 1 3 <S a n d 139).
T. B., white, aged fifty-two, married. Admitted January I : died February 5, 

1900. Complaint, abdominal tumor. The patient has been married thirty-five 
years and has had seven children, but no miscarriages. The eldest child is 
thirty-five years of age. Her periods commenced at fourteen, were regular, 
lasting from six to seven days, and not very profuse. About five years ago the 
periods became less frequent, and last year they ceased entirely. The tumor 
was first noticed about twelve years ago. The abdomen is now filled with a 
tumor which extends down into the pelvis. It reaches 14 cm. to the right of 
the median line, and fills the entire left side of the abdomen. Hounded masses 
as large as tennis-balls can be felt connected with the main tumor. These are 
softer, especially at the costal margin on the left side.

On vaginal examination the outlet is considerably relaxed. There is a 
slight bulging of both anterior and posterior walls. There is also a slight bluish 
discoloration of the mucosa. The cervix is pushed up behind the symphysis, but 
is of normal size and consistence. The external os admits the tip of the index- 
finger.

Operation; January S, 1900. supravaginal hysteromyomoctomy. On section of 
the abdomen a large white necrotic patch, fully 15 cm. in diameter, was found 
011 the front of the tumor. Coursing over the sides of the tumor were large 
congeries of blood-vessels. The uterine arteries were fully as large as normal 
femoral arteries, and pursued a tortuous course over the surface of the tumor. 
On account of the difficulty in getting at the vessels the uterus was bisected. 
The tumor was shelled out, after which the collapsed organ was easily removed.

January 27th : The malignant character of the growth having been established, 
it was decided to excise the cervical stump. The cervix was grasped with 
tenaculum forceps and drawn forcibly downward. There was considerable 
oozing, which was checked by the free use of catgut sutures. The removal of 
the cervix was fraught with considerable difficulty. The anterior and posterior 
vaginal walls were approximated in the median line with two sutures, and a 
gauze drain was introduced to the right and left side.

February 5th: The patient gradually developed signs of intestinal adhesions, 
requiring an ex^ " „ operation. A median incision was made. Loops of
small intestine were found adherent along the line of incision. These were 
freed, but with some difficulty. The omentum was adherent to the scar, and 
also to the intestines. It was ligated and cut away. The small intestines were 
quite distended, and in the pelvis the intestinal coils were flaccid. There did not 
appear to be any peritonitis, and no fibrin was seen on the loops of gut. The 
intestinal loops were adherent to one another, to the bladder, the broad ligament, 
and the site of the drain in the pelvic floor. These adhesions were separated, at 
times with the finger, but in some places were so dense that scissors and knife

8922
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I ni. 138.—Sarcoma Dkvelopino in thk Center ok a Larue Intermtitial Uterine Myoma. (| nul. size.)
l’utli. No. 37Ü0. The picture represents the rut warfare of a longitudinal section through a greatly enlarged 

uterus, a is the posterior uterine wall, which,considering the stretching of the walls, is of the usual thickness.
I'i-the uterine cavity which has been greatly lengthened out. Had a uterine sound I...... passed, it would scarcely
have reached the top of the cavity. The uterine mucosa is scarcely 1 mm. in thickness. Occupying the anterior 
wall is a large interstitial myoma, very sharply defined from the muscle. At several points, especially at c and 
d. are \-ery dense myomatous foci, easily recognized by their lighter hue. Scattered throughout the large myoma 
are large and small sarcomatous masses The sarcomatous growth (e) is one of several small ones. All are homo­
geneous in structure and sharply outlined from the muscular growth. In the sarcomatous mxlule (f) is an irregular 
■ V'tir cavity. The nodule igi shows areas varying in color and consistence. This isdue ton breaking-down of the 
malignant growth The largest sarcomatous focus (hi has undergone almost complete necrosis, as is indicated by 
'lie lighter central portion, only a small outer rim of solid tissue remaining. The various clefts in the center of this 
nislulc are due to the degenerative process, i indicates a sarcomatous nodule situated in the cervix near the 
internal os. In this case the growth was primary in the myoma, showing conclusively that it developed from the 
myomatous tissue. Sarcoma was not suspected until the specimen reached the laboratory. This case indicates 
clearly the advisability of o|iening the uterus at once after removal. If the malignant process be present, the 
cervix can then be removed liefore the abdomen is closed, thus saving the patient a second o|ieration. and 
avoiding the danger of leaving a possible sarcomatous cervix for a period of two or three weeks longer. The large 
myoma was shelled out of the uterus with ease.

14
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were required. At the point at which constriction had taken place the adhesions 
were extremely dense, and over an area two inches in length, and almost sur­
rounding the circumference of the intestine, the peritoneum had been denuded 
and some of the muse I e-fibers were wanting.* A small rent, 1.5 cm. long, was 
made in the lumen of the gut. This was brought out at the side, most of the 
fecal matter and gas above was forced out, and the tear in the collapsed in­
testine was then closed with three mattress silk suturesand an additional layer of 
Lemhert sutures. All adhesions were separated except over a small area of the 
sigmoid. The sutures and denuded areas were placed low down in the abdo­
men, next to the gauze drain, which was packed in the pelvis. This loop at the 
point of stricture was straightened out so as to prevent reformation of the stric­
ture. The pulse was weak, and respiration rapid. The patient failed to react 
to stimulation, and died on the following day.

Path. No. 3729. The specimen consists of a large myoma which has been 
shelled out, and also of the uterus with the attached tubes and ovaries. The 
tumor is approximately globular, being 20 x 20 x IS cm. in its various diameters. 
In part it is smooth and glistening and covered with |>eritoneum. At least 
three-quarters of it, however, has a ragged appearance, owing to the presence of a 
large myoma, which has at least two lobulations due to clefts extending from 3 
to 5 cm. into the depth. These lobulations are further subdivided by minor 
clefts. The tumor, as a whole, is firm, but one of the lobulated areas is rather 
soft. On section, the tumor is found to consist of two distinct elements, the 
outer enveloping portion made up of muscle and a central portion consisting of 
a soft growth (Fig. 138). This is yellow in color, does not show the striation 
of muscle, but presents a ]x>rous appearance and, in fact, might be likened to 
a very fine sjionge. The central jxirtion of this growth is slightly friable, and here 
the porous appearance is more pronounced. It also shows numerous clefts. This 
large now-growth makes up fully one-half of the myoma, and other similar but 
smaller nodules, varying from 1 to 7 cm. in diameter, stud the outlying portion. 
One of the largest lobulations noted on the outer surface consists essentially of this 
peculiar now-growth, and here marked softening has taken place. In the cervix is 
a nodule, 4 cm. in length, 3.5 cm. in breadth,and 1 cm. in thickness. It is at­
tached by a pedicle 2 cm. broad. The nodule is perfectly smooth and has an 
intact surface. The uterine cavity is 13.5 cm. long and 11 cm. broad at the 
fundus. The surface of the mucosa has a pinkish-yellow color and is somewhat 
wrinkled in up|x‘uranco. About the middle of the right lateral wall is a disc­
like projection, raised 1.5 mm. above the mucosa. Its margins are sharply 
defined. At the fundus is a soft polyp, 2 cm. in diameter.

The right tube is 15 cm. long and free from adhesions. The ovary is greatly 
flattened and measures 6 x 2 x 0.5 cm.

The left tube is 11 cm. long. The ovary has the same dimensions as that of 
the op|M>site side, and is free from adhesions.

♦Willi our present knowledge we would, of course, merely do an enterostomy.
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Histologic Examination.—The large tumor that was shelled out from the 
uterus consists of 11011-stripvd muscle-fibers cut in various directions, and pre­
senting the usual appearance of myoma. Here and there is much hyaline de­
generation, principally diffuse in character. The large porous tumor, occupying 
the center of the myoma, and differing from it so widely maemseopieally, shows 
a still greater contrast on histologic examination. It consists of a sea of cells 
all having the same general
characteristics. Its tissue is -*•
traversed in all directions by 
the most delicate capillaries, 
consisting merely of an endo­
thelial lining. The cells of 
the growth are round and 
have round, uniformly deeply 
staining nuclei (Fig. 139).
They vary greatly in size, and 
all gradations from minute 
spheric nuclei to those ten or 
twelve times larger are clearly 
demonstrable. It looks very 
much as if the small cells 
were gradually developing 
into the larger ones. Some of 
the large nuclei are irregular 
in outline and contain pale- 
staining spheric droplets.
Between the cells we occa­
sionally see large blood­
vessels, with practically no 
connective-tissue framework.
Many areas show hemorrhage, 
and at certain points there 
is complete coagulation nec­
rosis, often accompanied by 
fragmentation of nuclei. At 
numerous points there has 
evidently been an old hemorrhage, as the tissue is studded with brown pigment- 
granules. The growth is a round-celled sarcoma. The other porous nodules 
scattered throughout the myoma are also sarcomatous in origin. Scattered 
throughout various portions of the myoma are microscopic foci of sarcomatous 
tissue.

The uterine mucosa is much atrophied, but its surface epithelium is intact. 
The glands are atrophic, and in a few places apparently dilated. The stroma

F10. 139.—Sarcoma Dkvblopino in thk Intkriohof a Myoma.
360 dlam.

Path. No. 3729. The section is taken from the sarcoma seen 
in Fig. 138. The delicate-walled lilood capillary (individes the livid 
into an upper half, composed of large cells, and a lower, of much 
smaller cells. The cells are loosely arranged. In most places it is 
possible to clearly outline not only the nucleus, hut its protoplasm. 
In the upper half of the held, h may he taken to represent the aver­
age size of the cell. These nuclei and those indicated by c are mod­
erately enlargisl and irregular and stain more deeply. At d we have 
a relatively much larger cell, and at e the nucleus of a cell is divided 
into two. while as yet no cleavage has occurred in the protoplasm. 
In the lower half of the field the cells are fairly uniform. At f 
a small cell contains two nuclei, and at g is a budding nucleus. From 
a careful study of many sections we gather the impression that the 
cells were at first very small, and that they have gradually devel­
oped into the large ones. This would account for the crops of small 
and large cells found side by side and yet sharply defined from one 
another.
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of the mucosa consists of s|)imllc-sha|K‘(l cells, and here and there shows some 
small-round-eelled infiltration. The large nodule in the cervical canal is sar­
comatous, as are also the polypi in the body. The smaller polyp in the body has 
pushed the surface epithelium in front of it. This is well recognized as a single 
row of cuboid cells lying directly on the sarcomatous tissue. The disc-like 
nodule described in the cavity is a small submucous myoma.

In this most instructive case we have a large myoma, partially subperihmeal, 
but to a great extent interstitial. In the center of this a sarcoma has developed, 
and has gradually given rise to secondary foci in the myoma, and also to dc|M>sits 
in the uterine wall and in the cavity of the uterus. That the growth is primarily 
of myomatous origin we are practically sure. In no other part of the body was 
there a primary malignant focus, and it is most exceptional to find a metastasis 
in a myoma. The appendage's are normal.

This case demonstrates very clearly the advisability of avoiding bisection of 
the uterus whenever sarcoma is suspected. .

Gyn. Nos. 7040 and 7212. Path. Nos. 3312 and 3472.
S u b p e r i t o n e a I, internt it i a I, a 11 d s u b m u c o u s u t e r - 

inc myomata; large circumscribed sarcomatous nod­
ule in t h e u t e r u s , a p p a r e n 11 y originating in a 
ni y o m a (Figs. 140, 141); a t r o p h y of t h e u t e r i n c m u - 
c osa ; 11 o r m a 1 a p p e n d a g e s . S u p r a vagi n a 1 h y s t e r e c -
t o m y with r e t u r n of t h e growth in the cervix.

K. C. H., white, married, aged fifty. Admitted July 2; discharged July 
2N, 1K00. Complaint, abdominal tumor. The patient has had two children 
and one miscarriage. The first labor was normal; the second was attended 
with a great deal of flooding. Her menses commenced at fourteen and were 
regular until two years ago, lasting from five to six days. During the past two 
years the flow has increased in amount, has been dark and clotted, and has 
lasted from one to three weeks.

The presence of a tumor was first suspected four years ago. It was slow in 
growth until six months ago. Since that time it has increased rapidly in size. 
The bowels have been regular, and there has been a frequent desire to micturate. 
On examination the outlet is found to be markedly relaxed. The cervix is low 
down. Anteriorly, the entire vaginal vault is bulged out by a rounded, smooth, 
somewhat soft, non-sensitive mass. This is wedged down in the is im­
mobile, and is in direct connection with the abdominal mass, which extends up- 
ward to the umbilicus. The right fornix is clear, except at the apex, where the 
lateral structures are palpable. The left fornix is completely obliterated.

Operation, July 5, 1st Ml. Hysteromyomectomy, the uterus being amputated 
through the cervix. The maximum posto)>erative temperature was 101.4° F. 
The patient was discharged on July 2Kth, but there was a movable mass the size 
of a walnut on the right side. She was readmitted to the hospital shortly after­
ward, and died September 25, 1890.

55
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Path. No. 3312. The specimen consists of an enlarged uterus, amputated 
through the cervix, and of tin- appendages. The uterus presents a somewhat 
lolnilated appearanee, and measures 15 x 13 x 11 cm. At a few points there are 
small suhperitoneul nodules. The anterior uterine wall is fully 8 cm. in thick­
ness, owing to its invasion by a new-growth. Near the cervix is a nodule (i cm.

-

’ W-

Fin. 140. CnoHMii.h Sahcomatoub Transformation of a Myoma; also Uibckktk Myomatous ani> Sarco­
matous Nouui.kb in thr bamk Vtkruh. (4 nut. site.)

l‘ut!i. No. 3312. The uterus, which is much enlarged, has lieen opened unteriorly. The uterine muscle, us 
minuted by a, is much thickened, owing to a general hypertrophy. At b is a small myoma which has been cut in 
two. c is one of many large and small areas of homogeneous tissue scattered throughout the uterine walls. It is 
lighter in color than the muscle, and is sharply outlined. It is sarcomatous tissue, d is also a sarcomatous nodule. 
It contains several smooth cystic spaces, as indicated by e. This nodule at several points lucks the homogeneous 
appearance, the tissue being fibrillary ami resembling myoma. This is particularly well seen at f. Here we have 
Ihe remnants of a myoma entirely surrounded by sarcomatous tissue. Situated near the cervical canal is a snuill 
sarcomatous nodule. The uterine cavity is much lengthened. Its mucosa is atrophic, and situated near the 
fundus is a large, slightly lohuluted submucous myoma igi. Its texture is readily recognized from the cut surface.

The appearance noted in the nodule d suggests that in this particular nodule the sarcoma originated from

in diameter, irregular in contour, and consisting in part of myomatous tissue. 
A portion of it, however, has lost its fibrillation; it has become homogeneous and 
is yellowish in color. This area is very suggestive of sarcoma, and on section is 
found to contain irregular, cyst-like spaces, some reaching 2 cm. in diameter 
(Figs. 140, 141). The thickening in the anterior wall is due to the presence of a
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similar nodule, 9 x (> cm. This in a few places presents a myomatous picture, 
hut at most points is light in color, homogeneous in consistence, and entirely 
devoid of fibrous arrangement. The uterine muscle shows isolated foci of this 
soft growth. On section of the large nodule, a typical myoma, .4 cm. in diameter, 
is found situated in the center of this peculiar and homogeneous mass. The 
posterior uterine wall varies from .4 to 4.5 cm. in thickness, the increase being 
due to the presence in its walls of a subperitoneal and partially interstitial 
myoma. It also contains a few small foci of the yellow and homogeneous

214

HI. Ahmh'Iatiox iik Myoma »su Sarcoma in tiii: »amk 1'tkhi\h. (," nut. «i/.i\
I’utli. N<>. TII2. This is » sen ion ihmugh the thiekenetl uterine wall in I'ig. 140. u represents the enursc 

Uterine muscle, which forms tin* general framework. At li is a group of live thin-walled cysts. At e ami e are 
sections of two myomata, easily recognized hy their striation. At i| is one of the many smooth, homogeneous, 
sarcomatous tu* I tiles scat tens I throughout the uterine wall.

growth. Situated in the fundus are several of these small growths; projecting 
into the uterine cavity from the fundus is a submucous myoma. 7 x 4 cm.

The uterine cavity is 1.4 cm. in length. Its mucosa is apparently unaltered, 
and has nowhere been invaded by the soft and homogeneous growth. Over the 
submucous myoma the mucosa is still intact, but quite atrophic. The tubes 
and ovaries are apparently normal.

Histologic Kxaminatioii. The uterine mucosa is considerably atrophied. 
The surface epithelium is intact, and the glands present the normal appearance.
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Over the submucous myoma it is |)ossiblc to tract* the surface epithelium, and 
here and there a group of glands is still visible. The submucous myoma presents 
the usual appearance and shows considerable diffuse hyaline degeneration. Tin- 
soft nodules scattered throughout the uterine wall consist of a homogeneous 
tissue, made up of great quantities of cells, in most places showing no definite 
arrangement. This tissue is traversed in all directions by delicate blood capil­
laries. The individual cells have oval or round, deeply staining nuclei, and here 
and there is a nucleus five or six times the size of its neighbor, and staining in­
tensely with hematoxylin. These cells are actively growing. Nuclear figures 
are abundant, and all stages of karvokinesis are visible. We often find the 
chromatin filaments delaying at the poles instead of passing along the achromatic 
threads to the center. Here and there is a large mass of protoplasm, staining 
deeply with cosin, and containing several deeply staining nuclei, so arranged as to 
form a mulberry-shaped mass. Large portions of this growth have undergone 
complete coagulation necrosis, without any subsequent polymorphonuclear 
infiltration. In some places, although coagulation necrosis has occurred, the 
large blood-vessels in such areas are still surrounded by a zone of well-preserved 
sarcoma-cells. The line of demarcation between the uterine muscle and the 
new growth is sharply defined, and it is a common thing to see the sarcomatous 
cells wandering in and separating the muscle-fibers from one another. Tin- 
growth is a spindle-celled sarcoma.

In this case we have an enlarged uterus implicated by a myomatous and at 
the same time by a sarcomatous process. Macroseopieally, one can see tin- 
gradual merging of a myoma into a sarcoma, and in a large nodule a typical 
myoma is surrounded by sarcomatous tissue. Hut histologically we are unable 
to trace the transformation of myomatous tissue into sarcomatous tissue. From 
the general arrangement, however, we believe that the sarcoma develop'd in tin- 
myoma.

The Fallopian tubes are normal. The right ovary contains a few gland-like 
spaces lined with eylindric epithelium. Both ovaries are, however, practically 
normal.

Gyn. No. 8732. Path. No. 4931.
S u h p e r i t o n e a 1 and interstitial uteri n e m y o m a t a , 

m i x e d - c e 11 e d s a r c o ma of the anterior uteri n e w all: 
w i t h r e m n a n t s o f t h e m y o ma in its i n t e r i 0 r (Figs. 
14 2, 148, 144). Normal cervical mucosa ; atrophy 
of the uteri n e m u c o s a : n o r m a 1 a p p e n d a g e s .

M. .1. L., black, married, aged forty-six. Admitted May 9: died May Hi. 
1901. The patient had one miscarriage two years ago. Her menses began at 
fifteen, were always regular, but profuse, and lasted from four to six days. The 
last period occurred four weeks ago. The patient’s mind is not very clear, and 
consequently a complete history cannot be obtained. The cervix is in the 
normal jKisition, firmly fixed. Behind it is a large hard mass. Situated in the
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superior strait, ami extending up into the abdomen, is a large soft mass, the size 
of an adult's head.

Operation, May lllli. Pan hysterectomy. The large mass was very soft and 
fluctuating, and covered with vessels running in all directions beneath the |ieri- 
toneal surface. The tumor in the hollow of the sacrum is very hard. As the 
entire growth was thought to be myomatous, enucleation was begun with the 
idea of cutting across the cervix and then tying the left ovarian vessels and 
round ligament, and beginning to work down to the left uterine vessels. A slight

Fin. Mli.—A S»R<tiiivrtii s ITmiih Cmnhirmixu in Contovr to a Gi.ont i.AR Mvomatoi» Vtkri k : nut. dzc

I'uili. S" 4»:u. The uieru* is iiiurli enlarged, globular in form, nntl strongly suggests u niyoniutous con­
dition, especially us the majority of tin* nodules seen springing from the posterior surface ure myomata. The 
nodule near the cervix is seen on section to be a myoma, and the dark patches scattered throughout it are areas 
of calcilication A glance at l ig. I Id shows that the greater part of the uterine enlargement is due to the presence 
of a sarcoma occupying the anterior wall.

(In bimanual examination the diagnosis of a myomatous uterus would naturally be the most rational one, 
and even after the ulslomen was opened, there would lie little to suggest sarcoma except the rather Hubby contour 
of the organ. The left lulie and both ovaries appear to be normal. The right tube is longer than usual. Situated 
between the left tube and ovary is a small parovarian cyst w» .

tear in the large tumor allowed a brain-like substance to ooze out over tin- uterine 
vessels, showing almost conclusively that the large growth was sarcomatous. 
Panhysterectomy was immediately decided upon. The large vessels were tied 
off, the bladder was pushed down, and the vagina incised in front of the cervix, 
which was quickly cut all around. The entire growth and the pelvic organs were 
removed. A gauze drain was placed in the vagina. After operation the pulse 
gradually became rapid and the patient died on May Kith.

Path. No. P.Ml. The spwimen consists of an enlarged uterus with its ap|>en-
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dages intact. The uterus (Fig. 142) with its intact cervix is approximately IS 
cm. in length, 15 cm. in breadth, and 15 cm. in its anteroposterior diameter. It
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i’ulli. No. 4031. This is uu anteroposterior section through the uterus seen in Fig. 142. a is the upper part 
of tlv uterine cavity; a' is that of the cervical portion. The walls of the cervix are of the normal thickness, as 
'ecu at It. The uterine mucosa is rather atrophic, hut at c two of the glamls show cystic ililalatioii. Situated in 
the posterior wall are several small, ill-defined myomata, and the cireumarrihed nodule, d. The dark patches in 
the myoma, e, are areas of calcification. This is the myoma seen in Fig. 142. Occupying the anterior wall of the 
uterus is the large grow th f. This is homogeneous in up|tearuiice and sharply outlined from the uterine muscle. 
It is partially subdivided into smaller masses by septa of muscle. At g are the remains of a myoma easily recog­
nized by the arrangement of the muscle-bundles. At h this myoma gradually shades off into sarcomatous tissue. 
Scattered throughout the uterine muscle are numerous isolated sarcomatous foci, as seen at i. It looks very much 
as if the myoma ig> hud undergone sarcomatous transformation. If the sarcoma hail occurred independently, we 
would expect to find the myoma either pushed to one side or surrounded by sarcoma, instead of merging im­
perceptibly into it.

is irregular and nodular, and projecting from its surface are several 
myomata, the largest of which is 3 cm. in diameter. Situated in

r
the posterior
9935
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Fin. | M.—Mixkr-tei.i.kd Sarcoma or no; Vtkri h Ahhociatki» with Myomata or tio; L’tkru». (.X 3fl0 diain.)
Path. Xn. 4WI. The mm-I ion in from the sarcoma in Fig. 148. At tint glance it bear* some resemblance to 

chorio-e|iithelioma. a i* a large vein; b represent!, the average size of the nuclei. At numerous |«iints indicated
by i- tin.....Ils are greatly enlarged; they stain deeply, and their chromatin is gathered up into course granules. At
several points, d. d. the large nuclei are somewhat constricted, showing a tendency toward cleavage. At e six
nuclei of variable size ........ ntained in one mass of protoplasm, forming a giant-cell. A large and irregular mass
of chromatin with several projections is seen at f. and at g we have three large irregular and ragged masses of 
chromatin contained in one mass of protoplasm. Nearly tilling the large vein a is a huge plaque of protoplasm (h) 
containing many large and small irregular masses of chromatin, roughly resembling small lumps of coal. Scut ten* l 
throughout this protoplasm arc many small round cells and polymorphonuclear leukocytes. A similar mass of 
protoplasm in tills the upper part of the vein. I represents one of the many vacuoles scattered throughout the 
lii ld. m is a zone of stroma which forms only a very small purl of the tumor. It is impossible to determine with 
certainty whether this stroma represents connective tissue or remnants of muscular tissue.



MYOSARCOMA OF THE ITEM'S. 21»

wall is an interstitial myoma, fully 6 cm. in diameter, and just beneath the 
peritoneum of the anterior wall are several small, soft, and slightly raised growths. 
These, however, are in no way suggestive of myomata. The chief increase in size 
of the uterus is due to a growth fully 12 cm. in diameter, occupying the anterior 
wall ( Fig. 143). This is sharply circumscribed, yellowish-white, translucent, soft, 
edematous, and bears a striking resemblance to the gray matter of the brain. 
Scattered throughout it are bright yellow patches and others of a greenish hue. 
At several points over the center of the tumor are areas slightly suggestive of 
myomatous tissue. The large tumor has an outer covering of muscle averaging 
2 mm. in thickness. Its inner portion extends to the mucosa. The cervix pre­
sents the usual appearance.

The uterine cavity is 7 cm. in length, and at the fundus 7 cm. in breadth. 
Its mucosa is not over 1 mm. in thickness. It is smooth and glistening. The 
appendages are apparently normal.

Histologic Examination. The cervical glands in places reach 3 to 4 mm. 
in diameter: otherwise the mucosa in this portion is unaltered. The cells of 
the now-growth are clinging to the surface. This appearance is certainly due to 
the fact that the juice of the tumor has oozed out when pieces were being excised 
for examination. Sections from the body of the uterus show marked atrophy 
of the mucosa. The surface epithelium is intact, but consists of low cuboid or 
almost Hat cells. The glands are very small, but are normal except for occasional 
dilatation. The stroma of the mucosa is very dense, and in places it is impossible 
to differentiate between muscle-bundles and altered stroma.

Situated in the uterine muscle are small typical myomata. The larger 
nodule, occupying the anterior wall and consisting of soft tissue, is made up of a 
framework of spindle-shaped connective-tissue cells and apparently of non- 
si riped muscle-fibers. Its stroma contains many large blood-vessels and, 
roughly speaking, it would have made up one-<|iiarter of the tissue. The major 
portion of the tumor consists of solid masses of cells which vary greatly in size. 
Some are rounded or polygonal in shape, have vesicular nuclei, and hear some 
resemblance to decidual cells (Fig. 144). Others contain large vesicular nuclei, 
ten or twenty times the size of those in the near vicinity. Scattered abundantly 
throughout the section are large, deeply staining nuclei, and great irregular 
masses of chromatin. Everywhere small round cells are to be seen, and fre­
quently polymorphonuclear leukocytes. Scattered throughout many portions 
of the tumor are large and small vacuoles, lying between cells or in the cell- 
protoplasm. Frequently masses of tumor-cells are found projecting into or 
lying free in veins or arteries. Many parts of the tumor have undergone com­
plete necrosis or show marked fragmentation of nuclei.

As seen from the description, this large tumor is a sarcoma of the mixed-cclled 
variety. Whether or not it has originated from the myoma it is impossible to 
say with absolute certainty. The appearance of the gross specimen, however, 
strongly suggests such an origin.
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Gyn. No. 7604. Path. No. 3865.
S a r c o 111 a <> I" t h e ]> o s tori o r w all of the uterus, o r i g - 

i 11 a ling i n a in y o in a (Fig. 145); 111 e t a s t a s e sin t h e lung s 
a n (1 e n (1 o c a r <1 i u in .

F. It., white, aged forty-four, married. Admitted February 27. 1000. She 
has been married nineteen years, but has had no children and no miscarriages. 
The menses have usually been regular, of live days’ duration, and accon mini 
by considerable pain before the How commenced. For the past five or six 
months there has been a slight blood-stained, watery discharge. The bowels 
have been constipated, and there has been some burning and increased frequency

I n.. HA. Sarcoma ut tiik 1‘ortkrior I o.kim W am., Okiuinatimi is \ Myoma.

Cuili. No. :tsii.Y Tin' uiiTii* in much ••nhiigcil, iiminlv from tin* iiriwire of u growiti in ii< posterior wall. 
11 i-t 11I1 licit' examination show» this to lie a sarcoma developing in a myoma. It is firmly lixeil in the pelvis, being 
intimately lilemleil with the rectum. The liluihler is ilrawn high into the ah lumen.

of micturition. At one time the patient had the cervix dilated for dysmenorrhea, 
and a polyp was reniovei* uterus. She had definite signs of stone in the
left kidney, and thinks she passed a stone into the bladder, after which the renal 
symptoms disappeared. For the past three or four months there has been pain 
in the pelvic region, radiating down the legs, and the patient has noticed the 

increasing in size for two months. Fort lie last three months there has 
been considerable difficulty in voiding, and at times the flow of urine would 
suddenly stop. There has always been great straining and obstinate constipation. 
She has been in bed for eight weeks, and has been taking large ' ' s of 
niorphin. For the past week she has been unable to void at all, catheterization 
being necessary.
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( )pe ration, March 3, HMM). The vagina was encroached upon jKjsteriorly by a 
cystic tumor filling the cul-de-sac. The cervix was small and soft, and pushed 
above the symphysis. The urethra was jammed against the symphysis, and the 
bladder reached to the umbilicus. As a great deal of difficulty was experienced on 
account of t he dense adhesions (Fig. 145), the uterus was bisected. As soon as the 
uterus was split there was a gush of blood-stained serous fluid from the cavity. 
The lower portion of the uterus was occupied by a soft, stringy substance, re­
sembling striated muscle, much softer and darker in color than usual, and very 
vascular. There was alarming hemorrhage wherever it was cut. An opening 
was made into the bladder, and urine escaped into the peritoneal cavity. The 
patient at the time of operation was exceedingly weak, and there was a good deal 
of shock. She grew weaker, had much abdominal pain and nausea, and died 
on March 14th, eleven days after the operation.

Path. No. 3N(>5. The specimen consists of the uterus, together with both 
tubes and ovaries. The uterus has been divided into two portions and is con­
siderably enlarged, being twice the size of a man's fist. Accurate measurements 
cannot be given on account of the mutilation of the specimen. The tubes and 
ovaries are bound together by dense adhesions, and so greatly distorted as to be 
scarcely recognized. Both ovaries have been converted into cysts, and are 
almost completely embedded in adhesions. One is approximately the size of a 
small orange. The cyst on the left is apparently the size of a hen's egg; it 
presents numerous partitions and trabecula*, which show that it was multilocular. 
The posterior portion of the ovary is occupied by a mass of tissue composed of 
stroma, in which are masses of tissue irregular in shape. The jiosterior wall of 
the uterus and the anterior half of the uterus present numerous dense adhesions.

Histologic Examination.—The surface of the mucosa has to a great extent 
been mechanically removed, but in a few places is fairly well preserved, and 
here the surface is smooth. The uterine glands are of the usual number and are 
normal. Others are considerably dilated. The stroma is dense. The muscular 
tissue immediately beneath the mucosa is normal. In the uterine wall the 
muscle-cells end abruptly: in some places they are abundant and stain intensely; 
they vary somewhat in size. In the center of the tumor the arrangement of cells 
in bunches is less evident and the cells are less distinct, until finally there is a 
mass of oval or elongate cells having no definite arrangement, and traversing it 
are numerous bunches of blood-vessels. Many of the cells are minute. Bunches 
of fibers still persist in the tumor mass, and were it not for the presence of ir­
regular masses of cells, the diagnosis would be myoma. In some places the cells 
are small: in other places the nuclei are several times their usual size. Tin- 
picture is one of typical sarcoma developing in the interior of a myoma, although 
the cell changes are not so marked as are usually found.

A u t o p s y No. 1 f> 0 3 , M arch 14, 1 0 0 0 . A n a t o m i c
diagnosis : H e c e n t surgical i n c i s i o n , wit h d r a i n r e a c h -
i n g into t h e p e I vi c c a v i t y ; recent amputation of t h e
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uterus: I) 1 o o d - c 1 o t tilling pelvis; general anemia of 
all organs. Moth branches of ovarian veins thro in­
ti o s e (1 : g a n g r e ne of left o v a r y : i n v o 1 v e in e n t o f 1 u in -
I) a r g 1 a n d s ti y s a r e o in a t o u s in e fast a s e s . M etas t a s e s
in t h e lungs. Vegetal i o n s o u t h e e h o r <1 a* t e n <1 i n e ai 
of the trim s p i d v a 1 v e a n d on t h e e o 1 u m n a* c a r n e a*
of t h e right v e utricle; ti r o n e h o p n e u in o nia: cl o u d y
swelling of the vise era: focal areas of necrosis in 
the liver: cholelithiasis ; g a 11 - s t o n e in t h e d i v e r - 
t i e il 1 u m o f V a ter.

( hi o|H-ning the abdominal cavity the peritoneum is found to tie smooth and 
glistening. The intestinal loops are somewhat distended with gas. At the site 
of the wound there are firm adhesions between intestinal loops and the per­
itoneum. Kxeept for these adhesions the intestinal coils are quite free. Filling 
the entire pelvis is a large blood-clot which appears to tie several days old.

The left ovary is dark, firm, tense, and on section is fourni to tie filled with a 
blood-clot and necrotic material. There is no rupture, and nothing can tie 
found in the pelvis to account for the quantity of blood present.

Intestines: The rectum and greater part of the colon appear practically 
normal. The cecum, however, is considerably distended. On examination, 
the mucosa is found to tie injected tint intact.

tilings: The métastasés in the lungs are rather extensive.
The hemorrhage in this ease was apparently not the result of bleeding from 

vessels of any size, tint of a general oozing. There is little wonder that the patient 
in her weakened condition did not survive the o|H-ration.

Gyn. No. 6724. Path. No. 2946.
Ft e riu e m y o m a un d e r g oin g c y s t i c sa re om a tous 

d e g e n e rat i o n .
M. F., white, aged twenty-seven, single. Admitted February 2(>: dis­

charged April I, I s'. IP. The family history is not important. The patient as 
a girl was always healthy. The menses commenced at fifteen, were regular, 
painful, but not especially copious. The patient, about four weeks ago, noticed 
pain and swelling of her ankles, associated with some discomfort in the back and 
lower part of the abdomen. During the last four years her jieriods have been 
regular except for the last seven months. Since August, seven months ago, 
the |>eriods have occurred every two weeks and have been profuse and painful. 
The last menses ceased about ten days ago. < hi abdominal examination a smooth, 
firm, spheric, immobile tumor mass can be felt rising from above the symphysis 
and extending to the umbilicus; a little to the left of the median line a second, 
but smaller, mass, apparently continuous with the first, crosses the median line 
to the right.

Operation, February 27. INPtl. Abdominal myomectomy. For nearly two
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days after o|x*ration the patient had a great deal of abdominal pain and a feeble 
and rapid pulse: there was also a considerable degree of abdominal distention. 
Nervous symptoms were prominent during convalescence, but gradually abated, 
and she was discharged on April 1, 1899. Her highest |x>stoperative temperature 
was 102.5° F., on the day following the <>|>eration. The pulse on that day was 
very feeble, rising to 140. From this time on there was a gradual drop to 82.

Path. No. 2940. The specimen consists of several myomata, the largest II 
cm. in diameter, a smaller one, 5 cm. in diameter, and a third still smaller one, 
to which is attached a piece of the uterine wall. These myomata are apparently 
edematous. Situated just below and to the right of the tube is a small nodule, 
9 x 0 x 4 mm. Its surface is slightly lobulatcd, and apparently consists of fibrous 
tissue. The large myoma presents a different picture from those usually seen. 
It is made up chiefly of coarse fibers forming bundles, which sometimes present 
a whorl-like arrangement, while in other places they interlace in various direc­
tions. The nuclei vary greatly in size and sha|x*. They are, for the most part, 
oval or fusiform, but may be spheric. Many are several times the usual size, 
and frequently large, deeply staining masses of chromatin are seen, or several 
cells seem to have bunched together and to have coalesced, while the nuclei have 
remained distinct. Some of the nuclei stain palely and show a few rather 
coarse granules of chromatin, while others take an intense homogeneous stain. 
No definite division of the cells is to be seen. In some areas the fibrillated 
tissue has been replaced by a homogeneous or granular, eosin-stained substance 
containing a few degenerated cells. In some parts of the tumor the cells are very 
abundant and closely packed together, while at other points they are few in 
number. Near the jieriphery of the myoma typical myomatous tissue is present. 
There is moderate vascularity of the tumor. The growth is undoubtedly an 
early sarcoma, occurring in the interior of a myoma.

The patient was in good health when heard from on January I, 1907, 
about eight years later.

Gyn. No. 6045. Path. Nos. 2311 and 2314. Autopsy No. 1085.
M 1111 i p 1 e a n d s u b pe r i t o n ea 1 u t e r i n e m y o m a t a , w i t h 

s a r e o m a t o u s d e v e I o p m ent in t h e i n t e r i o r o f a ni y o in a 
( Figs. 146-155).

K. F. M., white, aged fifty-six, single. Admitted April 21: died April 23, 
1898. The patient complains of tightness in the abdomen, accompanied by 
abdominal swelling. Her menses began at fourteen and were regular, lasting 
from one to one and one-half days. The flow was scanty. The menses ceased 
six years ago. Micturition has been more frequent than normal for the past two 
or three months. The bowels are constipated. The abdomen is much distended, 
and on palpation several nodular and tender masses can be felt. There is slight 
edema of the labia.

Operation, April 23. Exploratory laparotomy was jierfomiod, but nothing 
was removed. The patient died on April 23, 1898.
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Km. I Hi. rt.UtVOMATOV» Tiiwhkohmatios ok a Mll.TINOnrl.AH Kk.UI NII’I.ATKII. Si HPK.HITUNKAI. Myoma.

*■>-ii. Nu. tüM.'i. Path Nh-. -Ml I iiml 2114. Thi‘ specimen was hIiIimiihI at autnp-y. Attached to the fumlua 
h> n rather Iwmil |>ciliclc i- » iiniliinoiliiliir. Inlnilated mynmatnus tumor. I>r. l.oui* l.mngiind, who muile the 
autopsy, noted that the tumor un u whole was softer than u myoma ami that it ton1 readily. The central portion 
of the lolnilntion* showed ilegeiieralion, lint in the outer portion» typical myomatous tissue was still visible. For 
the histologic picture- showing that the sarcoma originaiisl from a malignant metainorphoHis of the muscle-filiers

The t'tiges of the abdominal wound are well a|)|iroxiinatvil. The intestinal coils 
occupy the upper portion of the cavity, the lower part being filled with a large 
tumor springing from the uterus. The lower intestinal mils and the tumor
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mass arc covered with blood, which is traversed by shreds of tissue suggesting 
small blood-vessels. The appearance resembles that seen in an organizing 
blood-clot. The intestinal coils are loosely attached to the upper part of the 
tumor, and at first completely hid it from view.

Dr. Livingood kindly placed the pelvic organs at the disposal of the gyneco­
logical department.

Path. No. 2311 and 2314. The specimen consists of the uterus, with a large 
tumor springing from the fundus, and also of the intact tubes and ovaries. The 
uterus is distorted by the presence 
of a tumor. The uterus is S cm. 
long, 5.5 cm. broad, and 2 cm. in 
its anteroposterior diameter. The

Fiu. UK.—Kari.y Sarcomatoih Ciianuks in a Myoma

rath. No. 2314. Much of the tissue has undergone 
hyaline degeneration, us indicated hy a. At h we have 
muacle-Hhers of the usual size; at IV is a nucleus twice as 
large as normal, and at l>" the nuclei are not only much 
larger, hut also contain an increased amount of chromatin, 
c. c\ c" also depict the gradual transformation of muscle 
nuclei into very large ones, so suggestive of a malignant 
change. The nucleus d is enlarged, stains deeply, and 
has an irregular outline. The cell e is particularly well out­
lined. lying free in the hyaline tissue. It is greatly en­
larged. and the nucleus is fully live times the normal size, 
contains much chromatin, and two hyaline droplets. From 
this held alone we would strongly suspect sarcoma, hut could 
not venture a positive diagnosis.

cervical canal is (> cm. in length and its mucosa is slightly granular. The 
uterine cavity is 4.3 cm. long and 1.5 cm. broad at the fundus. The mucosa 
lining the uterine cavity averages 2 mm. in thickness and has a smooth surface, 
but a few of the glands are dilated, some reaching 1 mm. in diameter.

Springing from the fundus by a pedicle, 3.5 cm. in diameter, is a large lobu- 
lated tumor, about the size of an adult’s head, measuring 21 x 1(> x II cm. (Fig. 
140). This is the large mass that filled the lower abdomen. It is irregularly 
roughened, di in color, and on section appears fibrillated. Some of the 
fibers present a parallel arrangement : others are grouped concentrically. At 
many points the tissue appears to have undergone degeneration. Taken as a

h

Fm. 147.—Svhi'K'Iovr Cki.i. Chanukh in a 
Myoma. ( X 4110 ilium.)

Path. Nn. 2314. a represent» approximately 
the usual size of the nucleus in a muscle-filier.
Vi h one cell is overlapping another. Both are 
much cnlargisl. At e we have a giant-cell con 
mining six nuclei, all of which are larger than 
those of normal muscle-lihers. There is some 
polymorphonuclear and sinall-round-eelled in 
tiltration, its indicated hy d. The presence of 
the large nuclei at It and c is somewhat sug 
gestive of sarcoma, hut these are occasionally 
found in lienign myomata.

v
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show non-strijx'd muscle-fibers closely packed together. Sometimes these un­
cut transversely, but in many places longitudinally; or they run in and out in 
every direction. The picture is that of an ordinary myoma. Here and then- 
are foci of hyaline degeneration, sharply defined from the surrounding muscle 
and frequently entirely devoid of muscle-fibers. Occasionally the degeneration 
is more diffuse, isolated bundles of

■Am »? 
L<\ frdtPte

ml

muscle undergoing hyaline trans­
formation. In other portions of tin- 
tumor the picture is different.
Here dark-staining areas can be 
detected with the low power. On 
careful examination they are found 
to consist of enlarged nuclei (Figs.
147, 14S, 14<t, 150, 151, 152, 153,
154, and 155). Some of these arc 
spindle-shaped and four or five times 
the size of those surrounding them; 
they stain very deeply, and their 
chromatin is finely granular. All 
gradations from the ordinary muscle 
nuclei to these enlarged and deeply 
staining ones are demonstrable. In 
the neighborhood of these there arc 
also very large and irregular, deeply 
staining masses of chromatin, at 
least twenty times the size of an 
ordinary nucleus. Many of these 
enlarged cells are found scattered 
throughout the tissue. On examina­
tion of still other portions of the 
tumor a very unusual picture is 
noted. The nuclei of the cells 
become about twice the size of 
those of an ordinary in use le-fiber.
There is, however, no alteration in 
t he arrangement of the fibers. This 
area is undoubtedly malignant in 
character, and there is a direct transformation from the myomatous into sar­
comatous tissue, characterized primarily by an mere.>e in size of the nuclei 
and the tendency to become irregular in outline, and by 1 considerable augmen­
tation in the chromatin. From some portions of the tumo - all traces of myoma 
have disappeared, and the cells have oval, vesicular nuclei. V number of them 
contain nuclear figures. The nuclei are very closely packed together, and the

è d
Fm. 180.—Oraiivai. hit Dirkct Transition ok Mvo- 

matovs into Sari'oiiatoi h TVki'k. (x 210 «liant.)
I'utli. No. 2314 a is tin- normal size of the nucleus of 

i lie muscle-filier. AI h we see I lie gradual transition into 
niirli i fully live or six times us large. \t «• the nuclei are 
also i urinal, lull at il considéraiily enlarged and more deeply 
sluilii ig. AI e they are grouped and still more enlarged, 
and ai f are of such a size as to very strongly suggest a sar­
comatous change. In the vicinity of g the same gradual 
transiti m from normal nuisele-Hliers into enlarged and 
suspicions ones is seen. The groups of very large, irregu­
lar, and deeply staining nuclei at h and i leave absolutely 
no ilmiht -is to the malignant character of the process. 
Some of these nuclei contain hyaline droplets. The 
tissue shows slight smull-round-eclled infiltration, ns 
indicated hy This picture demonstrates clearly the 
gradual transit!, n of tnusvlv-fihera into sarcomatous cells.
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rutile picture is that of sarcoma. This sarcomatous tissue does not show a 
tendency to hyaline degeneration, hut where the tissue dies, it undergoes

, - >•> - w "it -v.-v

v .y

' W~ J
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*:V

Sun i»M\ioii»TnAN«mmmiuv m MvoM.vrm »Tww i. 1 < HSU ilium. Figs. 1.11. 1.12. 15», niul 154 are from I he 
same specimen Path. No. '.Ml I ; all are enlarges I the same mmilier of limes.

I'm. 151. -a represents n eross-seel ion of a myomatous him lie of muscle-fibers. At li are cross-sections of 
1 lie tips of muscle-liber* too near their etuis to jnelinle portions of the nuclei, e is a cell containing two nuclei, 
ami at il we have a cell containing three large, ileeply staining nuclei. In this muscle-bundle all transitions from 
normal libel' to those continuing very large ami suspicious nuclei can lie traceil. e is the nucleus of a comparatively 
normal muscle-liber. At e’ the nucleus is fully twice the usual sir.e. e" is much eulurgeil, contains a good ileal of 
chromatin ami several hyaline ilmplels. e’" shows a still further nuclear enlargement, together with a tendency 
toward the formation of giant-cell-. At f there is a distinct giant -cell formation.

In this s|H-cimt-n we can trace the gradual transition of muscle-filters into sarcoma cells, not only where the 
libers have been cut longitudinally, but also where they have been cut transversely.

Flo. 152. a shows the average size of a myomatous muscle-liber; b, c, and d represent the various stages 
m the enlargement of the muscle-libers, e i- a very much enlarged cell containing an abundance of chromatin 
and many hyaline droplets.

Flo. 15».- a represents the average size of the nucleus of the myomatous muscle-cell, h shows considerable 
enlargement, but the nucleus still sluin' palely, e is mueh enlarged, contains an abundance of chromatin, and 
one hyaline droplet, d is a greatly enlarged and somewhat irregular nucleus, containing much chromatin and 
many hyaline droplets.

Flo. 154. No muscle-libers of normal size are to be seen. At a the nuclei are fully twice the average size, 
and quite a numlter of cell-shadows are seen where the nucleus is wanting, b indicates the group of five very- 
large nuclei, containing ipiuntitie* of chromatin and many large and small hyaline droplets, us indicated by e 

Figs. I.T2 and 1.1» are in themselves very suggestive of sarcoma. Figs. 1.11 and 1.14 indicate beyond doubt the 
«arcomalous character of the growth.1

coagulation necrosis. Traversing the sarcomatous areas are numerous delicate 
hint it 1-vessels.
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This is a most instructive ease. On the one hand, we have typical myoma­
tous tissue: on the other hand, a most pronounced example of sarcoma, both 
situated in the suh|M‘ritonval myoma, and almost isolated from tin* uterus. 
Fortunately, we are able to trace the direct transition of the myomatous muscle 
into the sarcomatous tissue. For those who are skeptical as to the sarcomatous

BasflSe
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& «Sh1
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Fki. ISA. Ji nction ok Myomatous ani> S\r«hm»t«h h Timvk. (X lAOdiam.t 
I’ulli. X". Jill 4. A line between a ami a divide» the lielil into an ii|i|ier one, coni|io»<sl of myomatous tissue, 

ami a lower, made U|> of sareoma-eells. At h the lumdlcs of muscle-filters have lieen rut transversely, ami the 
uurlei aeeordingly a|»|ie >r round. They are uniform in si*e. In the vicinity of e the filters have I teen cut length­
wise. The sarcomatous tissue commencing at a and extending to the lower Itonler of the held shows no definite 
arrangement, hut consists of a homogeneous sea of cells. The nuclei of these cells are, for the most |iart, oval and 
vesicular; they are much larger than those of the muscle-filters. The line «if junction lietween the myomatous ami 
'arisimalous tissue is not well «lelineil.

transformation of muscle-filters we think that the histologic picture, as seen in 
the accompanying drawings, will tend to remove all doubt.

Gyn. No. 8836. Path. No. 5032.
S a r c o m a of t h e uterus a p p a r e n 11 y originating i 11 a 

in y o in a . Clinical «1 i a g n o s i s , d e g e n e r a t e d in y o in a .
.1. lb, white, aged forty-eight, married. Admitted June 13: died June 15, 

190"). The patient entered complaining of uterine hemorrhage. Her menses
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began at sixteen, and were regular, usually lasting three days. She has been 
married twenty-live years, has had two children (twins), but no miscarriages. 
Following the labor she had a severe attack of puerperal sepsis, the fever lasting 
for three weeks. Her last menstrual period was three weeks ago, and since then 
she has had a slight but constant bleeding, although not severe enough to cause 
any marked symptoms. She is well nourished. The abdomen is rounded and 
symmetric. On vaginal examination a free hemorrhagic discharge is noted. 
The cervix is high up, pointing posteriorly. In front of the cervix, and between 
it and the symphysis, is a large, rounded mass, reaching half-way to the um­
bilicus. This appears to be fluctuating, and is apparently continuous with a 
hard mass posteriorly, and resting more or less on the sacral promontory.

Operation, l’anhystereetomy. It was found necessary to do a bisection on 
account of adhesions. Moth the bladder and rectum were injured and were im­
mediately repaired. Two pelvic drains were introduced, and also a retention 
catheter. The pulse was thready and weak throughout the entire operation, 
being hardly perceptible when the operation was started. The bladder anteriorly 
had been carried well up above the symphysis by adhesions, and posteriorly 
there were many adhesions to the bowel, some of which were very dense. The 
patient on her return to the ward was much collapsed, notwithstanding the 
rapidity with which the operation was performed. Her pulse was 130. very 
weak and irregular, and the extremities were cold. In spite of stimulation she 
gradually grew worse, and died the same afternoon.

Path. No. 0032. The specimen consists of a bisected uterus with the lateral 
appendages. The whole mass measures 14 x 10 x 10 cm. The outer surface is 
everywhere rough and covered with adhesions. The uterus is more or less 
symmetrically enlarged, on account of the soft, fluctuant tumor which has 
developed in the posterior wall. The anterior wall is 3 cm. in thickness and of 
normal appearance. The uterine cavity is 10 cm. in length. The mucosa 
appears normal. On cross-section the myoma presents a somewhat edematous 
appearance. The lateral structures are adherent, but not much enlarged. The 
specimen is mutilated, making a more accurate description impossible. Macro- 
scopieallv, the diagnosis is interstitial myoma with adherent appendages. Scat­
tered throughout tlie walls of the uterus are several small myomata, but the 
main growth is exceedingly soft, and gradually blends with the surrounding 
muscle, being in no way so sharply circumscribed as an ordinary myoma.

Histologic Kxamination. The growth apparently arises from the muscle. 
All transition stages from muscle-fibers to those of a malignant type can be traced. 
The nuclei gradually become larger; they stain more deeply, and finally all evi­
dence of muscle structure disappears. In some places the arrangement is that 
of a myoma; in other places there is no definite arrangement. No cell division 
is evident. The blood-vessels are well formed. The diagnosis of sarcoma is 
certain.

This case demonstrates the danger in the routine adoption of bisection of
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the uterus. It is impossible to tell whether the sureoma is really due to a break­
ing-down of a myoma, hut the evidence is strongly in favor of it. At any rate, 
we have a sarcoma associated with a myoma.

Gyn. No. 8610. Path. No. 4823.
S a rc om a of t h e u t erus a p pa ren 11 y originating 

f r o m a m y o in a .
M. <!., white, aged thirty-nine, married. Admitted March 27; discharged 

April 23, 1901. Clinical diagnosis: Uterine myoma with sarcomatous degenera­
tion. The patient entered complaining of painful menstruation and constant 
backache. Her menses began at fourteen and were usually regular, lasting three 
or four days. In August, 1900, the patient had a slight bleeding after her 
regular |>eriod was over. In February, 1901, she had two periods, and for the 
last month the bleeding has been constant. The patient has been married 
seventeen years and had one child, sixteen years ago. She has had much 
pain in the lower abdomen for ten months, and backache for years. The abdo­
men is full, rounded, everywhere soft except in the hypogastric region, where 
there is considerable resistance on deep palpation. On vaginal examination the 
cervix is found low down, lying to the left side. Springing from the cervix and 
filling the superior strait is a smooth, hard, rounded mass, apparently extending 
two-thirds of the way to the umbilicus. This mass is somewhat fixed.

Operation. On opening the abdomen a purplish tumor mass was found 
choking the This resembled a cystic ovarian tumor, and was so firmly
wedged in the pelvis that it could not be pushed up. It was very adherent on the 
left to the pelvic brim, and also somewhat friable, suggesting malignancy. Bi­
sect ion was followed by very little hemorrhage. The cervix was split for drainage, 
as there was considerable persistent oozing. For the first day after o|H*ration the 
patient had considerable (sizing from the vagina. She gained rapidly and was 
discharged in good condition.

Path. No. 4K23. The s|srimen consists of a large uterus with the tubes and 
ovaries attached. The portion of the uterus present measures 12 x 14 cm. 
Occupying the anterior jsirtion of the cavity is a nodular growth. The nodules 
vary from 0.5 to 3.5 cm. in diameter. At first sight they apjiear to be cystic, 
but on careful examination the majority are found to be solid. The smaller are 
smooth, and on palpation are found to lie soft. The larger ones present a mottled 
np|Kiaranee, being pink, dark red, or red in color, as a result of the ap|>enranee of 
the blood-vessels, which at certain points vary considerably in number. The 
larger nodules are very soft, and here and there appear to be cystic. On section, 
the growth occupying the anterior wall seems to consist of one diffuse mass. In 
the central portion it resembles myomatous tissue, and numerous strands of 
tissue can be seen running in all directions. In over one-half of the s|iecimen, 
particularly in the outlying |xniions, a very homogeneous ap|>ennmce is present. 
These areas are very translucent, and stand out in sharp contrast to what a|>-
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pears to he myomatous tissue. It is this homogeneous and translucent growth 
that forms the bosses or nodules on the surface.

Right side: The tube is 7 cm. long and has a patent fimbriated extremity. 
The ovary is apparently intact. The utero-ovarian ligament contains a sub- 
peritoneal nodule, 1.5 cm. in diameter. This, on section, is perfectly white in 
color and homogeneous in structure. The ovary measures 3 x 2 x 2 cm.; it is 
covered with delicate adhesions, and contains a dilated corpus luteum. Between 
the tube and ovary is a lobulatcd mass. 2 cm. in length, 1.5 cm. in breadth, and 
approximately 1 cm. in thickness. On section, it is found to be made up of 
distinct foci of a homogeneous growth. They are without doubt extensions 
from the uterine growth.

Left side: The tube is 7 cm. in length, and is small throughout its course. 
At its proximal end, for a distance of 2 cm., it is represented by a flattened band.
1 cm. in thickness. The fimbriated extremity is free, but at several points are 
milky-white areas in the folds of the fimbria*, and on palpation small nodules can 
be felt. The nodular growth has evidently involved the fimbria* of the tube. 
The tube measures 4.5 x 4 x 2 cm. It is covered with a few adhesions. Be­
tween the tube and ovary is a nodule S mm. in diameter. This is sharply cir­
cumscribed, pearly white, and translucent, being evidently secondary to the old 
growth. Between the end of the tube and the ovary is a smaller nodule, 7 mm. 
in diameter.

Histologic examination shows that the growth is a sarcoma, and there ap­
pears to be a transition between the muscle-fibers and the sarcoma. It is im­
possible to determine with certainty whether it was primary sarcoma of the 
uterus or whether it was secondary to the myoma.

Gyn. No. 11944. Path. No. 8350.
L a r g e interstitial a n d partial! y sub m u c o u s m y o m a . 

M a r k e d h y aline t r a n s f o r m a t i o n , with liquefaction, 
and undergoing sarcomatous transformation. N o r - 
in a I t u h e a n d o v a r y .

R. A., white, aged forty-six, married. Admitted March 7: discharged 
March 21), 1!M)5. The patient complains of an abdominal tumor. She has had 
two children and no miscarriages. The oldest child is thirteen, the youngest, ten. 
File menses began at sixteen, and at first were regular and normal in amount. 
Since the birth of the last child, ten years ago, the flow has been excessive, lasting 
as long as eight or nine days, until two years ago: since that time it has been very 
scant, and the periods have been irregular. At times she has had no flow for 
four or five months. The last period was two months ago. This one was so ex­
cessive that the uterus had to be packed. The doctor at the time tin* child was 
born, ten years ago, noticed a tumor, and thought at first that it was a second 
child. This tumor increased in size, and six years later she was treated with 
electricity and the tumor apparently became smaller. Since the hemorrhage two
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months ago the patient has remained in lied on aeeount of weakness. The left 
leg began to swell. There was difficult and painful urination.

The abdomen was distended to the size belonging to a full-term pregnancy. 
The tumor was rather soft in consistence. It rose to the costal border. The 
uterine vessels were very large, some of them reaching 1 cm. in diameter. The 
uterus was amputated through the cervix. The patient stood the o|)crution well. 
She made an excellent recovery, and was discharged March 29, 1905.

Path. No. mi. The specimen consists of a greatly enlarged uterus, which 
has been amputated through the cervix. It is25cm. in length, 17 cm. in breadth, 
and Hi cm. in its anteroposterior diameter. It is perfivtly smooth and glistening. 
The great increase in size of the uterus is due to the presence of a myoma. 20 cm. 
in its greatest diameter. This myoma on section is edematous, and here and there 
shows a certain amount of breaking down, presenting a typical picture of a myoma 
undergoing diffuse hyaline degeneration with moderate liquefaction. At one 
point is an irregular cystic space, 3 x 2 cm. Its walls are rather ragged, and the 
appearance suggests a breaking down of myomatous tissue. At several points are 
little whitish nodules, ratherhard. Such areas have undergone calcification. The 
uterine cavity is 15 cm. in length. The mucosa is smooth and glistening,but 
exceedingly thin.

(hi histologic examination the mucosa of the body of the uterus is intact. 
The surface epithelium is perfectly preserved. The glands are normal. The 
mucosa is exceedingly thin. The stroma is normal. The veins in the mucosa are 
here and there much dilated. The muscle immediately beneath the mucosa is 
normal. Then, as we pass directly to the myoma, a marked change is noted. 
The muscle has a wild ap|>earance, and under the low jxiwer the nuclei are en­
larged and stain deeply. These deeply staining nuclei sometimes are isolated: 
in other places there are rows of three or four. The nuclei also occur in bunches 
of four or five, presenting a niulberry-sha|>ed a p| tea ranee. These nuclei are 
three or four times the normal size, and stain deeply. Nearly the entire central 
portion of the myoma has undergone complete hyaline transformation, and there 
is also liquefaction, partial or c< ‘ *to. In places where the muscle-bundles are 
intact one also notes an irregularity in the size of the nuclei, many of which are 
Incoming larger. Far out in the hyaline tissue the muscle-bundles here and 
there are still preserved. Some of these present the usual appearance; others 
show an increase in size of the nuclei, and augmentation in amount of chromatin, 
together with deep staining. At one point in the hyaline tissue one sees an ex­
quisite picture, a few muscle-fibers being preserved around an artery. The lumen 
of the artery is still intact, and a few of the muscle-fibers present the normal 
appearance, but those a short distance away show marked activity. Sections 
were cut from various areas corres|M>nding to over half the surface of a longitudinal 
section of the myoma. The same picture is noted in nearly all of them. Sections 
through other | Mictions of the myoma show absolute hyaline transformation.

We have here an interstitial and partially submucous myoma, which has

3
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undergone almost complete hyaline transformation. The myoma, at its junc­
tion with the normal muscle, has undergone sarcomatous transformation. The 
islands of myomatous tissue that have been preserved in the hyaline areas also 
show similar changes. There is not the slightest doubt that the sarcoma is 
developing from a myoma. This is another example of the predisposition of 
myomata that have undergone marked hyaline changes and liquefaction to 
become sarcomatous.

Gyn. No. 1558. Autopsy No. 353.
Multiple uterine myomata with marked sarcomat­

ous implication of the abdominal viscera and 
I y m p h - g I a n d s .

In this case the uterus was enormously enlarged, and possibly bore a causal 
relation to the wide distribution of sarcomatous nodules. Being in no pisition, 
however, to prove this, we have placed the case in a class by itself.

M. It., colored, aged thirty-eight, married. Admitted September 1(1: died 
October 1. 1SÎ12. The patient has never been pregnant. Her menses com­
menced at fourteen and were regular, the flow lasting from five to six days, and 
accompanied by cramp-like pains. The flow has been very profuse and abun­
dant. In IS!»! her friends noticed that her abdomen was larger than usual, 
but the increase in size hail been painless. She has lost in weight since March of 
this year, and is very short of breath. The abdomen is distended from the 
symphysis to the xiphoid, and from flank to flank. It is globular in shape. There 
i< an umbilical hernia, d.f> x d.~> cm.: through the hernial opening hard nodular 
masses can lie felt, and the lower ribs are lifted up.

The patient was not operated upon, but sank rapidly during the two or three 
days preceding her death, suffering but little from pain, but markedly from 
dyspnea. The temperature for the first two weeks varied between normal and 
100.7° F. for two days prior to her death, later between 0">° and 00.1° F.

Autopsy X o . :t ô. A n a t o in i e diagnosis: Multiple uter­
ine myomata: myoma in vaginal wall: compression 
of the i I i a e veins: s a r c o in a of t h e peri p a 11 c r c a t i c an d 
m e s enteric 1 y in p h - g 1 a 11 d s . S e c o 11 d a r y s a r c o in a o f t h e 
p e r i t o n e u m , o m e 111 u m , ni e s e liter y , i n t e s t i n e, st oui a c h , 
liver, p leur a*, a 11 d lungs.

Peritoneal cavity: Several hundred cubic centimeters of yellow fluid were 
present. When the abdomen was opened, a large mass was found occupying 
the entire pelvis and reaching to the umbilicus. It was nodular, hard, and had a 
sulcus eorres|MHiding to the median line. Smaller nodules were distributed over 
the surface of the tumor. The parietal peritoneum was studded with nodules 
varying from I to (» mm. or more in size. Some of them were coalescing. Sim­
ilar nodules were present on the intestines and the mesentery. The omentum 
was greatly distorted and thickened, and extended to the lower border of the 
umbilicus. It was studded with similar nodules, grayish white in color. The
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smaller ones were somewhat translucent. The omental vessels everywhere were 
dilated and showed extravasations. The liver was adherent to the intestine 
and to the abdominal wall in the median line, and extended K cm. below the 
ensiform cartilage. The whole of the small intestine was located in the right 
hypogastric region, and coagulated serum was present between the intestinal 
loops. In the left hypogastric region was a large firm mass, adherent to the 
adjacent structures.

The spleen was adherent and high up. At the site of the left kidney was a 
large firm nodular mass. The lungs were not adherent, but nodules could be 
felt beneath the pleura*. The uterus was enormously and symmetrically en­
larged. The left side was more prominent than the right. The peritoneal 
surfaces were studded with nodules, similar to those above mentioned. Large 
confluent nodular masses covered the floor and sides of the cul-de-sac. On the 
right side and anterior to the uterus was a globular mass, about the size of an 
orange, markedly constricted at its point of attachment. On section, it was 
dense and presented the usual myomatous picture. Above and to the right of 
it a second and similar tumor, the size of a walnut, was present. On the left, 
over the posterior surface, were some six or eight other subperitoneal nodules 
the smaller ones measuring about a centimeter, the larger the size of a walnut. 
On section, the walls of the uterus, which was greatly hypertrophied, were found 
to contain numerous myomata of various sizes. Submucous myomata were 
also present.

Vaginal myoma: In the posterior wall of the vagina, embedded in loose tissue 
and not adherent to the wall, was a myoma, 4x2 cm. This tumor was shelled 
out without difficulty.

Mesenteric tumor: A tumor, weighing 2NH) gm. and measuring 2.4 x 9 x 14 
cm., occupied the left upper abdominal <|iiadrant and was pressing down upon 
the left kidney. It was separated from the surrounding structures with difficulty. 
It appeared to be retroperitoneal. It was firmly attached behind, and sprang 
apparently from glands about the pancreas. It was encased in a thin capsule, 
from which it could be stripped. It was irregularly nodular, and on its outer 
surface were grayish trabecula*. On section, it appeared homogeneous, ex­
cepting where large areas of coagulation necrosis and hemorrhage wore present. 
Firmly adherent to the upper surface of this tumor was a second one, measuring 
22 x 12.5 x 10 cm., and weighing 12(H) gin. It presented an appearance similar 
to that of the tumor described.

Métastases were found in the walls of the stomach and intestines, in the 
liver, pleura*, lungs, and mesentery.

Histologic examination showed that the retroperitoneal growth was a sarcoma. 
There is no mention as to the " origin of this retroperitoneal growth. On
microscopic examination of the uterus it looked very much as if we had two in­
dependent processes, a retroperitoneal sarcoma and numerous subperitoneal, 
interstitial, and submucous uterine myomata.

9826
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Myomata Presenting Gross or Histologic Appearances Suggestive of Sarcomatous 
Degeneration.

In th<* fun-going pages we have dealt with myomata showing undoubted 
sarcomatous changes. We will now review several eases in which the myomata 
show alterations somewhat suggestive of sarcomata, changes, however, that are 
not sufficiently conclusive to warrant a |K>sitivc diagnosis of malignancy. Some­
times the gross appearance of the myoma suggests a sarcomatous change, but in 
the majority of these the growth will present the typical myomatous picture, and 
only on careful histologic study will any evidence of sarcoma lie found.

Sometimes it is particularly difficult to determine whether a given si>ccimcn 
really shows sarcomatous changes or not. We have had seventeen cases in which 
the growth, either in the gross or microscopically, presented alterations that 
strongly suggested a malignant condition, but in which the changes were not 
sufficiently marked to enable us to say with certainty that they were sarcomatous. 
These border-line cases are of especial interest to the pathologist, and we ac­
cordingly give the salient features in each case.

For convenience these cases can be divided into two groups:
(11 Those showing gross appearances strongly suspicious of sarcoma.
(2) Those in which the histologic picture is suggestive of sarcoma.
Of course, some of the cases show both gross and histologic changes strongly 

indicative of malignancy.

Cases in which the Gross Appearances of the Tumor Suggested Sarcoma.
The myoma in Case 127SS, although small, was markedly lobulated, pre­

sented a mottled ap|M*arance, and might have been readily mistaken for sarcoma. 
As soon as it was touched, however, all doubt was dispelled, as the* character­
istic density of myomatous tissue was everywhere in evidence.

In Case S477 a nodule, 2 cm. in diameter, projecting from a large myoma, 
was so soft that sarcoma was at once suspected. So firmly convinced was the 
operator that he was dealing with a sarcoma that a complete hysterectomy was 
performed.

In Case 12K04 the tumor at operation was found to be very soft : moreover, 
it bled easily and felt like sarcoma. This softening was due chiefly to cystic and 
hyaline changes. In certain areas the capillaries were so abundant, and their 
endothelium had so proliferated, that the tissue was divided up into myriads of 
alveoli, at first glance strongly suggesting a malignant growth.

In Fig. 1 ô(i (p. 2d,si we have a large suhperitoneal myoma springing from the 
posterior surface of the uterus, and attached to it by a broad jiedielo. One is 
instantly struck by the unusual appearance, the growth presenting a markedly lob­
ulated form, welling up, as it were, on all sides of the pedicle. Again, at r amid are 
represented clumps of small flat papillary outgrowths. From the pathologic 
re|Hirt we learn that the surface of the growth was very vascular. Thus far the
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growth hears a striking resemhlaiiee to a malignant growth, as only exceptionally 
do we find such a wclling-out of tissue on all sides; and, further, in henign myo­
mata such papillary masses as are seen at e and d are rarely ever noted. On 
section, tin- growth was found to lie in part solid, in part cystic. Its cut surface 
resembled that of a myoma. On histologie examination, in general it presented 
the appearance of a simple myoma, hut in places the cells were very abundant 
and closely packed together. Furthermore, a few nuclear figures were found. 
Both these findings suggest to a slight degree sarcoma, hut there was marked 
uniformity in the size of the nuclei. In this case, alt hough sarcomatous degenera­
tion cannot he |x>sitively excluded, the weight of evidence is in favor of a rapidly 
growing hut henign myoma. Fig. 157 (p. 241) represents half of a uterus which 
shows a diffuse myomatous thickening. At c we have a small, well-defined sub­
mucous myoma ; at d, two minute myomata, and at e a partially pedunculated 
submucous myoma. This pedunculated submucous nodule is the one of chief 
interest. The mucosa over it is everywhere intact. The nodule near its bast- 
shows remains of '.lie muscle-bundles, but in the upper portion and near the tip 
the tissue presents a homogeneous np|>eurunce, tdl trace of fibers having disap­
peared. This homogeneity, coupled with the softness of the growth, instantly 
arouses one’s suspicions of a malignant growth, and as the mucosa covering it is 
intact and somewhat atrophic, the most natural supposition is that the myoma 
is undergoing sarcomatous changes, which, however, are very early.

The histologic a pjs-a ranees of this submucous nodule, as seen in Fig. IAS 
i p. 242l and Fig. 159 (p. 243), are even more suggestive of sarcoma. In Fig. IAS 
the ap|K-arance of “unrest” is manifest. Here in places the cells are more 
closely packed; in another place one cell may contain two nuclei, while in the 
neighborhood may be a cell containing five or six nuclei. Some of the nuclei 
contain an increased amount of chromatin. In Figs. 1A9 and It’d the changes 
an- still more marked. Here we have ill-defined giant-cells and large, irregular, 
deeply staining nuclei, containing hyaline droplets. Polymorphonuclear leu­
kocytes and small round cells are also scattered throughout the field. In Fig. 
Hit), while tin- same changes are to be noted, very large ami irregular clumps of 
chromatin are seen lying in hyaline tissue. In this case both the gross and 
histologic pictures are very suggestive of sarcomatous degeneration of the myoma. 
If a malignant change is present, it is still in its infancy, as the growth is small, 
well defined, and has not pushed its way through the thin overlying layer of 
mucosa. We can readily understand how a sarcoma may develop in such a 
small myoma, and how, in the course of a few months, all trace of the original 
myomatous tissue may be obliterated.

Gyn. No. 9118. Path. No. 5274.
A 1 a r g e in y o in a t o u s u t e r u s w i t h m y o m :i tous tissu e 

w e 11 i 11 g o u t f r o m the uterus, a 11 d presenting a pie t u r e 
macroscopically suggestive of sarcoma (Fig. 156).
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I!. S.. while, nurd forty-eight. Admitted October HI: discharged Novem­
ber S. I INI I. The patient complains of an abdominal tumor. The menses com­
menced at eleven and were regular: the Mow was scanty in amount. Since the 
onset of the present trouble the flow has lasted one week, but there has been no 
excessive bleeding. There has been a discharge with a very offensive odor.

Flo. I 'Hi. A lhrinn («howixii Si iii-i.himm u. M vim \ with Smu.i., I’xiti.i.» I.im. Oi ti.hiiWTH* Hi-hinüisu 
ihum it* Srnr*« K. ii uni. nice.)

I’nlli. X" "i-71. Tin- ulerii* i* n-lalivi-ly normal in *iz«\ an-l tin- t him I ovaries (iresenl tin* usual a|>|iear-
biim*. S|iringing from the fiiinlii" li> a hnmil | «slide. a, i* a vrr> large *ul>|M-riionenl myoma. Thi* In...... iu«ienil
of liring smooth an-1 glolmlar. well» up -m all -i.le- of ilia- (Mxlicle, la-aving here an-1 I here >leep défis where ftie 
eonneelive tissue lia* Keen |iarlit>ularly ilen-e. b i* a flatteneal myiiiiialaiii* n-i-lule lying mi Ilia* surfaee of tlie 
larga- growl h. AI - -I. an-1 a- are- ilalia-ni--l. |ia|>illa-like -mi growi li- of myomatous tissue-. A myoma presenting 
•ue-li a i-ii iura- is rara-ly sa-e-li.

The patient has been married twenty-eight years and has had two children. She 
first noticed a mass in the right side seven years ago. This has grown steadily 
larger and caused pain in the right side: otherwise she feels well. Hemoglobin. 
75 |ier cent.

<>|ieration. The jiediele attaching the tumor to the uterus was first cut. the 
tumor being then separated from the uterus. The tumor having been bisected.
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the left half was removed, ami later the right. This bisection was done on ac­
count of adhesions. The patient made a very satisfactory recovery.

Path. No. 5274. The tumor is oval in shape, and measures 22 x Hi x Hi cm. 
It was attached to the posterior part of the left side of the uterus. It was densely 
adherent to the rectum and to surrounding tissue. The tumor as a whole is 
bluish gray in color, and on first inspection reminds one of an ovarian cyst. 
It is irregularly lolnilated, and springing from the surface are numerous papilhe- 
like outgrowths. Their presence is explained by the fact that the tumor sub­
stance has grown too rapidly for the capsule, and hence lias welled out. produc­
ing these papillary masses (Fig. 156). They vary from the size of a |>ea to 4 cm. 
in diameter. The outer surface of the tumor is very vascular. On section, the 
portion nearest the pedicle has the appearance of a soft myoma. The remaining 
half has been converted into a thin-walled cyst. Traversing this cyst are numer­
ous trabecula1 stretching from side to side. The cyst contents are bloody in

Histologic Hxamination. The growth in general presents the appearance 
of a myoma. In many places, however, there is much hyaline degeneration. 
At other points the entire field is filled with muscle-cells lying in such close re­
lationship to one another as to give an indefinite suggestion of sarcoma. A few 
nuclear figures are here and there seen, but there is a marked uniformity in the 
size of the nuclei. The large, irregular, cyst-like spaces are due to a breaking- 
down of the tumor, as its walls have no epithelial lining, but are composed of 
hyaline tissue. There are also other smaller areas of liquefaction. The growth 
is a myoma undergoing hyaline degeneration. We do not think that there is 
any sarcomatous change, although the possibility cannot be excluded in view 
of the fact that nuclear figures are scattered throughout the myoma, a condition 
that is most unusual.

Subsequent history. November 24, HH)2: Dr. Alexander Hannah writes that 
the patient feels quite well better than she has been for twenty years, and is 
able to do all her own housework.

January, 1607: This patient is in excellent health five years and four months 
after operation.

Gyn. No. 12864. Path. No. 10311.
A v e r y I a r g e m u 11 i n o d u 1 a r m y o ni a t o u s u t e r u s w h i c h 

at operation was so soft and bled so freely that the 
e o n d i t i o n w as s t r o 11 g 1 y suggest i v e of s a r c <> m a .

M. B., colored, aged forty-four, married. Admitted April 21 : discharged 
May 2.4. 1900. Her menses commenced at thirteen, occurred every four weeks, 
and were usually rather profuse. The last period came on one month before 
admission. She has been married twenty-seven years, had one child twenty- 
six years ago, and no miscarriages. Swelling of the abdomen was first noticed 
fifteen years ago. The patient thought she was pregnant, but the menses did 
not cease, and there was no pain. The growth increased slowly, and seven
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years later her physician told her she had a myoma, Imt advised against opera­
tion. The swelling has steadily increased in size. For the past five months 
there has been pain in the lower hack, and hearing-down pains in the abdomen 
after exertion. For the last three months the tumor has grown quite rapidly, 
and the pain in the abdomen and hack has been severe at times. For the last 
four or five days she has had difficulty in micturition.

Operation. The omentum was densely adherent to the tumor. In lifting 
up the tumor it was found firmly adherent in the pelvis. It was very soft, bled 
easily, contained cystic areas, and was very suggestive of sarcoma. It was 
impossible to gel a satisfactory exposure, and in dissecting on the left side an 
opening was made into the bladder, which had been lifted high up ami pushed 
forward by a retrovesical nodule. After considerable difficulty the tumor was 
entirely removed. The patient was catheterized in all 5<X times. She made a 
very satisfactory recovery.

Path. No. KWll. The specimen consists of a large mult modular myomatous 
uterus, 2N \ 25 x 20 cm. The omentum is densely adherent to one of the large 
nodules. The myomata have undergone hyaline degeneration, and several 
contain areas of calcification along their edges. The uterine cavity is distorted, 
and the mucosa is scant in amount. The tubes and ovaries are normal save 
for a small cyst, (ix4 x I cm.

Histologic examination shows a myomatous uterus with definite hyaline 
areas. Along certain parts of the myoma the endothelium of the capillaries has 
proliferated to such an extent that the muscle-fibers are divided off into alveoli 
which one might very readily think belonged to a malignant growth.

San. No. 471. Path. No. 1815.
A submucous myoma presenting a homogeneous 

appearance and suggesting sarcoma ( Fig. 157). His­
tologic changes suggestive of sarcoma (Figs. 158, 159, 
Kill. Hill.

I). (’. white, aged forty-four, married. Admitted May 22; discharged 
•lime dO. IN97. Complaint, uterine hemorrhages. The patient has been married 
ten years, has had one child and no miscarriages. A year ago the periods be- 
eame prolonged, lasting eight days, and the flow was more profuse. The patient 
has lost a great deal of blood. ( fperation, May 25, 1897. Abdominal hyster­
ectomy. The highest postoperative temperature was 101°. The patient 
made a good recovery.

Path. No. 1815. The specimen comprises the uterus, tubes, and ovaries 
intact. The uterus measures II cm. in length, 8 cm. in breadth, and 5 cm. in 
its anteroposterior diameter (Fig. 157). Its peritoneal surface is smooth. The 
cervix presents a nodular appearance when viewed from below, but the mucosa 
lining the canal has minute prickles springing from its surface. The uterine 
cavity is 4.5 cm. in length. Its mucosa is very thin, but has a smooth, intact
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surface. The anterior uterine wall varies from 2 to .‘1 cm. in thickness, the pos­
terior from 2.5 to 4 cm. < leeupying the fundus and projecting into the uterine 
cavity are two myomata. < )ne is circular, 2.5 cm. in diameter, and presents the 
typical myomatous picture. The second nodule is somewhat pear-shaped, and

cc%StorrL

* c,

), •» /. ■

■ >

I i'.. IÔ7. Himw Myomatovh Tiih-kknixii ok tiik Fmitxt W u.i.. Diwhktk Si iimitoi s Myoma and a 
Si iiMi iiiVM Myoma Vrkmxtixi. ax Ai-i-karaxck Sv<mt>nvK m Sarcoma. > Nut. xise.)

1'nlli. No. ISlfl. The picture represents u Iniigiiinliiml section through the uterus. The uterine cavity, ns 
seen ul a, is -lightly enlarged. The nmupsa is somewhat atrophie. Xt a' the upper part of the uterine cavity 
i- -ceil, h is the diffusely thickened uterine wall. At e is a typical submucous myoma, d also indicates two 
similar, hut much smaller, nodules, e is a pedunculated submucous myoma. Near its base the strands of muscle 
are clearly in evidence, but toward the tip the tissue i- homogeneous and the fibrillation is lacking. This homo­
geneity is most unusual, and makes one instantly suspicious of a malignant change. For the histologic appear­
ance- sis- Figs. I.Vt, I.VI, 1DU, and It'd.

measures .*$ cm. in length and 2 cm. in breadth. It is pi ' d and projects
far doxvn into the uterine cavity. It bears some resemblance to a myoma, but 
the coarse striation is lacking and the tissue appears somewhat homogeneous. 
This nodule is covered with an intact mucosa, which is, however, not more than 
0.5 mm. in thickness. The tubes and ovaries are normal.

Mi

D++C
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Histologic» Kxaminntion. Sections I'mm the cervix show that I lie vaginal 
port ion is normal, and that the eylindric epithelium of the cervix, as well as 
that of the cervical glands, presents the usual appearance. The delicate out­
growths seen springing from the surface of the cervix are papillary masses of 
stroma covered by a layer of eylindric epithelium continuous with that of the 
mucosa proper. They are in no way suspicious. The mucosa of the body of the 
uterus has an intact surface epithelium. Its glands in a few places show hyper­
trophy. but, as a rule, are little altered. The stroma of the mucosa in the super­
ficial portion contains a few small round cells scattered between the stroma cells.

The pedunculated, submucous nodule springing from the fundus consists 
in part of typical myomatous tissue, which here and there has undergone 

complete hyaline degeneration. Along the 
margins of such hyaline areas there is fre­
quently a deposition of orange-yellow pig­
ment droplets, presumably the remains of 
old hemorrhages. In other portions of this 
small submucous myoma the tissue is rarefied 
or contains large areas of hemorrhage. At 
still other points all trace of the myomatous 
tissue is lost, and the nuclei, instead of being 
elongated, oval and regular in size, are 
plumper and vary greatly in diameter. Some 
of them contain round or oval translucent 
bodies, and nuclei five or six times the usual 
size, somewhat irregular in outline, and 
staining rather deeply. Again, four or five 
nuclei may form one clump, producing ill- 
defined giant-cells. Here and there is an 
irregular, very deeply staining nucleus. Such 
areas as the ones just described bear a striking 

resemblance to those seen in sarcoma, (liven such a picture alone, we would 
not hesitate to make a diagnosis of sarcoma. Having the gross specimen before 
us however, with its still well-defined outline, we hesitate to speak of it as a 
malignant growth. We an*, however, inclined to believe that there is a com­
met cing sarcomatous degeneration.

The histologic changes are well depicted in Figs. 1 ">S, lôt), KM), and Mil.
Subsequent History. The patient writes in MH)2, that is, about five years 

after operation: "The year immediately following the operation 1 was in fairly 
good condition, but at the expiration of that year I began to lose strength and 
flesh, and for three years was in a most horribly nervous condition, unable to 
sleep most of the time without trional, and suffering constantly from intestinal 
indigestion. I am seemingly better this fall than I have been at any time since 
the operation."

**
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* - *• - A.No'r, Xc-

I'm. 15n.~-St-titiKNTiov ok Sarcoma in a 
Smai.i. Sviimvcm » Myoma. (X 14,'i ilium.)

Path. No. IHI.Y The section is from tln> 
suspicious nihlute v in Kig. 107. On glancing 
ni I he iiii'iurv one is insiunily ini|imwed with 
the ii|i|ieariince of unrest, ami is niminilei| of 
surcoina. Ai a is a rell containing two nuclei; 
mi h is an aggregation of nuclei forming an 
ill-ilelineil giant-cell. Sea I tens I throughout 
the lielil are several ileeply staining nuclei. 
The tissue is freely intillratisl with small rounil 
cells.
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Gyn. No. 12788. Path. No. 9662.
Interstitial a n «1 s u I) 111 u <• <> u s u t cri n e ni y 0 ni ata. One 

U f the myoma tu on see t ion presents an appearance 
t li a t m i g h t r e a il i 1 y h e ni i s t a k e n f o r s a r c o ni a .

.1. I).. white, aged forty, married. Admitted March 21 : discharged April 20, 
IIKM». Her mother died at the age of fifty-two, supposedly from uterine myo­
mata, and two sisters were operated upon for myomata: both recovered. The 
patient at times has swelling of the feet and also shortness of breath. A year ago 
(dyn. No. 117(H)) she entered the hospital and was treated for cystitis. Her 
menses began at sixteen, were profuse, and lasted from six to seven days. There

Fin. IA0 Fui. lflO. Fin. wi.
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Si HHciov* Chi.i. Chamikm in a Smai.i. Si iimicuvm Myoma. (X ISO ilium.)

I'm. ISO. -I'ulli. No. ISIS. Tin* section in fmin the suspicion* «ubmucuu* myuiiiu u»i in Fig. IS7. a i* a 
'•null giant-cell. At li the nuclei of the iiuiscle-filier* «how » tendency hi vliiiii|iing; ni e are two large, irregular, 
«ml rather <lee|ily «laiiiing nuclei, Hii«|ilrinu* in cliarucier. There i« considerable «mull-niund-celled infiltration, 
a- indicated hy il.

Fm. WO. Path. Nu. IMIS. "I'hi« field i* from the nodule (e) in Fig. 157, and «how* hyaline degeneration, pro-
............ 1 »* <«>• The two large, irregular, and deeply staining nuclei at h are imwl *ugge*tive of a malignant
ehuiige. The niielei tend to font! dumps (c|. Scallereil tlmuigh nil the field are nutnerou* «mull round cell*.

Fm. WI. I’ii*li. No. ISIS. Thi* nection le al*'i from ihe *uh:nncou* iiikIuIo in Fig. IS7. a and b «how 
clumping of the nuclei, which cnrre*|MHid exactly in *i*e and *ha|ie with I hi we of the «umiunding muscle-tihera.
c i* a very large irregular and deeply «taining iiucleu*......nlaining two hyaline droplet* and very suggestive of a
commencing «arcomalouM change. The tissue «how* some amall-round-celled Infiltration.

never hits been any intermeiistrunl bleeding until four weeks ago. The patient 
has been married twenty-two years, but has never been pregnant. The present 
trouble began four weeks ago, when she had profuse bleeding, with severe pain 
in both sides and in the back. The bleeding was excessive, and large clots came 
away. She first noticed swelling of the abdomen one month ago, and thought 
that she was getting stout. Hemoglobin, 70 per cent.

0|K*ratioii. Ilysteromyomectomy with removal of adherent appendages. 
The patient made a satisfactory recovery. Her highest postoperative temper­
ature was 101.5° 1\, on the second day.

Path. No. 1)002. The specimen consists of the uterus amputated through the 
cervix. It is approximately 9 cm. in length, 8 cm. in breadth, and 7 cm. in its
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anteroposterior diameter. Posteriorly it is covered by a few adhesions. Sit­
uated in the fundus is a markedly lot minted myoma. 3 cm. in diameter. This, 
on section, has a mottled ap|>enranee, due to the presence of large and small 
bundles, and might very readily be mistaken for sarcoma. It proves, however, 
to be exceedingly hard. Occupying the posterior wall and projecting markedly 
into the cavity is a submucous myoma, .4.5 cm. in diameter. The uterine mucosa 
is very atrophic throughout the entire cavity. The right tube is covered with 
a few delicate adhesions. The ovary is exceedingly small. The left tube is 
thickened and has a patent fimbriated extremity. The ovary has apparently 
been slightly adherent.

Histologie Hxamillation. The endometrium is to a great extent devoid of 
an epithelial covering. The glands are few and far between. The stroma of the 
mucosa shows considerable small-round-cclled infiltration. There has evidently 
been a mild grade of endometritis. Over the submucous myoma the mucosa has 
almost entirely disappeared, and we have a zone of marked small-round-celled 
infiltration.

The gross ap|Hiaranee in this case was at first very suggestive of sarcoma. 
From a clinical standpoint the case is particularly interesting, as the patient's 
mother presumably died of myoma and as the patient's two sisters were operated 
upon for uterine myomata.

Gyn. No. 8477. Path. No. 4672.
P a n h y s t erect o m y i n s t e a d o f s u p r a v a g i n a 1 hyster­

ectomy on account of a suspicious subperitoncal 
m y o m a .

K. I... white, aged forty-nine. Admitted January 20; discharged February 
21. 1001. Complaint, soreness and sharp pain in the lower abdomen. Her 
menses began at fourteen and were perfectly regular. The menopause occurred 
thirteen months ago. She has had no hemorrhage since then. She has been 
married thirty-one years, has had eight children and two miscarriages. Two 
weeks ago the patient was suddenly taken with pain and burning in the bladder 
region, and for a short time had marked frequency of urination accompanied by 
much pain. After seventy-two hours the dysuria practically disappeared, and 
the day following the patient had some soreness in the upper right side. Her 
temperature at this time rose to 101.5° F.

Operation. Hysteromyomectomy jierfornied in the usual manner; the 
perineum was also repaired. An abdominal incision having been made and the 
uterus brought up, a conical subjwritoneal myoma was felt. On the tip of this 
myoma, which was the size of an orange, was a rounded projection 2 cm. in 
diameter, and softer in consistence than the myoma. This apparently was a 
small sarcoma, and on this account complete hysterectomy was performed. 
The patient made an uninterrupted recovery.

Path. No. 4072. The specimen consists of the uterus. From the posterior
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surface a myoma has dcvclo|>c(l. The uterus measures fi x 7 x 4 cm., and is of 
the normal consistence. Developing from the upper posterior wall of the fundus 
is a tumor fi x fi. It is soft and almost fluctuating. It is covered with smooth 
peritoneum. The cut surface is succulent and resembles a soft myoma. The 
uterine cavity is 4 cm. in length and 4 cm. in breadth at the fundus. The mucosa 
is smooth and normal in appearance. In the median line of the fundus is a 
sessile polyp measuring f> by 10 mm. The uterine wall is everywhere thicker 
than normal, averaging 2.5 cm.

In this case it is readily seen that, although the appearance at operation was 
very suggestive, the tumor oil section bore no resemblance whatever to sarcoma.

Myomata Macroscopically Presenting the Usual Appearance, but Histologi­
cally Containing Areas Suggestive of Sarcomatous Degeneration.

The literature contains very little on this subject, but we are certain that if 
a systematic examination of all myomata were made early, sarcomatous changes 
or at least suspicious pictures would occasionally be detected. In the course of 
our investigation at least twelve tumors, which macroscopically presented little 
of interest, on histologic examination yielded pictures more or less suggestive 
of sarcoma. In Case 3113, although the myoma as a whole showed little that 
was unusual, nevertheless at several points the muscle nuclei were very large 
and contained correspondingly large oval or almost round nuclei (Fig. Ifi2, 
p. 248).

The cell alterations in Case 321)0 are very instructive. A lobulated suIh 

mucous myoma had been removed, and on histologic study at the junction of 
two lobulations marked cell changes were noted. At this point some of the 
nuclei were normal in size: others were four to five times the usual size, and 
stained deeply. Some nuclei appeared as long threads, being three or four 
times the normal length, and others cells contained three or four nuclei bunched 
together. Such a field is strongly suggestive of sarcoma. A rather odd co­
incidence in this case is the fact that, more than five years later, the uterus was 
removed on account of an adenocarcinoma which had meanwhile developed just 
above* the internal os.

Case 34fil is also a good example of changes strongly suggestive of early 
sarcoma in the myoma. The tumor was composed of non-striped muscle-fibers 
which were markedly separated from one another, the entire tissue appearing to 
be edematous. Many of the muscle-libel's were normal, but numerous unusual 
pictures were seen. Here and there were spindle-shaped cells at least five times 
the usual length and four times the breadth. These contained five or six oval 
nuclei, which stained more deeply than those in the vicinity. In other places 
four or five nuclei were joined end to end. The picture instantly suggests sar­
comatous transformation of muscle-fibers. Such cell changes were found 
sparsely scattered throughout the tumor, but were most abundant near the 
peritoneal surface.
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In Sail. No. 577 we have another instructive example of suspicious coll changes 
in myomata. The myoma was situated in tin* posterior uterine wall and was 
edematous. Macroscopicallv, there was not the faintest suspicion of a malignant 
change. A reference to the pathologic report shows that the solid portions of 
tin* tumor presented a typical myomatous picture. Occasionally, however, the 
muscle nucleus was irregular in outline, stained somewhat deeply, and was five 
or six times the usual size. At other points the muscle-fibers had nuclei varying 
markedly in diameter. ()n careful study of such fields the following were noted: 
some of the nuclei were small, oval, and vesicular; others wen* twice the normal 
dimensions, while quite a number were four or five times larger than normal and 
had irregular outlines. All gradations between those of normal size and the 
larger ones were demonstrable. Occasionally large masses of protoplasm stain­
ing deeply with eosin and containing four or five large nuclei bunched in their 
centers were noted. Such cells are depicted in Figs. Kid (p. 250) and 1(‘>5 
(p. 252). At other points long fusiform masses of protoplasm, fully twelve times 
the length of normal muscle-libel's, were demonstrable, and some of these con­
tained two or three enlarged nuclei bunched in their centers. One of these large 
fusiform cells is seen in Fig. 104 (p. 251), extending almost the entire length of 
the field. In sections from the softened areas of the myoma all trace of the 
myomatous arrangement had entirely disappeared. The tissue was rarefied, 
and many giant-cells were found. Nowhere, however, were nuclear figures 
demonstrable, nor was there much excess of chromatin. In this case the entire 
histologic picture was most suggestive of sarcoma.

The histologic picture seen in Fig. Hi(i (p. 258) represents a large giant-cell 
containing many small nuclei scattered regularly throughout it. This was tin- 
only unusual cell found in the myoma. Fig. 107 (p. 258) is from Case 5490, in 
which the patient suffered from “recurrent fibroids." These submucous myo­
mata were, for the most part, necrotic: in many places no cell elements remained, 
but at other points were fragments of nuclei and much small-mund-eelled and 
|M»lymorphonuclear infiltration. In the figure we see two very large muscle- 
fibers with correspondingly large and irregular nuclei. As noted in the history, 
this patient is now perfectly well. In some cases in which the myoma is under­
going necrosis much inflammatory reaction has taken place1. We occasionally 
encounter rather large and deeply staining nuclei, as seen in Fig. ION (p. 25f>). 
They suggest slightly a malignant change, but are evidently degenerative phe­
nomena. While in nearly all these cases evidences of sarcoma were prominent, 
in none of them were we justified in making a |x>sitive diagnosis of malignancy. 
As is well known, early carcinomata may often be recognized by commencing 
changes in the epithelial elements, but tin* benign alterations in connective- 
tissue growths are so manifold and frequently resemble to so remarkable a degree 
malignant growths that one is often at a loss to determine whether a given case 
is benign or malignant, and must await the subsequent clinical history of the 
ease or be able to detect métastases before saying that the tumor is really sar-
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eonmtous. <)n the other hand, the growth may appear benign in character, and 
yet the clinical history may show that it is malignant. This is especially true of 
some spindle-celled sarcomata.

Gyn. No. 3113. Path. No. 487.
Interstitial uterine m y o m a t a with cell chang e s 

s o m e w hat suggeativ e of a a r c o m a (Fig. 162). V e r y 
early c a rein o m a o f t h e body of t h e u t e r u s (Fig. 
IS 4, p. 295).

A. V. (1., white, aged fifty-two, married. Admitted October Hi: dis­
charged December <i, 1S94. The abdominal veins were greatly distended.

( tperation, October 24th. Hysteroinyomcctomy. There was excessive vas­
cularity of the uterus and of the tumors, and extensive subjieritoneal myomatous 
development. The bladder was high up in the abdomen. During removal of 
the tumor a | Million of the bladder wall was accidentally removed. The ureters 
were catheterized. After removal of the uterus the bladder was sewed up 
with interrupted sutures. The patient made an uninterrupted recovery.

Path. No. 4N7. The s|M*cimen consists of a large globular tumor, in the 
upper part of which the uterus is situated. Both tubes and ovaries are intact. 
The tumor is approximately circular, 25 cm. in diameter. On its lower and 
anterior surface are five ill-defined bosses, the largest of which measures S x 5 x 5.5 
cm. The tumor is whitish red in color, smooth and glistening, and covered with 
peritoneum. The under cut surface presents a denuded area, 25 x 15 cm. On 
the anterior surface of the tumor is a piece of bladder mucosa, <i x 5 cm. The 
tumor on pressure is firm but yielding, and gives a faint sensation of fluctuation.
( hi section it is whitish in color and presents a finely striated appearance. Scat­
tered throughout the tumor are sinuses, the largest of which is 1.2 cm. in diam­
eter. They are simKith-walled and communiente with one another. They 
contain a serous-like fluid. Some, however, are filled with dark-red blood. 
Most of these sinuses appear to Ik- lymphatic in origin.

On section, it is found that the entire tumor mass springs from the posterior 
uterine wall. It is interstitial, having an outer covering of muscle, averaging 
2 mm. in thickness. The |M>sterior uterine wall is also filled with sinuses smaller 
than those found in the tumor.

Histologic Examination. —The glands of the cervix in places are dilated. 
The uterine mucosa is very atrophic. The surface epithelium is intact. The 
glands are few in number, and are small and circular on cross-section. The 
stroma of tin* mucosa shows considerable lymphoid infiltration, and non-striped 
muscle-fibers are seen passing up into the stroma of the mucosa nearly as far as 
the uterine cavity. Springing from the mucosa are three polypi, one situated 
near the internal os and having a broad base; the second is 1.5 cm. from the 
fundus and pcdunculattxl; a third is situated at the fundus. These are
covered with cylindric epithelium, have numerous glands scattered throughout7
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thrill, some o! which arc dilated, others empty. Some of the glands contain 
polymorphonuclear leukocytes and desquamated epithelium, blood, or hyaline 
easts. At one point is a very early carcinoma (Fig. 184, p. 295).

The uterine muscle just beneath the mucosa appears to be perfectly normal. 
In other places it contains numerous small empty spaces, some of which have an 
endothelial lining. These are probably lymph-spaces. The large tumor sit­
uated in the (mstcrinr wall is composed of lion-striped muscle-fibers which show 
diffuse hyaline degeneration. In some places this degeneration is so marked 
that the muscle-bundles appear as small cells in hyaline material. There 

are many recent hemorrhages which are chiefly 
found in hyaline areas. In some places the tumor 
is edematous. In no place can polymorphonuclear 
leukocytes be detected. The blood-vessels of the 
tumor are moderate in number, the veins pre­
dominating. Scattered everywhere throughout the 
tumor are large and small empty spaces, some with, 
others without, an endothelial lining. As the blood 
in the arteries and veins has been well preserved 
in Miiller's fluid, and since these spaces are com­
paratively free from blood, we are inclined to 
believe that they are lymph-channels. Passing 
across some of the smaller spaces are delicate capil­
laries, just large enough to admit the passage of 
one red blood-corpuscle at a time. In one of the 
large arteries a hyaline thrombus is seen. The tubes 
and ovaries are normal.

The chief interest in the case centers in the pres­
ence of some very large cells containing equally large 
oval or almost round vesicular nuclei (Fig. 162). 
These suggest to a slight degree commencing sar­
comatous transformation, but are by no means 
conclusive.

After the operation the patient did perfectly well, but she could not retain 
her water long without some pain.

I

SlMI'l.k INTKRHTI
tiai. Myoma, t X 450ilium.i 
I’ulli. \<i. 4*7. » represents 

the average nine of the nuclei of 
I he muscle-filier*. At h are two 
nuclei, approximately spheric ami 
much eitlargwI. Their chromatin 
is, however, only slightly in 
creased. AI Hive ami lielow t he 
center many of the nuclei tcml 
to overlap one another ami to 
arrange themselves in rows, c 
indicate' some small■ nimul-celleiI 
infiltration. After delecting tin- 
large nuclei tin further sections 
should lie examined to see if more 
definite signs of sarcoma are pres 
eut. I mm these nuclei alone we 
would not I»- warranted in saying 
that the growth was malignant.

Gyn. No. 3295. Path. Nos. 582 and 3948.
Submucous myoma showing cell changes very sug­

gest i v e of sarcoma. Five years later complete hys- 
t e r e c t o m y f o r a n a d e n o c a r c i n o m a a p p a r e n t 1 y orig­
inating in tin* body of the uterus.

H. H., white, aged forty-five, married. Admitted January 24; discharged 
February 23, 1895. She has been married twenty-three years, but has had no 
children and no miscarriages. Kighteen years ago, when suffering from uterine
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hemorrhages, the patient was told that she had a tumor, and eight years ago 
noticed what seemed to lie a tumor protruding from the vulva. She was re­
lieved somewhat by wearing a pessary. For the past two years, at intervals 
of a few days to two weeks, she has had a hemorrhage from the vagina, usually 
appearing as large dark clots.

Operation, January .'30, 1N95. Vaginal myomectomy. The patient made a 
sat isfaetory recovery.

Path. No. 582. The specimen consists of an irregular and globular mass, 
10 cm. in diameter. This is coarsely lolmlated, pinkish in color, and covered 
with numerous adhesions. At one extremity is a raw surface, 0.5 x 5 cm. This 
corresponds to the pedicle. The tumor is firm and non-yielding; on section it 
is whitish pink in color, and consists of concentrically arranged stria*.

Histologic Examinât ion.—The outer surface of the tumor is covered with 
several layers of cells, from nearly all of which the nuclei have disappeared. 
There is no evidence of mucosa. The tumor is composed of lion-striped muscle- 
fibers cut both longitudinally and transversely, and tin* tissue shows much 
hyaline degeneration. These degenerated areas are scattered irregularly through­
out the muscle, and in such places a few isolated muscle-fibers are still visible. 
The tissue just beneath the outer surface has a rich blood-supply. At one point, 
where one lobulation joins another, the muscle-cells are markedly altered. 
Some of their nuclei are normal in size, others are four times as large as usual and 
stain deeply. Some of the nuclei appear as long threads, three times the normal 
length, and other cells contain three or four nuclei bunched together. The 
picture is a very unusual one and. were only such a field in question, one might 
be warranted in making a diagnosis of sarcoma. But the gross ap|H*arance of 
this area is identical with that of an ordinary myoma, and, as seen from the 
description, the surrounding muscle-fibers are of the type so constant in myoma. 
It is possible that there is a commencing sarcomatous degeneration, but if so, 
it is in an exceedingly early stage.

Path. No. 3948. The s|H*eimen consists of the entire uterus. The upper 
part of the cervix and lower part of the body are involved in a cancerous growth 
which, on histologic examination, proved to be an adenocarcinoma. There is 
also a small interstitial myoma.

In October, 1902, the patient returned with an inoperable recurrence in the

This case is particularly interesting on account of the changes that took place 
in the submucous myoma, and from the fact that five years later carcinoma de­
veloped. The coincidence of these two is certainly an accidental occurrence, 
the one appearing independently of the other.

San. No. 577. Path. No. 2402.
An edematous s u b pe r i t o n ea I myoma presenting 

hist o logic c h a n g e s s t r o n g 1 y suggestive of sa r c o m a 
(Figs. 163, 164, 165).
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B. K., white, aged fifty, single. Admitted March 15; discharged April 19, 
1S9S. Complaint, a constant flow for the last three months.

Operation. March 17, 1N9X. Hysterectomy. The patient made a satisfac­
tory recovery.

Path. No. 240*2. The specimen consists of an enlarged uterus which has 
been converted into a globular tumor, 12x11x11 cm. Its surface is free from 
adhesions. The increase in size of the uterus is due to the presence of a tumor 
that occupies its posterior wall. The anterior wall is of the normal thickness. 
The uterine cavity is 5.5 cm. long and 3 cm. broad at the fundus. The mucous 
membrane has an undulating surface. The tumor occupying the posterior wall

is approximately It) cm. in din-
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meter. At some points it presents 
a typical myomatous ap|H-aranee, 
but in many places between 
muscle-bundles are less dense areas, 
presenting a homogeneous surface 
and entirely devoid of a myomat­
ous arrangement. These closely 
resemble edematous areas. Here 
and there are small irregular empty 
spaces, so often seen where a 
myoma is breaking down. The 
most prominent jiortiun of the 
s|M‘cimen contains an irregular 
hemorrhagic area, 4 cm. in dia­
meter. This has in part broken 
down, and clinging to the walls of 
the cavity are small blood-vessels. 
There is a second area of hemor­
rhage, but here no dissolution has 
taken place. In the neighborhood 
of the uterus the tumor has a 

covering of muscle varying from I to S mm. in thickness. But at the |M>int 
most distant from the organ the growth is practically devoid of muscular 
covering, and the fibers of the tumor are clearly visible. From the foregoing 
description it will be seen that the tumor appears to be an ordinary myoma 
in which some degeneration has taken place. The gross apjiearance in no way 
suggests a malignant process.

Histologic Kxamiuation. The uterine cavity appears to be normal. Sections 
from the solid |Million of the tumor in many places yield typical myomatous 
tissue. Occasionally, however, we find a nucleus five or six times the usual 
size, irregular in shape, and staining fairly deeply. This tissue also contains 
small round cells, freely intersjwrsed between muscle-bundles, but apparently

s- a\ Kpkmatoi» Myoma.

I'alh. No. -NOV. a represents I lie average size of a 
nitisele nueleiis; li is a slia-le larger ami stains a little more 
intensely; e shows |initial «iiImüvision; <|, i|\ i|*. cl'", ami 
il”" depict various stages in the development of giant-cells. 
Note that all of the nuclei of the giant-cells, although in 
creases I in size, show little or no increase in chromatin. The 
tissue is sparsely inliltralisl with small mum I cells, as 
imlieatecl by e. This held, while slightly suggestive of sar 
coma, is almost test ipiicl to make one very suspicious.
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no jmlymorplmnuclcar leukocytes. At other points the muscle-fibers have 
nuclei varying markedly in size. Careful scrutin} of such fields shows that some 
of the nuclei are small, oval, and 
vesicular: that others are twice the 
natural size, while a number are four 
or five times the normal size, are 
irregular in shape, but do not stain 
deeply. All gradations between the 
normal nuclei and the large ones are 
demonstrable. Occasionally we note 
a large mass of protoplasm staining 
deeply with cosin and containing four 
or five of these large nuclei bunched 
in its center (Figs. 16.‘i and 165). At 
other points are long, fusiform masses 
of protoplasm, sharply defined from 
the fact that they take the cosin 
stain so deeply. These are sometimes 
twelve times as long as the normal 
muscle-fibers (Fig. 164). The giant 
fibers occasionally contain two or 
three somewhat enlarged nuclei, 
bunched in their centers. There is 
one cell of this character which con­
tains three nuclei—one of the normal 
size, the second about three times, 
and a third about ten times, the usual 
diameter. This largest nucleus has 
a distinctly hyaline droplet in its 
center. Sections from the softened 
areas are still more startling. The 
typical arrangement of the myoma 
has entirely disappeared. The cells 
vary greatly in size, and there are 
many large plaques of pn ism, 
varying in diameter, staining deeply, 
and containing anywhere from one 
to four or five nuclei. The more 
rarefied the tissue, the more abund­
ant these giant-cells. In the areas 
in which the hemorrhage has taken place we find numbers of these giant-cells. 
No nuclear figures can lx- detected in the tumor.

From the foregoing description one is instantly reminded of sarcoma. At no

Fin. UU.—Si HvirioVH Cki.i. Vhaxiikh ix an Kdkmatovh 
AND pABTI.Y SVBI'KRITONKAI. Mvo.MA. (X 3ft0 cltUIII.)

Path. No. 24112. a shown the average size of the 
muscle nuclei on cross-section. At h we have a spindle 
-halted cell cut longitudinally, c represents one of 
several large nuclei, c' is also a large nucleus, hut its 
chromatin is diminished instead of Iteing augmented. 
The nuclei tend to form clumps at d. At e the nuclei are 
much larger, and the same tendency toward clumping is 
noted. Ili-re the largest nucleus contains the hyaline 
droplet f. g is the protoplasm of a cell that can he traced 
nearly the entire length of the field. Near its lower por 
lion it contains the clump of nuclei ih). At its middle 
is a group of nuclei ih'i, and in the upia-r portion a 
small nucleus (h*i. There is some small round-celled 
infiltration, as indicated by i.

The presence of the gigantic cell g, with its dumps 
of nuclei, together with the large nuclei scattered through 
out the field, make one mindful of sarcoma. The know I 
edge, however, that we are dealing with an edematous 
myoma should deter us from making a positive diagnosis 
of malignancy. See Figs. 1 ti.'l and Itlfj for sections from 
the same myoma.
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point, however, do we find typical sarcomatous tissue, nor do we find a very 
marked tendency to an increase in amount of nuclear chromatin. Furthermore, 
it will he noticed that the most pronounced changes are found in the rarefied areas. 
At no point in the gross specimen were we able to detect a solid and circumscribed 
homogeneous area, so characteristic of sarcoma. It is im|M>ssiblo to render a 
positive diagnosis, hut the probability is that no sarcoma is present. From a 
clinical standpoint, however, should we find tissue of such a character in a 
myoma, it is incumbent on the pathologist to advise immediate and complete 
removal of the uterus.

November 27. 1ÎMI2, four years and a half after the operation, the patient 
writes that she is in good health.

Gyn. No. 5635. Path. No. 1973.
October, 1S07. The specimen consists of a small myoma from the right 

horn. This measures 5x4x2 cm. On histologic examination it presents the 
typical myomatous picture. It contains one suspicious area, as depicted in 
Fig. MIA.

v

A
Flu. 1115.—Uiant-cki.m from an Epkmatov» Myoma. (X .120 tliam.)

A. Path. N". 2402. 'Un* nuclei are, on tin* whole, more oval than Npindle-ithu|M*d. but are of the u-mul size, 
a is a very large mass of protoplasm containing four nuclei of various sizes.

11. a is a very large irregular phupu* of protoplasm surrounilisl by nuclei of muscle-libers. It contains live 
goodly sized nuclei and several smaller ones (In. Their chromatin is slightly increased; c i.« a small round cell.

I hese two giant-cells are somewhat suspicious of sarcomatous changes, and should stimulate further ex­
amination of the tumor.

Gyn. Nos. 5496 and 5907. Path. Nos. 1899 and 2222.
‘ ' 1$ <* c u r r e 111 fi b r o i d ’ ’ w i t h histologic a p pearnnce 

strongly suggest! ve of sarcoma (Fig. 10 7).
M. I).. white, married, aged thirty-eight. Admitted SeptemlierH: discharged 

September 30, 1807. The patient has been married fourteen years ; she has had 
110 children, but two miscarriages. The menses began at thirteen and were 
regular until six months ago, when the flow became scant. Three months ago 
she had a hemorrhage, and since then has had frequent bleeding. For three 
years there has been a thick, offensive leukorrheal discharge, and for the past 
three months constant pain in the lower abdomen. During this time she has 
become very weak.

Operation. September 4, 1X07. Vaginal myomectomy. A large, cauliflower­
like myoma projected into the vagina. It was alunit 10 cm. in diameter, very
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friable, and bled profusely. The uterine cavity was packed. Her temperature 
on admission was 101.0° F. After operation it rose to 103.0°, and on the third 
day gradually fell to normal. The patient rapidly gained flesh and strength and 
was discharged feeling well.

Path. No. 1NPP. The specimen consists of numerous fragments of tissue 
from the uterine cavity.

Histologic Examination. The tissue has to a great extent undergone de­
generation, but at some points, especially around the blood-vessels, the cells arc 
still preserved. They are spindle-shaped, closely packed together, and form
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1 Hi. 16rt.—A Lahuk Nivlbv» in a Myoma. ,x :|20

I’iiiIi. No. 1117:1. a represent' the average size of 
the nurlei. At li is a nucleus somewhat enlarge,!, e 
is a much elongated, oval-shaped giant-cell contain 
ing more than twenty nuclei, which stain more deeply 
than those in the surrounding tissues. Apart from the 
one giant-cell, nothing unusual was noted in the 
myoma, and this large cell alone would scarcely sug 
gest a malignant change.

whorls or run in various directions.
The picture instantly reminds one of 
myomatous tissue. At some distance 
from the vessels the tissue is found to 
show marked hyaline degeneration.
Other portions of the tumor have undergone complete necrosis, not a nucleus 
being visible. Here and there a few large, suspicious-looking muscle-fibers are 
seen (Fig. 1(»7). Where the necrosis has taken place, the blood-vessels are 
exceedingly numerous and are much dilated. Some of them contain thrombi.

(Ivn. No. ">P07. The patient was readmitted on March 2, ISPS, and dis­
charged on March 30, ISPS.

In November, 1SP7, about two months after her operation at the hospital, a 
sloughing submucous myoma was removed by her family physician. For two 
months she was relieved, but then commenced to lose flesh and had chills and

I’m. It',7. Si'Ki'H ion» C’ku. Ciiam it: a in a Sun hiiim;
SriiMi’mnt Myoma, i X .'tlfi dium.)

1’ath. N<>. IK1M1. The nuclei are few and far he- 
tween, much of the tissue having undergone hyaline 
change, a represents the average size of the nuclei 
of the muscle-fUiers. At I, are a few red corpuscles; at 
c a polymorphonuclear leukocyte, d is a large phupie 
of protoplasm containing two enlarged nuclei, over 
lapping one another, e is also a mass of protoplasm 
containing two very large and deeply staining nuclei. 
Itelow this cell is another clump of protoplasm devoid 
of nuclei.

The two large cells, d and e. make one very suspi­
cious of malignancy, and further tissues should he 
examined. Such pictures are occasionally found in 
edematous myomata. Front this field alone one 
would not lie justified in saying that the growth is 
malignant.
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fever. For the past two weeks she has had pain and tenderness in the lower left 
abdomen.

Operation, March 4, 1898. Vaginal myomectomy. A pedunculated slough­
ing submucous myoma, 9 cm. in diameter, was removed from the vagina. 
There was a considerable degree of inversion of the uterus. Her temperature 
after the operation reached 105.4°, but after the fifth day gradually dropped 
to normal, and she was discharged, feeling well.

Path. No. 2222. The specimen consists of many pieces of tissue, the largest 
5 cm. in diameter. It is very firm, and on section is yellowish white in color, 
and apparently consists of bands of fibrous tissue running in all directions. 
Other portions show marked dilatation of the blood-vessels. Many of these are 
surrounded by a zone of hemorrhage, and some portions of the tumor are hemor­
rhagic throughout. Along the edges of some of the pieces the tissue is very 
friable, looks necrotic, and has an exceedingly offensive odor.

Histologic Examination,—The solid portion is composed of bunches of cells 
cut longitudinally and transversely. The nuclei are oval, elongate-oval, or in 
some places spindle-shaped. They are fairly uniform in size, and take the stain 
evenly. Occasionally a nucleus is two or three times as large as an adjoining 
one, and now and then one sees a large mass of chromatin, somewhat granular
and apparently.......... into several smaller nuclei. The tissue bears much
resemblance to a myoma, but the connective tissue is conspicuous by its absence. 
The blood-vessels are fairly abundant. In other sections in which the tissue was 
softer the same spindle-shaped cells are present, but are to a great extent sepa­
rated from one another by blood-corpuscles. Scattered throughout the hyaline 
tissue are polymorphonuclear leukocytes. The surface of the offensive portions 
is composed almost entirely of leukocytes. From the macroscopic examination 
one would naturally make a diagnosis of suppurating myoma, but the presence 
of the few large cells noted histologically, and the fact that there is little connec­
tive tissue, make the presence of sarcoma quite probable. From a histologic 
standpoint it is not advisable to make a positive diagnosis. One must be guided 
entirely by the clinical history.

November 14. 1902, the patient writes that she has been perfectly well since 
the last operation, and that her weight, which was formerly 90 is now
145 pounds. It is over four and a half years since the last operation.

Gyn. No. 3461. Path. No. 682.

S u b m ucous, interstitial, and s u b p e r i t o n e a 1 ni y o- 
m a t a . Sub p e r i t o 11 e a 1 m y o ni a s h o w i n g m a r k e d vas­
cular i t y a n d a p p a r e n 11 y u n <1 e r g o i n g s a r c o 111 a t o u s 
transformai! o 11.

M. ('., white, aged forty-nine, married. Admitted April 25; discharged 
May IS, 1895. The patient has had no children and no miscarriages. One year 
ago she had a severe attack of pain in the lower abdomen, and now has constant
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pain, worse on the left side, and extending down to the limbs and back. The 
abdomen is somewhat tender; micturition is frequent and painful. Defecation 
is painful.

Operation, May 24, 1895. Hysteromyomectomy and herniotomy for incar­
cerated femoral hernia. The patient made a satisfactory recovery. •

Path. No. 682. The specimen comprises the uterus and a large myoma 
springing from its left side. The appendages are also present. The uterus is 
somewhat irregular in outline, and measures 9x6x6 cm. It is smooth and 
glistening, but springing from its anterior wall is a pedunculated nodule, 1 cm. 
in diameter, and a sessile nodule, 2 cm. in diameter. A small nodule projects 
from the fundus. All these are firm and non-yielding. Situated in the fundus 
is an interstitial nodule, 4 cm. in diameter. This is yellowish-white in color, and 
presents a striated appearance; it is firm and non-yielding. The uterine cavity 
is 1 cm. in length. Its mucosa is gravish-white in color and presents a slightly 
granular appearance. That covering the anterior wall contains small cysts. 
Springing from the middle of the- left side of tin* uterus is a globular tumor, 
12 x 11 x 10 cm. This is connected with the uterus by a round pedicle, 4.5 cm. 
in diameter, 4.5 cm. in length. It is bluish-white in color, and contains many 
superficial vessels which spring from the uterus and ramify over the tumor. 
Over its upper portion the tumor is bright red, but in the dependent portions 
bluish red. It is everywhere covered with peritoneum, is soft and somewhat 
yielding, and where pressure is exerted, the tissue becomes blanched, but is very 
vascular. The appendages are normal.

Histologic Examination.—The uterine mucosa is, on the whole, normal. 
Projecting into the uterine cavity is a polyp consisting of mucosa. The sub­
mucous myoma is composed of non-striped muscle-fibers cut longitudinally and 
transversely. They are closely packed together, and stain much more deeply 
than do those of the uterine muscle. The myoma is intimately connected with 
the uterine muscle. Sections through the pedicle of the tumor springing from 
the left side show that it is quite vascular. The tumor is composed of noil- 
striped muscle-fibers which are markedly separated from one another, the entire 
tissue appearing to be edematous. Many of the muscle-fibers are normal, but 
numerous unusual forms are seen. Here and there are spindle-shaped cells 
at least five times the usual length and four times the normal breadth. These 
contain five or six oval nuclei, which stain more deeply than those near them. 
In other places four or five nuclei are joined end to end. One is immediately 
reminded of sarcomatous transformation of the muscle-fibers. Such cells are 
found sparsely scattered throughout the tumor, but they are most abundant 
near the peritoneal surface. Toward the center of the tumor are homogeneous 
areas which stain pink with eosin, and sprinkled throughout these areas are a 
few muscle-fibers. It looks as if the tissue were becoming liquefied. The outer 
portions of the tumor are exceedingly vascular, both the arteries and veins 
being very abundant, and it is in the vicinity of these blood-vessels that the
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atypical cells arc most numerous. The vessels arc so numerous that the tumor 
might he justly called an angioma.

We must consider the tumor primarily as a myoma which has such a rich 
blond-; that it might be called an angiomyoma. Secondly, from the

id cells we must strongly suspect sarcoma or, to say the least, an exceed­
ingly rapidly growing myoma.

November 13. 1002, the patient writes that she is not feeling very well, but 
her description of her condition is not definite. The length of time since opera­
tion seven and a half years demonstrates clearly that even if, by any chance, 
the process was malignant, the sarcoma had been completely removed.

_ •

•» .♦

Fui. UIH. -Cki.i. Ciiamikh ix a Myoma Uxdkruoinu Partial Coagulation Nurosih. (X 130 ilium. )
Path. No. 1*372. The section is from the neighborhood of tin area which has undergone coagulation necrosis. 

The area indicated by i a i consists of hyaline inyoinutous tissue. Many of the nuclei, as shown at I», have lost their 
outlines ami consist merely of fine granular chromatin. At c is a nucleus slightly enlarged and staining deeply, 
ami at several points we have small aggregations of nuclei tending to form giant-cells. This is well seen at d. 
Scattered throughout the field are many small round cells and a moderate number of polymorphonuclear leukocytes. 
Such an infiltration is very common in the tissue surrounding an area of coagulation necrosis. The giant-cells 
impress one as being the result of a breaking up of the cells, with the subsequent coalescence of the surviving nuclei. 
Although at first sight the cell changes suggest to a slight degree sarcoma, a careful analysis of the cells clearly 
shows that there is no evidence of malignancy.

San. No. 581. Path. No. 2372.
I) vg v n 0 ra t i ve c h a ngc i 11 a m y o in a that in i g h t be 

m i s t a k e n f o r s a r <• 0111 a (Fig. 168).
M. Operation March 22, 1898. Myomectomy. The specimen consists of 

five myomata. The largest is lobulated, and measures 9x8x7 cm. The 
others are much smaller. The large nodule is very friable, tears easily, and 
shows marked degeneration.

Histologic Examination.—Sections from the undegenerated portion of the

^
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nodule present the usual myomatous picture. The greater part of the tumor 
consists of hyaline material, hut separating this from the outer and still well- 
preserved tissue is a zone of coagulation necrosis, for the most part consisting of 
granular material that stains with eosin, and of nuclear detritus. Scattered 
throughout the outer portion of tin- necrotic zone are cells containing deeply 
staining nuclei of various sizes (Fig. 168). Many of the cells contain several 
such nuclei. One gathers the impression that such pictures are due to the fact 
that adjoining cells have fused with one another.

Gyn. Nos. 6407 and 12139. Path. No. 8750.
Large in u 11 i n o d u 1 a r 111 y o ni a t o u s u t e r u s w i t h g e n - 

e r a 1 p e 1 v i c a d h e s i o n s ; m a r k e d h y a 1 i n e d e g e n e r a t i o n 
of t h e m y o m a , p r e s e n t i n g a p i c t u r c a t fi r s t suggestive 
of sarcoma, hut on further examination bearing no 
définit e r e s e m h 1 a n e c t o s u c h a condition.

M. R., colored, aged forty-two, single. Admitted May 20; discharged 
June 17, 1005. The patient was in the hospital (Gyn. No. 0407) in October, 
1898, with a right pyosalpinx and an encysted peritonitis, which was opened 
through tlie vaginal vault and drained. One month after leaving the hospital 
she had an attack of pain which commenced in the lower abdomen and extended 
down the thighs. Since then she has had four more definite attacks of severe

Operation, May 27, 1905. Hysteromyomectoiny and appendectomy. On 
opening the abdomen the omentum was found everywhere adherent to the pelvic 
organs. It was tucked down behind the uterus and adnexa to the bottom of 
the cul-de-sac. After releasing the omentum we found that we were dealing 
with a large multinodular myomatous uterus. On the right side there was a 
chronic salpingitis. The tube and ovary were plastered down to the* back of 
the broad ligament. On the left side there was an adherent ovarian cyst, 6 cm. 
in diameter. A supravaginal amputation was performed, and the patient made 
a very satisfactory recovery.

Path. No. 8750. The specimen consists of a lobulated myomatous uterus 
to which the omentum is densely adherent. The uterus with its nodule is 
10 cm. in length, 12 cm. in breadth, and 8 cm. in its anteroposterior diameter. 
Projecting from the surface are pedunculated and sessile myomata, the largest 
reaching 5 cm. in diameter. Covering the surface, and intimately blended with 
the myomata, is the omentum. Scattered throughout the uterine walls are 
smaller myomata, some of them submucous. Attached to one side is a cystic 
mass, 7 cm. in diameter, also covered by adhesions. It appears to be composed 
of the tube and ovary, but tin* exact relations are difficult to establish.

Histologic Examination.—Sections from the myomata show hyaline tissue 
with deep patches scattered throughout it. At first sight it reminds one of a 
malignant growth, but on careful study we find deeply staining bunches of 
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muscle-fibers lying in the hyaline tissue. In fact, we have a most typical example 
of diffuse hyaline transformation of a myoma. Sections from the endometrium 
show that the surface is covered with polymorphonuclear leukocytes, tnat the 
surface epithelium is flattened, and that the underlying stroma shows a great 
deal of small-round-celled infiltration. We have here a chronic inflammation 
of the cervix with dilatation of the capillaries. One of the tubes shows a 
typical follicular hydrosalpinx.

Gyn. No. 11949. Path. No. 8351.
A large interstitial m yoma showing cell changes 

s t r o 11 g 1 y suggestive of s a r c o m a t o u s t r a n s f o r 111 a t i 0 n.
M. S. K., white, aged thirty-nine, married. Admitted March 8, 1905; dis­

charged six weeks later. The menses have always been regular.
Operation. Hysteronwanedomy, double salpingectomy, right oophorec­

tomy. The uterus is considerably enlarged, owing to the presence of a large 
myoma that springs from its \tosterior surface. The rectum is adherent to the 
posterior surface of the uterus near the cervix. It is easily freed. Hysterec­
tomy was performed without any difficulty. The patient made a very satisfac­
tory recovery. The highest postoperative temperature was 100° F.

Path. No. 8351. The specimen consists of the uterus, the right tube and 
ovary, and the left tube. The uterus is approximately 21 cm. from before back­
ward, 17 cm. in length, and 12 cm. in breadth. The great increase in size is due 
to the presence of a myoma, 15 x 11 cm., situated in the posterior wall. The 
anterior uterine wall varies from 1.5 to 2.5 cm. in thickness. It shows diffuse 
myomatous thickening. The uterine cavity is 5 cm. in length. The mucosa 
in the thicker portions reaches 5 mm. in thickness. The appendages show 
nothing of interest.

Histologic examination shows that some of the cervical glands are enlarged, 
but otherwise are normal. The surface epithelium is intact. The glands are 
more convoluted than usual: they show a slight tendency toward hypertrophy, 
and here and there can be traced for some distance into the muscle. Sections 
from the myoma show diffuse hyaline degeneration. In some places, how­
ever, the nuclei are five or six times the natural size; they are irregular and stain 
deeply. At one point we may have two or three nuclei bunched together, while 
at other places the nuclei are of the usual type, and about twice the natural 
length and breadth, and stain deeply. In a few areas the cells seem to have a 
very wild look: in other words, they are more active than usual. In others 
the nuclei are twice the normal length and three times the normal breadth, and 
appear irregular. In some places the nuclei are irregularly triangular, stain 
deeply, and are fully four or five times larger than those that surround them.

In this case wo have an atypical myomatous growth. The cell changes are 
most suspicious of a commencing sarcoma developing from the muscle. Were it 
possible clinically to remove a section of a myoma without taking out the entire
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growth, and had we found such suspicious changes, we would certainly have 
advised immediate removal of the uterus in its entirety. In this case, of course, 
the uterus with the myoma has been removed, and if the growth is actually 
commencing sarcoma, we have in all probability eliminated the process, as it 
seems too early for métastasés.

San. No. 1973. Path. No. 9129.
S u b p e r i t o n e a 1 and interstitial u t e r i n e m y o in a t a , 

suspicious a 11 e r a t i o 11 s in t h e m u s c 1 e - fi b e r s of t h e 
m y o m a strongly suggesting s a r c o ni a tous t r a n s f o r m a - 
t i 0 n .

E. II. 8., white, aged twenty-nine, married. Admitted October 17: dis­
charged December 1, 1905. The patient has had no children and no miscar­
riages. She is a frail woman: the hemoglobin is 75 per cent.

Operation. Supravaginal hysteroinyomectoiny. The highest temperature 
was KM).4° F. Recovery was uninterrupted.

Path. No. 9129. The specimen consists of an enlarged uterus, with the 
tubes and ovaries attached. The uterus, which is multinodular, is 15 cm. in 
length, 11 cm. from side to side, 12 cm. in its anteroposterior diameter. It is 
riddled with nodules, subperitoneal, interstitial, and submucous. The uterine 
mucosa varies from 2 to fi mm. in thickness. The appendages are normal. On 
section, the largest myoma shows a moderate amount of disintegration.

Histologic Examination.—Sections from the endometrium show that the 
mucosa is greatly thickened. The glands themselves are perfectly normal, 

they show a slight tendency toward hypertrophy. The superficial 
portions of the mucosa show marked edema. Sections from the large myoma 
show marked hyaline degeneration and considerable liquefaction. Here and 
there throughout the* liquefied areas are deeply staining nuclei and nuclei two or 
three times the natural size. On examination of further sections we note the 
appearance of unrest in the myomatous tissue. On careful examination of the 
muscle-cells the majority are found to lx- swollen endothelial cells of the capillaries, 
which stain rather deeply. There are, however, nuclei that are twice the natural 
size and stain intensely. Then, here and there, are bunches of two or three 
nuclei, also staining rather deeply, and masses of protoplasm containing six 
or seven nuclei in a row. The picture is, on the whole, rather suspicious, but 
the cell alterations are not sufficiently marked to enable us to say positively 
that there is any malignant change. Furthermore, at no point do we find evi­
dence of nuclear division. We should be inclined to look upon this as a benign 
myoma, but from a clinical standpoint would advise removal of the uterus. 
The appearance in this case is another link in the chain that suggests to us most 
strongly the rôle apparently played by hyaline transformation and liquefaction 
in a sarcoma developing in a myoma. The muscle-fibers are separated from each 
other and are loosened up, these changes affording them an increased chance 
of undergoing further development, in other words, of becoming larger.

3474
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Gyn. No. 12297. Path. No. 8887.
Suspicious histologic changes in a sub peritoneal 

m \ o 111 a w h i c h has been shelled out of the uterus.
V. Met1., white, aged thirty-two, married. The patient’s menstrual periods 

have been perfectly regular, and she has had eleven children, but no miscarriages. 
Urination has been increased in frequency for the last four months. About two 
months ago she noticed some abdominal enlargement, but has had no marked 
discomfort, except pain in the lower abdomen at night. There has been slight 
fever, but no nausea or vomiting.

Operation. Myomectomy and ap|K*ndectomy. There were five myomata : 
the large one was pedunculated; all were removed without difficulty. The 
patient made a very satisfactory recovery.

Path. No. 8887. The specimen consists of five myomata, the largest 15x0x6 
cm. It is markedly lobulated, but is smooth and glistening. At one jHiint there 
is a raw area, 4 x 2.5 cm., corresponding to the uterine attachment. O11 section, 
this myoma, over an area 3 cm. in diameter, presents a dark-mottled appearance. 
There is considerable softening; in fact, the tissue is porous-like. This shows 
how difficult it is to tell at operation whether or not the myoma is undergoing 
degeneration, although in this case the area of degeneration reaches to within 
2 mm. of the surface. I11 a very short time the omentum would have become 
adherent, and before long the uterine attachment would have been very small. 
The other nodules are quite small, the largest one being 2.5 cm. in diameter; they 
offer nothing of interest.

Histologic Examination.—Certain portions of the large tumor show distinct 
hyaline degeneration. There are also areas of coagulation necrosis, with here 
and there quite a number of polymorphonuclear leukocytes. Some areas of the 
myomatous muscle are strikingly well preserved, considering the degeneration. 
There is no definite clue as to any marked sarcomatous changes, but one gets the 
general impression that there is a slight tendency toward malignancy.

C. H. I. No. 086. Path. No. 8829.
Interstitial an d s u b ni u c o u s u t e r i n e ni y o 111 a t a ; sub­

mucous ni y o m a undergoing hyaline changes and dis­
integration, and presenting a picture that might 
r e a d i 1 y b e m intake 11 f o r s a r c o m a .

It. \\\, white, aged forty-two, married. Admitted July 3; discharged 
July 30, 1005.

Operation, abdominal hysterectomy and appendectomy. The patient made 
an uninterrupted recovery. Her highest postoperative temperature was 101.4° 
I\, twenty-four hours after operation.

Path. No. 8820. The specimen consists of a myomatous uterus and of the 
appendix. The uterus is 16 cm. broad, 12 cm. in length, and 16 cm. in its antero­
posterior diameter. The increase in size is due to the presence of a myoma, 8 cm.
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in diameter, occupying the jiosterior wall, and also of numerous smaller nodules. 
The uterine cavity is distorted by a myoma which projects into it and com­
pletely fills it. The mucosa covering this myoma varies from 2 to 3 mm. in 
thickness.

Ilistol Examination.—In sections from the endometrium the cervical
glands are somewhat dilated. The epithelium lining the body of the uterus is 
intact, the glands are normal, and show some tendency to extend into the depth.

The myoma projecting into the uterine cavity shows a great deal of hyaline 
degeneration, especially in its superficial port ion, and the degeneration is of such 
a character that one might readily mistake the remaining fibers for an infiltra­
tion by a now-growth. Portions of the myoma have undergone complete 
coagulation necrosis. In the suspicious areas there is a great deal of fibrous 
tissue, and then swollen islands of muscle-fibers which stand out sharply in the 
tissue and give a suspicious appearance. The changes arc due entirely to hyaline 
degeneration and disintegration, and we do not for a moment think that there 
is any sarcoma.



CHAPTER XV.

CARCINOMA OF THE CERVIX ASSOCIATED WITH UTERINE MYOMATA.

Myomatous growths .* about one-eighth of the pathologic conditions in
gynecologic work, and carcinoma of the cervix is l>v no means rare. Hence 
it is perfectly natural that the two conditions should occasionally be met with in 
the same individual. In discussing the association of the two diseases, it is not 
our intention to include the eases in which only very small myomata existed, but 
chiefly those in which the presence of the myomata* caused a material increase 
in the size of the uterus.

In “ Adenotnyoiua of the Uterus” (p. 2(M>) six cases of squamous-cdlcd car­
cinoma of the cervix associated with ndenomyoma of the body are described. 
In Chapter XXIII two autopsies on patients suffering from carcinoma of the 
cervix and uterine myomata are given in detail.

In addition to these S cases, we have had 10 others—making IN in all in 
which the myomatous uterus was also the seat of carcinoma of the cervix.

In Case 4007, in which the carcinoma of the cervix was well marked (Fig. 
170. p. -0f>), there was a submucous myoma 4 cm. in diameter.

The uterus in Case 1135 was densely adherent and contained a myoma f> cm. 
in diameter. A carcinoma of the cervix had extended to both broad ligaments.

In Case 70N0 the uterus was the seat of far-advanced carcinoma of the cervix, 
and the fundus contained an interstitial myoma 5 cm. in diameter. A successful 
abdominal hysterectomy was performed.

In Case 0004 the cervix was occupied by a fungating carcinomatous mass. 
The body of the uterus, owing to the presence of myomata, was four times its 
natural size. It was densely adherent. A successful panhvsterectomy was 
performed.

In (iyn. No. 1120.4 a hard, movable myoma, the size of a child's head, rose 
from the jtclvis and extended almost to the umbilicus. The cervix had been 
replaced by a friable growth which involved the vagina on all sides and extended 
to the broad ligaments. The disease was too far advanced to warrant operative 
interference.

In Case 7810 lFig. 171, p. 2(iN) the cervix was occupied by a far-advanced 
carcinomatous tumor. The uterus contained an interstitial and partly sult- 
inucoiis myoma, nearly ”> cm. in diameter. Its outer surface had undergone

* In Cases .1 WIN. 7t'J.s. 7.VH, 7H40, 12813. 1‘JtUO, in which raminima of the cervix was 
fourni, myomata varying from tin* size of a |iea to that of a walnut were also present. In these, 
cases the myomata were too small to have much clinical significance.

1
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Carcinoma

n a L v
riiK Ckrvix; Si iii-khitonkai. and Intkrhtitiai. Myomata; Dot 
Cyht of Lkkt Ov

Fin. HiV. SyvAMov
Pvosalpinx;

(Syii. Nil. 130,Hi. Path. Nu. 10077. The patient was colorai, aged forly-iliree, and had never been iiregnant. 
Alnloiiiiiial hyalereetomy was performed. She made a satisfactory recovery.

The cervix is occupied liy a typical carcinomatous growth, and surrounding it is a cuff of vaginal mucosa. 
The hod y of the uterus is studded with myomata, the largest of which i« ti x 7 cm. Attached to one of the nodules 
is an omental adhesion which carries several vessels to the tumor. Roth Fallopian tubes are tilled with pus, and 
the left ovary contains a small cyst.

w
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ci mi | )lct (* calc i tien tion, the calcareous material forming a mantle averaging 1 to 
2 mm. in thickness.

in the following cases only the salient features are detailed.

Gyn. No. 1135.
Carcinoma of the cervix, myoma in the body of 

t h e u t e r u s .
11. \\\, white, married, aged forty-seven. Admitted December IS, 1801; 

discharged January 20, 1892. The patient has been married twenty-four 
years and has had four children. The menses commenced at thirteen, were 
regular, lasting three days, and accompanied by some pain. She has had quite 
a profuse leukorrhea for one year.

On vaginal examination the outlet was found to bo relaxed; the cervix was the 
seat of a carcinomatous growth. There was induration in both broad ligaments.

Operation, December, 13, 1891. Vaginal hysteromyomectomy.
A myoma, "> cm. in diameter, was fourni in the body. Considerable diffi­

culty was experienced in removing the uterus on account of dense adhesions. 
The temperature rose to 100.3° F. on the first and second days, after which 
it tell to normal. The patient was discharged apparently well. Later, however, 
she had a recurrence, and died in February, 1893.

Gyn. No. 7086. Path. Nos. 3373 and 3390.
S q u a m o u s - e e 11 e d c a r e i 11 o m a o f t h e cervix; i 111 e r - 

stitial myoma of the body of the uterus.
C. II.. white, married, aged sixty. Admitted July 20; disehan I August 

31. 1899. The patient has had three children. The menopause curred at 
forty-nine. For six months the patient has had a bloody discha e, moderate 
in amount, occurring every few days. On ether examination th it let is found 
to be decidedly relaxed. The vagina is lined with a dark erotic looking, 
foul-smelling material. From the cervix projects a mushroom-like growth, which 
is dark brown, mottled in appearance, and somewhat necrotic. It breaks down 
readily under the examining finger.

The cervical growth was first curetted away on August 31. 1899, and a pan- 
hysterectomy with enucleation of the glands was done. The disease extended 
on the left side out into the broad ligament. The patient made a very satisfactory 
recovery.

Path. No. 3373. Fxamination of the tissue removed from the cervix shows 
that it is a typical squamous-celled carcinoma.

Path. No. 3390. The specimen consists of the uterus, tubes, ovaries, and 
several lymph-glands. The uterus is 11 x (i x 6 cm. The cervix is dense and 
brawny, and to the touch feels like a hard, twisted rope. The os presents a 
funnel-shaped depression, which implicates the entire cervix. The fundus is
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irregular and globular in form, and on section an interstitial myoma, 5 cm. in 
diameter, is found, which has distorted tin* uterine cavity considerably. The 
uterine cavity is approximately 7 cm. in length ; at the fundus, .‘I cm. in breadth. 
The lymph-glands removed show no microscopic evidence of carcinoma.

Gyn. No. 4607. Path. No. 1304.
K a r 1 y s q u a m ous-i elle d 0 a r e i n o in a of t h e c e r v i x 

and submucous myoma of the body of the uterus 
(Fig. 170) .

L I)., married, white, aged forty-five. Admitted August 29; died Sep-

h

,

iv-V

carcinoma

Body oftiik Vtkkvb.Fus. 170. Sqvamoi b-cku.ki) Carcinoma of tick Ckrvix anii Si hmi corn Myoma

Gyn. No. 4007. The cervix is the seat of an early carcinoma, which might have been reailily overlooked at 
i|ieralion. Projecting into the uterine cavity is a myoma, 4 cm. in diameter; it submucous myoma is indicated

sas

mm

(ember 1, 1896. The patient has been married twenty-one years, and has had 
six children and one miscarriage. The menses were regular until the last two 
years. Since then they have been profuse, almost continuous, and offensive 
in odor. About a year and a half ago she had an attack ndieitis.58
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0)«‘ration, August 81. I still. Panhysterectomy. Vaginal * hysterectomy 
was exceedingly difficult on account of the hip-joint disease from which the 
patient was suffering. At the end of the operation the patient "s pulse could 
scarcely lie felt. There had heen considerable loss of blood during the opera­
tion. She never rallied, anil dic'd twelve hours later.

Path. No. 11104. The specimen consists of the uterus with its left appendages 
intact. The uterus is 10 cm. long, N cm. broad, and <S cm. in its anteroposterior 
diameter (Fig. 170). Its surface is covered with dense vascular adhesions. 
(In the anterior surface is a small myoma, 7 mm. in diameter. The cervix is.1 cm. 
in diameter, and is exceedingly firm and resistant. The posterior cervical lip 
is somewhat everted. The vaginal portion is smooth, but the cervical portion 
presents a roughened and granular surface. The anterior lip has an ulcerated 
area in its left side, from the floor of which stand out many delicate1 papillary 
projections. The uterine cavity is 5.5. x 4.Ô cm. Projecting into the cavity is a 
submucous myoma, 1 cm. in diameter. Over this the mucosa is markedly 
atrophied. Microscopically, sections from the cervix show the typical picture 
of s< | name ms-cel led carcinoma. The uterine mucosa over the submucous myoma 
is much thinned out, but is otherwise normal.

Gyn. No. 9004. Path. Nos. 5176 and 5223.
S <| u a m o u s - c e 11 e d e a r c i n o lit a o f t h e c e r v i x ; in y o m a t a 

of till* body of the uterus; pelvic adhesions.
M. W., aged forty-nine, black. Admitted August 22; discharged October 

1"). 1001. Complaint, uterine hemorrhages. The menses began at fourteen and 
were perfectly regular, lasting from five to six days, until thirteen months ago. 
Since then the patient has had a slight continuous bleeding practically everyday. 
Occasionally the discharge is rather free and contains numerous clots. On two 
occasions she has had a sudden sharp hemorrhage, losing a pint or more. She 
has had three children, the youngest nine years of age. Recently the patient 
has lost from fifty to sixty pounds. For two weeks she has been so weak that she 
has been unable to do any work. She is very anemic; the hemoglobin is 84 
per cent. On vaginal examination the cervix is nodular and hard, one of the 
nodules being fully 8 cm. in diameter. The uterus is in the midline, the size 
of that of a four months' pregnancy, ami very adherent.

Operation. The cervix was first curetted. Several days later a vaginal 
hysterectomy was performed. The patient rapidly recovered, and left the 
hospital in good condition.

Path. No. ">170. The growth is a sipim nous-cel led carcinoma of the cervix.

Gyn. No. 11293.
Carcinoma of the cervix; large myoma of the body 

o f t h e u t e r u s .
* Vaginal hysterectomy for carcinoma is now never employed by ns when the abdominal 

route can be adopted.
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L. 1)., colored, aged fifty-five, married. Admitted May 17; discharged 
May 27,1904. The patient has had four children, the youngest thirty years of age. 
The menopause occurred at forty. For the past three months the patient has 
noticed a profuse discharge from the vagina. This at first was whitish in color, 
hut lately has heroine bloody and foul-smelling. During the past two months 
she has complained of a dull aching pain in the lower abdomen, more pronounced 
in the left side. This has gradually increased in severity. The bowels have been 
constipated. The abdomen is very lax. and extending up from the pelvis to 
the umbilicus is a hard, movable tumor mass as large as a child’s head. The 
cervix has been replaced by a friable growth, which involves the vagina on all 
sides and extends out into both broad ligaments. Filling the pelvis is a large 
multinodular mass which was detected through the abdomen. The disease 
was too far advanced to warrant operation.

Gyn. No. 7819. Path. No. 4074.
S q u a m o u 8-c e 11 e d carcinoma of the cervix; sub­

it erit o 11 e a 1 and interstitial u t e r i n e m y o 111 a t a : s u b - 
a c u t e salpingitis a n d p e r i - o ô p h o r i t i s ( Fig. 171).

S. lb, white, aged forty, married. Admitted May 1T>: discharged June 12, 
1900. Her father died of cancer of the throat: otherwise the family history 
is unimportant. The patient has been married twenty years and has had two 
children, the youngest seventeen. The labors were normal. Several weeks 
ago she noticed a slight reddish discharge and complained of sharp pain in the 
lower part of tin* abdomen. This pain has now become localized on tin* right 
side. The attack was accompanied by nausea and vomiting and a feeling of 
faintness. The discharge has gradually increased in quantity up to the present 
time, and has assumed a sanguino-purulent character. The patient is pale and 
poorly nourished. Hemoglobin, 85 per cent.

Operation, May 17, 1900. Panhysterectomy. The patient made a fairly 
satisfactory recovery, and was discharged June 12, 1900.

Path. No. 1071. The specimen consists of the uterus, tubes, and ovaries. 
The uterus measures 12 x S x S cm. The posterior surface is covered with ad­
hesions, and on the anterior surface is a very small myoma. Posteriorly, the 
uterus presents a large rounded boss, very hard, which on section proves to bean 
interstitial myoma (i cm. in diameter (Fig. 171). The peripheral portion has 
undergone calcification, and the center shows coagulation necrosis. The cervix 
is also enlarged and resistant ; it feels nodular, and is approximately 0 cm. in 
diameter. The vaginal portion on the right side is irregular in outline, but is 
covered with smooth mucosa. The cervix to the left side presents a large, crater­
like area, 8 to 5 cm. in diameter, and about 8 cm. in depth. The base of this 
presents a roughened, granular surface, with here and there masses of delicate, 
friable-looking papilla*. It is, for the most part, surrounded by a band of smooth 
vaginal mucosa, but at one point, for a distance of 1 cm., the growth apparently
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extends to the cut margin. The cervical canal is d cm. long, and posteriorly is 
lined with smooth mucosa. Anteriorly, however, the walls are composed of 
a now-growth, and the entire inner surface is ulcerated. The cervical walls 
average 1.5 cm. in thickness, and are penetrated by the growth to within less 
than 1 mm. of the outer surface. The cut surface of the growth consists of a 
yellowish-white, granular material, traversed by delicate fibrous bands. The 
growth has extended to the internal os. The uterine mucosa is injected, but

otherwise normal. On the right side the tube and ovary are bound together by 
adhesions. On the left side the appendages are also covered with dense adhe-

Mieroscopically, the growth proves to be a squamous-eelled carcinoma of the

In the above eases the diagnosis of carcinoma was perfectly clear on digital 
examination, but if the physician had known that myomata had existed for a
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long time, ht* might readily have supposed that the hemorrhage and offensive 
discharge came from one of the nodules that had become submucous and was 
sloughing. In all myoma cases in which no operation is deemed necessary it is 
advisable to make a vaginal examination from time to time to determine if, by 
any chance, a carcinoma of the cervix is developing.

Cases of Early Carcinoma of the Cervix Associated with Myomata.
In such cases the malignant growth of the cervix might readily he overlooked. 

Case 12725 affords a striking example of such a condition. The external os was 
slightly patulous. The surface of the cervix was a little roughened, but “not 
suggestive of malignancy." The body of the uterus was somewhat enlarged, 
and slightly irregular in outline. Vaginal hysterectomy was performed. An 
interstitial myoma, 3 x .‘I x 2 crn., was found in the fundus. On removal, the 
cervix macroseopically looked normal, but was slightly indurated.

On histologic examination we found the cervix the seat of the earliest squa- 
mous-eelled carcinoma we have ever encountered. Had an abdominal supra­
vaginal hysterectomy been done instead of total vaginal hysterectomy, we 
would ere long have had a well-marked carcinoma of the cervix, and would 
have classed it as a carcinoma developing in the cervix after removal of the myo­
matous uterus, whereas the growth, though clearly present at the time of the 
operation, would have been overlooked.

In Case 24.12 the patient was in a weakened condition. The pelvis was filled 
with a large myomatous uterus, to which the omentum and bowel were adherent. 
Had hysterectomy been attempted, the patient would have undoubtedly died 
on the table. Examination of the cervix showed adenocarcinoma.

In Case 6:WO the position of the cervix, which was jammed up behind the 
symphysis, rendered the detection of the cancer very difficult. The uterus 
seemed much enlarged. ( )n examination under ether, however, the true character 
of the condition was readily ascertained. In the vagina were several indurated 
areas, one of which was apparently about to ulcerate. The cervix was much 
thickened and friable, and readily broke down under the finger. The body of 
the uterus was the size of a three months’ pregnancy, owing to the presence 
of a myoma. Histologic examination showed that the cervical growth was 
a squamous-eelled carcinoma.

In Case bit 115. in which a multiplicity of pathologic processes existed, and 
in which a supravaginal hysterectomy was done, a very small carcinoma occupying 
the upper part of the cervix and lower part of the body (Fig. 172. p. 272) was 
totally overlooked until examined in the laboratory. Had the operator known 
carcinoma of the cervix was present, however, it would have made little differ­
ence, as the independent and primary carcinoma of the ovary had already 
given rise to many métastasés throughout the abdominal cavity, and the op­
eration was therefore merely palliative, not radical. In this case the uterus 
contained numerous small myomata, suhperitoneal, interstitial, and submucous.
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Gyn. No. 12725. Path. Nos. 9502 and 9546.
Interstitial ni y o in a i 11 t h e l> o d y 0 f t h e u t e r u s ; ver y 

0 a r 1 y s q u a in o u s - c e 11 e d c a r c i 11 o in a of t h e c e r v i x .
S. ('. K., white, aged thirty-seven, married. Admitted February 24: 

discharged March 21,1000. This patient was admitted to the hospital several 
years ago (Gyn. No. 5864) with a diagnosis of extra-uterine pregnancy. After 
operation she made an uninterrupted recovery. The patient has been bleeding 
steadily for the past two months and has had almost constant pain in the lower 
abdomen on both sides. On vaginal examination the cervix was found to 
present a peculiar hardness, although there was practically no breaking down 
and although, as mentioned in the history, there was no suggestion of malignancy. 
The body of the uterus was considerably enlarged.

Operation, February 28, 1900. Vaginal hysterectomy. Convalescence un­
eventful.

Path. No. 9540. The uterus is 12 cm. long. The cervix looks normal. 
Occupying the fundus is an interstitial myoma 3 x 3 x 2 cm.

Histologic examination.—Sections from the cervix show just a few cells 
beginning to proliferate and to invade the stroma. Had it not been for the scrap­
ing prior to operation, it would have been very difficult for us to have said with 
absolute certainty that we were dealing with a malignant growth. The combined 
picture, however, leaves no doubt whatever that we have an early squamous- 
eelled carcinoma.

Gyn. No. 2432. Path. Nos. 101 and 119.
A m y o in a t o u s u t e r u s ; c a r c i 11 o in a of t h e c e r v i x .
S. B., white, aged thirty-three, single. Admitted November 28; died 

December 20, 1893. Seven months before admission the patient first noticed 
a tumor in the lower abdomen in the left side, and for the past three weeks she 
has been complaining of severe pain in the pelvis and has been confined to bed. 
During the last few months the periods have increased in duration and the flow 
has been excessive. Menstruation has been irregular. The cervix was found 
to be the seat of a carcinomatous growth.

Operation, December 2. 1893. On section, the pelvis was found filled with 
a myomatous uterus to which the omentum and bowel were adherent. It was 
impossible to attempt enucleation on account of the weak condition of the patient. 
As a palliative measure the uterine arteries were clamped on both sides and the 
vagina was packed with gauze. The patient improved fora time, then lost ground 
and died December 2(>th. The enlargement of the body of the uterus was caused 
by multiple myomata. The growth of the cervix on histologic examination 
proved to be a carcinoma.

Gyn. No. 6330. Path. No. 2584.
S q u a m o u s - c e 11 e d c a r e i 11 o m a of t h e c e r v i x ; in y o 111 a 

in the b0d y of t he utorus.



CARCINOMA OF THE CKRVIX ASSOCIATED WITH VTERINE MYOMATA. 271

M. M., colored, aged forty-seven, married. Admitted August 30; dis­
charged September 20, 1898. Complaint, pain in the lower abdomen and pain­
ful micturition. For the last four months the patient has had a profuse yellowish, 
offensive leukorrheal discharge, and for a month has noticed a dull aching pain 
in the back and radiating down the legs. The pain at times has been cramp-like 
in character. Micturition has increased in frequency, and has been attended 
with considerable pain. During this period she has also lost much weight. On 
vaginal examination the outlet is found to be relaxed. The cervix is jammed 
up behind the symphysis, and the uterus is apparently much enlarged, retroflexed, 
and immovable. On ether examination the exact condition of affairs is readily 
ascertained. The vagina is very large. At the junction of the anterior and 
lateral wall on one side is a thickened area, irregular and rounded, about 2.5 cm. 
in diameter, rising above the surrounding tissue. The mucous membrane 
over this is reddened and apparently about to ulcerate. There is a similar 
thickened area low down in the vagina on the left side, and several smaller thicken­
ings on the posterior wall. The surface of the cervix is roughened and readily 
breaks down under the examining finger. The body of the uterus is irregular, 
large, and nodular, the size of a three months’ pregnancy, and markedly adherent 
posteriorly. The clinical diagnosis is carcinoma of the cervix, myomatous 
uterus incarcerated in the pelvis, secondary carcinoma of tin* vaginal wall. On 
September 2 the upper part of the cervix was curetted away. The abdomen 
was opened, the incarcerated myomatous uterus freed, but the carcinomatous 
process in the cervix had extended too far to permit of removal of the uterus.

Path. No. 2584. Histologic examination showed the growth to be a typical 
squamous-celled carcinoma of the cervix.

Gyn. No. 13015. Path. No. 10033.
M u 11 i p 1 e and s m all uteri n e m y o m a t a ; p r i m a r y c a r - 

c i n o m a o f t h e u p p e r p art of t h e cervix a 11 d 1 o w e r part 
of t h e b o d y ; p r i m a r y e a r c i n o m a of t h e o v a r y , wit h 
w i d e - s p r e a d m e last a s e s (Fig. 172).

S. G., white, married, aged fifty-one. Admitted June lb: discharged 
July 14,190f>. Complaint, a tumor in the abdomen. The menopause occurred 
five or six years ago. Since then there has been no bleeding. Fifteen months 
ago the patient consulted her physician on account of griping pain in the abdomen. 
Although the pain was general in character, it was more marked in the right side. 
At this time she found that she had a tumor the size of a fist. Since then there 
has been a gradual abdominal enlargement. She has noticed some swelling of 
the feet and also enlargement of the veins on the right side.

On section, several quarts of dark-brownish fluid escaped from the abdomen. 
An ovarian cyst was found in the right side. The small intestines everywhere 
were covered with nodules 1 to 2 mm. in diameter, and the appendix had similar 
nodules on its surface. No definite métastasés were found in the omentum, al-
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though it was thickened and its vessels were dilated. Numerous small vessels 
were attached to the left ovary. Supravaginal hysterectomy was performed. 
The patient was discharged twenty-three days after operation.

Path. No. 10033. The uterus has been amputated through the cervix. It 
is 4.5 cm. in length, 5 cm. in breadth, and 4 cm. in its anteroposterior diameter. 
It is covered with adhesions. On the surface are several small pedunculated 
myomata, the largest 1 cm. in diameter. There is also a small submucous myoma 
2 cm. in diameter, situated in the posterior wall. The upper part of the cervix 
and the lower part of the body are occupied by a growth apparently 2 cm. in 
length. This is porous in appearance and suggests carcinoma. Occupying what

.Carcinoma

Fui. 17U. Mvi.tii'i.k Smai.i. Vtekim. Myomata; Primary Carcinoma ok Tin: Ovary; Primary Carcinoma 
ok thh Utero». (» net. size.)

(Ivn. No. 13015. Path. No. 10033. The .<|iecimen is seen from the front. The uterus contains several myo­
ma la -siili|M-ritoneul, interstitial, ami submucous. ()ceu|iyiiig the upper purl of the cervix and the lower part 
of the body is an early carcinoma. This has been cut through and a portion left behind. The right ovary has 
been converted into a cystic tumor filled with papillary masses, which have at one point perforated the cyst-wall 
and reached the peritoneal surface. As mentioned in the history, wide-spread métastasés were found in the abdom­
inal cavity, a is a corpus liiteum which has not ruptured.

corresponds to the right ovary is a tumor 14 cm. in diameter. This is covered 
with adhesions, is pearly white in appearance, but has areas of mottling. On 
section, the cyst is found to be partly cystic, with little masses projecting from 
the surface. To a great extent, however, it is solid, having cauliflower-like 
masses projecting into the cavity. Some of these masses resemble brain tissue. 
The solid portion is 5 cm. in thickness.

Histologic Examination. The tumor of the right ovary consists of masses 
of papillary outgrowths of all kinds. In some places the glands are large, in 
others exceedingly small. The gland epithelium here and there has proliferated, 
but, as a rule, is well preserved. We have a characteristic picture of adeno­
carcinoma. The nuclei of the cells, on the whole, are very uniform.
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The friable area in the cervix, suggesting malignancy, proves to be carcinoma. 
We have gland-like spaces lined with one layer of very high eylindric epithelium. 
In some places the glands are completely filled with young secondary glands, 
and at other points the epithelium of these > " y glands has so proliferated
that we have masses of cells which, under the low power, closely resemble epi­
thelial pearls. The individual epithelial cells are fairly uniform in size. Here 
and there, however, are large vesicular nuclei, irregular nuclei, and a great 
number of nuclear figures. There is a certain amount of disintegration. The 
growth is an adenocarcinoma and is apparently independent of the carcinoma 
of the ovary. Along its advancing margins there is considerable small-round- 
celled infiltration.

In this case we have multiple uterine myomata, two malignant processes, 
one commencing in the ovary and forming métastasés over the surface of the 
intestines, the other a primary carcinoma originating in the cervix and lower 
part of the body of the uterus.

is
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CHAPTER XVI.

ADENOCARCINOMA OF THE BODY OF THE UTERUS ASSOCIATED 
WITH UTERINE MYOMATA.

In our examination of over 14(K) eases of myomatous uteri adenocarcinoma 
was detected in the body of the uterus in 25cases (about 1.7 per cent.): Adeno- 
myomata associate!I with adenocarcinoma of the body (see “Adenomyoma 
of the Uterus,” p. 21S), 3 cases. Myoma and adenocarcinoma of the uterus 
seen at autopsy, (> cases (see p. 404). Myoma and adenocarcinoma of the 
body of the uterus, operated upon. 10 eases.*

Clinical History. The accompanying histories demonstrate that in 
most of the eases myomata had been present for several years, that for 
some months or a year before admission uterine hemorrhages had been noted, 
and that between periods there had been a watery and offensive vaginal discharge.

Color. In If) out of the 17 eases in which definite data could be obtained 
the patients were white.

Age. In 17 eases we have data as to the patient’s age. The period at 
which the carcinoma has been detected corresponds to the decade of life 
during which carcinoma of the body of the uterus is usually found. The 
youngest patient was thirty; the oldest, sixty-four.

Between thirty and forty- 2 cases.
Between forty and fifty — 5 cases.
Between fifty and sixty S cases.
Between sixty and seventy 2 cases.

The association of s t or i 1 i t y with the development of carcinoma of the 
body of the uterus was emphasized by us several years ago.f Our previous 
experience is strikingly supjiorted by the table on p. 275.

Out of the 17 patients, (i were single and 3 more had never been pregnant. 
Of the remaining N patients. 3 had had one miscarriage each, but had never born 
full-term children. Thus. 12 out of the 17 had never been delivered of a child at 
term. The remaining 5 women had given birth to 12 children. Sterility cer­
tainly seems to be in some way closely associated with the development of adeno­
carcinoma of the body of the uterus.

* hi Cases 2832, 32'»N. ami 12771 myomata and adenocarcinoma of the body of the uterus 
were found in the same uterus. The myomata were, however, too small to be of any clinical 
significance, and these cases have, accordingly, been omitted from the table.

t Thomas S. Cullen. Cancer of the Uterus, page 474.
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Or*. No. M.HRIhll
Nimber of 
Children Miscarkiau

4 0
110220....................................................... Yes 4

10085....................................................... No
9141....................................................... ....................... No
1009....................................................... .......................No
1091....................................................... .......................No
4202....................................................... 1 0
,')8.'>S....................................................... .......................No

0
10997....................................................... .......................No 0
9443....................................................... Yes 0

Yes 0
1K. C. H. I. Nov. 8, 1900.................... ......................Yes 0

3113....................................................... .......................Yes 1 0

12 4

Gross Appearances of the Uterus. The myomata may lx* situated in 
any part of the uterus. Most frequently they are found in the body, but 
in some cases are located low down in the cervix. For example in Fig. 175 
ip. 278) we see a myomatous nodule several centimeters in diameter, situated 
to the side of the cervix. In Fig. 1X2 (p. 290) the cervix is much distorted by a 
large myoma, rendering it as large as the body, which is also much increased in 
size as a result of the carcinoma combined with interstitial myomatous nodules.

In Fig. 183 (p. 292) the uterus is several times its natural size. Studding 
the surface are numerous small myomata, and scattered throughout the walls 
are several myomatous growths. The chief increase in size is due, however, 
to a most extensive carcinoma occupying every part of the uterine cavity.

The uterus shown in Fig. ISO (p. 2K(>) was several times the usual size, and 
presented the characteristic myomatous appearance, but there was a peculiar 
volcanic appearance of the outer surface at a. Here, as shown later, the carcinoma 
had penetrated the entire thickness of the uterine wall and lay just beneath the 
peritoneum.

Occasionally, as in Case 1091, in which the enlarged uterus extended four 
inches above the pubes, a submucous myoma was associated with the carcinoma.

It must be borne in mind that in nearly every case the myomatous condition 
partly or completely obscures the presence of the carcinoma. Histologically, 
these adcnocareinomata differ in no way whatever from uncomplicated adeno­
carcinoma of the body of the uterus.

Diagnosis of Adenocarcinoma. A glance through the histories of the accom­
panying cases will show that in most of them carcinoma was not suspected until 
after removal of the uterus. Clinically, uterine hemorrhages can be caused by 
uterine myomata, and when the nodules become submucous and undergo disin­
tegration, a foul and at times watery discharge is the natural accompaniment.
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In such cases the cervix is normal and the enlarged and irregular uterus presents 
the characteristic undulating contour of a multinodular uterus. As a rule, no 
malignant change will lie found in the uterine mucosa, although in a certain 
percentage carcinoma of the body exists. True, in a goodly number of cases cu­
re! t age would reveal the carcinoma, hut if we followed these lines, eureting would 
he done in many cases in which no carcinoma exists, and in some instances, as, for 
example. Case 0141 ( Fig. IS2, p. 290). in which there was a very large cervical 
myoma, the uterus was so distorted that 
it would he almost impossible to reach 
all parts of the uterine cavity with the

Care.

I'ii.. I7:i.- Auknui aiivinoma iik mi Hum ok Tin I tkrvh, Assoi i xti.h xt i hi Myoma i a. $ mil. size.

I'alli. N". liHl I. This specimen wiw will u* by Or. Paul Oxvslcy, of Chicago, on January 25, 11105. It is not 
IncliHhil in our statistics, but i- such an excellent example that xve have luul it drawn. Near the cervix is a small 
submucous myoma. Occupying the upper part of the body is an early carcinomatous gmxvtli which as yet has 
not broken doxvii. The myoma, occupying the left upper uterine wall, measured S cm. in diameter. The uterus 
also contained several other nodule*.

Treatment. The association of adenocarcinoma of the hotly of the uterus 
with myoma in about 1.7 per cent, of the cases would naturally suggest total ab­
dominal hysterectomy as a routine procedure. We know by experience, however, 
that the supravaginal amputation is not only the easier operation, but that 
where the uterus is much enlarged and distorted, it is often the only one feasible. 
We feel that in this operation there is much less danger of injuring the ureters. 
If the presence of carcinoma of the body can be definitely established or is 
relatively certain, total hysterectomy should certainly be performed. We are
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still in favor of the routine supravaginal hysterectomy, with the usual precaution­
ary control measures*—opening the uterus to determine if carcinoma exists 
and cutting open any suspicious myomata to see if by chance sarcomatous changes 
are present. If malignancy is detected, the cervix is at once removed. When 
carcinoma of the body exists, the chances of infection and death are consider­
ably increased as a result of the foul v urge.

Cases in which Adenocarcinoma of the Body of the Uterus was Associated 
with Uterine Myomata.

Gyn. No. 9443. Path. No. 5671.

Car ci no mu

Sub p e r i t o n e a 
c a r e i 11 o m a o f t h 
the i n t e r 11 a 1 os. (Fig. 
171) .

I). S., aged sixty-four, white, 
married. Admitted March 4 : dis­
charged April 12. 1902. The meno­
pause occurred ten years ago. The 
patient has had two children; no 
miscarriages. For ten years she has 
had some pain over the bladder, 
especially on lying down, and more 
recently has had constant pain, more 
marked on exertion. Operation, 
March 15th. Panhysterectomv. Re-

Path. No. 5671. The specimen 
consists of the entire uterus with the 
appendages. The uterus is 10 cm. in 
length, 7 cm. in breadth, and 5 cm. in 
its anteroposterior diameter (Fig. 
174). The appendages are slightly 
adherent. Springing from the right 
uterine horn is a myomatous nodule, 
.4,5 cm. in diameter. The cervix ap­
pears normal. The uterine walls 
vary from 2 to 2.5 cm. in thickness, 
show diffuse myomatous thickening, 
and contain some discrete myomatous

Fm. 174. —Varvixoma of the Lowkh I’akt of the 
Hoiiy aM> Vemt Cart of tiie Cervix; I'tehim 
Myomata, ij nut. size.)
Oyn. Xu. 1144:1. Path. No. 5071. The g renter part 

nf the uterine cavity was the seat "f a carcinomatous 
growth. The uterine walls showed diffuse myomatous 
thickening and contained small discrete myomata. The 
suhperitoneal myoma was .1.5 cm. in diameter.

nodules. The mucosa of tilt; cervix in
the lower part looks normal. Occupying the upper part of the cervix, and also

* Thomas S. Cullen, Examination of Uterine Mucosa and Myomatous Nodules after Hystero- 
myomectomy to Exclude Malignant Disease, Jour. A. M. A., March 10. 1000.

118392
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Care

the greater part of the uterine cavity, is a shaggy growth. In some places this 
projects fully 1 cm. from the surface. The shagginess in places consists of fine 
outgrowths, hut at other points there are little tongue-like projections.

On histologic examination the g in the body of the uterus is found to 
consist of typical adenocarcinoma, apparently of the type that originates in the

Bimanual examination of such a uterus would show that the body is con­
siderably enlarged and that, 
on the surface, is a nodular 
growth. One would at first 
suppose that lie was deal­
ing with a myomatous 
uterus, but curettage would 
instantly give a proper clue 
as to the diagnosis.

Uyn. Nu. 10220. I'lilh, Nu. 04IK. The myomu In tlu* loft of 
Ilio cervix win* 4 cm. in iliumeter, nml sit tinted in the anterior wall 
was an internlitinl nodule 2.5 cm. in diameter. There in some dif­
fuse thickening of the uterine walls, and cross-sections of the 
blood-vessels stand out prominently. The carcinomatous growth 
uniformly occupies the upper part of the cavity and is sharply defined.

Gyn. No. 10220. Path. No.
6418.

(’ 0 r v i c a 1 ni y 0 m a 
a s s o rialc d w i th 
a d r n o c a r c i n o m a o f 
the bo d y o f t h e 
uterus (Fig. 175).

X. S., white, married, 
aged fifty-eight. Admitted 
January 28: discharged 
March A, KMN.

The periods commenced 
at fourteen and were regu­
lar. every four weeks, last­
ing four or five days. The 
menopause occurred seven 
years ago. The patient has 
had four children and one 
miscarriage. She has had 

f. This at first was yellowisha leukorrheal discharge for the past year and a I 
in color, but later assumed a reddish tinge.

Operation, supravaginal hysterectomy. After removal of the uterus it was 
split open, and in the fundus was found a polypoid friable g The rest of
the cervix was now removed. The patient made a satisfactory recovery.

Path. No. ()4IX. This specimen consists of the uterus, left tube and ovary, 
and the remaining portion of the cervix. The portion of the uterus measures 
Hxlix b cm., and is considerably distorted. Projecting from the anterior wall

47

77
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is an interstitial nodule approximately 2.5 cm. in diameter, and from the side 
of the cervix a myoma 4 cm. in diameter. The cervical canal forms a semilunar 
slit. The mucosa lining the cervix is apparently normal. Occupying the body 
of the uterus is a growth which in places reaches 1 cm. in thickness (Fig. 175). 
It has a shaggy surface and here and there forms little polypoid masses. It has 
penetrated the uterine wall for a considerable distance, and has apparently 
involved the mucosa throughout the greater part of the cavity. The left tube 
and ovary show nothing of interest.

Microscopically, the myoma in the anterior wall shows considerable hyaline 
change. The growth in the body of the uterus is an adenocarcinoma. In most 
places the gland epithelium has proliferated to such an extent, however, that it 
forms solid masses, and here and there suggests a squanious-celled growth.

From a clinical standpoint the condition might very readily be mistaken 
for a «impie myomatous uterus. We have to the left of the cervix a hard nodule, 
a typical myoma, and in the anterior wall just above this a myomatous nodule.
( hie would naturally suppose that the hemorrhage had come from the submucous 
myoma.

Gyn. No. 10462. Path. Nos. 6685 and 6730.
Carcinoma of the body of the uterus, apparently 

o r i g i n a t i n g 11 e a r the i 11 t e r 11 a 1 os; s u b p e r i t o 11 e a 1 
ni y o in a t a : p e I v i c a d h e s i o n s ; s u b a c u t e s a I p i 11 g i ti s 
(Fig. I7(i).

K. S., white, aged fifty-one, married. Admitted May 5; discharged June I. 
1<K)5. The patient has been married twenty-five years but has never been 
pregnant. Seven weeks ago she noticed a yellowish vaginal discharge. Six 
weeks ago hemorrhage began and has continued ever since. The patient is 
rather emaciated and weak. Hemoglobin. 50 per cent.

Operation. The uterus was the size of a four months' pregnancy and was 
lifted upward with a great deal of difficulty on account of numerous adhesions. 
( )n pressure it suddenly collapsed and a large amount of necrotic material escaped 
from the cervix, suggesting a pyometra. Two myomatous nodules on the right 
side were adherent to the pelvic wall, apparently causing a hydroureter on tin; 
right side. O11 account of the subsequent pathologic findings the cervix was 
removed two weeks later per vnginnm. The patient was discharged twenty-five 
days after the first operation.

Path. Nos. 6685and 67.40. The specimen consists of a myomatous uterus am­
putated through the cervix and of the tubes and ovaries. The uterus measures 
6 x 5 x 5 cm. Anteriorly, it is smooth; posteriorly, covered with adhesions. 
Projecting from its surface are two pedunculated myomata, one 6 x 5 cm., the 
other somewhat smaller (Fig. 176). These are likewise covered with adhe­
sions. On section, it is found that nearly the entire cervical portion of the 
uterus and the greater portion of the body is occupied by a shaggy growth, 
which in the cervix extends downward almost to the line of incision, and has
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apparently not been entirely removed. The uterine wall above the point of in­
vasion varies from 1 to 2 cm. in thickness.

Microscopic sections show that the growth in the uterus is of a glandular 
type. In many places the epithelium has so proliferated that we have solid 

masses of cells closely resembling squamous 
epithelium. The superficial portions show 
considerable disintegration. The growth is

I n.. 170. -Mvi.tii'i.k i ThiiiM Myomata; <'ahi i\oma ok tin I.owkh I'aht ok thk Hum and I'itkh Vuhtion

<iyn. N". IDHiL.’. Path. Xu-, OOSfi «V 11730. Pcfric the drawing was made the cervix, which was rcnmvcil 
later, was aililcil to the upper part of the uterus. Three 'iiliperitoiieul myomata are seen. The largest of these 
wasO x 5 cm. The external os is normal Inn the upper part of the cervix ami lower part of the hotly are occupied 
by a shaggy papillary atleimcurcinomaltius growth.

an adenocarcinoma. Sections from the left tube near its middle show a 
rate degree1 of subacute salpingitis.

This case is interesting from a clinical standpoint. The general contour of 
the uterus, with its accompanying nodules, strongly suggests a myomatous 
uterus. The growth is seen extending down to the internal os, and might very 
readily be overlooked; in fact, carcinoma was not suspected until the uterus 
had been removed.

San. No. 1852. Path. No. 8347.
S u b a c u t e i n II a m m a t i o n o f t.h e e e r v i x ; a d e n o c a r d i - 

noma of the body of the uterus; a denomyoma of the 
body of the uterus, and an apparently independent 
round-celled sarcoma of the body of the uterus.

This case is reported in detail in " Adenomyoina of the Uterus," p. 225.

Gyn. Nos. 3295 and 7699. Path. Nos. 582 and 3948.
Submucous myoma, with areas strongly suggest­

ing sarcomatous degeneration. Five years later

29
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c o m j) 1 c ( c li y s 1 c r c c t o in y f o r e u r c i n o in a o I" t li <* l> o <1 y o f
I h (■ u t c r u s .

R. R., aged forty-live, maiTicd, white. Admitted .lanuary 24. 1S95. At 
that time the vagina was filled with a smooth, hard, conical mass. A myomec­
tomy was performed, and the patient discharged oil February 23, INI If).

Histologie examination of the myoma showed changes very suggestive of 
sarcoma.

The patient was admitted again in April, 1900, more than five years later, and 
the1 uterus removed on account of a carcinomatous growth, which occupied the 
body.

Path. No. 3948. The specimen consists of the uterus with its appendages. 
The uterus is somewhat enlarged, measuring 13 cm. in length, 8 cm. in breadth, 
and 0 cm. in its anteroposterior diameter. Occupying the right cornu is a 
nodule 3 cm. in diameter, which proves to be a myoma. The cervix has been 
converted into a mere shell, measuring 7 cm. in length and 5 cm. in its antero­
posterior diameter. The internal os is 1.7 cm. wide. The lower 2.5 cm. of the 
cervical canal presents the usual appearances, but the remaining portion has been 
hollowed out with a euret. Here the surface is rough and covered with a layer 
of friable tissue and blood-clots. Occasionally long, finger-like, papillary out­
growths are seen, and where the growth joins the uterine cavity and has not been 
injured by the euret, definite yellowish-white, very friable papillary masses are 
present. The walls of the excavated portion of the cervix vary from 3 to 4 mm. 
in thickness, are indurated, but break down readily. The uterine cavity is 3 cm. 
long. The mucosa in the upper portion is slightly injected, but smooth. In the 
lower half of the cavity it is gathered up into papillary masses continuous with 
those of the cervical growth. Projecting into the uterine cavity are two small 
polypi. The tubes and ovaries are slightly adherent, but otherwise normal.

On histologic examination the growth in the uterus proved to be an adeno­
carcinoma, and probably originated just above the internal os. The uterus, 
besides containing the subperitoneal nodule, also had small interstitial myomata 
scattered throughout it.

In October, 1902, the patient returned with an inoperable growth in the 
vagina. This case is interesting because the myoma which was removed five 
years before showed changes most suggestive of sarcoma. (See p. 248.)

Gyn. No. 10997. Path. No. 7246.
M u 11 i p 1 e uteri n e m y o m a t a , s u h m u c 0 u s, intersti­

tial, and sub p e r i t o 11 e a 1 ; a d e n ocarci n o m a i n v o 1 v i n g 
f u n d u s a n d c e r v i x ( Fig. 177).

R. A., aged fifty-four, white, single. Admitted January 18; discharged 
February 27, 1904. One sister was operated upon in this hospital for myoma 
some years ago. For seven years the patient has noticed an abdominal tumor. 
Two years ago there was considerable abdominal pain. For the last year there
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hns been a continuous vaginal discharge, usually watery in character, often 
stained with blood.

Operation. Hysteroinyomectoiny with amputation through the cervix. 
The endometrium looked carcinomatous, and in consequence the entire cervix 
was removed. The patient made a perfect recovery.

Path. No. 7240. The specimen consists of a multinodular myomatous uterus, 
10x14x10 cm. This has been amputated through the cervix. Anteriorly, the 
growth is free from adhesions; posteriorly, these are numerous. Occupying the 
anterior wall is a myomatous nodule S cm. in diameter (Fig. 177). There is a 
subperitoneal myoma 2 cm. in diameter, and several others scattered throughout

I'm. 177. Mvmi'i.K Vtkium: Myomata; Carcinoma ok tiik Body ok tiik Vtkruh. (? nut. else.)
< iyn. No. 10007. l’aih. No. 7240. The uterus contained several interstitial inyoinutu, the largest of which 

was S cm. in diameter. Lining the entire uterine cavity was a carcinomatous growth that extended to the point 
of amputation. This fact having lieen discovered at the time of operation, the remainder of the cervix was at 
once removed.

the walls. The appendages are apparently normal. On section, the cavity of 
the uterus is found to ho irregular in shape and 7 cm. in length. Surrounding the 
entire cavity from cervix to fundus is a fine try or tree-like growth. In the 
cervical portion it is very well outlined and preserved, but in the body it has in 
places become necrotic. At no point is there any evidence of normal mucosa. 
The growth in certain places involves the wall for a distance of 1.5 cm. It is 
sharply outlined from the uterine muscle.

Microscopically, no trace of normal mucosa of the cervix or of the body is 
found. The cavity of the uterus is lined with an irregular growth of glands, 
that in some places show a distinct papillary arrangement. The growth is a 
typical adenocarcinoma.

90
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Gyn. No. 5858. Path. No. 2146.
Adenocarci n o in a o f t h v h o <1 y of the ut e r u s , as­

sociated with interstitial m y o m a t a ; c h r o 11 i c .e n d o in (‘ - 
tritis both of body and cervix (Fig. 178).

K. H., aged forty-seven, white, single. Admitted February 8, 181)8, com­
plaining of pain in the left lower abdomen and also of uterine hemorrhage. For 
two years she has had severe hemorrhages and some vaginal discharge, watery in

•U :X / .V /

I'm. 17S. -Aimcxocari-ixoma ok thk Boiiy ok thk I'tkrvh AwHorixTKi» with Ixtkrhtitiai. Myomata.

(Sy 11. No. A8.W. Putli. No. 214ti. The uterus is nearly twice its natural size ami is pear-shaped. Situated in 
the anterior wall near the fundus is a typical myoma, and just Mow it a smaller one, of the interstitial variety. 
The cervix is much thickened, hut retains its normal contour. The vaginal portion is intact. In the gross speci­
men the cervical canal appears unaltered, although a severe endometritis was present. The mucosa in the lower 
part of the uterine cavity likewise presents the usual appearance, although here als i there was a most extensive 
endometritis. Occupying the upper part of the cavity i« a new-growth. mughly divided into parallel rows. These 
vary in size ami have smooth surfaces, in contradistinction to the delicate, lingcr-like outgrowths usually present. 
In a few of the crevices between the polypi, however, some of the finger-like processes are noted. The growth 
averages I cm. in thickness, and has invaded the greatly thickened muscular walls to a slight extent. Macro- 
scopieally, the appenduges on both sides uppear to lie normal, but the tube on the right side was found to be the 
sent of an acute salpingitis, although the fimbriated extremity was patent. It is almost certain that the strepto­
coccic peritonitis developed from the discharges caused by the profuse endometritis. (After Thomas 8. Cullen.)

character, and frequently blood-tinged and offensive. On examination of 
scrapings the presence of adenocarcinoma of the body was detected.

0|XTation, February 12, 181)8. Panhystcrectomy. The adherent omentum 
having been released, the uterus was removed in the usual way. The patient 
developed a general peritonitis and died within twenty-four hours. A pure 
culture of Streptococcus pyogenes was obtained front the abdominal cavity.
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Path. No. 2140. The specimen consists of the uterus, tubes, and ovaries. 
The uterus is 11 cm. in length, 7 cm. broad, and S cm. in its anteroposterior 
diameter. It is free from adhesions. Projecting from the anterior surface is a 
rounded boss 5 cm. in diameter. It is firm in consistence, and on section pre­
sents the usual myomatous appearance. The vaginal portion of the cervix 
appears to be normal. The cervical portion is 3.3 cm. long, and averages 1) nun. 
in diameter. The mucosa is smooth, but somewhat injected. The uterine 
cavity is 5 cm. in length, and at the fundus reaches 5 cm. in breadth. Occupy­
ing nearly the entire cavity is a now-growth, grayish in color (Fig. 178). It is 
for the most part divided up into several longitudinal ridges, separated by deep 
furrows. The tissue composing the ridges has a smooth surface, but at several 
points along the advancing margin of the growth delicate, finger-like processes are 
visible. The downward extension of the tumor is sharply defined, the growth 
overlapping the mucous membrane. On an average it is 1 cm. in thickness and 
has extended for about 3 or I mm. into the depth. On section, the tissue of the 
now-growth is seen to be somewhat friable.

Histologic Examination. The mucosa of the cervix and that of the body 
not invaded by the cancer has been converted almost entirely into granulation 
tissue, evidently as a result of a long-standing infection. The patient was un­
doubtedly infected from the uterine discharge, the general peritonitis which so 
soon caused her death being readily accounted for.

This case is described in detail in Cullen's Cancer of the Uterus,” p. 452.

Gyn. No. 5957. Path. No. 2238.
A large m y o ni a tous u t e r u s w i t h a d e n o c a r c i n o m a 

of the body; general pelvic peritonitis (Fig. 179).
S. lb. colored, aged forty-seven, married. Admitted March 1(>: discharged 

April 22. 1898. Complaint, abdominal tumor. Her menses commenced at 
thirteen and were always regular until six years ago. She had a miscarriage at 
twenty-three. Six years ago she had a fairly constant bloody uterine discharge, 
alternating with a leukorrheal flow, and about three years later first felt a small 
lump in the abdomen, which has increased slowly in size. During the last nine 
months she has had a dull, aching sensation in the lower part of the abdomen.

Operation, March 21. 1898. Abdominal hysterectomy. The uterus was 
amputated through the cervix, carcinoma not being suspected until after the 
operation was completed.

Path. No. 2238. The specimen consists of the uterus, which has been con­
verted into a globular tumor 11 cm. in diameter, covered with numerous vascular 
adhesions. Springing from it are several myomata, some of which arc sessile, 
others pedunculated. The portion of the cervix present is 2 cm. in length; its 
mucosa presents the usual appearance. The uterine walls vary from 4 to 8 cm. 
in thickness, and contain several myomatous nodules, the largest being 0 cm. in 
diameter. The uterine cavity is 0 cm. long and 4.5 cm. broad at the fundus
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(Fig. 179). The mucosa covering the posterior wall is smooth and glistening and 
slightly injected. It varies from 1 to 2 mm. in thickness. The portion cover­
ing the anterior wall is profoundly altered, and now consists of a now-growth 
averaging 1 cm. in thickness. The surface, for the most part, is smooth, but 
occasionally projecting from it is a minute, finger-like process, while at several

Fin. 170.—A I.aki.i; Myom atoi s V mus Showing ai.ho an Aiiknocari Inoma ok tiik Body. (J mu. >i/.c. i 

(l.vii. No. fillfiT. I’alli. No. lilidN. The uterus is much enlarged unit has subperilnneal nodules projecting from 
ils surfuee. Sit initial in the anterior wall are one large and several smaller interstitial myomata. The uterus has been 
amputated through the cervix. The mucosa in the lower part of the uterine cavity is normal, but on being traced 
upward several centimeters on the anterior wall it is replaced by a ncw-growth, which in places is smooth, but at 
most points is covered with delicate, fingerdike outgrowths. The growth reaches I cm. in thickness, and 
stands out in sharp contrast to the uterine muscle, which it has invaded to a slight extent. Vpward it reaches to 
the top of the uterine cavity, its advancing margin being irregular. The mucosa covering the posterior wall is 
slightly mottled, but otherwise appears normal. The stumps of both Fallopian tubes are visible in the upper 
part of the picture. All the symptoms in this case might readily have been caused by the myomata, and without 
curettage it would have been impossible to diagnose the carcinoma. Bail we known that the carcinoma was present 
in this case, the uterus would have been entirely removed instead of being amputated through the cervix.
After Thomas S. Cullen.)

points tlic surface presents a shaggy appearance, due to aggregations of myriads 
of these finger-like projections. At one point these delicate outgrowths form a 
bunch projecting fully 1 cm. from the surface. The growth, on section, presents 
a waxy appearance, and stands out in sharp contrast to the muscle which it has 
invaded for a short distance.
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On histologic examination the growth in the body is found to be a typical 
adenocarcinoma.

This case is described in detail in Cullen's ‘‘Cancer of the Uterus,” p. 449.

K..C.H. I. Path. No. 4479-
S u b p e r i t o n e a 1, interstitia t, a n d s u b m 11 cous m y o in a - 

ta; e x t e n s i v e a d e n o c a r c i n o in a o f the b o d y of t h e 
u t e r u s ( Fig. 180).

E. P. K., white, aged thirty-eight, married. Admitted to the Church Home 
and Infirmary Novembers; died November 17. 1900. She had one miscarriage

nine years ago. In March, 
1900, she had three hemor­
rhages, which were severe and 
showed large clots. Since then 
there has been frequent bleed­
ing, and lately a profuse leukor- 
rheal discharge.

The uterus reached a point 
midway between the pubes and 
umbilicus, and on examination 
presented a peculiar appear­
ance1. The mass suggested a 
myoma, and yet there was an 
un evennessof the surface—what 
might be termed a volcanic ap­
pearance, the growth welling out 
on all sides and having an um-Fhi. ISO. Mi i.ni'i.K Vtkhixk Myomata; A » k n or a rc i n om a ok

thk Body, with Kxtknhion to tiik I’kritonkal Svhkack. hilicated eeiltel1. Till' left tllbe
(1 mil. size. 1
K..C.H.1. Path. Nu. 4470. The uterus has been amputated and ovary were tied off, the

through the cervix, and In the left is u myoma. The body of rOUlld ligament Was Controlled, 
the uterus contains several myomatous nodules. Over a 1,1 r"“

iiitu a it vin. ni uiiimvivi

was then detected lying in the 
broad ligament. After opera­
tion the uterus was opened and

area ta> the tissue presents a volcanic appearance, due to a well- 
ing-out of the growth. On section, carcinoma of the body was
fourni, the unusual appearance of the surface being due
tension of the growth by continuity to the peritoneal surface.

Had the carcinoma been suspected at operation, the cervix 
would, of course, have been remove!I at once. The cervical
myoma, together with the general contour of the uterus, (|l(, malignant growth detected 
would naturally suggest to the operator that he was dealing r"'

and we expected to remove the 
cervix at a later date.

with an ordinary myomatous uterus.

For the first day after operation the patient did comparatively well, but then 
commenced to show definite signs of peritonitis and died in a few days. This case 
shows the absolute necessity of opening the uterus the minute it is removed. 
Had we followed out this rule, the cervix would have1 been taken out at once; we 
would have placed a liberal gauze drain in the pelvis, and probably have avoided
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infection, which so frequently follows where such a foul carcinomatous growth

Path. No. 447V. The specimen consists of a large multinodular myomatous 
uterus (Fig. 180). The fundus is occupied by a large tumor mass, 12 x 13 cm., 
developed more posteriorly than anteriorly. The surface is generally smooth. 
On section of the uterus the cavity is found to be filled with a carcinoma of the 
body, associated with numerous myomatous nodules.

Gyn. No. 4262. Path. No. 1137.
Subpcritoneal, interstitial, and s u b m ucou s m y o - 

m a t a ; a d e n 0 c a r c i 11 o 111 a o f t h e b o d y of the u t e r u s 
(Fig. 181).

K. P., aged thirty, colored, married. Admitted March 30; discharged April 
30, 18%. The patient has had one child and no miscarriages.

Operation, April 6, 1896. Abdominal hysteromyomectomy with amputation 
through the cervix. The patient made an uninterrupted recovery.

Path. No. 1137. The specimen consists of the uterus with its appendages. 
The uterus is approximately globular, measuring 1T> x 13 x 13 cm. Both ante­
riorly and posteriorly it is smooth and glistening. The portion of the cervix 
present is 4 cm. in diameter. The posterior uterine wall varies from 2.5 to 3 cm. 
in thickness, and scattered throughout it are several myomata, some of which 
are interstitial, others sessile. The anterior wall varies from 2 to 9 cm. in thick­
ness; besides containing several small myomata, it is occupied by a submucous 
myoma 8 cm. in diameter. The uterine cavity is 8 cm. in length, and at the 
fundus 7.5 cm. in breadth. The mucosa at the fundus varies from 2 to 3 mm. in 
thickness, but the greater part of that covering the anterior wall and also that 
on the posterior wall presents a markedly altered appearance, being gathered up 
into large and small tongue-like folds, varying from 0.3 to 1.5 cm. in breadth 
(Fig. 181). Some of these reach 7 mm. in thickness, but where subjected to 
pressure, they are flattened. The small tongue-like masses are smooth and 
glistening, and cannot be subdivided into smaller ones, as is usually the case in 
adenocarcinoma of the body. After hardening in Midler's fluid it is possible 
to make out in a few places a delicate branching or tree-like arrangement. 
The huger eminences are traversed by shallow depressions, which to a slight ex­
tent subdivide them into smaller ones. They also have delicate capillaries 
ramifying over them in all directions. Near the fundus the mucosa reaches 2 
cm. in thickness, and only its superficial portions tend to become polypoid. 
The mucosa in its deeper portion is sharply defined, being well marked off from 
the muscle, which it apparently has not penetrated. The posterior wall over 
a limited area has been entirely denuded of mucosa by the curet.

Microscopically, the growth proved to be an exc< interesting adeno­
carcinoma. (The histologic findings an* given in detail in Cullen's “Cancer of 
the Uterus,” p. 440.)

2805
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Gyn. Nos. 1069 and 1782.
1" t 0 r i n v ni y o in a t a ; e a r c i 11 o in a o I" the l> o d y o 1‘ t h e 

u torus.
L. \Y., single, white, aged forty-four. Admitted November 16; discharged 

December 17. 1801. The menstruation has been profuse for the last three or 
four years; lately associated with pain in the lower abdomen. Operation, No­
vember *28, 1801, removal of both ovaries.

Fut. 181. Myomata am* Adkxovahcinoma ok tiik Body ok thk 1'tkhvh. (1 nal. siie.)
* ï> ii. N**. 4282. I’ulli. Nu. 1137. The imirli enlarged uterus has been npeneil posteriorly. Projecting from 

the puMeri'ir surface is a small suhpcritoneal myoma. Scattered throughout the walls, which are increased in 
thickness, are a few interstitial myomata. The cervical canal is unaltered. The uterine cavity is much enlarged. 
Projecting into it from the anterior wall is a large submucous myoma. (leoupying the anterior wall and extending 
over the posterior wall is a new-growth, in some parts forming a homogeneous and slightly lohulnted mass, but in 
some places consisting of polypi of various sizes and with fairly sharp edges. In a few places delicate, finger-like 
outgrowths spring from the surface of the polypi or from the depressions between them. The new-growth stands 
out sharply from the normal mucosa covering the posterior wall. (After Thomas .8. Cullen.)

She was again admitted on January 29, and discharged on February 27, 
1893 (Gyn. No. 1782). Operation, February 4, 1893, hysteromyomectomy; 
amputation through the cervix. On removal of the large, irregular myomatous 
uterus carcinoma of the body was found. The patient made a perfect recovery. 
No histologic examination was made.

Gyn. No. 1691.
A sloughing submucous myoma associated with 

c a r c i n o in a o f t h e b o d y .
R. A., white, single, aged forty-five. Admitted November 23; discharged
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December 29, 1S92. The menses were regular until seven years ago, after which 
tin* flow appeared every two weeks and was very profuse. During the past year 
it has been almost continuous. The bleeding at times has been so profuse that 
the patient has fainted.

Operation, November 28, 1892. Hysteromyomeetomy with amputation 
through the cervix. When the uterus was opened, a sloughing submucous myo­
ma was found, and also a carcinoma of the body. A note was made on August 
13, 1895, that the patient was well and growing fat ; her only complaint was of 
slight backache. No histologic examination was made.

Gyn. No. 9141. Path. No. 5312.
A large cervical myoma : sub peritoneal and intersti­

tial uterine m y o tn a t a : a d v a n c e d a d e 11 ocarci n o m a of 
t h e b o d y ( Fig. 182).

S. T., single, white, aged sixtv-one. Admitted October 17. 1901. The 
menopause occurred at fifty-four. For the past six years there has been a slight 
yellowish discharge, and five years ago this became blood-tinged; for the past year 
it has been offensive.

Operation, October 21,1901. Van hysterectomy. A large mass above the 
symphysis was found to be the fundus pushed up from below by a myoma 
situated near the cervix. On the surface of the uterus, near the right cornu, 
was an elevation, 2 cm. in diameter: this differed entirely from an ordinary 
myoma, and was evidently an area of carcinoma from an extension of tin- 
growth through the uterine wall. Complete hysterectomy was jM-rformed. The 
patient was discharged on November Hi. 1901.

Path. No. 5312. The specimen consists of an enlarged uterus, with its 
appendages intact. The uterus is approximately 14 x 10 x 10 cm. in its various 
diameters. The surface is smooth and glistening, but nodular. Over the right 
cornu is an irregular, slightly raised, whitish area, with puckered margins. It is 
about 2 cm. in diameter, and closely resembles an area of lupus where healing has 
taken place. Scattered throughout the uterine walls are myomata, the chief in­
crease in size being due to a globular myoma, 7 cm. in diameter (Fig. 182). This 
is situated directly behind the cervix, and has evidently projected down beneath 
the peritoneum into Douglas' cul-de-sac. The uterine cavity is about 10 cm. in 
length. The mucosa of the cervix presents the usual appearance, but the cavity 
of the uterus is considerably distended, and is everywhere lined with a friable 
material of brain-like consistence. The superficial portions of this consist of 
small, delicate, finger-like projections, and covering the surface is necrotic 
tissue. The growth reaches a thickness of 2 cm. or more, and is everywhere 
penetrating the uterine walls. At the right uterine horn, where the puckering 
was noticed on the surface, it has extended to the peritoneum. The tubes and 
ovaries on both sides are apparently normal.

On histologic examination the growth is found to be an adenocarcinoma with
lit
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a definite tendency to form try outgrowths. Along its advancing margin 
there is a great deal of round-celled infiltration.

l'T«i. IK-. A I.ahi.i Mvima m thk Ckhvix; Ai>K\orAnriNOMA ok the Hoiiy ok tiik Vtkrvr. t$ not. *1*1»A

P-iSfsfs

1JWH* ■■

<i> ii. No. Ill ll. I’nlh. Xu. Ml2. liehind tin» cervix is a glulmlar m.vuimitnus nodule, 7 cm. in dinmetcr. 
Smaller subperitoneal ami inlerslilial myonmia an* also seen. The uterine cavity is lillcil with a carcinomatous 
growth which, in place», reaches 2 cm. in thickness. Over the right uterine horn was tin irregular, slightly raised, 
whitish area, with puckered margins, and closely resembling a patch of lupus where healing hail taken place. Thin 
represented an extension of the carcinoma to the peritoneal surface of the uterus by continuity.

Gyn. No. 9012. Path. No. 5180.
M y o m a t o u s u t 0 r u s : a d 0 n o e a r c i n o m a o f t h c l> o d y ; 

il o u I» 1 v h y d r o salpinx : o v a r i a 11 c y s t on I h <■ right s i d v ; 
t u h o- o v a r i a n abscess on the left side.

80



AI » I : \ < M AIM IMiMA OF THF. BODY OF THK VTKRl S. 201

M. S.. while, aged fifty, married. Admitted August 20; discharged Octo­
ber 10, 1001. During the last eighteen months the menses have been irregular 
and profuse; recently there has been bleeding for six or seven weeks at a time. 
During this period the patient passed a hard body, probably a submucous 
myoma. She has had one miscarriage. Six years ago she was told that her 
uterus was enlarged. She can feel something shifting about in the abdomen : this 
is particularly noticeable when she moves around.

Operation. 11 y st eromyon icct otnv ; radical cure of hernia; drainage of tuho- 
ovarian abscess through the abdomen.

A long abdominal incision was made, and a small umbilical hernia excised. 
Much diflieulty was experienced on account of a tubo-ovarian abscess on the left 
side, which had to be drained. The left tubo-ovarian mass was very closely 
associated with the intestines, and the omentum was thickened, pale, and bled 
very freely. Resting upon the ovarian cyst was a large myomatous uterus. 
Later, the perineum was repaired, and the patient left the hospital very much 
improved.

Path. No. 51X0. The specimen comprises an enlarged uterus, a cyst of the 
ovary, and a portion of a small ovarian abscess. The uterus, which is irregular 
and pear-shaped, measures 10x 10 x 11 cm. Its surface presents irregular prom­
inences, corresponding to interstitial myomata. On section, a large, partially 
sul«peritoneal myoma, 0 cm. in diameter, is found occupying the fundus, and to 
one side of this is an interstitial nodule 0 cm. in diameter. This, on section,ap­
pears to be cystic, consisting of fibrillated material with translucent areas in its 
meshes. The uterine cavity is 5 x 5.4 x .'L5 cm. The lower portion is lined with 
a slightly injected, fairly normal looking mucosa. The upper portion, however, 
is occupied by an exceedingly friable papillary growth, the papilla* of which are 
long and finger-like. The advancing margin of the growth is fairly well defined: 
it shows a rounded but somewhat irregular outline.

The right ovary has been converted into a thin-walled cyst, IS x 15 x 15 cm., 
covered with numerous tags of adhesions. It is pale reddish in color, and by 
transmitted light is found to be unilocular; it contains a pale yellowish fluid. An 
ovarian abscess is present on the left side.

Sections from the body of the uterus show that the growth is an adenocarcin­
oma of the fundus.

Gyn. No. 10085. Path. No. 6275.
S u h peritoneal, interstitial, a n d s u b in u c o u s ni y o - 

m a t a ; a d v a n c e <1 a d e n o c a r c i n o in a , in v o 1 v i n g b o t h 
t h e b o d y a n d t h e c e r v i x (Fig. 183).

P. I)., white, single, aged fifty-two. Admitted November 13; discharged 
December 17, 1902. The patient first noticed, about two years ago, that her 
periods, instead of gradually stopping, were so frequent that she could not tell 
whether she was having a continuous How or when the next period began. 
Hemoglobin, 55 per cent.
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<)|M*ration, hysterectomy. The lower abdomen is distended with a multi­
nodular hard mass which reaches one-third of the distance from the symphysis 
to the umbilicus; it is somewhat movable.

November 17. 1902: An incision exposed what was apparently a myoma.

Myomata; Auvam-kii Auk.nocaiicinoma Invoi.vimIvikuktiti \i„
I'kiivix ami Boiiv.

* tr* i

< iyn. No. IIMIKÔ. 1’itili. No. 11270. Tin* uterus is much enlarged, measuring lô cm. in length, 12cm. in lircailili 
nml II cm. in its anteroposterior diumeter. Svattereil ilimuglimit it tire numerous myumutu. subperitoneal, 
interstitial, anil submucous i M i. The cervix is intact, as seen at r, where there is a cystic gland. The entire 
uterine cavity is lined with a carcinomatous growth. The tree-like projections are in evidence near the cervix, hut 
in the upper part of the cavity the growth is more polypoid in form. At l> is a delicate stein of the growth several 
centimeters in length, mal teimilii.liiig in a cluh-like extremity, <i indicates the normal musculature of the uterus.

Simple liiinaiiual examination in this case was strongly suggestive of a normal myomatous uterus. Had 
carcinoma hecn suspected, under no circumstances would bisection have been commenced.

bisection was begun. After the first cut there was it gush of apparently car­
cinomatous material from the anterior wall of the uterus. The uterus was re­
moved in its entirety at once. The patient made an uneventful recovery and 
was discharged on the thirty-second day.
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Path. No. 0275. The specimen consists of the uterus ami normal appendages. 
The uterus is globular, about 15 x 12 x 11 cm. Anteriorly and posteriorly it is 
smooth. On the anterior surface is a smooth myoma, 1.5 cm. in diameter. 
On the posterior surface several smaller ones are seen. The vaginal portion of 
the cervix looks normal. On section, it is found that portions of the cervix and 
body have been replaced by a new-growth (Fig. 183). The cavity of the uterus 
is 12cm. in length. The growth presents a very shaggy appearance, and consists 
of many tree-like processes, little buds, or of small papillary projections. The 
individual projections vary from 1 to 8 mm. in diameter. The growth projects 
into the cavity for from 2 to 5 cm. The uterine walls are only slightly en­
croached upon. Projecting a little way into the cavity from the posterior wall 
is a submucous myoma fully 3 cm. in diameter. Numerous other myomata 
are scattered throughout the uterine walls, which are considerably thickened.

Histologic examination shows that the growth is essentially of a glandular 
character, and that it is an adenocarcinoma.

The general contour of the growth strongly suggests myoma. This view is 
supported by the fact that there are somewhat isolated myomatous nodules, and 
one might very readily, as was done here, make a diagnosis of myoma. Even 
with the abdomen open the operator felt sure that lie was dealing with a myo­
matous uterus. Examination of scrapings in this case would, however, render 
t he diagnosis easy.

Gyn. No. 9934. Path. No. 6127.
U torin e in y om a t a ; ad en oc a rc in o in a of t h e bod y .
J. S. B., white, aged fifty, married. Admitted September 29: discharged 

November 1,1902. One aunt died of a uterine tumor, aged fifty-five. There is 
tuberculosis on the paternal side. The patient has been married twenty-eight 
years, but has never been pregnant. During the past two years the menstrual 
flow has gradually increased: it has been very copious and frequent for the last 
six weeks, and the patient has had severe hemorrhages. Apart from a pro­
gressive weakness due to loss of blood, her health has been normal. Hemo­
globin, 55 per cent.

Operation. Hysteromyomectomy with amputation through the cervix. The 
patient was discharged November 1, 1902.

Path. No. 6127. The specimen consists of an enlarged uterus, amputated 
through the cervix. The appendages are intact. Extending from the posterior 
wall close to the cervix is a subperitoneal myoma, 7 cm. in diameter. ( >n section, 
it shows a typical hyaline change. The body of the uterus is considerably en­
larged, and on section is found to be occupied by a moderately large, cauliflower- 
like growth which extends into the cavity and involves the uterine wall for about 
one-half its thickness. The endometrium lining the lower portion of the uterine 
cavity is quite smooth.

The growth on histologic examination proves to be a typical adenocarcinoma.
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An Exceptionally Early Adenocarcinoma of the Body of the Uterus, Associ­
ated with a Large Myomatous Uterus.

Tilt* following case is only one example of the interesting conditions that may 
lie detected l>v a careful and routine examination of all specimens coining from 
the operating-room. The multinodular myomatous uterus measured 25 cm. in 
diameter.

(hi histologie examination we detected one of the earliest carcinomata of the 
body of the uterus on record (Fig. 1S4). The growth could not possibly be seen 
(microscopically on account of its small size, and because it was flush with the 
surface of the mucosa, not projecting from the surface. It had not yet penetrated 
the muscle, and was surrounded on all sides by normal mucosa. The general 
pattern of the glands left absolutely no doubt that we were dealing with a com­
mencing carcinoma of the body.

Gyn. No. 3113. Path. No. 487.
A. Y. ( !.. white, aged fifty-two. Admitted October l(i: discharged De­

cember (i, IS! 14. The other interesting features in this case are reported in the 
chapter on Sarcoma (p. 247).

Path. No. 4S7. The specimen consists of a large globular tumor involving 
the upper portion of the uterus. It is approximately circular, and has a diameter 
of 25 cm. The uterine cavity itself is 6 cm. long, and about 1 cm. in diameter. 
The mucosa is yellowish in color, and at the cervix is somewhat hemorrhagic. 
It is 1 mm. in thickness.

Histologic Examination.—Some of the cervical glands are dilated. The 
uterine mucosa in most places is atrophic. The surface epithelium is intact, the 
glands are few in number, dilated, small, and circular on cross-section : some of 
them run parallel to the surface. The surface of the mucosa shows considerable 
round-celled infiltration, and lion-striped muscle-fibers are seen passing up into 
the mucosa nearly as far as the uterine cavity. Springing from the mucosa are 
three polypi, one situated near the internal os. and having a broad base, a second 
1.5 cm. from the fundus, presenting a pedunculated appearance, a third situated 
at the fundus. These polypi are covered with cylindric epithelium and have 
numerous glands scattered throughout them. A section taken at one point in the 
region of tin* polypi gave the picture seen in Fig. 1S4. Here we have normal 
mucosa on both sides, and over a very small area, probably not more than 1 to 2 
mm. in diameter, the glands are so changed that they leave no doubt as to the 
malignancy of the growth. The surface epithelium is becoming thicker; the 
cells stain more palely. The epithelium is several layers in thickness, and the 
glands present the typical picture of a mucosa undergoing a carcinomatous 
change.

It is particularly interesting in this case to note that there were also very 
suspicious changes in the cells of the myomata. The muscle-fibers contained
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large oval and round, vesicular nuclei (Fig. 102, p. 248), suggestive in a slight 
degree of a sarcomatous transformation of the myoma.
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Fin. 1N4. -As Aiiknoi-ahvixoma ok tiii. Honv ok the Itehih, so Smai.i. that it voi i.o not he Kecoonisbd 
EXCEPT WITH THE A III OK TIIK MlCHOSlMI-E. I X 14Ü llilHIl.)

(■ vn. No..41 IT I’iuIi. No. 1ST. This picture was accidentally discovered during our mutine examination of 
lliP niucoeo. ‘I'lii* mucosa to till* left ami right of the field is normal. The surface epithelium lie!ween ,i ami a' 
ami between h ami b' is also normal, hut between a' ami W it is several layers in thickness ami stains more faintly. 
The general glaml pattern in the central area, extending from e to r\ is totally different from that of the normal ami 
surrounding glands, anil the epithelium has proliferated to a marked degree. The epithelium at »' also shows signs 
of proliferation and sends out a small bud. 1/ is the normal uterine muscle. This is the earliest carcinoma of the 
body of the uterus we have ever seen, or of which we can liml any record in the literature.

Secondary Carcinoma of the Uterus, Associated with Uterine Myomata.

Two eases of this character have come under our observation, and in both 
instances the primary carcinoma was of ovarian origin.

In Case 71)1)2 both ovaries were carcinomatous and métastases were found in 
the Fallopian tubes and uterus. The uterus contained two small subperitoneal 
and several small interstitial myomata.

In Case 5528, five months after removal of both ovaries, on account of a 
carcinoma, a complete hysterectomy became necessary. The uterus was 11 x 12 
\ 8 cm., and contained myomatous nodules, varying from 1 to 6 cm. in diameter. 
Attached to the right side of the uterus was a ragged, friable carcinomatous mass,
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S cm. in diameter. Occupying the anterior uterine wall was a carcinomatous 
mass 2x4 cm. This was directly continuous with the uterine mucosa and was 
soft and slightly friable. The mucosa itself was perfectly smooth. It is evident 
that in this case the carcinomatous nature of the ovarian growth was not clear, 
otherwise the uterus would have been removed with the ovarian growths at tin- 
first operation.



CHAPTER XVII.

THE CONDITION OF THE UTERINE MUCOSA IN CASES OF MYOMA.

In most of our cast's when the uterus has been removed, supravaginal am­
putation has been employed. As a result, only rarely have we been able to as­
certain the histologic appearances of the vaginal portion of the cervix.

In nearly all the cases in which the uterus was removed we carefully opened 
the uterine cavity and studied the appearances macroseopically and histologically. 
Pieces of mucosa were removed from various portions of the cavity, especial 
attention being given to any area suggesting the least pathologic change. It 
will readily be understood that a histologic examination of the mucosa from all 
parts of the cavity in over 1000 cases would be out of the question, and, therefore, 
the pathologic changes in a few eases have undoubtedly been overlooked. The 
findings, on the whole, however, are relatively accurate.

The mucosa of the uterus is naturally divided into two main kinds—that 
from the cervix and that lining the uterine cavity. They will, therefore, be 
considered separately.

CHANGES IN THE CERVICAL MUCOSA.

Hypertrophy.
Atrophy.
Dilatation of the cervical glands.
Cervical polypi.
I nfolding of the cervical glands.
Cervical endometritis.
Suspicious changes in the cervical mucosa.
Carcinoma of the cervix.
Edema. —In only one case was edema of the mucosa noted. Here the uterus 

had been partially inverted by a submucous myoma.
Hypertrophy. -Marked increase in size of the cervix was noted four times, 

and on referring to p. 441 it will be seen that in each of these cases there was 
prolapse of the uterus. The mucosa usually showed marked thickening of the 
squamous epithelium of the vaginal portion of the cervix, and the papilla? pro­
jecting into the squamous epithelium were much longer than usual and showed 
marked branching.

Atrophy.—Where partially submucous cervical myomata exist, the cervix 
is occasionally so unfolded that little of it remains. The cervical mucosa is put

297
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<m marked tension and, on account of the stretching, becomes much thinner than 
usual. The atrophy is more apparent than real, the appearance being due to a 
thinning out of the mucosa, which now has to cover a wider area.

Dilatation of the Cervical Glands. Enlarged glands are very common in the 
cervix, and are often recognized as slightly raised, circular, translucent areas. 
In our experience dilated glands are not more frequent in myoma eases than in 
those in which no tumor exists.

In Case TÎ41I some of the cervical glands reached 5 mm. in diameter.
In Case 50.TS they reached (i mm. in diameter, and in Case .‘MM there was a

-.
. • -V.

I n., is.Y—Marked Dilatation ok the Cervical Glands, with a Tendency Toward the Formation ok a 
Poi.yh. (X 5 (limn.)

< iyn. No. 3493. Path. No. 7lfi. The myomatous utérus was III x III x 22 cm. The section is from the cervix. 
On the right, at a, the glamls are normal, ami on the left, at h. the mucosa is of the usual thickness, hut between 
these two |»oints the glamls are markedly dilated, some being spheric, others oblong and very irregular. The 
gland epithelium is in places imrmul, at other points slightly flattened.

marked tendency toward dilatation of the glands (Fig. 185). One gland reached 
0.5 x 1.5 cm.

The diluted glands are usually spheric, but may be irregular. The gland 
contents, as a rule, are viscid and semitranslucent; occasionally they arc whitish 
yellow or opaque, owing to an abundance of exfoliated epithelium. Their 
epithelium may be high cylindric, or considerably flattened.

Cervical Polypi. Polypi of the cervical mucosa, in our experience, have been 
comparatively rare in myoma cases. In some cases they were found near the 
internal os; in others they were near the external os, or projected slightly into
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the vagina. They were usually single, hut occasionally several were present, as 
in C. H. I. No. 768.

Fiu. 186.—A Ckhvicai. Polyp. (X 8 cliam.)
(i vn. No 6169. Path. No. 2426. The uterus contained a small submucous myoma. The endometrium pre­

sented a wavy, |M»lypoid appearance, ami polypi were fourni in the cervix.
At ii ami n' we have a normal mucosa. Projecting from the mucosa is a polyp attached hy a broad base

.......... of which are indicated by It and b'. The polyp consists of normal cervical mucosa. A dilated gland
is seen at c. if is a very small polyp. At e, a dilated gland is seen deep in the stroma of the cervix.

The size of the uterus or the situation of the myomata seemed to have little 
or no influence on the development of the polypi, as they occurred just as fre­
quently when the myomata were small and when no submucous nodules existed.

Fin. 187.—A Ckhvicai. Polyp. (X 6diam.)
( iyn. No. 61611. Path. No. 2426. The uterus contained a small submucous myoma. The cervix contained 

the polyp depicted in Fig. 186.
This polyp is made up chiefly of long, finger-like outgrowths of cervical mucosa. The stroma resembles that 

of a normal cervix, and the projections are covered with the characteristic high cylimlrie epithelium of the cervix. 
The polyp was attached to the cervical mucosa by a delicate pedicle, indicated on the left.

On histologic examination some of the polypi closely resembled the normal 
cervical mucosa (Fig. 186) and were in reality nothing more than small areas
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of mucous membrane that had been extruded and partially nipped off. In other 
polypi the process of extrusion had advanced further. The polypi were com­
posed of long narrow tongues of mucosa (Fig. 187), and the attachment to the 
parent mucosa was very slender.

hi San. No. 1872 (Path. No. 8433) the» glands of the polypi were uniformly 
ai \ dilated, and the picture resembled closely that of a thyroid gland.

A It a r e F o r m o f C e r v i c a 1 P o 1 y p.—In the following case, in which 
a small submucous myoma was removed, a large cervical ]H>Ivp was also taken

I»

m&'W
<'•*

■> _ if ”T.

Fin. IRK. A Hark Form or Cervical Polyp. (X fldiam.)
(lyn. No. 71115. Puth. No. 3879. Thin is u kiiirII portion <if a cervical polyp, 1.5 x 3.5 x 4.5 cm. The polyp 

wax mottled in appearance and contained cyet-like «puces, some minute, other* reaching 3 mm. in size. The gland* 
are indicated 1>> a. Some are of the normal size, others much diluted and spheric.

Scattered throughout the polyp are many pale-staining and solid areas (6), which, under the lower power 
liore some resemblance to cartilage. For the finer details of these areas see Fig. 189, in which the area indicated 
by r is magnified.

away. The histologic appearances of the polyp are so unusual that wc give 
them in detail.

(lyn. No. 7615. Path. No. 3879. The patient was fifty-one years of age, and 
the operation consisted in the removal of two polypoid masses from the cavity 
of the uterus. The specimen comprises two small tumor masses. The larger 
of these is 4.5 x 3.5 x 1.5 cm., presents a lolmlated appearance, and has a mottled 
surface, with areas of dark green, gray, or bright red. On section, it is found to 
contain cyst-like spaces, varying from a pinpoint to 2 or 3 mm. in diameter.

9018
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This growth is ii polyp. The small tumor measures 1.5 x 2.5 cm., and consists of 
myomatous tissue.

Sections from the large and cystic polyp show that the surface is devoid of 
epithelium, and that, to a great extent, the superficial portion consists of granu­
lation tissue on the surface of which is fibrin containing polymorphonuclear 
leukocytes in its meshes. The tissue immediately beneath the granulation zone 
shows much small-round-celled infiltration. The stroma of the polyp resembles 
that ordinarily found in the cervical mucosa, and penetrating it in all directions 
are cervical glands. These are mon* convoluted than usual, and contain many 
delicate, teat-like ingrowths. The epithelium lining most of these glands still 
preserves its normal type, and in some places the cells are flattened and the 
nuclei stain deeply. Occasionally there is proliferation of the gland epithelium,

■*: v'%

Mil.

Fin. 189. A Hark Form ok Ckrvicai. Polyp. (X 120iliam.)
Gyn. No. 7fll5. Path. No. 3870. The picture represents an enlargement of the area r in Fig. IHH. The 

stroma of the polyp consists of ordinary cervical stroma, but scattered throughout it is much blood. The veils of 
the pale-staining area, the coniines of which are indicated by <t anil h, consist of polygonal cells having round or 
oval nuclei. The protoplasm of these cells took the hematoxylin stain faintly.

several layers of cells being present. Some of the glands are much dilated, pro­
ducing the cysts noted macroscopically. The epithelium of the dilated glands 
is much flattened, and at some points has disappeared. Scattered throughout 
the stroma are large oval or irregular, deeply staining areas, under the low power 
strongly suggesting cartilage (Fig. 188). but when examined with the high power, 
differing much therefrom (Fig. 189). The individual cells of these areas are 
polygonal in shape, have oval or round, uniformly staining nuclei, and a pro­
toplasm that takes the hematoxylin stain faintly. These areas were at first 
sight thought to represent broken-down cervical glands, but on closer examina­
tion they resemble more a mucoid transformation of the stroma, although it is 
difficult to explain the sharp line of demarcation between them and the stroma. 
We have never seen another polyp presenting these peculiarities.
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Unfolding of the Cervical Glands. In those eases in which the cervical canal 
is much drawn out or the mucosa of the cervix is put on great tension l>v a large 
submucous myoma, the glands may literally unfold. The gland epithelium then 
forms part of the lining of the cervical canal. Although the squamous epithelium 
usually ends at or near the external os. it may extend far up into the canal. If 
such is the case, when the unfolding of the glands takes place, the epithelial 
lining will consist of two types squamous epithelium, alternating with the high 
cylindric variety. Such a condition we have noted on several occasions.

Cervical Endometritis. Inflammation of the cervical mucosa is relatively 
frequent when a sloughing submucous myoma or a carcinoma of the uterus 
exists, but is rarely found under other circumstances, even if there be an old 
inflammatory process in the adnexa.

In Case 3191), in which the cervical glands showed proliferation, there was a 
marked small-round-celled infiltration, but the surface epithelium was intact.

In Case 12221 there was likewise new gland-formation in the cervix. In 
places the surface epithelium was intact, but at other points it had been replaced 
by granulation tissue.

In Case 2X00 (Path. No. 312) the omentum was adherent to the large multi­
nodular uterus over a wide area, and the appendages were in adhesions.
The cervical mucosa presented a branching, arborescent appearance. The 
surface epithelium was intact, and covered with polymorphonuclear leukocytes, 
while the underlying stroma showed marked small-round-celled and polymor­
phonuclear infiltration.

In Case 12139 the woman had been in the hospital seven years before, a 
pelvic abscess being evacuated through the vagina at that time. When the 
abdomen was opened, the omentum was found glued to the myomatous uterus, 
and general pelvic adhesions were encountered. Sections from the cervix showed 
that the surface was covered with polymorphonuclear leukocytes. The surface 
epithelium was intact, but the underlying stroma showed much small-round- 
celled infiltration.

Suspicious Changes in the Cervical Mucosa. In at least five of our myoma 
cases sections from the cervix have yielded rather suspicious histologic pictures 
when macroscopically nothing abnormal could be detected.

The uterus in Case 3418 (Path. No. (Mil) was the seat of a diffuse adeno- 
niyotna of the posterior wall. The cervical glands were in some places normal, 
but here and there had proliferated. The epithelium lining the cervical canal 
was intact.

In Case 3199 ( Path. No. 524) the multinodular myomatous uterus reached to 
the umbilicus. The cervical epithelium was intact, but the glands were smaller 
than usual, and appeared to have proliferated. The newly formed glands were 
small and had a lining of cuboid epithelium. They did not appear to extend far 
into the stroma, but the latter showed marked infiltration, with small round 
cells.

7546
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In Case 3349 (Path. No. 610) the nodular myomatous uterus measured 10 n 
12 x 16 cm. Some of the cervical glands were dilated. In close proximity to 
one of the glands was an aggregation of minute glands, some of which were 
branching. They were lined with cuboid ciliated epithelium, and had round or 
oval nuclei situated near the center of the cells. The picture instantly suggested 
commencing adenocarcinoma.

The myomatous uterus in Case 12221 (Path. No. SS32) measured 6 x 7 x 10 
cm. The cervical glands had proliferated, forming many new and smaller ones. 
The cell proliferation had in places ad- h
vanced so far that solid nests had been 
formed. These resembled masses of 
squamous epithelium. At other points the 
surface epithelium had been replaced by 
typical granulation tissue.

In one of our cases we found very sus­
picious changes in the uterine mucosa, 
changes which strongly indicated that a 
malignant growth was starting in the 
mucosa. In Case 3133 the abdomen was 
filled with a myomatous tumor, 36 x 32 x 
32 cm. On histologic examination some 
very interesting changes were found. Fig.
190 represents a portion of a gland 
in the cervix. The epithelium on one 
side is normal ; on the other side the 
nuclei are increasing in size, and there is 
a large circular nucleus projecting into the 
lumen. A section from the same region 
shows more marked changes (Fig. 191).
Here and there through the surface are 
large masses of protoplasm which are 
totally devoid of nuclei, and near the cen­
ter of the field is a nucleus at least ten 
times as large as the surrounding ones, 
staining more deeply, and showing many hyaline droplets. That this large 
cell is distinctly abnormal is clearly indicated by the zone of small round 
cells which partially wall it off from the uterine tissue. Other sections show 
that the surface epithelium has a decided tendency to form finger-like out­
growths (Fig. 192) or slender projections composed entirely of epithelium. 
At d the nucleus of the epithelial cell is becoming larger and stains more deeply. 
The entire picture strongly suggests a commencing carcinoma of the uterus.

Kici. 190.—Svapicioua Epithelial Chanoes in a
(I I.A.XD KHOM THE CERVIX, ASSOCIATED WITH A
I.AiiGK Mvomatoi h I'tkrvh. (X 3(10diain.)
Clyn, No. 3133. Path. No. 404. The sec­

tion shows u portion of u gland; a am I a' in­
dicate opposite walls; b anil r represent irregular 
nuclei, both of which, however, are of normal 
sice. The nuclei il anil r are much enlarged, 
and the nucleus / even more so. Normally, nuclei 
of such a size and character never exist in the 
epithelium, and their presence strongly suggests 
a malignant tendency in the uterine mucosa. 
(For other changes see Figs. 101 and 102.) At 
several points cilia are demonstrable; they are 
particularly well seen at q. The underlying 
stroma is practically normal, but a few small 
round cells are wandering in at h.
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Gyn. No. 3133. Path. No. 494.
A large m y o m a t o u a u t (* r u s , with changes in t h e 

m u c o s a v e r y suggest! v e o f a c o in in encing c a r c i n o in a .
M. Ë. It., aged fifty, white, married. Admitted October 24; discharged 

November 24. 1894. A supravaginal hysterectomy was performed. Recovery 
was uninterrupted.

Path. No. 494. The specimen consists of a greatly enlarged uterus, with 
the tubes and ovaries intact. The uterus is pear-shaped and measures .40 x 42 
x 42 cm. The upper surface of the tumor is covered with peritoneum and is 
smooth and glistening. The lower two-thirds, both anteriorly and posteriorly, 
are denuded of peritoneum. Projecting through the cervical canal is a small 
uterine polyp. The portion of the uterine cavity present is 41 cm. long, and

g

». *mm
I'll,. 1PI . St Hl'lrim s KhTIIK.1 m.ClHMUS l\ Till; Men IMA OK Till. IT.IIVIX, Kill IM X l.Aln.K M VOMATIHH I’TKBI M.

I X 390 iliani.)
Ovn. No. 3133. I’utli. No. 104. n reiinwntn the tiormul thirltnws of the surface epithelium, urn I /» shows a 

nucleus of normal size. r. </, ami t are granular musses of protoplasm of various sizes. They resemhle miniature 
•• puff halls," anil are ilevoitl of nuclei.

/ is an exceptionally large nucleus containing aggregations of chromatin anil large ami small hyaline iltriplets. 
This nucleus is strongly suggestive of an early malignant change. Nature eviilently fears trouble, as she is partially 
walling it off with many small round cells d/>.

varies from 9 to 14 cm. in breadth. The mucosa is whitish yellow in color, 
smooth and glistening, and apparently very thin. Sixteen centimeters from the 
fundus is a polyp 4.5 cm. long, 1 cm. broad at the base, and 2 mm. in thickness; it 
is attached by a very delicate pedicle. In the |x)stcrior wall, about 12 cm. 
from the fundus, is a yellowish area, 4 cm. in diameter. From this mucus mixed 
with blood oozes into the uterine cavity. The cavity from which the mucus can 
be squeezed has smooth walls.

On histologic examination the entire uterine mucosa is markedly atrophied, 
and seems to consist of one layer of epithelium, resting almost directly upon the 
uterine muscle. The surface of the mucosa in the cervical |>ortion is compara­
tively smooth, but near the fundus it becomes somewhat convoluted. The



TH K CONDITION OF TH K VTER1XK Ml'COSA IN CASKS OF MYOMA. 305

epithelium lining the lower part of the uterus is alternating, for a certain area 
being of the cervical type, then of the body type, and then again of the cervical. 
The chief interest centers in the suspicious pictures noted in Figs. MX), 191, 
and 192.

It will he noted that in each of these five cases the picture was suggestive

mim
SES»»? HSStw®

VinVùTi.WMSrindrafV

mm

Flo. 192.- Sl Kl'K lOVH PhOI.IFKR ATKIN OF THF CvUXUHIC SlRFAFF Fl-lTIIKI.il; M OF THK CfHVIX. AkHOCIATF.I)
with a Large Myomatovh Vtehv*. ix lOOiliam.)

fiyn. No. 813.1. Path. No. 494. » and a' indicate normal surface epithelium. At h the epithelium is several 
layers thick, and at c forms distinct outgrowths, totally devoid of a supporting stroma. This condition in itself is 
rtmngly suggestive of a malignant change. At d is an enlarged and more deeply staining nucleus. Scattered 
among the epithelial cells, and also in the stroma, are small round cells and polymorphonuclear leukocytes.

nf a beginning carcinoma, but in no instance was the evidence conclusive. In 
two of the five cases an inflammation of the cervix was present.

Carcinoma of the Cervix. From p. 262 it will be seen that in eighteen cases 
carcinoma of the cervix was associated with uterine myomata. As each of the 
cases is described in detail in another portion of the book, further reference to 
them here is unnecessary.

THE UTERINE CAVITY IN MYOMA CASES
Size and shape of the uterine cavity.
Partial obliteration of the uterine cavity.
Blood in the uterine cavity.
Pus in the uterine cavity.

Size and Shape of the Uterine Cavity when Myomata are Present.

The size and shape of the uterine cavity depend in a great measure on the size 
and situation of the uterine tumors. If a myoma develops in the upper part of 
the fundus, the cavity may remain normal in size or be very small (Fig. 194). 
If the tumor is intraliganientary, it may reach very large proportions without 
causing the cavity to increase in size. On the other hand, when a myoma 
remains interstitial and reaches large projxirtions, with the gradual enlargement 
of the tumor there is a corresponding lengthening and often broadening of the

JO
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uterine cavity. Tin* cavity may retain its normal shape, but if invaded by 
submucous myomata, it becomes greatly distorted and may be very tortuous. 
In Fig. 193 we have an example of a large myomatous uterus with a tortuous 
but slit-like cavity.

The following cases give a fair idea of the various shapes and sizes that the 
uterine cavity may assume.

In Case 2919 (Path. No. 3X0) the ‘ ir myomatous uterus measured
11 x 13 x 14 cm. The myomata were interstitial and subperitoneal. The 
cavity of the uterus was scarcely more than 1 cm. in length. It is difficult to 
account for such a small cavity in a patient only thirty-four years of age. The 
mucosa, however, was fully I cm. thick.

Fill. MW. A Si it-i iki. Tohtvdi h Vtkhink Cavity, f net. -i*e.

r‘ xtt
'

V Vt

a . vnK

Path. Nn. Scattered ilimuglrntii itic uterine walls arc many iiiteMiliiil iiiyoinala. ami projecting from
the surf an* lire several others. The upper part of the eervix is readily recognized in the lower part of the picture. 
The upper part of the uterine cavity appears as the narrow chink a.

In Case 120X6 (Path. No. N727) the myomatous uterus was 22 cm. in breadth 
and 12 cm. in its antcro|M>stcrior diameter. The uterine cavity formed a caver­
nous space, 5 x 6 cm. Its walls could not drop together, as in Fig. 193, because 
the uterine cavity was literally paved with myomata, whose presence rendered 
it a noil-collapsible space.

The uterus in Case 5734 ( Path. No. 2034) was much enlarged, being converted 
into a lobulated tumor 14 x 19 x 27 cm. The great increase in size was due chiefly 
to the presence of three subperitoneal myomata, averaging II cm. in diameter. 
The uterine cavity was narrow and tortuous, approximately 10 cm. long, and 
averaging 1.5 cm. in diameter.

9999
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In (’asc 3491 (Path. No. 713) the globular uterus measured Hi cm. in diameter. 
Occupying the posterior wall, and projecting into the cavity, was a myoma 12 
cm. in diameter. The uterine cavity was 13 cm. long and 9 cm. broad in its 
upjH-r portion.

The globular uterus in Case 5617 (Path. No. 1962) was 22 cm. in diameter, 
and resembled a pregnant organ. Situated in the anterior wall was a myoma 
17 cm. in diameter. The uterine cavity was 22 cm. in length and 13 cm. broad 
at the fundus.

One of the largest uterine cavities we have ever seen was furnished by Case 
3133 (Path. No. 494). The uterus was pear-shaped, measuring 32 x 32 x 36 cm.

Fin. 104. A Very Smai.l Uterine Cavity with a Large Myoma ok the Fundcm. 1 1 nut. size. 1 

ti.vn. No. lOOltl. Path. No. 7102. The glnhulur myoma, which was 11 cm. in diameter, Inis been split in two 
The uterine cavity was not iwer 2 cm. in length. The mucosa presented the usual appearance.

The great increase in size was due to the presence of a myoma occupying the 
anterior wall. The uterine cavity was 31 cm. long, and varied from 9 to 14 cm. 
in breadth. Situated in the posterior wall, about 12 cm. from the fundus, was a 
yellowish area, 3 cm. in diameter. From this mucus mixed with blood escajx'd 
into the uterine cavity. This secondary cavity, on histologic examination, was 
found to be lined with one layer of epithelium, and seemed to be a markedly 
dilated gland.

The foregoing examples are sufficient to show that the uterine cavity may 
assume almost any size and shape, and, further, that the alteration is dependent 
entirely on the size and position of the myomata.
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Partial Obliteration of the Uterine Cavity.

In a few of the cases of submucous myomata the mucosa from the anterior wall 
isso firmly pressed against that of the posterior wall that the walls become adherent 

and the mucosa disappears from this area. 
Thus in Case 3008 (Path. No. 435), in which 
the multinodular myomatous uterus filled 
the pelvis, the uterine cavity, which was (> 
cm. in length, had become partially obliter­
ated by a submucous nodule, situated in the 
anterior wall, becoming adherent to a similar 
nodule in the posterior wall, thus giving the 
cavity an X-shaped contour. The uterine 
mucosa, on the whole, is normal, but toward 
the point at which the uterine cavity is par­
tially obliterated the mucosa becomes some­
what atrophic, and that of the anterior fuses 
with that of the |>ostorior wall. The glands 
gradually diminish in number, and then en­
tirely disappear, leaving only a small amount 
of stroma (Fig. 195). This finally disap­
pears, and the muscle from tin* anterior wall 
becomes continuous with that from the pos­
terior wall. At the point of junction are 
numerous blood-vessels, and the muscle 
shows sniall-round-celled infiltration. On 
passing still further toward the upper part 
of the cavity the mucosa gradually reap- 
|Hiars, and near the top of the cavity has 
regained its normal appearance.

In Case 3111 (Path. No. 479), the multi­
nodular myomatous uterus was 9 x 10 x 9 cm. 
The uterine cavity was 5 cm. in length. 
The mucosa covering the small submucous 
myoma in the anterior wall had become ad­
herent to the corresponding mucosa of the 
posterior wall, thus partially obliterating the 
cavity. On histologic examination it was 
found that where the nodule projected into 
the uterine cavity the mucosa suddenly be­

came compressed (Fig. 190), that from the anterior wall being directly con­
tinuous with that from the posterior wall. The mucosa became still more 
atrophic, and over the most prominent part of the nodule entirely disappeared.

>k:c I'-’-.

Kill. 10ft. I'ABTIAV <Illl.lTKRATIUN UK Till 
I tkhink Cavity with Disai-kkahanvi 
iik tiii Mvcoma. iX 4 ilium.i 
(iyn. No. IlflOK. Ciiili. Nu. 4.1ft. In thin 

rum* tin* uterine viivit.v wan purliully oblit­
erated liy u ailbinucnun nodule. nituuted in 
llit* anterior wall, liei'iiming mlliereiil to u 
Mtniliir m h I tile in the pi interior wall, tlnn* 
giving the ravity an x**haped contour.

The nection in taken from the |ioint of 
c inleMcenee. I’ren-ing in from either niile are 
myomata, the eilgcn of which are in licateil 
by in. a, in the iiormnl miironu from the n|i- 
|ier part of the cavity. At c, where mont 
11mieure hit- been exerted, all trace of ninciwa 
him dinappeured. In the lower part of the 
Held, an inriicnteil by b, the ninroiw membrane 
in again priment, but in markedly comprenned. 
The clear, elongate, and irregular apace* are 
bloiMl-venneln.
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Hero the muscle from the posterior wall was directly continuous with that 
covering the submucous myoma. The line of fusion could still ho recognized 
by a moderate infiltration with small round cells.*

b
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Fio. 1IM1. Partial Om iteration ok thk I'tkrisk Cavity Cavhkh iiy a Sviimvcovs Myoma. (X li dium.)

CSyn. No.3111. Path. No. 470. The ulenmmeasured Bx 10x9cm.. ami contained interstitial andmihfieritoneal 
myomata. Situated in the anterior wall. just heneuth the mucosa, wits a myoma. 1.5 cm. in diameter. The 
myoma had become adherent to the muscle of the posterior wall, thus partially obliterating the uterine cavity.

At u the uterine mucosa is normal. It gradually becomes thinner, and at b entirely disappears. This is due 
to the fact that the submucous myoma of the anterior wall has pressed so Hrmly on the posterior wall that the two 
have united. At c, where little or no pressure has existed, the normal mucosa is again found.

Coalescence of the uterine walls rarely occurs, but is not infrequently simu­
lated when submucous myomata greatly narrow the lumen of the cavity. In 
such cases, however, they have merely pushed the mucosa in front of them 
without causing fusion with the mucosa of the opposite walls.

Blood in the Uterine Cavity .
As a rule, when the cavity of the uterus is opened, little or no blood is found, 

but occasionally, as in Case 873S, the cavity will be found partially or completely 
filled with blood. In this case it was full of tarry masses and recently coagu­
lated blood.

In Fig. 197 we have a large submucous myoma tilling the entire uterine cavity
* Partial obliteration of the uterine cavity, due to coalescence of the uterine walls, was also 

noted in Cases 2<HHi (Path. No. 196), 2713 (Path. No. 256), 4314 (Path. No. 1152), and 3319 
(Path. No. 592). In the last case, however, there was tuberculosis of the endometrium.
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ami also dilating the cervical canal. In the upper part of the cavity the surface 
is covered with a large clot.

If blood is present in the cavity, the amount will depend upon the copiousness 
of the flow and the ease or difficulty with which it can escape from the cervix.

Pus in the Uterine Cavity in Cases of Myoma.

A definite pyoinetra is rarely associated with myomata, but occasionally at 
operation a small amount of pus is found in the uterine cavity. In Case 2098, 
for example, the lower abdomen was filled with a myomatous uterus, and a 
small quantity of pus was found in the cavity.

In Case 12439 the large multinodular uterus was adherent in the pelvis, and

Ik. 107, A I.ahük Clot in thk Vtlhink Cavity, tj nut. sire.)

>u

Gyn. N". M.'ITH. I'utli. No. lL’(H)l). Tin* anterior uterine null in of minimi thickness. Filling the uterus 
ix u |ivhi .-lutiieil suliiiiuvous inyoiim. Covering the surface of the myoma, in the u|>|ier purl of the cavity, ix 
u large riot. The miiiiII connections passing from the uterine wall to the myoma are drawn out and rather 
elastic threads, comiMwed of fibrin, with nil blood-corpuscles in the meshes.

also firmly fixed to a loop of small " Hoth tubes were filled with pus.
The cavity of the uterus contained pus. The uterine cavity had evidently long 
been the seat of an inflammation, as the mucosa had been replaced by granula­
tion tissue.

In all cases in which there is a foul discharge from the uterus, any abdominal 
operation should be postponed until the discharge has been eliminated, otherwise 
there will be great danger of infection. Of course, in some cases immediate 
o|ieration is imperative, irrespective of such risks.

CONDITION OF THE MUCOSA LINING THE UTERINE CAVITY IN CASES OF 
MYOMATA.

(Hands running parallel to the surface of the mucosa.
Extension of the muscle into the mucosa.

4
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Alterations in the blood-vessels of the mucosa.
Thrombosis of the veins in the mucosa.
Unusual gland shapes.
Edema.
Dilatation of the uterine glands.
Gland hypertrophy.
Uterine polypi.
Atypical changes in the epithelium lining the uterine cavity.
Adenocarcinoma.
A small myoma developing in the uterine mu-

Endometritis.
Tuberculosis of the endometrium.
If the myomata are so situated that the uterine 

cavity is not encroached upon nor enlarged, and 
provided the tubes are normal, as a rule it may be 
assumed that the uterine mucosa is normal. Oc­
casionally, however, it is thicker than usual, as 
appears in Fig. 19S, or in rare instances it is gath­
ered up into irregular mounds forming localized 
areas of very thick mucosa, as seen in Fig. 199.

When an interstitial myoma reaches large di­
mensions, it usually produces a corresponding 
lengthening and broadening of the uterine cavity.
Under these circumstances the normal amount of 
mucosa has to cover an area sometimes twice, or 
in other instances four or more times as great as 
before, and naturally will then be only one-fourth 
the usual thickness. Fig. 200 shows a small seg­
ment of normal mucosa from an enlarged uterine 
cavity. If the myoma is small or of moderate 
size, it will almost always become subperitoneal 
or submucous. If it passes toward the cavity of 
the uterus, the overlying mucosa gradually becomes 
thinner, as is well seen in Fig. 202. This mechanical 
thinning out becomes more and more marked, until finally little or no mucosa 
can be detected over the more prominent part of the tumor, and sometimes it 
is clearly evident, even macroscopically, that this portion is totally devoid of 
a mucosa. When the myoma is small, the tension on the mucosa is naturally 
not as great, and the tumor, even though submucous and pedunculated, may 
still have a liberal covering of mucosa. In Fig. 201 we have an example of 
a young myoma forcing its way through the mucosa into the uterine cavity. 
The myoma is virtually plowing through the mucosa, pushing it to either side,

: \v?, '

Ftkrink Micoha. (X 8 ilium.
(lyn. No. 27015. Path. No. 

245. The uterus contained small 
interstitial and atibperitoneiil myo­
mata. The uterine cavity was 4.5 
cm. long. The mucosa is consider- 
ulily lliiekeneil, ami consequently 
the glnmls are much lengthened. 
They are normal, a indicates the 
surface epithelium, and l> the irregu­
lar line of junction between the 
mucosa and the muscle.
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and also causing atrophy over the most prominent portion of the nodule, 
whereas the mucosa at the sides is much thicker than usual.

&S'MtB
■’ r>'*>'AisVVr

Fm. Hiv. Tiiickknino oftiiK Mi-coma in a Mvomatovs Vtkhvm. ( X Siliam.)
Uyn. No. dtlll. Path. No. 7KK. The uterus was II x 9 x 9 cm., ami covered with dense adhesion*. Its wall» 

-lmwed diffuse niyomalou* Ihiekeiiing, in place* reaching 5 cm. All interstitial myon.u. 9 cm. in diameter, was 
also present. The uterine cavity was tl cm. in length, and the mucosa in the upper part of the cavity was gathered 
up into mounds, varying from I to d cm. in diameter, and projecting from I to X mm. into the cavity. The section 
i* from one of these elevation*, a and a' indicate the line of junction between the mucosa and the myoma. The 
surface epithelium is intact. Many of the glands, especially in their deeper portions, are dilated. The stroma in 
the superficial portion is somewhat rarefied. It also contains many capillaries, one of which is seen al I». Near 
tlie muscle are numerous vacuoles, indicated by c.

With the continued inward progress of the myoma the mucosa becomes 
thinner and thinner, until all trace of the glands disap|>enrs ami merely the surface

Flo. -IN). Moufratk Thinnino-ovtoftiik Mi-coma Ovkk a Si bmitov*Myoma, i X 4j diatn.i 
Path. No. filll. The globular uterus measured 17 x 17 x 12 cm. The uterine cavity was Ifiem. in length, 11 cm. 

in breadth, and projecting inti» it from the posterior wall was a submucous myoma. Id x II cm. The section is from 
the surface of this large submucous tumor, a is the mucosa, which is much thinner than usual, but otherwise 
normal, h is a thin layer of uterine muscle separating the mucosa from the underlying myomatous tissue un).

epithelium and a zone of underlying stroma are left, separating the myoma from 
the uterine cavity. This is clearly shown in Fig. 203. The stroma becomes more
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and more thinned out, until only a few layers of stroma cells are interposed be­
tween the myoma and the surface epithelium (Fig. 204). Finally, when the 
myoma projects far into the cavity, the mucosa may be represented merely by

Fm. 201. A Smai.i. Myoma Vvhiiinu Tiirouuh thk Mvcoha. IX 12 ilium.)
Path. No. 833. » is the surface epithelium. The myoma is pushing the mucosa to either aille ami is causing 

a thinning-out of the mucosa over the most prominent portion of the tumor. The mucosa is thicker on the sides of 
the myoma than it is elsewhere.

a layer of somewhat flattened epithelium, resting directly on the myoma. Such 
a condition is presented in Fig. 20").

The next stage is so well exemplified in Case N7(>7 (Path. No. 40f>9) that a

Fm. 202. ThinNiNii out or tiik Mi coha Ovf.h a Si iimi coi h Myoma. ( X fit ilium.)

PHSBM

(lyn. No. WHIN. Path. No. 435. u indicates the normal thickness of the mucosa, and li the layer of muscle 
separating the submucous myoma from the muoosa. Toward the left the myoma liecomes more prominent, and 
the muscle and mucosa gradually liecotne thinner until at a' all traces of the glands have disappeared, and the 
mucosa is represented merely by the surface epithelium and a certain amount of underlying stroma.

detailed description will be given. The specimen consisted of a globular uterus, 
averaging IS cm. in diameter. The great increase in size was due to the pres­
ence of an interstitial myoma, approximately 17 cm. in diameter, and occupying 
the posterior wall. The uterine cavity was 15 cm. in length, and its mucosa
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averaged about 1 mm. in thickness. At one point over the submucous myoma 
the mucosa had entirely disappeared from an area measuring 7x5 cm. The 
myoma here was dark brown in color and somewhat roughened. On histologic 
examination, the mucosa lining the uterine cavity was found to be perfectly

b

r3'-

Kii.. 203. Atrophy ok tiik Mitoha Ovum a Svhmicoi h Myoma. (X 140 ilium.)
Uyn. No. 32ls. Path. No. Mil. Tin- surface cpit Ix-lium lu) is normiil. It is the cone of unilerlying stroma, 

ilrvoiil tif itliiinl>; c in tin- muscle. The myomatous tissue lio iiiinieilialely beneath ihi-. A few xtraiuls of muscle 
nrc passing up into tlic stroma al il.

normal, but near the denuded area it had become thinner and thinner, until 
nothing but surface epithelium remained. This finally dis and the
myomatous tissue which had undergone hyaline transformation now formed the 
surface. Scattered throughout the hyaline material were numerous polymor­
phonuclear leukocytes. The next step 
would be breaking down of the degen­
erated myomatous tissue, with a speedy 
formation of a sloughing submucous 
myoma.

In some eases the myomata are very 
. and literally pave the uterine 

cavity. In such cases the walls suggest 
a mosaic. Over the myomata the mu­
cosa is very thin, whereas the spaces 
between myomata are filled with mu­
cosa. which is often injected and much 
thickened.

Case No. 205S (Path. No. 21 3)

■mss

Fm. 204. Markup Tiiixniximivt ok tiik Mvcora 
Ovkr a Si iimvvovh Myoma. (.X 140 dlam.)

Uyn. No. 3449. Path. No. «83. u is the 
normiil surface epithelium. It is separated from the 
myomatous muscle ic) merely by t,u i narrow tone of 
slroma i b i.

an excellent example of such a condition. The uterus was approxi­
mately globular, being 13 x II x 11 cm. Scattered throughout the walls 
were many small myomata. The uterine cavity was 5 cm. in length, and 
projecting into it from the top were two pedunculated myomata, the

8^37
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larger being 5 cm. in diameter. The entire inner surface of the uterus was

Fla. -05. A SvtiMvrova Myoma A i.most Dkvoid ok Mvcora. (X 41 diaiii.)

<;> H. N". 12111$. I’ttlh. No. 58!$. The surface epithelium (n) is all that remains of the mucosa. It rests directly on 
the myomatous tissue.

In.. 20H. MutkHi Tim kiaim; ok tiii: Vtkhink Mvvoha in a Dki'Iikhsion llt.rwi ia Myoma Tots Noihi.kh.

tiyn No. 2058. Path. No. 21». The uterus was enlarged, measuring 13 x 11 x 11 cm. Scattered through- 
•iit its walls were myomata, varying from 0.5 to 5 cm. in diameter.

The uterine cavity was 5 cm. in length. Projecting into it from the top were two peduneuluted submucous 
myomata. The whole inner surface of the uterus was paved with small, pearly while myomata, varying from 
1 mm. to 3 cm. in diameter, the intervening spaces being occupied by injected mucosa.

The picture represents the cleft between myomata, where the mucosa reached 8 mm. in thickness. Scattered 
■ verywhere throughout the muscle are myomata of various sizes. To the left the mucosa is fairly well preserved. 
In the cleft it is very thick, but otherwise normal. At u a young polyp is developing. At b the mucosa is repre- 
enled by one layer of eylindric epithelium which rests directly on the myomatous muscle.

paved with small, pearly white myomata, varying from 0.3 to 3 em. in diameter. 
The intervening spaces were occupied by injected mucosa, which in one cleft
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l»y one layer of cylindric 
epithelium resting almost

reached N mm. in thickness. Histologic examination showed that the mucosa 
was in places virtually absent, but at other jMunts reached 8 mm. in thickness 
(Fig. 206). That covering the submucous nodules over their most prominent 
portion was represented

Fid. 207. (Jl.ANIl 11 YPKRTROI'HY IN A Cl.KKT BkTWKKN MYOMATOVH NoIiVI.KH. (X 7 dilllll.)

J. i II. A. K.. DemnlwrO. lHWOi. Path. No. 3074. The slightly irregular myomatous uterus measured 13 x III x 10 
phi. Scattered throughout its walls were myomata, the largest 7 phi. in diameter. The uterine cavity was ap­
proximately 10 cm. in length, hut much distorted and narrowed by submucous nodules. The mucosa was smooth. 
Over the submucous nodule- it was a- thin as parchment, but where not subjected to pressure, reuched from 2 to 
3 mm. in thickness.

On histologic examination, the mucosa presents an undulating surface and an intact surface epithelium, 
t )ver the prominent portion of the submucous myomata it consists merely of a narrow layer of stroma covered with 
epithelium, but devoid of glands. In the protected areas the mucosa was thickened. The picture represents such 
an area. At r and r' the surface epithelium rests directly on the muscle, but in the cleft becomes even thicker than 
normal. It shows typical gland hypertrophy, especially well seen at a. Some of the glands, as at h, are dilated. 
tn is a small myoma.

directly on the muscular tissue. Some distance from the most prominent por­
tion of these tumors the mucosa had regained its norm ss.

In a few cases the thickened mucosa in the crevices between myomata showed 
typical gland hypertrophy, as seen in Fig. 207.

Glands Running Parallel to the Surface of the Mucosa.

It is no uncommon thing to see the deeper portions of a gland running parallel 
with, instead of at right angles to, the surface. This is especially prone to occur 
over the less prominent portions of a submucous myoma. In such cases it

3375
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would seem that, with the ingrowth of the myoma, the deeper portions of the 
glands are pressed upward until they are at right angles to their superficial por­
tions. This explanation will apply only to a certain percentage of cases, as we 
have not infrequently seen this deflection of the glands in the absence of sub­
mucous myomata.

Extension of the Muscle into the Mucosa.
It is a common occurrence to find one or more uterine glands extending a 

short distance into the muscle, especially if there be an adenomyomatous ten­
dency, but the extension of muscle-bundles into the mucosa is relatively rare.

In Case 2852 (Path. No. 347) some of the uterine glands were much dilated, 
the stroma of the mucosa showed moderate hemorrhage in its superficial portion, 
and here and there bundles of muscle-fibers had extended into it.

The picture in Case 3113 (Path. No. 487) was even more striking. The 
mucosa was very atrophic. The surface epithelium was intact, the glands were 
few in number, small, and round on cross-section. The stroma of the mucosa 
showed a considerable amount of infiltration with small round cells, and non- 
striped muscle-fibers were seen passing up into the stroma of the mucosa nearly 
as far as the surface epithelium.

Alterations in the Blood-vessels of the Uterine Mucosa in Myoma Cases.
As a rule, the mucosa will present the usual appearance if the tumors do not 

encroach upon it, and even if there is a marked projection of the tumor into the 
cavity, little or no change in the mucosa may be noted.

In a moderate number of the cases the mucosa is uniformly bright red. ap­
parently owing to an injection of tin* capillaries. More common than this are 
foci of eechymosis. These eeehymotie spots, if recent, are bright red in color, and 
appear as splotches of red. They are irregular in outline, and sharply differen­
tiated from the surrounding and normal mucosa. Sometimes they are found 
in a mucosa of the normal thickness, but are more likely to be noted over the 
prominent surface of a large submucous myoma. As the hemorrhagic areas be­
come older, they change in color, being in turn dark red and then almost black.

Where the mucosa is exceedingly thin, dilated veins beneath it are often 
clearly visible. These veins are often greatly increased in size when large myo­
mata are present.

On histologic examination one frequently notes an abundance and much 
dilatation of the capillaries in the superficial portions of tin* mucosa. In Fig. 208 
we have an example of a mucosa showing marked dilatation of the larger veins. 
This mucous membrane is otherwise unaltered.

In the cases in which eechymosis is noted, there is usually much free blood in 
the stroma of the mucosa. This may be fresh, as in Figs. 209 and 210, or show a 
moderate degree of disintegration. In most cases all trace of the hemorrhage 
eventually disappears, but occasionally blood-pigment remains. In Case 3960
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(Path. No. 071), for example, the uterine cavity was 3 cm. in length, 3 ein. in 
breadth, and its smooth mucosa presented numerous fine ecchymoses. In sec­
tions from these areas the surface < was intact and the glands were

I'm. 20s. M aiikk.d Dilatation ok tiik Ykinhof tiik Vtkhinb Mvcota. (X 11 ilium.
»24. n is tin* nuicosu. 1», the underlying muscle. The surface epithelium mill the glands ure 

hut the veins in are greatly ililuteil.

normal. The stroma of the mucosa sli «wed slight small-round-celled infiltra­
tion, and there were deposits of yellowish-brown, granular pigment.

In Case 34U2 (Path. No. 711 ) a myoma. 10 cm. in diameter, projected into the 
uterine cavity. Scattered throughout the mucosa were numerous patches of

b

..■V V

Fill. 2011.—111 MOIOtllAUK INTO Till. I THIINK MVI'OH.V t X UK) ililtlll. I 
Oyn. No. 3038. I’lith. No. 4.VJ. Tin1 surface epithelium u is normal. At h it has been cut on the hovel, ami 

thus up| icurs several layers thick. The uterine gluiuls ure normal, hul scut fens l throughout the stroma ure ipiun- 
tities of fresh blood, and in places the stroma-cells lie totally Isolated from one another.

ecehyinosis. Histologic examination showed the mucosa covering the sub­
mucous myoma to be atrophic, and there was also edema. Where the eeehv- 
motie patches were noted, large quantities of an almost black pigment were found 
in the stroma. This pigment occurred in irregular clumps or as minute

C81A
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specks. Whether or not it was contained in the cells it was difficult to deter­
mine.

I'm. 210. IIk.mohhiiaük intotiik Mvcora. (X 00ilium.

Era»
Oyn. No. 3281. I’nlli. No. 873. The surface epithelium (a> is Intact, urn! the glands are normal. The 

stroma of the mucosa shows marked hemorrhage (li). The large, irregular, empty areas were also filled with 
Hood. Tills has dropped out, owing to its crumbling character. The veins of the mucosa are much diluted > c .

d

I'm. 211.- Hi 111 III WITH SVRRKQVKNT THROMBOSIS OK A VkIN OK Tilt: i TKRINK MwohA OVI K A SuBMVIOVS 
Myoma. (X lOOdiain.)

Oyn. No. 8384. Path. No. 4839. a represents the remnant of the atrophic uterine mucosa covering the large 
submucous myoma; b is the underlying muscle. Occupying the upper part of the field is a large vein. This, at 
c. still contains normal blood, but at d is tilled with a thrombus which reaches to and opens on the surface. There 
has undoubtedly been a recent hemorrhage from this vein.

It is most exceptional to find any evidence of a definite bleeding vessel in the
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mucosa. The surface epithelium is invariably intact, and the bleeding seems to 
be just a general oozing from the vessels in the mucosa, without any especial 
injury to their walls. In all the cases just described the hemorrhage was into the 
mucosa, and the surface was smooth. In Case 7688, however, in which the cavity 
of the uterus was distorted by interstitial and submucous myomata, the mucosa 
showed large hemorrhagic areas which, to a great extent, were covered with fibrin 
and blood.

I"i*i. 212.- Hham'iiimi <>k a

Ftkhink (Ii.anii. ix 50

llyn. Xo. 3008. Path. 
X". 435. The uterus eon- 
' .•linn I siihpcritnnciil, inter­
stitial, mill suhiiiuenus inyo- 
lllHla. n i« tin1 iiuiiit ni which 
ihe tiilmlnr glnml divide* into 
secondary glands, b nml c. 
The glam I r, after passing a 
•hurl i list unci', divide* into il 
ami il'. The glamlular epitlie 
Hum is everywhere normal, 
nml ilie surrounding glands 
and etronni |iresenl llic usual 
a|i|iearance.

'

I'm.213. AnAttmcai.Vtkh- Fiii. 214.—An Vnvmval Vtkrink (Ii.anii.
ink (Ii.anii. ( X 50 ilium, i l X 50 ilium.)

Gyn. No. 3210. I'atli. (lyn. No. 3385. Path. No.034. The miiltinud- 
No. 534. The uterine cavity ular myomatous uterus measured 14 x 15 x II cm. 
in this case was not encroached The nodules were chiefly interstitial ami suhperitoneal. 
upon. Inti situated in Ihe The surface of the mucosa is smooth, and the 
right broad ligament was a glands near the surface are normal. The gland uu 
suppurating myoma i Fig ran lie traced downward and to the right. Its op- 
105, p. 138). The surface purently solid character is due to the fact that the 
epilhelium is intact. In the section has been cut through the margin, instead of 
depth is a slightly diluted through the center of the gland. At b it spread» out. 
gland la). This continues It is continued downward and also to the left, where 
downward, but also sends off t gives off ihe terminal branches r and d. Although 
two secondary branches, b and ihe picture is a most unusual one, there is not the 
r. The epithelium of all the shthtest suspicion of malignancy. The surrounding 
Uterine glands is normal, and glands and their intervening stroma are normal, 
the surrounding stroma is tin-

Thrombosis of Veins in the Mucosa.

In ('nst- 0007 (Path. No. 2900) t livre was a history of a sudden hemorrhage 
four years before, and profuse bleeding each month after that. The cavity of 
the uterus was occupied by one large and two small myomata. On histologic 
examination several large thin-walled veins of the atrophi • mucosa were found 
thrombosed.

In Case 8854 (Path. No. 4589) the uterus was greatly enlarged as a result of
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subjKTitoncal, interstitial, and submucous myomata, and the uterus contained a 
very large polyp (Fig. 230, p. 331). The mucosa lining the uterine cavity was 
very thin. Its surface epithelium was intact, but flattened. The glands wen- 
small. The stroma showed slight infiltration, and occasionally a thrombosed 
vessel simulating to a limited extent a young tubercle. At one point at least 
(Fig. 211) the walls of a superficial vein had given way, but the leak had been
partially controlled by a thrombus.

Fm. 21ft. Mahkkd Bhanciiinu ok a 
VtKHINK (ll-AND I X ftOlliaiU.)

< Syii. No. MRS. Path. No. 684. 
Thv gltiml ii in it* upper port ion is imr- 
inul, lint on passing lowanl the imm­
ole. divides into the six terminal 
branches a', a', a', a', a', a'. Its epithe­
lium is normal. The surrounding glands 
present the usual appearance, and the 
stroma of the mucosa is unaltered.

b $ b*

I’m. 216. Mahkkd Biianihinii ok a Vtkh 
ink (it.and. (X ftOdiam.)

Oyn. No. 80.18. Path. No. 4ft2. The 
gland a in the lower part of the field is 
'lightly dilated. That in the up|ier part is 
greatly dilated ami partially tilled with blood 
and granular detritus. The gland sends off 
the terminal branches h, b', and b", while the 
gland between b and h' is probably a branch 
cut at another level. To the right the gland 
spreads out into a large bay. All the glands 
are lined with normal cylindric epithelium 
ami the surrounding stroma is unaltered.

Unusual Shapes of the Glands Associated with Uterine Myomata.
As has been said, when the myomata do not encroach upon the uterine cavity, 

the latter is usually of the normal size; the mucosa is normal in appearance, and 
the uterine glands are of the usual type. Kven if a submucous myoma is present, 
the only change in the mucosa will be a thinning-out.

In a few instances we have found unusual patterns in the glands ; some of the 
more interesting of these are shown in Figs. 212, 213, 214, 215, and 2lfi.

In Fig. 212 we see a dichotomous branching, and one of the secondary branches 
again divides.

21
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In Fig. 2Ft we have a slightly diluted gland in the depth of the mucosa send­
ing off two lateral branches.

In Fig. 211 a tubular gland can be followed from near the surface into the 
depth, where it sends off branches to the right and left. One of these again 
subdivides.

In Fig. 215 a gland in its superficial |M>rtion is normal, but in spreads
out and apparently ends in six terminal branches.

The large gland in Fig. 210 is considerably dilated, and spreads out into three 
terminal branches.

The glands in each case are lined with normal cylindric < and are

Fki. 217. Fm.ua ok tiik I n him Mmmi. (X 130 iliam.)
i ini. Xu. 3.1 Ml. I'atli. Xu. Û40. Separating the surface epithelium from the niuciwa at a and li is coagulated 

serials tluid. The uterine glands are nurmiil in np|iearance. The struma is very eileinatmis, as is pariiculnrlv well 
seen at e. Scattered throughuut the cniigiilaled serum are many small vacuoles, one of which is indicated by d. 
At e the stroma-cells are urraug d around a vacuole resembling a small gland.

surrounded by the characteristic stroma of the mucosa. In none is there
the slightest suspicion of malignancy.

Edema of the Uterine Mucosa.

Kdema is usually recognized by the succulent character of the tissue in which 
it is found, and by the escape of serous fluid from the cut surfaces. The uterine 
mucosa has a glistening, translucent appearance, so that edema might very 
readily be thought to be present, when in reality none exists. The diagnosis, as 
a rule, can be made only on histologic examination.

Kdema of the mucosa is rare and, when met with, is usually limited to the 
superficial |Millions, and is not found near the muscle. It may be hwalized or

2054
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uniform throughout the cavity. It occurs irrespective of the presence or ab­
sence of submucous myomata.

The surface epithelium is intact, and the glands are usually normal. The 
stroma cells are separated from one another by a granular material which takes 
the cosin stain. Scattered throughout it are large or small vacuoles. The 
granular material is undoubtedly <•( ' wl serum. A certain amount of fibrin
can also be demonstrated in some eases by means of Weigert s stain. ()c-

Flu. 218.—Dii.atf.d Vtk.mni: (1 (IV nnt. size.)Ovi k a Si hmi

Gyn. No. 12490. Path. No. 0186. An soon u> the uterus wits opened, its muscular walls contrneleil, leaving 
the sulimuciius myomu stimding out prominently. The mucosa over the submucous nodule is very thin, and 
standing out sharply from this, are the cystic glands (at. The mucosa (lit at the base of the myoma is considerably 
thickened. That lining the opposite wall is gathered up into folds, owing to the marked contraction of the walls aa 
soon us the uterus was o|>ened.

casionally the exudate is exceptionally rich in albumin. It then forms a homo­
geneous mass that takes the eosin stain. When tin* edema is very pronounced, 
as in Fig. 217, much serum is poured out not only into the stroma, but also into 
the glands, and the surface < * ' limn may be separated from the stroma by 
serum. Occasionally the lymph-vessels in the underlying muscle are dilated, 
as in (’use 4203 (Filth. No. 1110).

Dilatation of the Uterine Glands.

In a moderate number of myoma cases we have found slight dilatation of 
some of the uterine glands. The dilated glands may be present in any part of

D7A

96



MYOMATA UK Till: VTKHVK324

i!m* cavity, ami arc more prone to occur when submucous myomata exist. 
The smaller ones are recognized as spheric cysts. 0.5 to I mm. or more in diam­
eter. and filled with a translucent or transparent content. If the mucosa is 
atrophic, these small cysts stand out prominently. They are also especially 
noticeable in uterine polypi.

In rare instances the cysts become relatively large, as in Fig. 21N. in which we 
see numerous cysts, several millimeters in diameter, projecting from the atrophic 
mucosa covering the submucous myoma. Another striking example of cystic 
glands is furnished by Fig. 210. Here the uterine cavity is much increased in 
siand the mucosa over a large submucous myoma has numerous cysts or 
blebs projecting from its surface. These cysts tend to arrange themselves in 
rows; they have exceedingly fine walls, and ramifying over their surfaces are 
delicate traceries of blood-vessels. They are filled with a clear, limpid fluid.

Km. 2'JO.- Mahkim.v lhi atkii Vti.hink Oi.asiw. (X .1 ilium.

marnâ

(iyn. Nh. Path. No. .VIT Tin- mh-üoii emliruiv* one of the tlilutetl ghuul* in Fig. 21 if. n in the norma
mumea. At li the gluml* show cy»tir vhangen. The Mnuller cysla are irregular, the larger npherical. c in one of 
the markedly dilateil gland*. The Mirfaee epithelium i* eontinued over it. All trave of an epithelial lining ha* 
di-np|ieareil from the inner wall* of the great I \ dilateil gland*, although *till prevent in I hi i*e showing only miNlerate 
dilatation.

Occasionally the uilated glands contain small yellow bodies that float around 
in the clear fluid. These bodies usually consist of exfoliated < cells.

On histologic examination the glands showing moderate dilatation have an 
intact cylindric epithelium. They may be empty, as in Fig. 221. or contain a 
granular detritus or a solid coagulum resembling a hyaline east. When the 
glands become still more dilated, the epithelium sometimes retains its normal 
form, but is usually flattened. In a few instances, as in Case 3457. the epithelium 
may show proliferation, being several layers in thickness.

Where marked dilatation occurs, the epithelium may entirely disappear. 
In Fig. 22(1 some glands show slight dilatation and are irregular in contour. 
Those moderately dilated are spheric, whereas the one showing great dilatation 
is irregularly oval.

An example of gland dilatation of a marked degree is furnished by Case 3133 
(Path. No. 494). The uterus was pear-shaped, and measured 39 x 32 x 32 cm 
The uterine cavity was 31 cm. long, and varied from 9 to 14 cm. in breadth. Its

2292



Fio. 219.—Marked Dilatation or the Uterine Gland* Over a SvnmvovB Myoma. net. sise.)
Gyn. No. 3232. Path. No. 543. Mr. Bn-del painted this picture within a few minutes after the uterus was 

opened, and was fortunate in getting the exact colors of the mucosa.
Occupying the posterior uterine wall, ami seen in hazy outline, is a myoma 15 cm. in diameter. The uterine 

cavity is much increased in size. The mucosa has a yellowish tinge, and scattered over the anterior and posterior 
walls are a few irregular patches of ecchymosis. Scattered over the posterior walls are numerous cysts varying 
from 1 to 7 mm. in diameter, ami apparently arranged in definite rows. The larger cysts have elevated margins, 
are sharply defined, and project fully 1 mm. from the surface. They are covered with a delicate membrane, which 
is everywhere traversed by a fine network of blood-vessels. The blood-supply of these cysts reminds one somewhat 
of the vascular arrangement of the fundus of the eye.

For the histologic appearances of the evsts see Fig. 220.
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mucosa was atrophic, and projecting into the cavity from the upper part were 
three large polypi. Situated in the posterior wall, about 12 cm. from the top of 
the cavity, was a yellowish area, 5 cm. in diameter. From this mucus mixed 
with blood escaped into the uterine cavity. This cavity had smooth walls.

On histologic examination marked atrophy of the mucosa was found, and 
most of the glands had disappeared. The cvst-like cavity seen near the middle 
of the uterus, and communicating with the uterine cavity, was lined with one 
layer of epithelium similar to that covering the surface of the mucosa. This 
cavity was in all probability a dilated uterine gland. The fact that it secreted 
mucus, however, suggests the possibility of a cervical origin.

Gland Hypertrophy.

This was noted in several cases. When present, it was usually associated 
with submucous myomata, and even (microscopically the mucosa was thicker than

a
I'm. 221. -A Moderate Grade or Dilatation or the Oi.andh. i x k ilium, i

I Sy ii. Nu. 2X.V2. l'ath. No. :U7. The mucosu on the right him I left in normal. The glund* in the centra 
portion are more convoluted and allow alight dilatation, .lust lieneath the surfine is a markedly diluted and 
irregular gland. The dilatation has produced a decided elevation of the surface of the mucosa at this point.

usual (Fig. 207. p. 5I(>). The hypertrophic changes were almost invariably 
limited to the superficial layers of the mucosa. The cause of the gland hyjXT- 
trophy is unknown. In Case 7795 (Path. No. 4055), in which a right tubal 
pregnancy existed, the exciting factor was evident.

Uterine Polypi Associated with Myomata.

On opening the cavity of a myomatous uterus one or more polypi are not 
infrequently found. These may he situated in any part of the cavity, but are 
more prone to occur in the upper part. An examination of 44 cases in which 
uterine polypi were present showed that in 54 there was 1 polyp; in 5 there 
were 2, and in 5 cases 5 polypi; thus it is evident that the |>olypi usually occur 
singly.

The polypi were found in large and small myomatous uteri, the size of the 
organ seeming to have little or no influence on their development.

Some of the polypi were very small, as in Fig. 222, and appeared as little flat 
and yet sharply outlined elevations from the surface of the mucosa. The relation
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of such small polypi to the mucosa is clearly seen in Fig. 225, where the polyp is 
evidently nothing more than a heaping up of the mucosa at a given point.

Myoma

À <

Flu. 222. Turns. 8m* 1.1. Polypi. if nul. size.)
(iyn. No. OU'-’. Path. No. ftJHll. The picture represents the right half uf the iitenii>. The right tulip in much 

thickened near the eurnu. In the anteriur wall is a myoma, several centimeters in diameter. In the posterior 
wall are a few minute tumors. In the uterine cavity are three small flat polypi, as indicated by a. Two are in the 
upper part of the cavity; one is near the internal os.

I'n.. £îl - Smai.i. Pterins: Cm.vet i nut. size, i
A111. No. Still. Path. No. IdH'J. The cervix is normal. The anterior uterine wall is thickened, and contains 

a small myoma. Projecting into the uterine cavity are two small pedunculated polypi, and between them and to 
one side are the faint outlines of a smaller one.

As the ’ get larger they become somewhat pedunculated, as seen in7
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Figs. 223 and 224. The majority have -broad bases, and are relatively thin, 
being not over 1 to 2 nun. in thickness. Nearly all of them point downward. 
The polyp in Case 3038 (Path. No. 452) is one of the rare exceptions. This polyp 
was 1.5 cm. long and 4 mm. broad; it was attached near the internal os and 
pointed upward.

The polypi are usually smooth, and consist of a whitish-yellow, semi-trans­
lucent substance—uterine mucosa. Scattered throughout it are often seen 
small cystic spaces dilated glands. The lower and free margins of the polypi 
are often deeply injected, as a result of hemorrhage into their dependent portions.

Fin. 221. I’im.yi-i Awociatkii with Utkrixk Myomata. >1 nut. »i*e.>
(iyn. No. 117(17. Path. No. 51112. The ap|iendageti are normal. The uterus had been opened posteriorly. 

Springing from its surface, and studding its walls, are myomata of various site-. Occupying the greater part of 
ilic cavity is a long and partially submucous myoma. Springing from the left side of the fundus, near the cornu, 
and attached by a delicate |ieilicje, is a slightly Inhabited polyp, several centimeters long. Hanging down from the 
top of the cavity is a second but smaller polyp, which has been cut in two.

The uterine mucosa surrounding the jiolypi may be of the normal thickness, 
:itrophic, or even show an increase in thickness.

Iu a few cases the mucosa had shown a marked tendency to gather into 
ridges or folds, but no definite polypi had developed. In Case 41155 (Path. No. 
I INI), tin1 globular uterus had a cavity 15 cm. long and 7 cm. broad. The mucosa 
covering the posterior wall was pale, smooth, and averaged 2 mm. in thickness. 
This surface was concave, having been subjected to pressure exerted by a tumor 
occupying the anterior wall. Near the fundus, the mucosa was gathered up into 
a broad Hat mound, 3 cm. in diameter and 1 cm. thick. Its margins were 
slightly injected.
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Histologic a p p o a r a n c v s o I' p o I y pi f r o ni t h <• l> o <1 y o f 
i h v u t o r u s .

r »

I ni. 22*>. A Vkhï Early Stauk ok a IT i.him. Polyp. J nut. si/.e.
Omi. No. xitCiS. l^tih. No. 4004. Tin1 appendages nrp normal. The uterus has been opened from the from. 

Orowing from its walls are suhperitoneul. interstitial, and submucous myomata. The mucosa of the posterior 
wall i- atrophie; that of the anterior wall is of the normal thickness, except at a. where it forms a distinct area of 
thickening, producing a cystic, sessile polyp. The small cyst in the polyp is a dilated gland.

Vtcrine polypi arc nothing more than portions of the mucosa that have been 
partially extruded, and with the succeeding and frequent contractions of the

Flo. LiJfl. Tin. Hkuinmnu ok a Vtkkinl Polyp, i X 12 diani.)
<'.vn. No. .'HIM). Path. No. 41MI. The section is from the body. To the right and left is imriuiil mucosa. 

In the center the mucosa is thicker, and forms a dome like elevation from the surface. Here the glands are very 
abundant. In time this elevated portion would lie forced more into the cavity, until it became a pedunculated

uterus have been forced out into the cavity. Fig. 22(> is an excellent example 
of the earliest stage. The mucosa on either side is relatively normal, whereas in
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the center il is being heaped up into a dome-like elevation. This area would, 
in time, he pushed farther into the cavity and would form a definite polyp.

If the uterine mucosa from which the polyp is nipped off is normal, we should 
expect the polyp to consist of normal mucosa. The surface of the polyp is usually 
smooth, as in Fig. 220, Imt may he wavy in outline. The majority of the glands 
present the usual appearance, hut as a result of obstruction, some of them 
tend to heroine cystic, and their < nod. In the stroma of the pedicle
of the polyp noil-striated muscle is not infrequently found. This is due to the 
fact that some of the muscle is drawn out with the mucosa as it is being extruded.

The mucosa near the tip of the polypi often shows a good deal of hemor­
rhage. A few of the polypi show slight disintegration; the gland epithelium

I'm. 227. A Vtkhink Poi.vi'. < X 7 ilium.1
(lyn, N11. 7(199. Path. No. 3948. The character of the polyp show* that it i* from the hotly of the uterus. To 

the left i* uterine inueosu, which, apart from slight ghoul dilatation, is normal, a indicate# the top of the uterine 
cavity. Attached liy a narrow pedicle is an ohlong polyp with a rounded end. Its surface epithelium is continuous 
with that lining the uterine cavity, ami represents uterine mucosa. Many of its gland* are dilated, some reach­
ing large proportions. Where marked dilatation has occurred, the partitions between glands have in place* 
disappeared.

(-nds to drop off, and the gland cavities are filled with hyaline-like casts, as was 
noted in Case 3113 (Path. No. 487).

When the uterine mucosa is the seat of gland hypertrophy, the polypi, as a 
rule, will also show hypertrophy of the glands. This was especially noticeable 
in Case 12021 (Path. No. 8502).

Very Large Polypi. That uterine polypi may reach very large proportions is 
clearly demonstrated by the following cases:

In Case 5940 (Path. No. 2242) the uterus was converted into a nodular 
tumor, approximately 24 x 40 cm. The uterine cavity was 11 cm. in length and 
7 cm. in breadth. The upper two-thirds was tilled with three remarkably large 
polypi (Figs. 228 and 229). The larger of these measured 7 x 4 x 2.5 cm. The

D:+.^D
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surfaces of tin* polypi were injected, traversed l»v branching Mood-vessels, and 
st udded with minute cysts, averaging I mm. in diameter. Sections from these 
polypi showed cyst-like spaces scattered everywhere throughout their substance, 
some of them reaching *> mm. in diameter.

The uterine mucosa was smooth, hut markedly hemorrhagic. The myomata 
showed little tendency to encroach on the uterine cavity.

On histologic examination all the polypi presented the same picture. Their 
surfaces were comparatively smooth, and in many places were covered with one 
layer of epithelium. Scattered
throughout the stroma of the a
polypi were many typical uter­
ine glands. The cvst-like 
spaces were dilated glands. In 
the majority of them the epi-

228.—VllOSS-SFCTION OF A I.AIHik 
Vtiiiim Polyp in a Cask ok Mvi.tipi.f 
Myomata. (Nat. size.)

Gy». Nu. 6946. Path. No. 2242. Tin1 
section is taken from the fundus. « is nor­
mal uterine muscle; It, the edge of n large 
myoma; e, diluted veins; d shows a cross- 
section of u large polyp. Its surface. al­
though milluluting, is perfectly smooth, hut 
on section it presents a cystic appearance, 
due to the many dilated glands, one of 
which reaches at least A mm. in diameter. 
The polyp has a Itrond hase, and shows no 
tendency to penetrate the muscle. Histologic 
examination shows it to consist of practically 
normal mucosa, e is normal mucosa (After 
Thomas Cullen, i

I'll!. 229.—VnuHS-HKlTtON OF A Vf.BY I.ARliK VtF.HINF. POLYP 
in a Cask ok Myoma, i Nat. size.)

(lyn. No. 5946. Path. No. 2242. The section is taken 
from the neighborhood of the uterine horn, and shows a small 
part of the uterine cavity tilled with iiolypi. a is normal 
uterine muscle; b, a small sessile suhperitoneal myoma; c, 
the ixlgc of a large myoma; d indicates blissl-vessels, which, 
judging from their thin walls, are probably veins; e, f. and g 
are cross-sect ions of polypi. Scattered throughout the sub­
stance of the polypi are large and small cyst-like spaces dilated 
uterine glands, h is the smooth inner surface of the uterine 
cavity. (After Thomas Cullen.)

thelium was still well preserved. In not a few places, however, it had dropped 
off in ribbons, forming irregular skeins in the gland-spaces, and at first sight 
offering a suggestion of malignancy. The appearance, however, was due to 
faulty hardening. The stroma of the mucosa corresponded to that of the uter­
ine mucosa.

In Oise Nd.")4 (Path. No. 4f>M) the myomatous uterus was 24 x 20 x In cm. 
The uterine cavity was Id cm. long and 7 cm. broad in its upper portion. The

Fm. 250.—A Vkry l.AHiit Vtkhink Polyp ( ü nut. size.)
(lyn. Nn. 8554. Path. No. 4559. The myomatous uterus extended to the umbilicus, and was 24 x 20x 15 cm. 

It is literally riddled with subperitoneal, interstitial, and submucous myomata. Killing the upper part of the 
uterine cavity is a Inhabited polyp with a delicate granular surface, strongly suggestive of carcinoma. This polyp 
was 7 cm. long, 5 cm. broad, and 5 cm. in thickness. On histologic examination it was found to be composed of 
uterine mucosa, showing areas of gland hyfiertrophy. It is the largest uterine polyp that we have ever seen.
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mucosa was very thin. The chief interest centered in a mass which was attached 
to the uterine wall by a delicate pediele, and filled almost the entire cavity. 
This mass was irregular in shape, somewhat tabulated, and had a fine granular 
surface (Fig. 240). It measured 7 x "> x It cm. Its granular appearance strongly 
suggested carcinoma, but it shown 1 no areas of disintegration. On section, the 
growth was fairly homogeneous and cut like cheese. Scattered throughout it 
were numerous hemorrhagic areas and many dilated blood-vessels.

On histologic examination the growth filling the uterine cavity was found to 
consist essentially of mucosa. Its surface was covered with one layer of epitheli­
um. Its glands in places were normal ; at other points they branched a great 
deal or showed dilatation. Some areas showed typical gland hypertrophy. The 
stroma of the polyp was, to a considerable extent, infiltrated with small round 
cells. The growth was nothing more than an exceptionally large uterine polyp.

In (îvn. No. 12LV» (Path. No. N724) a very large myoma sprang from the sur­
face of the uterus, whose walls were studded with smaller nodules. The uterine 
cavity was s cm. long and 1 cm. broad. Projecting into the cavity from the top 
was a polyp f> cm. in length, 4 cm. in breadth, and tapering to I cm. at the point. 
It bore a strong resemblance to a long and narrow chicken’s liver, was spongy, 
and apparently consisted of mucosa. Histologic examination proved it to be a 
simple uterine polyp. Some of its glands had been imperfectly preserved, 
and the epithelium had dropped off in ribbons, forming a skein-like arrangement.

Large polypi were also noted in (’use 122114 (Path. No. 8844). The uterus 
was irregularly nodular and measured 2f> x 21 x 1"> cm. The uterine cavity was 
balloon-shaped, and projecting into it were several myomata and three polypi, 
the largest of which was *>.*> x 4 x 4 cm. This large polyp, on histologic examina­
tion, showed typical gland hypertrophy. Such large polypi as have just been 
described are. of course, exet rare.

Atypical Changes in the Epithelium Lining the Uterine Cavity.
In addition to the cell-changes found in endometritis and in cancer, we have 

also noted in a few cases a definite tendency in the surface epithelium to pro­
liferate. In Case 4420 < Path. No. Ô80), in which the uterus was greatly enlarged 
from the presence of subperitoneal and interstitial myomata, the epithelium 
covering the surface of the mucosa showed a slight tendency to proliferate, being 
two or three layers in thickness at several points.

Proliferation of the surface epithelium was also noted in Case .44OS (Path. 
No. (i‘>0) and in Case 0470 (Path. No. 2700). Occasionally small papillary 
outgrowths may be detected arising from the surface of the mucosa. In Case 
4144 ( Path. No. 404) the uterus was tremendously enlarged from the presence 
of an interstitial myoma. The uterine cavity was also greatly increased in size, 
being 41 cm. long, and varying from 0 to 14 cm. in diameter. The mucosa was 
naturally greatly thinned out. About the middle of the cavity were delicate 
papillary outgrowths from the surface epithelium.

2884
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In ('use 3340 (Path. No. 007) the uterus was theseat of subperitoneal. inter­
stitial, and submucous myomata and the uterine cavity was 0 cm. long. The 
mucosa was somewhat atrophic. The surface epithelium was everywhere intact, 
and in most places normal, but near the submucous myomata were three finger­
like outgrowths of epithelium, and not far distant from these the surface epithe­
lium had proliferated, being three or four layers in thickness. The newly formed 
cells stained much more faintly than normal epithelial cells, and they were 
separated from each other by a moderate number of polymorphonuclear leuko­
cytes. The uterine glands were normal.

Were the mucosa lining all portions of the uterine cavity systematically 
examined histologically, we feel sure that such alterations in the surface epithe­
lium as we have noted would be much more frequently found. Some of them 
undoubtedly indicate a commencing malignant change; others, however, would 
advance no further.

Adenocarcinoma .

This subject is dealt with fully on pp. 274 and 404.

A Small Myoma Developing in the Uterine Mucosa.

In Fig. 231 we have a definite example of a small myoma originating in the 
uterine mucosa. It is the only picture of this kind that we have ever encountered. 
The uterus formed a globular tumor. 11 cm. in diameter. The anterior wall 
contained an interstitial and slightly submucous myoma. 12 cm. in diameter. 
The uterine cavity was 12 cm. long, 11 cm. in breadth. Its mucosa was atrophic,

Fin. 231. A Myumy OmulXATiNii is thy. Vtkiiink Mvcoha. X 4 ilium.'
< ixn. No. .*>KOH. Path. Xu. 2101. The uterus contained a Huh|ieritonenl and in terni dial myoma, and two 

polypi lay in the uterine cavity.
The mucosa at a and a' is perfectly normal, except for slight gland dilatation, hut between these points and 

projecting slightly from the surface is a small Hat myoma. This is confined entirely to the mucosa, has pushed the 
glands to either side, and is covered over with the surface epithelium, b. This myoma had undoubtedly originated 
in the mucosa, probably from some preexisting muscle-libers that were located there. In the lower part of the 
picture a small portion of a large interstitial myoma is seen.

and some of its glands were dilated Projecting into its cavity was a tongue­
shaped polyp, 3.5 cm. long and 1.3 cm. broad. A second and smaller one lay 
near the internal os.

On histologic examination the mucosa, apart from atrophy and gland dilata­
tion and the presence of the myoma, as seen in Fig. 231, was little altered.
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Endometritis.
Inflammation of the en<lometriuni lias, in our experience, been very rare. 

One of us (Cullen) in I SUS* reported that in the routine examination of the 
speeiniens from the gynecologic operating-room of the Johns Hopkins Hospital 
for a period of four years endometritis had been found only Is times; in other

V V\

lu.. V.I2. Cm.vinni Kmnimi.thitim ivii Dm hi ►. Ci H-rriu- Awwonmo with » Mvoux <o tin. I'immt».

Oyn. No. HAKI. 1‘nili. No. 4h»v The ill mi* wa* ii.vrifurm in »Iwin\ ihhI mea-urcl II x 7 x II piii. Iii I hr 
filmin' wan a myoma A cm. in ■liiiinctrr. Tin* ulcrinc muciimi vitriol from J to I mm. in ihivkne*», uinl presented 
u granular appearance, due to Ihiiiened projection» varying from I to I .A mm. in diameter. The tube* mill ovarien 
were hound up in iidhewion*. Itoih IiiIic* were lilleil with pu». On histologie examinai ion il wii* fourni ilini the 
»urfnre of the mucosa wa* in many place- greatly all ere. I, the ey limlric epithelium having liern replace. I hy many 
layer* of cell* resembling wiuamoii* epilhelimu. Lying lienealh the epithelial cell» were myriad* of |Hilymorplio- 
nurlear leukocyte*. The knoh-ltke outgrowth* were eoiii|Mwed of newly forme<l connective ii«*ue containing 
many IiIimhI vessel», ami covered externally with c\limine epithelium or with many layer* of cell* of I he wpiamous 
type. The uterine glaml- «ho wed winie h.V|iertroph> in I he «uperlieial portion», lull in I he depth moat of them 
were normal.

words, on an average of only once each month. We were astonished at the lack 
of frequency with it was encountered, and were still further surprised to
lint I that even when the Fallopian tubes showed definite evidences of inflamma­
tion, the endometrium was often unaltered. If, however, an inflammation of 
the uterine mucosa exists, the excessive vascularity, together with the excellent 

* Thon mm S. ( 'illicit. Kiiiloniptriti*. Mil Moil. ,1., I HUS, p. *»7I.
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drainage afforded hv the more or less perpendicular |x>sition of the uterus, favors 
the speedy restoration to normal.

What applies to the endometrium in general is equally applicable in myoma 
eases. In our experience the mucosa rarely shows any inflammation when the 
uterus contains myomata. After carefully tabulating the eases in which there 
was an endometritis, usually of a very mild grade, we have found that with 
one or two exceptions either the uterus contained a submucous myoma, usually 
disintegrating, or the tubes showed definite evidences of a recent or old inflam­
mation.

These findings are of ini|>ortance to the surgeon in that he can with almost 
certainty say that if the patient has no vaginal discharge, and if the ap|>endages 
are normal, the uterine mucosa is unaltered. Knowing this, he can open the 
uterine cavity, if necessary, with relative certainty that there is no danger of 
infection lurking there.

lu Fig. 2d2 we have an example of a small myomatous uterus with a fine 
polypoid endometritis, associated with double pus-tubes.

Tuberculosis of the Endometrium Associated with Uterine Myomata.
From the accompanying table it will be seen that we have had 7 cases* in 

which, in addition to the myoma, tuberculosis of the endometrium was noted. 
In (> of the cases the uterus was relatively small : only in ('use .Tilt) did it reach 
fairly large proportions. In "2 of the cases minute tubercles were recognized on 
the surface of the uterus.

In some of the cases the implication of the endometrium was quite recent : in 
others, nearly the entire mucosa had been replaced by tuberculous tissue, and in 
Case 4!H)f> the small uterine cavity was filled with creamy fluid.

In Case Tilt) the tuberculosis had extended to the muscle beneath the mu­
cosa. In none of our cases, however, had the tuberculous process involved a 
myoma. In April, 1901, Dr. Homer Gage, of Worcester, Mass., sent us a myo­
matous uterus showing definite tuberculous implication of a myoma. The 
interstitial myoma was approximately globular and 7 cm. in diameter. On 
section, it presented a puttv-like appearance and was very soft, fully three- 
fourths of the myoma showing this degeneration. Smears made by Dr. Gage 
yielded tubercle bacilli in moderate numbers.

On making sections from the endometrium we found normal mucosa in places, 
but at other |K>ints the stroma showed small-round-celled infiltration, and at one 
|M>int in the mucosa a definite tubercle was found.

The myoma was everywhere riddled with areas of caseation showing sur­
rounding zones of tuberculous tissue. All stages in the tuberculous process 
were demonstrable. Scattered throughout the myoma were a few islands of 
uterine mucosa. In other words, it was in part an interstitial adenomyonm.

* The endometrium was also tuberculous in Aut. No. si Ml (Path. No. 1382).
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Both tubes were the seat of advanced tuberculosis.
It is well known that tuberculosis of the tubes is usually present when tuber­

culosis of the endometrium is found, and, as seen from the table, our cases closely

tr <■

Fin. Ti HHICVMI8I8 ok mi. Fndomktrivm and F\ 1.1.01*1 an Tchkh Assueivmi with a Myomatous Utkrus.
11 mil. si*e. i

flyn. No. :«1B. Path. No. ,1112. The myomnluiis uterus meiisurcd 15 x 17 x 20 cm. Shunted in the posterior 
wall i„ « large myoms; in the anterior wall, u second; while just posterior to the cervix is a third. The endome­
trium is roughened, as indicated by a. This is due to a loss of substance caused by the tuberculosis. The left 
tube is thickened and tuberculous. The left ovary contains a corpiis-luteum cyst.

follow this rule. In five, both tubes were involved: in a sixth case, one tube. 
In only one case was there no evidence of tubal tuberculosis.

The association of tuberculosis of the endometrium with uterine myomata 
must be regarded as a mere coincidence.

TVBEUCULOS1S OF THK KNIX I.M ETRI I'M ASSOCIATED WITH VTKRINE MYOMATA.

Uvx. No. Path. No. Sixk ok Utkhvs. Conditions ok Turks. Ksdomkthium.

3310 f>02 IA x 17 x 20 flu. (Fig. 233). Tuberculosis of both Advanced tubereulo-
sis. Commencing 
involvement of un­
derlying muscle.

4110.1 14!ill 4 x 3.8 x 3 cm. Largest
myoma on surface, 5cm. 
Cavity small, filled with 
creamy fluid.

Both tubes cm- Early tuberculosis of 
bedded in ad he- endometrium, 
sions. but not tu­
berculous.

larly tuberculosis of 
enuometrium.

0(011 3277 Ox 0.5x0 cm. Minute tu­
bercles over surface. 

8220 4403 Slight ly enlarged.

Tuberculosis of one 

Tuberculosis of both 

Tuberculosis of both 

Tuberculosis of bot h

Early tuberculosis of 
enuometrium.

Early tuberculosis of 
enuometrium.

0030 .182.1 Myoma 8 cm., in posterior
wall.

12110 8714 7x8x7 cm. Several my-

Early tuberculosis of 
enuometrium.

omata from surface; lar­
gest , llxllxll cm.; 
minute tubercles on stir-

Tuberculosis of en­
dometrium.

12800 0765 7x8x8 cm. Tuberculosis of both TiiImtcuIosw of endo­
metrium.



CHAPTER XVIII.

CONDITIONS OF THE TUBES AND OVARIES WHEN UTERINE 
MYOMATA ARE PRESENT.*

Although our investigations arc based on over 1400 eases coming under our 
observation, many of the cases operated in the smaller hospitals could not 
lie as carefully tabulated from a al and pathologic stand]M)int as were those 
observed in the Johns Hopkins Hospital. Consequently, in discussing the con­
dition of the tubes and ovaries, we have utilized only those cases admitted to 
this institution.
X SVMMAHY OF THK CONDITION OF Till'. TERES IN #84 CASKS OF ETEIGNE MYOMA 

XVHKRK IT XVAS NECESSARY TO REMOVE THE lITERES.
Free from adhesions................................................................................................ .*»! 1 eases
Free from adhesions, hut showing some other pathologic change.. 129 "

Total number in which normal tubes were present . ...............................482 cases
AtUieximn.
Roth tubes adherent .............................................................................................. 364 cases
One tube adherent..................................................................................................  ,*>9 "

Total number in which one or both tubes were adherent .................................423 eases
Dense tubal adhesions were present in.................. .................................94 of these cases

Hydrosalpinx.

Hematosalpinx..........

Chronic salpingitis .

1‘yosalpinx..................

Tubo-ovarian cyst 

Tubo-ovarian '‘mass” 

Tubo-ovarian abscess 

Tuberculosis....

.S8 cases: t
Follicular

/ 9 unilateral. 
h- \ 3 bilateral.

f 43 bilateral.
' ‘ \ ft unilateral.

41 cases: / 19 unilateral. 
1 22 bilateral.

.*> cases: ! 

cases. ^

1 right side. 
4 left side.
3 right side.
2 left side.

14 cases:
4 right side. 
9 left side.
1 bilateral.

— f .'>1 unilateral. 
' ** \ 26 bilateral.

/ 0 unilateral. 
(4 bilateral.

/ right, follicular.
\ left, simple.

14 cases: both tubes involved.
Tubal pregnunry fl raw»: { J jjjj™”1-

Rudimentary left tube, 1 case ((ïyn. No. 10917). 
Myoma of the tube, 1 caae (Gyn. No. 10237).

*In the tabulation of the condition of the tubes and ovaries we have exercised great care, 
but as in some cases one or both appendages were not removed, and oidy a conservative opera­
tion was performed, we have occasionally been compelled to rely entirely on the notes made at 
operation. In some cases these are naturally incomplete. Accordingly, it will be safer to make 
an allowance for possible error in the statistics of about 1 per cent.

22 337

5
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Adherent Tubes. From tlu* summary it is seen that one or hotli tubes were 
adherent in 4*28 out of Ml eases. This is a large percentage. In many of the 
eases the adhesions were slight : in others suflieient to occlude the tube and pro­
duce a hydrosalpinx, while in a good many eases the tubes were densely adherent 
as a result of a pyosalpinx or pelvic abscess.

The friction between the tumor and the pelvic peritoneum naturally tends to 
cause irritation of the surfaces, with the occasional formation of slight adhesions. 
Again, the myomata, as they grow, may partially block the uterine cavity and 
force the uterine secretions or menstrual How out through the tubes. A mild 
inflammation may thus be set up. Sloughing submucous myomata also are

responsible for inflammatory changes. 
In other cases the infection is un­
doubtedly introduced from without.

Being at a loss to explain the 
large percentage of eases in which 
adhesions existed, the histories were 
carefully examined to see how many 
patients were colored, as the per­
centage of tubal lesions is known to 
be much larger in the negress:

Total number of whites....................... IMIS
Adherent a p| huh luges in 2lli eases (d.Vti per

Total number of colored..................... TJIi
Adherent a pondages in 207 eases (Kl |s*r

The result shows that in tin* colored 
adherent appendages were nearly 
twice as frequent as in the white 
women.

Hydrosalpinx. Hydrosalpinx was 
noted in SS of the cases. In 77 of 
these it was of the simple variety ; 
in II. follicular hydrosalpinx was 

present. A very mild grade of inflammation is often sufficient to occlude the 
fimbriated end of the tube, and a hydrosalpinx is the natural sequence. We 
have frequently seen the occluded tube lying free in the pelvis, being nowhere 
adherent.

Hematosalpinx. In 12 cases a hematosalpinx was noted. As a rule, a hema­
tosalpinx is a hydrosalpinx into which a hemorrhage has taken place. If we 
include these two varieties, in one group we have 100 cases out of 081 showing a 
non-purulent accumulation of fluid in tin1 Fallopian tube.

Salpingitis. Salpingitis and pyosalpinx have been employed really as synony­
mous terms. In our cases the inflammatory changes in the tubes in the main

I’YIMAI.CINX.
<• yii. So. HUM. Tito oinoiilum wa- adherent to the 

abdominal wall and liladdor. Situated in tin- anterior 
uterine wall, and Ivina imrlially henealli the Madder. i« 
a myoma several centimeter* in diameter. In the (in­
terior wall is a smaller one. Lying heliind the uterus and 
adherent to it is the right tulie, which i* di-lended with 
inis. It reached 2.f> cm. in diameter. The left tulie 
al.-o eonluined a imrulent accumulation.
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were chronic at the time of operation. When the tube was small. hard, and in­
durated. we usually termed the condition a salpingitis, Imt when enlarged,

I'n.. 235.- A Tviio-cwaiiian Cvht Ahhiiciathii with a Mvomatoi h I'tkrur. (ft rial. sixe.i 
San. No. 23118. l’ulli. No. 11191. The large myomatous uterus is pear-shaped, am I projecting from it* *ur- 

face is a email pedunculated myoma. The right tithe is occluded ami is the seat of a hydrosalpinx, a is a corpus 
luteuin. The left tube, for the most part, is normal. The outer end, however, is distended and loliuluted; it 
communicates with the ovarian cyst. The fluid filling the tube and cyst was clear and limpid.

I n.. i_'3il. A I t iio-ovahian Cvst and Dknmk Aniit.sioxH Comi’I.icatinh a Mvomatouh I'tkrcw. I* mit. sire.)
San. No. SÔ8. |*alh. No. 37INI. Fully one-half of the posterior surface of the uterus was covered with dense 

adhesions. The uterus contained a myoma, fi.fi cm. in diameter. The left tube and ovary were somewhat ad­
herent, but the limbrialeil end of the tube was patent. The right lube in its outer portion was much diluted, and 
at its outer end reached .’> cm. in diameter. The longitudinal ridges on ita inner surface indicate the tubal folds. 
The nvar> had been converted into a simple cyst which measured 7 cm. in diameter. The diluted tube and the cyst 
communicate at a. Moth were filled with clear fluid. Histologic examination of the cyst indicated that it was 
a diluted tiruufinii follicle.

hard, and tilled with an appreciable quantity of pus, we put it down as a pus-tube 
(Fig. 234) or a pyosalpinx.

In 4N cases salpingitis was found, and it is interesting to note that in 43 out 
of the 48 the condition was bilateral.
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In 41 cases pyosalpinx was found. Thus, in SO out of the 034 eases a definite 
inflammatory process existed in one or both tubes.

It is very difficult to discuss purulent changes in the tubes without the coin­
cident consideration of inflammatory lesions in the ovaries so intimately associ­
ated with them.

In "> cases “ tulwi-ovarian masses” were found. This clinical term indicates 
a firm inflammatory mass without macroscopic evidence of pus. In 14 other 
cases tubo-ovarian abscesses were present. It will thus be seen that in over 
10 per cent, of the cases the appendages were the seat of purulent changes. 
In such cases the patient had usually suffered more pain than falls to the 
lot of one affected with a simple myoma. Moreover, the operative measures 
required are naturally more radical, and at the same time more difficult, 
than they would be if the appendages were free from adhesions.

The same factors 
that produce hydrosal­
pinx cause pyosalpinx. 
the only difference being 
that in the latter the 
inflammatory reaction is 
more severe.

Tubo-ovarian Cysts. 
In ô cases of our 

series tulio-ovarian cysts 
were found. In these 
cases the tube is the 
seat of a hydrosalpinx 
and is intimately 
blended with the ovary, 
which is usually con­
verted into a single cyst. 

On section, it is found that the distended tube communicates by a large or 
small opening with the ovarian cyst. The fluid filling the cavities is usually 
clear and limpid. In these cases there has evidently been a mild inflammation ; 
the tube has become glued to the ovary, and a hydrosalpinx has developed. 
At a later date a matured (iraafian follicle at the point of adhesions has been 
unable to empty itself, and has developed into a ( iraafian follicle cyst. The 
cyst and the hydrosalpinx have eventually opened into one another.* In Fig. 
23.‘> we have a very good example of a tubo-ovarian cyst associated with a 
myomatous uterus. Fig. 231» shows a somewhat similar tubo-ovarian cyst on 
section.

A Rudimentary Fallopian Tube. In (Jyn. No. 10917 the omentum was 
firmly adherent to the uterus, which contained several small myomata. The 

* Thomas S. Cullen. Hydrosalpinx, Johns Hopkins Reports, 1N95, Yol. 1.

( iyn. Xu. 102:17. Path. Xu. It MO. To the right was a parovarian 
cyst, 20 cm. in diameter; to the left, an ovary containing several large 
cystic follicle*.

Springing from the anterior surface of the uteru* near the left 
round ligament i* a small pedunculated myoma. The uterine cavity is 
almost completely tilled with polypi. Projecting from the tip|ier surface 
of the right tulie at a is a pedunculated myoma, which measured 7x8 x
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right tube anil ovary were normal. The left ovary was absent, and the left tube 
was represented by a mere remnant of a normal tube. It had evidently never 
fully developed.

Myoma of the Fallopian Tube. The tubal muscle is similar to that of the 
uterus, and as myomata are so common in the uterus, we would consequently 
not be surprised if. at times, myomata should develop from the tube

Case 10287 is, however, the only one in which any tendency toward a tubal 
myoma was found. In this ease the patient was seventy years of age. Theuterus 
measured 2.0x3 x(> cm., had a small pedunculated myoma springing from its 
outer surface, and contained several polypi. On the right side was a parovarian 
cyst. 20 cm. in diameter. On the left, the ovary measured 3 x 3.0x0 cm., the 
increase in size» being caused 
by several unusually large 
Oraafian follicles. Arising 
from the upper surface of 
the right tube near the 
uterus was a well-defined 
myoma. 7 x S x 10 mm.
( Fig. 237).

Tuberculosis of the Fal­
lopian Tubes. In 14* of 
the 034 cases the Fallopian 
tubes were the seat of tu­
berculosis, and in all these 
cases the disease was bilat­
eral. In 0 of the cases the 
tuberculous character of the 
process was recognized only 
on microscopic examination.
In 2 of the 0 a distinct inflammatory process was present, but no tubercles 
were detected macroscopically. and in another of the cases (1142K), although a 
lubo-ovarian abscess was present on the left side, no macroscopic evidence of 
tuberculosis was found. In the remaining 7 cases tubercles were evident, 
and the1 diagnosis was readily established when the abdomen was opened.

The presence of a thickened nodular tube with a patent fimbriated extremity 
is always strong presumptive* evidence of tuberculosis in this situation.

In Case 4732 there was a wide-spread tuberculous peritonitis.
From the clinical histories it is evident that in only one of the 14 cases would 

the physician have suspected tuberculosis prior to operation, the symptoms of 
tin* myoma in each case overshadowing those of the tuberculosis. The exception 
was Case 12860. This patient, three years previously, hail been admitted to 

*(lyn. Noe. *819. 4022. 4732. «991, 7141. H220. 9630. 9K23. 10242. I0JW7. 114#, 11703.

Flu. 238. Hvm'RKif Tvhai. PHH.NANCY COMPI.ICATIXO l tkhink 
Myomata, (fnat.aise.)

Oyn. No. «1)85. Path. No. 515». The uterus is moderutely 
enlarged. owing to the presence of several myomata. The left tulie 
was adherent. The right ovary u|>|ienrs normal, hut the tube near 
its middle is considerably dilated, and at a placental tissue and 
clotted blood project through a rent in the anterior wall.
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Dr. Halstcd's service suffering from tuberculosis of the hip. When she entered 
the gynecological department there were definite signs of tuberculosis of the right 
kidney, the right ureter, and of an early tuberculosis of the bladder. The pains 
in the right iliac fossa naturally suggested the possible development of an early 
tuberculous process in this location. Thus in Id out of I t cases in which tuber­
culosis of the tubes was associated with uterine myomata, the clue as to the 
tubal complication clinically was absolutely wanting.

In some of the eases examination of the endometrium would have shown 
tuberculosis, as evidenced by the subsequent pathologic findings, but, as a rule, 
the operator refrains from curetting when the diagnosis of myoma is perfectly 
clear.

Tubal Pregnancy. In Hd4 of our cases (> tubal pregnancies were detected. 
From the accompanying table it will be seen that "> were ruptured and 1 was 
intact.

The left tube in Case l2dS0 showed a globular thickening, 1 cm. in diameter, 
near the uterus, but the fimbriated end was intact. When the tube was opened, 
the typical picture of tubal pregnancy was noted.

TA Kl.I : OF TV HAL PRNIXAXf IKK ASSOCIATKb WITH VTKRIXK MYOMATA.

U„. So.
XlMHKH OK Nimhmi or or SYMPTOMS SUMGRBTINU H. on !.. Ten. I’rko.
M Mill 11 II. Viui.hiu \. i Mill Mil B. Tl HAL PrKUNANCV. Intact oh Hem rkd.

770f> „ .j <H no value. H m|„
7X49 10 < if no value. 1.., partly ruptured.
NONA 10 0 0 ( if no value. It., rupt (Fig. 238).

12 (col. ) 1
(twenty-one 
years ago).

1 Definite signs of preg- L., live months rup-

9243 II ° 0 < H little value. lt., rupt. (niyomec-

12380 14 ° 1 History slightlv sug­
gestive (“velvety 
feel" ).

L., ruptured (see 
•Ailenomyonm of 
the Vterus,” Fig.
«fl, i». 247).

This table shows that "> of the (> patients had never been delivered of a child 
at term, and d of the (i had never been pregnant before.

From a clinical standpoint it is interesting to note that in 4 of the eases the 
symptoms attributable to the myoma completely overshadowed those of the 
tubal pregnancy. Consequently the surgeon was totally unaware of the condi­
tion until the abdomen was o|Mined.

In Case l2dK0 the uterus was the seat of several myomatous nodules, and a 
firm tumor was felt to the left of the uterus. This, on palpation, differed ma­
terially from the myomata. < >n gentle palpation it felt soft, but when firm 
pressure was exerted, hard. It reminded one of a hard ball covered with velvet.*

* Thomas S. Cullen, The Velvety I'Yel nf an Vnruptured Tubal Pregnancy, John# Hopkins 
Hemp. Hull.. 1‘MHi, p. l.Yt.

See Cullen, Ailenoinyoma of the l'terns, Fig. till, p. 217. W. M. Saunders Co., IPOS.
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The soft feel was duo to the pregnant sphere being surrounded by soft tubal 
muscle and numerous dilated blood-vessels. This sign is naturally obscured if 
the tube ruptures.

Mechanical Alterations in the Tubal Relations. In the majority of the cases 
in which no inflammatory changes in the ap|iendages are present the tubes pre­
sent a normal appearance. When the myoma extends far out into the broad

Ut cevity
Fin. Tin. Mkuian Kni» of a Fallopian Tv be: Apparently Terminating in a Myoma. : nut. «in-.'

(iyn. No. 7(M3. I'alh. No. :W.,»4. Srallrrt-d iliroii*hoiil the ulem« wpit »iili|M-ntoiipal mnl inlpr«lilial iii.v- 
omets. The right tube ami ovary were mveml with a few di-lirntp ailhi-«imi«, hut were iiriietirall.v normal. The 
left tu)h- liMikeil normal, hut at the median end it apparently prnwed direetly into the myoma. Kven in «erial 
aeetiiHiK it wa* ini|Mwnihle to traee the lulie after it reiu-heil the myoma.

ligament, the tube may be greatly stretched, reaching 17 cm. or more in length. 
Occasionally a greatly elongated tube may be associated with a large ovary, as 
in Fig. 24f> (p. 351 ).

Fig. 2311 represents a multinodular uterus with a large nodule projecting 
directly upward from the left cornu. The left tube is normal, but apparently 
passes directly into the myoma.

CONDITION OF THE OVARIES IN CASES OF UTERINE MYOMATA.
From the tabulation we found that in the 1134 cases the ovaries were normal 

in 4.48. In the remainder, comprising over half, the ovaries were either adherent 
or showed some pathologic lesion.
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Free from adhesions 30Hcuses
I1 iw from adhesions, hut showing some pathologic changes. 70 “

Both ovaries normal 43H eases
Ail hint nun.
Both ovaries adherent .'470 raws
One ovary adherent ..

I dial iiiiiiiIH*r in wliieli our dr both ovaries were adherent J20 cases

In 115 ol tin-si- cases the ailhesions were ilense. (For ovarian aliseess anil tul Mi- 

ovarian abscess see tabulation of diseases of the tubes, p. 337.)
Ovarian abscess apparently not associated with pvosalpinx, (> eases. Pelvic 

|M*ritonilis with abscess apparently independent of pvosalpinx or def­
inite ovarian abscess, I» eases. 1 ubereulosis, 3 eases (tubes primarily involved).

Small ovarian cysts not classilicil 37 unilateral.

(iraafian follicle cysts 111-

7 bilateral. 
30 unilateral.

Corpus lutcimi cysts 31 eases-
12 bilateral. 
32 unilateral.

Miillilonilar cyst adenoma! a
2 bilateral.

I'apillocystoniata 10 unilateral.

Adenocarcinoma i primary >
2 bilateral.

Dermoid cyst 17
Fibromata 3 "
Very large ovaries
Merging of a myoma ami an ovary 1 case
Parovarian cyst 111 cases: 18 unilateral.

1 bilateral.

TulMi-ovarian abscesses and ovarian abscesses are, for obvious reasons, con­
sidered with inflammatory < < of the tubes.

In (t cases* there was an ovarian abscess apparently not accompanied by a 
pvosalpinx. In each ease the abscess was unilateral.

Pelvic peritonitis with abscess formation apparently independent of any 
tubal or ovarian abscess was noted in 5 cases.f

In 184 eases cysts of various sizes were noted. ( If this number. 14 were small, 
unclassified ovarian cysts; (is (iraafian follicle cysts; 34 corpus lutciim cysts; 
II multiloeular adenoeystomata: 12 papilliM*ystomata: and 17 dermoid cysts. 
In addition to this number there were also S adenoearcinomata of the ovary, 
nearly all of which were cystic.

Graafian Follicle Cysts. We know that ovarian adhesions tend to prevent the 
normal cycle of the (Iraafian follicle, and as the ovaries were adherent in 42(i of 
the 934 cases, it is but natural that this variety of cyst should be common.

* <iyn. Nos. 2973, 331)0, 3123, 3302,11013, 122011. 
t (iyn. Nos. 3010, «Him, 7320. hook. im»7S.

6904

8415
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Wv found in all (>S instances of (iraafian follicle cysts. The smallest was 2.5 cm. 
in diameter, the largest, 22 cm.

Corpus Luteum Cysts. These are also more prone to occur when pelvic ad­
hesions exist. They were noted in 34 of the 934 eases. The smallest was 2.5 
cm. in diameter, the largest, 3 x 5 x 10 cm.

Multilocular Cystadenomata. In 0* of the 034 eases multilocular ovarian 
cysts were found. In 5 of these the myoma was tin* chief factor. In the re­
maining 4 the symptoms caused by the cyst completely overshadowed those due 
to the myomata. In Case 7775 (Fig. 240), the myomatous uterus measured 
10x10x13 cm., the cyst, 15 x 20 x 25 cm. The pedicle of the cyst had 
formed a ci " -te rotation from right to left.

When the cyst is relatively small, its simultaneous occurrence1 with the myo­
mata should occasion few additional symptoms, 
but when it has reached large proportions (Fig. 
241), dense adhesions are liable to give rise to 
very serious complications.

Case 0030 affords a striking example of 
such complications. The patient, aged fifty- 
one, ■:! the time of operation was very weak and 
anemic. On opening the abdomen, in addition 
to the myomatous uterus, 20 cm. in diameter, 
we found tin1 abdomen nearly filled with a 
multilocular ovarian cyst. This was every­
where very adherent to the* intestines, and was 
separated in many places by sacrificing the 
cyst-wall. During its removal the cyst rup­
tured and a large amount of foul-smelling 

purulent material escaped. This was at once carefully wiped out, and the 
myomatous uterus quickly removed. At the end of the operation the patient 
was profoundly collapsed, and she died a few hours later. In this case un­
doubtedly tin- multilocular cyst and not the myoma was primarily responsible 
for tin1 patient’s death.

Papillocystoma of the Ovary. -In 12f of the 034 cases papilloma of the ovary 
was associated with uterine1 myomata. In 10 of the cases the process was uni­
lateral, in 2, bilateral. In Case 10K75 the left ovary had been converted into a 
papillocystoma, 7 x 10 x 12 cm. The right ovary was not of abnormal size, but 
histologic examination revealed a small cystic space containing a papillomatous 
mass in this ovary. The process here was an exceptionally early one.

In Cases 1455, 2172, 12034, 12012, the papillary growth had penetrated the 
cyst-wall and extended to the jieritoneum of the surrounding structures. In 
Case 12034 there was also free ascitic fluid in the general peritoneal cavity.

* (lyn. Xus. 0201, 7377. 777.7, 7071. 8227, 8206, 9030, 110.70, 12764.
t Clyii. Xus. 14.7.7, 2172, 3898, 6344. 6439, 8738, 10807, 1087.7, 120.34, 12848, 12849, 12912.

(iyn. Nu. 2172. The uterus is con- 
verteil into n multiiiiiilular myomatous 
tumor which exteiuls slightly above the 
umbilicus. To the right is a hematoma. 
To the left is a large ovarian cyst.

80
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In most of the cases the myomata were relatively small, and during the few 
months prior to operation the symptoms referable to the papillary growth equaled 
or overshadowed those of the myomata.

In Case (>.‘144 (Fig. 242), however, the cyst was still small, and the tendency 
toward papillary formation markedly limited.

The presence of papillary masses on the outer surface of the ovary naturally 
handicaps the surgeon’s endeavors, lie wishes to be as conservative as possible, 
but realizes that where one ovary is extensively involved, the opposite one is
prone to pick up and nurture <.......... cells that drop off from the papillary
growth. If it is thought that the opposite ovary is still normal and a myomec­
tomy is contemplated in the hope of preserving the menstrual function, the 
surgeon is in a quandary as to whether scattered tumor-cells may not engraft 
themselves upon the uterus at the point from which the myoma has been shelled 
out. Should both ovaries he involved, however, hysteromyoinectomy with 
complete removal of the appendages is clearly indicated.

AI>EX<M’AKCIN'i»MA (IF Till: OVARY (X'lVltRIXd WITH UTERINE MYOMATA.

No. I'tk.rub. Ri<;ht Ovary. Lk>t Ovary.

Path. 111) I tems contains mimer­
ons myomata, the largest

Springing from a portion 
of the ovary is an adeno- 
carcinomat ous cyst 10 cm. 
in diameter.

A few papillary masses. 
Ca reinoma t ous mass 
springing from slightly 
enlarged ovary.

1037 Moderately small myoma 
to left of cervix not re-

Adenocarcinomatous cyst 
contained S500 c.c. of 
chocolate-colored fluid.

Ovary normal.

4020 Mnltinoilular myomatous 
uterus, 15x 19x 21 cm.

Adenocarcinoma of right 
ovary. 5.5x Ox 7.5 cm. 
Secondary involvement 
of right tube.

Mult mystic papillary car­
cinomatous masses on siir-

552H Multinodular myomatous 
uterus, Sx 11 x 12 cm.; 
later extension of ovarian 
carcinoma to body of

Adenocarcinoma. Adenocarcinonia.

(iyn. 0479 Uterus contains several 
myomata, the largest 3.5

Apparently not impli- Semisolid adenocarcin­
oma. 7 x S x9 cm.

9457 Uterus, 9x11 cm., con­
tains two myomata, the 
larger S x 9 cm., also dis­
crete adenomyoma.

Adenoearei noma tons cyst. 
2(1 cm. in diam.

Adhesions, otherwise nor-

S07.'i Mill:modular myomatous 
uterus, 6x 8x II cm. 
Largest myoma. 3 x 5cm.

Contained papillary 
adenocarcinomatous mass. 
1.5 cm. in diameter.
M et a stases momentum 
wide-spread.

Two pedunculated bud­
ding papillomatous masses 
on upper border: adeno­
carcinoma! ous on histo­
logic examination.

( iyn. 12011 Uterus 7 x S cm. Several 
myomata, the largest
4 cm.

Adenocarcinomatous: tu­
mor small and densely 
adherent.

Adenocarcinoma of the Ovary.—In <S of the 934 cases adenocarcinoma of the 
ovary was present. Macroscopicallv, it is often impossible to distinguish between 
papillocystomata and adenocarcinomata, and even on histologic examination one

3992
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is frequently unable* to say with certainty whether or not the given s|K*eimen is 
really malignant.

In half of the eases the carcinoma was bilateral. From the table it will be 
seen that some of the carcinomata were very small and solid. Others had be­
come cystic, and in at least two cases (Gyn. Nos. 1637 and 9457) the malignant 
tumors were relatively large.

In several of the cases the disease had extended to other structures. In (’ase 
SG75 the omentum was studded with secondary growths.

The uterus, in most of the cases, contained a few myomata of moderate size. 
( )nlv in Case 1020 did the myomata reach large proportions.

Where carcinoma of the ovary and myomata exist, the better plan seems to be 
complete removal of the tubes, ovaries, and uterus. Seven of our patients were 
operated upon and all recovered temporarily.

349

a M tomato vm Vtmivh. (i
(lyn. Nn. 39«0. Path. No. 971. The specimen is seen from behind. The increase in the si*e of the uterus i» 

caused by subperitoneal and interstitial myomata. The right tube and ovary are normal. The specimen has been 
hardened, and the left ovary cut in two. The solidified sebaceous material fills the greater part of the cyst. Pro­
jecting from the lower part of the cyst cavity are numerous black hairs.

Dermoid Cysts. In 17* of the 934 cases dermoid cysts were encountered. 
They were usually unilateral, and fairly evenly distributed between the right 
and left ovaries.

The smallest dermoid was 3 cm. in diameter, the largest, 17 cm. The largest 
cyst (Case 3232) was multiloeular, and nearly all the cysts were dermoids. It is 
a well-known fact that dermoid cysts tend to become adherent, and in fully two- 
t birds of our cases dense adhesions existed. In Fig. 243 we have an example of a 
small dermoid cyst associated with a myomatous uterus, and in Fig. 244 a multi­
nodular uterus with a parovarian cyst on tin* right and a dermoid cyst of the 
ovary on the left.

In two of our cases (Gyn. Nos. 3008 and 10095), the patients died. In the 
first case the enucleation of the pelvic organs was exceedingly difficult, and the 
patient died with signs strongly suggestive of infection or obstruction. Death 
in the second case was supposed to be due to a myocarditis.

♦Gyn. Nos. 3008, 3232. 3590, 3900. 4X73. 6432, 7441. 7508, 7714, 7710, 8878, 10095, 108S3. 
10909. 11630, 11034, 12852.
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Fie. 244.—A Mri.TixoDri.AR Myoma Tors t*TKRrs witi 
No. lltUlt). 1'ath. No. 7807. Scattered throughout the uteru.- 

ovarian cyst which measures 8 x 8 x 10. The fimbriated end of the tulie 
The left ovary measures 5x7x8 cm. It is lohulated, and present 

specimen dish, and this Hat surface has become fixed by the solidifying of the sebaceu

a Parovarian Cyst ox the Right and a Dermoid of the Left Ovary. 
ire suhfieritoneal, interstitial, and submucous myomata. Between the tube 
carried out as a delicate fringe on the surface of the cyst.

flat surfaces, on one of which it is resting. This flattening is due to 
i material, as a result of exposure to the air. It is pathognot

and ovary on the right is a par-

the sagging of the cyst on the 
nonic of a dermoid cyst.
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Fibroma of the Ovary. In 3 out of 1)34 cases a of the ovary were
encountered and in each case the fibroma was unilateral. In Case 1MMK) the 
uterus contained several small myomata and the left ovary had been transformed 
into a fibroma 12 x 14 x 16 cm.

Attached to the uterus in Case 3294 was a pedunculated myoma 7 x 9 x 13 cm. ; 
the left ovary had been converted into an enormous fibroma, 1(> x 24 x 31) cm.

Fin, 24ft.—A Very I.arok Left Ovary Ammhtateu with a Myomatous Uterus. (Nut. sice.)
CJyn. No. 5734. Path. No. 2034. The lulie i* much lengthened, ami near its renter is covered with a few 

liands of ailhesions. The ovary measures 2.5 x 4 x 0 cm. The increase in size is in part due to the < iraalian follicle, 
hut the solid portion of the ovary is very coarse in texture and much increased in amount. < After Howard A. 
Kelly, i

The multinodular uterus in Case 10491 measured 10 x 17 x 20 cm. : developing 
from the right ovary was a fibroma 5 x 10 x 10 cm.

The occasional association of fibroma of the ovary with uterine myomata is 
of interest only to the pathologist and has no clinical import. If both are 
present, it is almost impossible to make a diagnosis before operation, and even 
with the specimen before him the surgeon at times mistakes the fibroma for a 
myoma and only after seeing its relations to the tube or on incising it does he 
realize the exact nature of the growth.

5512
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Alterations in the Location of the Ovaries. With the* frequent great increase 
in the size of the uterus, due to the continued growth of the myomata, the ovaries 
are gradually drawn away from their usual location. For example, in Case 4771 
the left ovary and the sigmoid flexure were drawn high up on the surface of the 
tumor.

\\ ith the migration of the ovary there is naturally an altered relation of the 
ovarian vessels, and they may he found high up on the side of the tumor, as noted 
in Case 4022.

\\ lii-n the ovarian vesselsa great deal of the nourishment to the tumor, 
they may reach large proportions, the veins in some eases being 1.5 cm. in diam­
eter. as in Case 0707.

1»0. 2411.—A (itU.ATI.Y I.KNIiTIIKNKD-OVT OvABY ArhO(TATKI) WITH FtHBIXK MYOMATA. (J nut. size.) 
Uyn. No. 10102. Path. No. 0200. The tube ami ovary are wedged in between large myomatous masses. 

The tube has been converted into a large hydrosalpinx and is adherent to one of the myomata.
The ovary was markedly increased in size, being H x Id cm. F.ven when pictured about half its natural length 

it is not only much longer than normal, but also milch thicker. There is one small tlraalian follicle cyst. The 
ovary was slightly edematous.

In some cases the great increase in size of the veins is evidently due to com­
pression of the uterine veins between the tumor and the pelvic walls. The 
ovarian veins then return more venous blood than is their wont. The alterations 
relative to the pelvic structures must be most carefully borne in mind by the 
surgeon, otherwise the rectum or ureters may suffer serious injury.

Very Large Ovaries. In two cases what might be termed gigantic ovaries were 
found. In Case 57.44 the uterus had been converted into a nodular tumor, 14 x 
1!) x 27 cm. The right ovary was represented by a cyst, (> x <S cm. The left tube 
was 14 cm. long, and the ovary was much enlarged, being 2.5 x 4 x 9 cm. (Fig. 
245). Part of the increase in size was due to a cystic Graafian follicle, but the 
ovary itself was much enlarged. In Case 10102 the abdomen, to within 8 cm. of

1
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the costal margin, was filled with a hard myomatous tumor. The right ovary 
was greatly enlarged, measuring 3 x 10 cm. (Fig. 246). It contained a cystic 
follicle, but the great increase in size was due in part to edema.

The Merging of a Myoma into an Ovary.—This condition is exceptional. In 
Path. No. 4CMK) the uterus was 16 cm. in diameter and irregular in outline, owing 
to the presence of numerous myomata. The chief interest in the specimen is 
centered in the left ovary, which was apparently 7 cm. in length, and varied from 
3 to 4 cm. in breadth. The outer end presents the characteristic lobulated ap­
pearance, but the inner end is exceedingly dense and nodular (Fig. 247). On 
splitting this supposedly large ovary, we found that the outer third was com-

Fkj. 247.—The Coai.kbcknck op a Si iivehitoneai. Pedunculated Myoma with an Ovary. (2 nut. sizn.)

x\ <h

Path. No. 4090. The sketch shows a small portion of a multinodular uterus, 1JI cm. in diameter. The left 
lube is normal. Springing from the surface of the uterus, just behind the insertion of the left tube, is a pedun­
culated myoma, the outer pole of which has grown into ami become continuous with the ovary.

posed of ovarian tissue, which, save for a Graafian follicle 1.5 cm. in diameter, 
presented the usual appearance. The inner two-thirds consisted of a subperi- 
toneal myoma, which, on account of its proximity to the ovary, had burrowed 
into it in the manner that a ball would tit into a socket.

Parovarian Cysts. Parovarian cysts were noted 10 times in the 934 eases of 
uterine myomata. In one case they were bilateral. These cysts varied from 
I cm. to 20 cm. in diameter. Fig. 244 is an excellent illustration of a parovarian 
cyst, as it shows clearly the relation of the cyst to the tube and ovary, and also 
the characteristic translueency. The opposite ovary is the seat of a dermoid 
cyst.



CHAPTER XIX.

CONDITIONS FOUND IN THE LIGAMENTS PASSING TO AND FROM 
THE UTERUS IN CASES OF UTERINE MYOMATA.

I. Alterations in the broad ligaments.
II. Changes in the utero-ovarian ligaments.

III. Changes in the round ligaments.

I. Alterations in the Broad Ligaments Associated with Uterine Myomata.
As a rule, the broad ligaments show no alterations, but in a few instances we 

have noted marked changes. The following are those of especial interest :
1. A myoma separating the folds of the broad ligament.
2. A myoma densely adherent to the posterior surface of the broad ligament.
4. Great dilatation of the veins of the broad ligament.
4. Dilated lymph-spaces in the broad ligament.
Ô. Great thickening of the broad ligament, usually due to edema.
(i. Abscess in the broad ligament secondary to a tubo-ovarian abscess.
Myomata of the broad ligament and adhesions to the broad ligament are dis­

cussed in the chapter on Treatment (p. 040).
Dilatation of the Vessels of the Broad Ligament. As a rule, after splitting the 

peritoneum of the broad ligament the operator can readily free a myoma in 
this region, but in some eases great congeries of blood-vessels—chiellv veins 
—occupy the broad ligament and, if not gently handled, rupture and a 
troublesome, if not alarming, hemorrhage may ensue.

In Gyn. No. 77 the abdomen was filled with a multinodular myomatous 
uterus. The veins in both broad ligaments were enormously distended.

In Gyn. No. 0129 the myomatous uterus extended almost to the umbilicus. 
The surface of the tumor was covered with numerous vessels, and very large 
wins coursed over the broad ligament. Many ligatures were required to com­
pletely control the bleeding from these vessels.

In Gyn. No. 72.47 the fundus was the size of a coeoanut and smooth. Cours­
ing over its surface were large tortuous vessels. The broad ligaments with the 
greatly engorged tortuous vessels were drawn well upon each side of the tumor. 
When the broad ligaments were split, these veins looked like large earth-worms.

The large myoma in Case 8Ô26 had developed chiefly in the right broad 
ligament, and the vessels on this side were much dilated.

The increase in size of the vessels of the broad ligament in these cases did not 
appear to be due in any measure to obstruction, but rather to the great vascu­
larity of the tumor.
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Parovarium.—In sonie cases the vessels passing between the tube and 
ovary are greatly enlarged. This is prone to occur when the tumor is of large 
proportions and requires much nourishment, or when the return of the venous 
flow from the uterus is retarded as a result of pressure.

Occasionally the parovarian tissue is much thickened and translucent. This 
may be due to edema, as in Case 3296, or to marked dilatation of the lymphatics, 
as in ('. II. I., Case B., operated upon March 13, 1905.

Dilated Lymph-spaces in the Broad Ligament. —On p. 14 we discussed dilated 
lymphatics in the omentum associated with parasitic myomata, and on p. 72 
dilated uterine lymphatics. If such conditions occur in the uterus, it is but 
natural that we should find them in the broad ligaments. A reference to Fig. 
57, p. 73, will show greatly dilated lymph-vessels coursing over the surface of 
the uterus, and becoming lost between the tube and ovary.

In Case 5141,* in which the myomatous uterus extended far above the um­
bilicus, it was found that the myoma had developed to a large extent in the left 
broad ligament. In both broad ligaments were many dilated lymph-spaces.

The dilated lymphatics at operation stand out sharply, but after operation 
collapse and are readily overlooked.

Thickening of the Broad Ligament in Cases of Uterine Myomata.—Occasion­
ally the broad ligaments arc* not only thickened, but also drawn upward to a 
considerable extent by the myoma. The thickening is usually due to edema.

In Case 6190 the uterus was enlarged and adherent, and on both sides were 
cystic appendages. The right broad ligament was thickened and edematous.

In Case 7528 the myomatous uterus extended 9 cm. above the umbilicus. 
There were broad adhesions between the ileum and broad ligament. There was 
extensive edema in both broad ligaments.

In Case 6863 the uterus contained several myomata and there were adhesions. 
Moth broad ligaments were very edematous and thickened, and were drawn up 
over the fundus.

The myomatous uterus in Case 7064 was partially enveloped in adhesions. 
The left broad ligament was swollen and edematous ; it contained markedly 
dilated veins, and was drawn up over and adherent to the fundus.

Il will be noted that in each of these four cases in which edema of one or 
both broad ligaments existed, remains of pelvic inflammation were present.

Abscess in the Broad Ligament. -This condition, so common after a post puer­
peral infection, is rarely associated with myoma. In Case 7313 the multinodular 
myomatous uterus contained sarcomatous nodules. The right tubo-ovarian 
abscess had opened into the broad ligament. It had then burrowed back to the 
rectum, and extended to the tissue directly beneath tin1 vaginal mucosa. This 
ease is reported in detail in the chapter on Sarcoma (p. 195).

Myomata themselves rarely, if ever, give rise to an abscess in the broad 
ligament.

* This ease was reported in detail by Thomas S. Cullen, in the Johns Hopkins Bulletin, Octo-
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II. Changes in the Utero-ovarian Ligaments.
In some cases the alterations are minor in character. For example, as a 

result of pressure from the enlarged uterus, the utero-ovarian ligaments may be 
much flattened, as in San. No. 1924. In other cases in which the uterus is much 
enlarged and there is hypertrophy of the uterine muscle the ligaments may be 
abnormally developed. This was particularly noticeable in Case 8860. The 
uterus measured 26x25x12 cm., the chief development being in the cervical 
portion; the utero-ovarian ligaments wore unusually well developed.

In our experience tumors of the utero-ovarian ligaments have been of four 
varieties:

(1) Cysts. (2) Myomata. (3) Adenomyomata. (4) Sarcoma (primary
growth in the uterus).

Cysts of the Utero-ovarian Liga­
ments. We have had two in­
stances. In Case 2763a the myo­
matous uterus measured 6 x 14 x 
20 cm. in its various diameters. 
In the right utero-ovarian liga­
ment was an oval cyst, 4.5 by 3 
cm. (Fig. 248). Unfortunately, 
the specimen was lost, and no 

j histologic examination could be

In Case 6667 the myomatous 
uterus was 18x15x12 cm. The 
right tube was normal. The ovary 
was drawn out, being 2x5x7 cm. 
The increase in size was caused 
by several large follicles. Situated 
in the utero-ovarian ligament 

were several small cysts containing a clear fluid (Fig. 240). Microscopically, 
these cysts were evidently dilated Graafian follicles. This is the only instance 
in which we have ever found the ovarian elements in the utero-ovarian ligament. 
When one examines the drawing carefully, it is seen that the ovary is displaced 
unusually far out, thus making the ligament abnormally long. Had the ovary 
been in its normal position, these apparently aberrant ovarian structures would 
in all probability have been included in the ovary.

Km. 248.—( m ok thk Vtkro-ovahiax Lioamknt.

Gyn. No. 2763 a. Path. No. 286. Attache»! to a large 
myomatous uterus is an occluded right tube, on the surface 
of which are a few small subperitoneal cysts. The ovary is 
considerably drawn out. Incorporated in the right utero- 
ovarian ligament is an oval, thin-walled cyst with two small 
secondary cysts on its inner side. The cyst measured 4.5 by

Gyn. No. 2763 a. Path. No. 286.
M y o ni a tous u t e r u s w i t h a d h e rent a p p e n d ages a n d a 

cyst in the right utero-ovarian ligament (Fig. 248).
,1. K., white, aged forty-four, married. Admitted May 4; discharged June
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19, 1894. The myomatous uterus was large, irregular, and filled the pelvis and 
lower part of the abdomen.

Operation, May 7, 1894. Hyeteroniyoinectomy. The chief interest in the 
ease is centered in the appcndagcson the right side (Fig. 248). The tube is the 
seat of a hydrosalpinx and the ovary is drawn out. Situated in the right utero- 
ovarian ligament is a cyst 4.") x 3 cm. No histologie examination was made.

Gyn. No. 6667. Path. No. 2900.

U t e r i 11 e m y o m a t a
b p e r i t o n e a 1 i 11 t e r

s t i t i a I, u b 111 u c
G r a a fi a 11 f

right s i de y s t on t h
cyst

u t e r o
t (Fig. 249).

My*/.

uty ov. lig.

Kin. 249.—Cysts in tub Utkho ahian Lioamknt. 0 nat. size.)
Gyn. No. «1667. Path. No. 2900. Attached to the large multinodular myomatous uterus are the right tube 

and ovary. The ovary contains two diluted follicles. In the right utero-ovarian ligament are three cysts. On 
histologic examination they are found to be typical Graafian follicles.

A. V., colored, aged thirty-eight, married. Admitted January 27; dis­
charged February 27, 1899.

Operation, hysteromyomectomy.
Path. No. 2900. The specimen consists of the uterus, tubes, and ovaries. 

The uterus is a nodular tumor, 18 x 15 x 12 cm. Springing from its surface, 
chiefly from the fundus, are numerous pedunculated and sessile myomata, vary­
ing from 1 to 6 cm. in diameter. The uterine cavity is occupied by a large 
submucous myoma and two smaller ones. This large myoma is pear-shaped 
and 11 cm. in diameter. Our chief interest centers in the right utero-ovarian
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ligament. The tube is normal, the ovary is much drawn out, and situated in 
the utero-ovarian ligament is an oval cyst, 2 x 1 em. (Fig. 240.) Near the 
uterus is a small cyst. 7 x 5 mm. There are no adhesions. The left tube is 
normal. The left ovary contains a thin-walled cyst.

.Microscopic sections from the small cysts in the right utero-ovarian ligament 
show that they are typical ( iraafian follicles, and that they are essentially ovarian 
elements.

Myomata of the Utero-ovarian Ligaments. We have had live cases of this 
character, and all were associated with uterine myomata. They varied from 1 
to 4.5 cm. in diameter. In Case 4(500 there was a multinodular uterus, 12 cm. 
in diameter. Situated in the upper border of the right ovarian ligament was a 
myoma. 1 x 0.7 x 0.7 cm. In Case 4N00 an irregularly globular myomatous uterus 
averaged Hi cm. in diameter. Springing from the left utero-ovarian ligament, 
about its middle, was a myoma about 2 x 2.5 cm. (Fig. 250).

In Case 7<S59 the uterus had been converted into a nodular tumor, approxi­
mately 12 x 10 x 10 cm. Histologic examination showed that the uterus was the 
seat of a diffuse myoma. Situated in the right utero-ovarian ligament was a 
myoma 2.5 cm. in diameter.

In Case 4252 the myomatous uterus was adherent to the pelvic floor and to 
the rectum. In the right utero-ovarian ligament was a myoma 2.5 x 2.5 cm. 
( Fig. 251 ).

In Case 0(575 the myomatous uterus was free from adhesions. Springing 
from the anterior aspect of the right utero-ovarian ligament was a globular 
myomatous nodule, 4.5 em. in diameter (Fig. 252). The right tube and ovary 
were normal.

On histologic examination these myomata all proved to be identical in struc­
ture. as they naturally would be, with those developing in the uterus.

Gyn. No. 4609. Path. Nos. 1307 and 1318.
Sub p e r i t o n e a I a n d i n t e r s t i t i a 1 u t e r i n e m y o m a t a, 

s u p p u rating s u b ni u c o u s in y o in a : small m y o m a o f t h e 
right ovarian ligament; gonorrheal salpingitis.

M. T.. white, married, aged fifty-two. Admitted August 51; died Sep­
tember IV, 189(5. When the patient was operated upon she was in a very weak­
ened condition ; the urine contained albumin and casts.

( Iperation, September 14, 189(5. Hystoroinyomectomy.
Path. No. 1518. The uterus is irregularly globular, measuring approxi­

mately 12 cm. in diameter. Springing from its surface are several firm, flattened 
bosses and two subperitoneal nodules, 5 cm. in diameter. The uterine walls 
contain numerous myomatous nodules, varying from 0.5 to 8 cm. in diameter. 
The largest of these is situated in the posterior wall : the central portion has been 
converted into two large cavities lined with a greenish yellow, exceedingly friable 
material. There are several submucous myomata, one greenish yellow and
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su|)|Hirating. On tin- left side the appendages are normal. On the right side the 
ovary is covered with a few delicate adhesions. Situated in the upper border of 
tin- right utero-ovaria» ligament is a firm myomatous nodule, 1 x 0.7 x 0.7 
cm. This presents a glistening white surface and is composed of fibers con­
centrically arranged.

Gyn. No. 4869. Path. No. 1434.
Interstitial u t e r i » e m y o in a t a : slight p e I v i c a d - 

h es ions; small myoma in the left u t e r o-o v a r i a n 
ligament (Fig. 250).

K. (I., colored, married, aged thirty-four. Admitted December 0, 1800; 
discharged January 17. 1897.

( Iperation.. Ilysteromyoinectomy.
Path. No. 1484. The uterus is irregularly globular, averaging 10 cm. in 

diameter. Occupying the 
posterior wall, and extend­
ing down below the cervix, 
is a tumor 17 x 10 cm., 
presenting the usual myo­
matous appearance. On 
the right side the append­
ages are covered with a 
few adhesions. On the 
left side the tube is sev­
eral centimeters long, and 
the fimbria* are slightly 
adherent to one another.
The ovary is covered with 
a few vascular adhesions.
Springing from the left utero-ovarian ligament about its middle is a myoma, 2 
x 2.8 cm. (Fig. 250).

Gyn. No. 7859. Path. No. 4122.
M u 11 i n o d u 1 a r m y o ni a tous u t e rus; d i fï u s e a d e n o - 

myoma of the body; numerous adhesions; right 
h y d r o s a 1 p i n x .

Springing from the right utero-ovarian ligament is a small myoma, 2.5 cm. in 
diameter. This case is reported in detail in “ Adenomyoma of the Uterus," p. 109.

Gyn. No. 4252.
Myomatous uterus with a myoma in the right 

utero-ovarian ligament (Fig. 251).
A. ('., aged forty, married. Admitted March 28; discharged May 9. 1896.
Operation. Ilysteromyoinectomy. The myomatous uterus was rotroflexed

\
Uyn. Nu. 4S(iH. I'ulli. Xu. 1434. Situated 

uf tlie left utero-ovarian ligament near its m 
This measures '2 x 2.3 cm.

n tlie | » interior surface 
ilille is a myoma (a).
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mid adherent to the pelvic floor. Situated in the right utero-ovariaii ligament 
was a myoma, 3.5 hv 2.5 cm. (Fig. 251 ).

Gyn. No. 9675. Path. No. 5870.
Uterine myomata; myoma of the right utero- 

o v a r i a n 1 i g a tn e n t (Fig. 252).
N. B., aged forty-three, white, single. Admitted May 27: died June 3,

11102.

On admission she was suffering from chronic nephritis.
Operation. Hysteromyomectomy. The uterus extended as high as the um­

bilicus. Situated in the right utero-ovariaii ligament was a myoma, 4.5 cm. in 
diameter. In this case the fatal result was due to tin1 nephritis.

Adenomyoma of the Utero-ovarian Ligament. —This condition is an exceed­
ingly rare one, and we have had only one 
example (San. No. 1X72). The uterus was 
14 cm. in length and 13 cm. broad. Pro­
jecting from its surface were myomata 
varying from 2 to 9 cm. in diameter. His­
tologic examination showed that the 
mucosa manifested a definite tendency to 
extend into the muscle.

Lying perfectly free from the uterus, 
and attached to the utero-ovarian liga­
ment, was a pear-shaped myoma, 6 cm. in 
length, and varying from 3 to 4 cm. in 
thickness. Projecting slightly from its 
surface were cysts, one of which reached 1 
cm. in diameter. On section, numerous 
cystic spaces were found scattered 
throughout the myoma. Some of these 

were filled with old coagulated blood and had a brown lining. Scattered here 
and there throughout the tissue were light-brown, porous areas, suggesting mu­
cosa. Even macroscopically the diagnosis of adenomyoma was easy.

On histologic examination some of the cysts were found to be dilated glands; 
others were distended miniature uterine cavities. The porous areas were masses 
of typical uterine mucosa.

The case is described in detail in ‘‘Adenomyoma of the Uterus,” p. 140 (Figs. 
41 and 42).

Secondary Sarcomatous Nodule in the Utero-ovarian Ligament. In Case 8010 
(described in detail in the chapter on Sarcoma, p. 231) the uterus was approxi­
mately 12 x 14 cm., and was studded with sarcomatous nodules. Histologic ex­
amination strongly indicated that the sarcoma had resulted from a malignant 
change in the myomata. Situated in the right utero-ovarian ligament was a

Gyn. No. 4252. To the left is n small por­
tion of the myomatous uterus. Occupying the 
central portion of the right utero-ovarian liga­
ment i# a myoma which measuml 2.5 x 2.5 cm.
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sarcomatous nodule, 1.5 cm. in diameter. This on section was perfectly white 
in color, homogeneous in consistence, and resembled the sarcomatous uterine 
nodules.

III. Changes in the Round Ligaments in Cases of Uterine Myomata.

With the increased size of the uterus it is but natural that alterations in one 
or both round ligaments should be met with. We have found the following in­
teresting conditions in our series:

1. An altered relation of one round ligament to the opposite one.
2. The round ligament as a tense band.
3. Great lengthening of the round ligament.
4. Hypertrophy of the round ligament.

Fiji. 252.—Myoma or thk Utf.ro-ovarian I.ioamknt. (1 nat. site.)
(iyn. No. 0075. Path. No. 5870. The right tube aiul ovary are normal. Growing from the anterior aspect 

of the right utero-ovarian ligament, ami free from the uterus, is a globular myoma, 4.5 cm. in diameter.

5. Myoma of the round ligament.
(>. Adenomyoma of the round ligament.
Altered Relations of One Round Ligament to its Fellow. -The relation of the 

ends of the round ligaments to one another is often an important point in the 
diagnosis between pregnancy and myoma. In some cases, on opening the ab­
domen, the surgeon, from the general contour of the uterus, cannot exclude preg­
nancy, although the clinical history in no way suggests it. Often a glance at the 
uterine insertion of tin* round ligaments will show that they are not over a few
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cru! inietcrs apart, nil hough the uterus is us largo as that of a six months’ preg­
nancy. This will usually indicate that tin- enlargement is due to a tumor sit­
uated in the posterior wall. In other eases when a myoma is developing in one 
side of the uterus the corresponding round ligament is drawn far up and is ap­
parently inserted at a higher level than its fellow opposite. When pregnancy 
exists, there is usually an equable enlargement of the uterus, and although the 
distance between the round ligaments increases, their points of uterine attach­
ment remain on the same level.

In Case N371, when the abdomen was opened, we at first suspected pregnancy, 
but a glance at the round ligament at once solved the problem.

The Round Ligament as a Tense Band. As a rule, bimanual examination 
will enable one to get only a general idea of the contour of the myomatous uterus 
and to determine whether the tumor is freely movable or fixed. Occasionally, 
as in Case l.'i()2”>, the ligament may be outlined as a tense cord. In this case the 
tumor had developed from the fundus on the right side, and had drawn the right 
cornu high up into the abdomen. The right round ligament was (i inches in

I'n.. 2*iti. Myoma oftiii; Hoinii I.Iuamknt. iNnt. hIciO
It. 11.. I Vccnihci'6, lVlis. The ut mis i> nnniml in nice, hut the left tube i* slightly thicker than usual. Spring 

ng from the ii|>|icr border of the left round ligament, about 2 cm. from the uterus, is a myoma over 1 cm. in di­
ameter. It was freely movable.

length, ami on bimanual examination, with the patient under ether, it was felt as 
a tense band running from the right inguinal ring to a point near the summit 
of the tumor.

Great Lengthening of the Round Ligaments. As one end of the round liga­
ment emerges from the inguinal canal and the other merges into tin* lateral and 
anterior aspect of the uterus, it is but natural that any uterine tumor that en­
larges or draws up the uterus should at the same time cause a lengthening of the 
round ligament. In our experience increased lengthening of the round ligaments 
has not caused a corresponding diminution in their diameters.

In Case ()!)!"> the left round ligament was enormously lengthened out and 
almost lost in the tumor.

In C. II. I. (McA.) an SB-pound subperitoneal myoma filled the abdomen.
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The uterus lay near the liver, and the round ligaments were greatly length-

Hypertrophy of the Round Ligaments. As a rule, the round ligaments are oi 
the usual diameters, even when myomata exist. Occasionally, however, they art* 
greatly hypertrophied.

In Case S024 the uterus was about the size of that of a six months pregnancy. 
Both round ligaments were greatly hypertrophied.

Both round ligaments were greatly lengthened and thickened in Case ÛHN, 
in which the lower half of the abdomen was tilled with a multinodular myo­
matous uterus.

From an operative standpoint, it is always wise to be particularly careful that 
the round ligament is properly 
ligated. On several occasions 
we have seen the round liga­
ment slip away from its ligature 
during the course of the opera­
tion, and considerable oozing 
follow. When there is much 
hypertrophy, the vessels are 
often of goodly size, and il not 
carefully tied, may later give 
rise to alarming bleeding.

Myoma of the Round Liga­
ment. Four of our myomatous 
uteri have been associated with 
myoma of the round ligament.
In Case N713 the multinodular 
myomatous uterus was the size 
of a child's head, and situated 
in the right round ligament was

. . diluted salpingitis. Il is rare In have the fimbriated eml o|ieii
a myoinatoilS nodule. when such « condition exists. The ovary has been converted

III Case 10000 Path. No. into a cornus luteum cyst, a is a small corpiis lutciim. Sit- 
* ... uule,| |,e|WTOI, ||te tube and ovary, ami lying near the inner

6908, the nodular uterus was eml of the tube, in n small nodular myoma.

10 x 0 x 0 cm. Situated in
the right round ligament was a myoma 7 cm. in diameter.

(juite recently another myoma of the round ligament was found; this is 
shown in Fig. 253.

The myomatous uterus in San. No. 1058 (Path. No. 4616) was 20 x 20 x 12 cm. 
Situated in the right round ligament was a myoma, 6 x 3 x 3 cm., separated from 
the uterus by at least 1 cm. of normal round ligament.

The muscle of the round ligament is identical in character with that compos­
ing the uterus, and myomata of the round ligament accordingly present the same 
gross and histologic pictures.

251. A Myoma I.yino Frkk kiiom tiik I n hi ■ 
SlTVATKI» IU.TWKKN lilt Tl III A Nil Ox XHY. i X lit. >i/i 
Path. Xu. The tube is thickened, owing in
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Adenomyomata of the Round Ligament. —This condition is exceedingly rare. 
It fell to our lot to record the first ease of this character.*

Vaginal examination did not indicate any increase in size of the uterus. Oc­
cupying the upper part of the right labium was an irregular mass, about 2 cm. in 
diameter. On removal it proved to be an adenomyoma of the round ligament. 
About eighteen months later another myoma was removed from the left round 
ligament in the inguinal region. This case is reported in detail in ‘* Adenomyoma 
of the Uterus,” p. 250.

Small Myoma Unattached to the Uterus and Situated between the Tube and 
Ovary. -In Path. No. 8432 wo have a tube that is the seat of a mild inflammation, 
but nevertheless has a patent fimbriated end. The ovary contains a corpus 
luteum cyst. At the inner end of the tube, and lying between it and the enlarged 
ovary, is a small myoma (Fig. 254). It is entirely free from the uterus.

* Thomas S. Cullen. Adenomyoma of the Round Ligament. Johns Hopkins Hospital Bulletin. 
May and June, 1X90. Further Remarks on Adenomyoma of the Round Ligament, Johns Hop­
kins Hospital Bulletin. June, 1 SUS.



CHAPTER XX.

THE BLADDER IN CASES OF UTERINE MYOMATA.
Position of the Bladder.

In the majority of our cases the bladder had retained its normal position; 
nevertheless, not infrequently* it had been carried up into the abdomen. This 
displacement of the bladder is dependent upon two main factors: (1) Upward 
pressure by sub vesica I myomata. (2) The gradual ascent of the bladder with 
the continued growth of the myomatous uterus.

The Upward Pressure of Subvesical and Intraligamentary Myomata. When
a myomatous nodule develops in the

Uyn. No. 4340. Projecting from the ante­
rior surfuve of the uterus and encroaching on the 
Madder in a subvesical myoma which measured 
4 x 4.5 x 8.5 cm. A myomectomy was done.

Although the nodule greatly diminished the 
mobility of the bladder, there were no local

lower segment of the uterus and spreads

Fi<i. 250.— A Hi.aiiiikr Fi
AN INCARCERAT»:!) M TOMATO VS I'lKRVS.

Gyn. No. 7030. Occupying the posterior wall of the 
uterus is a large myomatous nodule. The uterus is firmly 
fixed in the |ielvis by rectal adhesions, as indicated by a.

The bladder, even when emptied, extends to within 
4 cm. of the umbilicus. Its walls arc much thickened.

out beneath the bladder, the latter is naturally carried upward on its surface. A 
similar condition may also be produced by a large myomatous uterus becoming 
impacted in the pelvis; much pressure is then exercised in all directions and the 
bladder is forced into the abdomen.

* Dit Pillent upward of the bladder was noted ill Cases 1682, 1703, 1752, 2777, 2822, 3113, 
3133. 321S. 3340. 3443. 3842. 3882, 4020, 4022. 4285, 4293, 4340, 4771, 4801J, 4832. 4902, 5086, 
5332, 6178, 6206. 6376, 6582, 6628, 6863, 6915, 7049, 7064, 7226. 7237, 7240. 7597. 7030. 78.32, 
8008, 8368,8860, 10778, 10969. 11 ISO, 11792, 12194, 12520, 12841, 12864, and 13010. Displace­
ment was undoubtedly present in other eases in which no note was made at operation.

365
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In Fig. 255 we have an example of a suhvesical myoma encroaching on the 
bladder and greatly diminishing its power of equable distention. As it fills, it 
must naturally dilate in its upper portion.

Fig. 25(i shows a bladder that is becoming mainly an abdominal organ, as 
Douglas'sac is filled with a large myomatous nodule that has become incarcerated 
and has grown fast to the rectum.

A distinct suhvesical myoma is not very common. In Case 2822 the myo­
matous uterus measured 2d x 2.5 cm. There was also a suhvesical myoma, 8 x 
12 cm.

In Case -18.12 there was extensive suhvesical development and several myo­
matous nodules.

In Case 722(> the bladder was drawn 
high up over the surface of a myoma, 
about 7 cm. in diameter, which had de­
veloped on the anterior surface of the 
uterus at the junction of the cervix and 
ksly.

In Case 11 ISO a nodule about (» cm. in 
diameter projected into the bladder-wall.

It will thus be seen that the develop­
ment under or the projection into the 
bladder by a myomatous nodule will 
materially alter the shape and position of 
this vise us.

The Gradual Ascent of the Bladder 
with the Continued Growth of the Myo­
matous Uterus. When the myomatous 
dov< is in the upper part of the
uterus, the bladder usually remains in its 
normal position, but if the growth in­
volves the greater part of the uterus, with 
the growth of the tumor the entire mass 
is forced out of the pelvis, owing to the 

limited space, and naturally carries the bladder with it.
Fig. 257 affords a good illustration. The entire posterior wall of the uterus 

is implicated in the myomatous growth. The upper part of the tumor has out­
grown the pelvic confines and stretches high into the abdomen. The bladder 
has been carried upward on the surface of the myoma until it reaches the um­
bilicus. In such a case, if the operator attempted to open the abdomen below 
the umbilicus, he would at once enter the bladder. In some of these cases the 
lower limit of the abdomen is practically tin1 umbilicus the peritoneum from 
the abdominal wall being reflected back on to the tumor at this point.

The Rôle Played by Vesical Adhesions. For marked displacement upward of 
the bladder it is usually necessary to have extensive development of the tumor,

. Je* M y o m ft

Ci.vit. N". Hi'*:'. The fundus is recognized 
as a sliglii prominence high in I In* al>ih>mi,n. 
The posterior wall is involved in a large myo­
matous growth, and the uterine cavity is greatly 
lengthened. The bladder is lirinly pressed 
against the anterior abdominal wall, ami has 
been carried upward on the surface of the tumor 
as far as the umbilicus.

The peritoneal reflection anteriorly only 
reached the umbilicii-; posteriorly, the sacral 
prominence. The pelvic portion of the tumor 
was in reality extraperitoneal.

In such a case the abdominal incision should 
be commenced well above the umbilicus, us 
there is great danger of injuring the bladder.

5759
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hut if the bladder has become adherent to the uterus early, it may be carried 
upward with it.

J

Æk

Kki. 238. A Bi.aiiiikr Auhkbknt to Two Mvomatihh Noihi.k*.
<i\n. No. filiciT. The body nf clip uterus is occupied liy numerous myomatous nodules, and the round liga- 

mfMt» arc taut. The Madder presents a festooned apiiearance, being drawn up at two points where t has 
lieenme adherent to small myomatous nodules.

M y o mat

adh. Bladiie

Fin. 239.—Adhesions Bktwkkx thk Blauokh ano a Mvomatoih Vtuhvs.
(iyn. No. 2777. The uterus contains several myomata and, just above a large stihvesical nodule which 

presses the bladder against the symphysis, the bladder has become adherent. Nacurnlly, with the increase in 
the sire of the tumor, the bladder would he lifted higher and higher.

Fig. 2">N shows a freely movable multinodular myomatous uterus. The blad­
der has become adherent to two small myomata, and with the growth of these is 
being gradually lifted up into the abdomen.
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In Fig. 25!> a slightly more advanced condition is seen. In the cleft just 
above a subvesical myoma the bladder has become firmly adherent to the myo­
matous uterus, and, as the tumor grows, will be carried higher and higher.

Fig. 260 shows another example of the effect of vesical adhesions. Here 
almost the entire anterior surface has become fixed to the uterus.

In Case 4020 (Fig. 261) the bladder lies plastered on the anterior surface of 
the tumor, and can he lifted well out of the abdomen.

In Cases 6863 and 7004 the bladder formed a complete mantle over the 
anterior surface of the uterus.

In Case 4022 (Fig. 262) the bladder was spread out on the lower half of a 
large myomatous uterus, arid large vesical branches passed to the tumor. When

it w
Rr *

Fin. 2(10. -Adhesions Between tiie Bladder and the Mvomatovs Uterus.

U.vh. No. 130211. The bladder |>eritoneum is firmly fixed to the anterior surface of the large myomatous 
uterus. At one point is u sickle-shaped opening where no adhesions existed. The ureters in this case were also 
displaced.

the bladder is intimately adherent to the tumor, the utmost care must be exercised 
in freeing it. and sometimes it is necessary to literally dissect it away. In such 
cases if the bladder be peeled down with the stalk sponge there is great danger of 
injuring it.

Downward Displacement of the Bladder. When, as a result of a myomatous 
growth, tin* bladder is displaced, it is usually carried upward, but occasionally 
it may be displaced downward into the vagina. In Case 4761 the entire pelvis 
was choked with a hard globular myomatous uterus. A submucous myoma, 
approximately 12 x 1 "> cm., was removed through the vagina. In this case the 
bladder was displaced downward into the vagina, and micturition and defecation 
were interfered with.
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uiàâ

Fi<i. 281.—Marked Upward Displacement of the Bladder.
O y n. No. 4020. Path. No. 1009. The large globular myomatous uterus extended to within H cm. of the 

xiphoid. The bladder was adherent to the tumor, and with the increase in size of the uterus had been lifted high 
into the abdomen. (After II. A. Kelly.)

Fundus Uteri

; .«*

Fiu. 202.—The Bladder Lifted Hiuii into the Abdomen by a Myomatous Uterus.
(iyn. No. 1022. Path. No. 1012. The nodular myomatous uterus extends upward to the umbilicus. The 

i ladder has been lifted high into the abdomen. Its upper limits are clearly indicated at the point at which the en- 
irged and tortuous vesical vessels end. For nine months prior to operation the patient had difficult micturition. 

M times there wits stoppage of urine, ns if the bladder was being pressed upon by the tumor. (After H. A.

1*4
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Condition of the Bladder Wall when the Viscus is Drawn Upward by the 
Myomatous Uterus.

In nearly all (lie eases the walls of the bladder, apart from adhesions on 
the outer surface, were perfectly normal. In five of our cases, however, some 
alteration was noted.

Hypertrophy of the bladder wall, 1 cases.
Hypertrophy with sacculation, I ease.
In Case .‘it If) the patient had frequent micturition, and once it was necessary 

to catheterize. At operation the bladder reached to within 3 cm. of the umbili­
cus. Its walls were much hypertrophied, thick, and rigid. After operation, 
on account of the residual urine, it was necessary to catheterize almost until the 
time the patient left the hospital.

In Case (ilT.N a myomatous uterus extended almost to the umbilicus. Mic­
turition was difficult at night, but after the patient had been up and about during 
the morning, she could void with ease. At operation the bladder was found to 
«'xtend I I cm. above the symphysis. Its walls were much thickened and its 
vessels large. When emptied, it fell into folds instead of contracting uniformly. 
For four days after operation it was necessary to catheterize.

In Case (».riN2 the pelvis was filled with a retroflexed myomatous uterus. For 
some time the patient had had frequent micturition, and on three different oc­
casions during the previous six months it had been necessary to catheterize on 
account of retention. The bladder extended half-way to the umbilicus and 
had greatly thickened walls.

In Case 7(>30 a myomatous uterus was incarcerated and adherent in Douglas' 
cul-de-sac. For nine months the patient had had frequent micturition and 
marked constipation for some time. The bladder was hypertrophied and felt 
and looked like the body of a large uterus, but was more flabby. When emptied, 
it extended to within 4 cm. of the umbilicus.

In Case 11422 there was a small myomatous uterus. For two months there 
had been difficulty in starting the flow of urine. When catheterized prior to 
operation, the bladder contained 1400 c.e. The patient was watched for several 
ilays, and on no occasion did she completely empty the bladder. At operation 
the bladder was found well up in the abdomen and was sacculated. Three 
uterine nodules, the largest 5 cm. in diameter, were enucleated, and the round 
ligaments shortened. After the operation a seven* cystitis developed. A 
vesicovaginal fistula was accordingly made, and after the inflammation had 
subsided, the bladder opening was closed.

In some of the cases the myomatous uterus undoubtedly pressnl upon the 
bladder and rendered micturition difficult ; tin* bladder had to exert more force 
than usual and hypertrophy naturally followed. In other cases tin* hypertrophy 
was an accidental accompaniment of the myomata. Thus, in Case 11422, t 
bladder condition completely overshadowed the few symptoms due to t 
relatively small uterine myomata.

= !
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Encysted Peritonitis Suggesting a Full Bladder.
In Case ‘>(>97 then* were a densely adherent and rallier small myomatous 

uterus and double pus-tubes. So firmly fixed were the pelvic structures that a 
point of cleavage was obtained with the greatest difficulty. Lying nearly where 
the bladder should have been was a pocket that resembled a full bladder. It was 
noted, however, that the peritoneum at one point was especially thin, and clear 
fluid could lie seen immediately beneath it. It proved to be a pocket due to an 
encysted peritonitis.

Injury to the Bladder During Operation for Removal of Uterine Myomata.
The injury usually consists in an accidental opening into the bladder. In 

many cases the bladder has been displaced up into the abdomen, and as a result 
the operator may cut through into this viscus, thinking he is opening up the ab­
dominal cavity. In other cases the bladder has become intimately adherent to 
the myomatous uterus, and as it is pushed down prior to the hysterectomy, it may 
be torn. In a few cases the usual landmarks are lost and during dissection the 
bladder may be accidentally cut into.

Accidental Opening into the Bladder. Case 1‘>79 belongs to the early days of 
the hospital. The pelvis was filled with a globular mass, 12 cm. in diameter. 
During an exploratory operation an incision one inch long was accidentally made 
into the bladder. As the myomatous uterus was firmly fixed, hysterectomy was 
not attempted. The bladder opening was closed, and the patient recovered with 
no untoward symptoms. No urinary symptoms developed as a result of the1 
injury.

InCnse<S437 the uterus contained a globular myoma, about II cm. indiameter; 
the bladder was drawn far up, and as the abdominal incision was made, it was 
accidentally cut. The opening was closetl without difficulty, and hysterectomy 
performed. The bladder injury in no way retarded the recovery.

Injury to the Bladder During Hysterectomy. In Case .1113 there was a myo­
matous uterus, approximately 25 cm. in diameter, and the bladder was drawn 
high into the abdomen. During the removal of the tumor a piece of bladder, 
3 x (> cm., was accidentally brought away with the tumor. The ureters were at 
once eatheterized through the bladder opening, and this alone saved them. The 
bladder was sewed up immediately with interrupted sutures and the abdomen 
drained. There were no untoward bladder symptoms during convalescence.

The myomatous uterus in Case 3319 was approximately 15 x 17 x 20 cm., ami 
choked the pelvis. During its removal the bladder was accidentally incised. 
The opening was closed with catgut, and the patient made a good recovery.

In Case 3590 the patient was fifty-nine years of age and colored. The lower 
abdomen was markedly distended with a nodular tumor which reached the 
umbilicus. An exploratory section was done, and on account of the dense ad­
hesions hysterectomy was abandoned. A second attempt was made a few months
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later. Although adhesions were everywhere present and the heart was inter­
mittent, hysterectomy was deemed advisable. During the enucleation dense ad­
hesions were encountered and the bladder was accidentally torn for a distance of 
12 cm. As one ureter lay near the tear it was catheterized and the bladder wound 
then sewn up. The pelvis was drained, and a retention catheter left in the 
bladder. The temperature reached 103.8° F. on the third day. When heard 
from nearly two years later the patient said she had been in perfect health since 
the operation, and that she had no discomfort of any kind.

In Case 3842 there was a densely adherent myomatous uterus and the bladder 
reached almost to the umbilicus. Dense adhesions existed between the uterus 
and the bladder, and during the separation of the bladder a piece, 1x0 cm., was 
excised with the tumor. The opening was closed with mattress sutures of silk. 
Intestinal and rectal adhesions were also present. The pelvis was drained. The 
patient was discharged on the thirtieth day.

During the removal of a myomatous uterus (12 x 14 x 19 cm.) and double pus- 
tubes in Case 5047 the bladder was accidentally opened. It was at once sutured, 
and a retention catheter introduced. The a good recovery.

In Case 0915 the patient was forty-nine years of ago and had a very large1 
intraligamentary myoma on the left side. The body of the uterus was on a level 
with the umbilicus, and the bladder was likewise pushed up until it nearly reached 
this point. Enucleation was begun on the right side, and the large mass of 
ovarian veins lifted and tied with difficulty in the narrow space between the 
tumor and the pelvic brim. After section of the right round ligament the bladder 
was dissected off on the right side, revealing a large mass of knotted veins going 
from the bladder to the uterus. The right uterine vessels were tied, and the 
cervix was cut across. As the uterus was carefully lifted up there was suddenly 
an almost uncontrollable hemorrhage. Nothing remained but to enucleate as 
rapidly as possible in spite of the tremendous bleeding. With the uterus partly 
rolled out on the left side a large spurting vessel was caught and ligated. During 
the rapid dissection the bladder was torn from the trigonum to the symphysis. 
The opening in the bladder was at once closed with interrupted catgut sutures, 
going down to but not catching the mucosa. The highest postoperative tem­
perature was 99.8° F. On the twenty-third day a mild phlebitis developed in the 
left leg; otherwise convalescence was perfect.

In Case 7049 a white woman, aged fifty-one, had an enormous myomatous 
uterus, 23 x 25 x 31 cm., with extensive subvesical development. The bladder 
peritoneum rcaclml almost to the umbilicus. The incision was continued down­
ward to the symphysis, but great care was exercised to avoid injuring the bladder. 
After much difficulty the left ovarian vessels were found and ligated. An attempt 
was then made to get a point of cleavage between the tumor and the bladder, 
but in doing so the bladder was accidentally opened for a distance of 12 cm. on 
the right side. The dissection was continued; the right uterine vessels were 
controlled on the outer side of the ureter, which was firmly adherent to the tumor

514^40
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for a distance of 0 cm. It was now possible to pass a finger beneath the bladder, 
and the posterior surface was thus gradually separate»I from the tumor. After 
removal of the uterus the rent in the bladder was closed with twelve interrupted 
catgut sutures, extending to but not including the mucosa. These were rein­
forced with a second row of catgut. The highest jjostoperative temperature 
was 101° F. on the fourth day. She had a “heat-stroke” on the twelfth day. 
the temperature reaching 105.8° F. She was discharged well.

In Vase 8830 bisection of the uterus was resorted to on account of the ad­
hesions, and as the patient was in an alarming condition. During bisection the 
bladder and rectum were purposely opened. They were at once closed as soon as 
the uterus had been removed, but the patient never rallied, dying a few hours 
later. The tumor proved to be sarcomatous. The case is reported in full on 
p. 229.

In Case 10204, while gently pushing the bladder down from the myomatous 
uterus prior to doing a hysterectomy, we opened the bladder for a distance of 3 
cm. It was at once sutured. Subsequently the patient developed a broncho­
pneumonia. She was discharged well on the forty-first day.

In Case 10910 the jjelvis and lower abdomen were filled with a myomatous 
uterus. During the separation of many adhesions a large vein in the meso- 
sigmoid was tom and profuse bleeding followed. As the bladder was pushed 
down it was tom for two inches. After removal of the uterus the tear in the 
bladder was closed with catgut and a vaginal drain introduced. The pulse rose 
steadily, and forty-eight hours after operation was 14S. The highest posto|)era- 
tive temperature was 101.4° F. For four days there was a profuse vaginal dis­
charge urine. After that the convalescence was normal.

In Case 11013 the patient, aged forty-nine, white, had first noticed her ab­
dominal tumor fourteen years before admission. She had had severe and pro­
longed uterine bleeding, for two years had suffered from frequent urination, and 
during the last six months then* had been an almost constant dribble. The urine 
had a foul odor, and at times contained pus. On admission she was in a state of 
chronic invalidism. The pelvis and abdomen as far as the ensiform cartilage 
were occupied by a multinodular myomatous uterus. During separation of the 
bladder from the surface of the tumor it was accidentally opened in two places, 
the error being due to not getting the proper layer of cleavage. After removal of 
the uterus the bladder openings were closed, and an extra peritoneal drain in­
troduced down to the bladder. The highest postoperative temjH*rature was 
100.5° F. The patient was stupid and rather irrational for several days after the 
operation. She insisted on going home on the thirtieth day, although still weak.

In Case 12804 there was a very large myomatous uterus (see p. 239). 
After liberation of omental adhesions the tumor was lifted up and found to be 
firmly adherent in the pelvis. On account of its softness sarcoma was suspected. 
Satisfactory exposure was impossible, and during an attempt to dissect the tumor 
free on the left side the bladder was accidentally opened. It had been lifted

312^
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high up and been pushed forward by a retrovesical nodule. After removal of 
the uterus the bladder was controlled with continuous catgut and the pelvis 
drained. The patient was catheterized at first every hour. She was improving 
rapidly when discharged on the thirty-first day.

In San. No. 1049 tin- patient was sixty-five years of age and white. The 
large myomatous uterus, which extended almost to the costal margin, was firmly 
anchored behind to the rectum, in front, to the bladder and anterior abdominal 
wall. The tumor was bisected transversely, and the dense bladder and ab­
dominal adhesions were attacked from the under surface. Many raw and 
bleeding surfaces were left, and a hole 2 cm. in diameter was found at the apex 
of the bladder. This was closed with catgut. The large raw area on the ab­
dominal wall was approximated as far as possible. The patient made a good 
recovery. It is of interest to note that an exploratory operation had been done 
thirty years before and the case pronounced inoperable.

In tin chapter on Treatment it has been noted that few vaginal hysterec­
tomies have been performed, and hence the bladder injuries complicating vaginal 
hysterectomy have been correspondingly limited. In only one case was the 
bladder accidentally opened.

In Vase 2754, during removal of a small myomatous uterus, the base of the 
bladder was opened for 4 cm. It was at once sutured. The patient complained 
of pain in the bladder for several days after operation, but made a good recovery.

From our study of the relation of the bladder to the uterus and the various 
accidents that have occurred to it during hysterectomy some valuable data may 
be derived:

(«) The bladder should always be carefully palpated with a catheter while 
the urine is being withdrawn on the operating table, to determine if it is of normal 
size or not. If it reaches up into the abdomen, the incision should be made up 
near the umbilicus. After section, a finger in the abdomen serves as a guide as to 
the location of the bladder.

(b) In freeing the bladder from the uterus very little force should be used 
with the stalk sponge, and if it seems fixed, it is better to carry out the dissection 
with the knife, the cutting edge being, of course, directed toward the tumor and 
not toward tin- bladder.

(r) After all hysteromyomectomies it is important to carefully examine the 
bladder and rectum to see if they have been injured.

(</) If the bladder is accidentally opened, the tear may be closed with inter­
rupted or continuous catgut sutures, catching up all but tin* mucosa. This row 
of sutures should be covered in with a continuous fine Pagenstecher or silk suture. 
The greatest care must be exercised not to pierce the vesical mucosa, as the 
suture might form the nidus for a subsequent calculus. If the tear be near the 
ureter, it is wise to outline clearly the ureter by means of a ureteral catheter while 
the sutures are being introduced; and if the ureteral orifice is too close to the 
incision, a slit 1 cm. long may be made in it.
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(e) As injuries of the bladder are usually associated with dense pelvic ad­
hesions, il is frequently advisable to drain through the vagina.

(f) Wo realize the shortcomings of a retention catheter, but notwithstanding 
its drawbacks, we unhesitatingly recommend its use for the first two or three 
days in cases in which the bladder has been accidentally opened.

(</) Injury to the bladder, if recognized and attended to, does not materially 
increase the risks. In only one of our cases did death follow, and here the fatal 
issue was due to immediate shock.

Injuries to the bladder are bound to occur, esjx-cially in the presence of 
dense adhesions, where the viseus is displaced, and we deem ourselves fortunate 
that this accident has not befallen us more frequently. In desperate cases, when 
the patient is exceedingly weak or when alarming hemorrhage is going on, the 
speedy removal of the uterus is infinitely more inqiortant, even if the bladder is 
injured, than a careful dissection of the bladder with the collapse and probable 
death of the patient before the operation is completed. As our class of myoma 
cases is becoming more and mort- difficult each year, we must naturally expect 
a continuance of a certain number of injuries to the bladder.

Hysteromyomectomy with the Subsequent Passage of a Silk Ligature from a 
Uterine Artery into the Bladder.

Vase F„ seen in consultation with Dr. A. Trego Shertzer at the Church Home 
and I- firmary, August 10, 1002. The operation was very difficult. There was 
a very large strangulated umbilical hernia anti a huge myomatous uterus with its 
lower portion molded to the pelvis (Fig. 04, p. 120). The patient made a good 
recovery.

Months after she brought to one of us (Cullen) a small loop of thread which 
she had just passed from the bladder. It was a silk ligature from one of the 
uterine arteries. The loop was perfect, anti tin- two ends of the ligature were 
intact. The ligature had evidently lain in the bladder some little time, as it was 
partly incrusted. The stump of one of the uterine arteries had evidently lain 
in contact with the bladder, and the ligature had gradually worked its way 
through. It had occasioned tin- patient little or no inconvenience.

A Vesical Calculus Associated with Uterine Myomata.
Vesical calculus was noted in only one instance. In Vast- 5946 the patient, 

aged fifty-two, white, had a large myi uterus which almost fillt-d the ab­
domen. For the previous year she had had attacks of pain in the bladder and 
frequent micturition, hematuria, tenesmus, and sudden stoppage of urine. The 
vesical symptoms had been almost continuous for the nine weeks prior to opera­
tion.

A catheter introduced into the bladder at once came in contact with a cal­
culus. An attempt was made to remove the stone through the urethra, but it
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was found necessary to extract it through a vesicovaginal incision. The opening 
was at once closed, and a retention catheter introduced. Recovery was satis­
factory.

Bladder Symptoms Attributable to the Myomata.
In the greater number of the cases the patient gives no history suggestive of 

bladder disturbance. In a certain small percentage, however, definite vesical 
symptoms are present. These and their order of frequency may be stated as 
follows :

1. Frequent urination.
2. Frequent and painful urination.
3. Retention of urine.
4. Loss of control.
Frequent urination is the most common bladder symptom. It is evidently 

due, in many instances, to the encroachment of the myomatous uterus upon the 
bladder, Which necessitates the more frequent emptying of this viscus. This 
increased frequency in micturition differs entirely from that due to cystitis. In 
many cases there is absolutely no pain, and getting up at night to void is most 
uncommon. Out of 1(H) cases in which there was frequent and painful micturi­
tion, only 6 of the patients had to rise at night.

Frequent and Painful Urination. There is often a feeling of discomfort or 
weight, rather than pain, in the bladder during micturition. Some patients, 
however, have definite vesical pain and tenesmus when voiding. The pain is 
evidently due to the fact that the tumor pushes the two bladder-walls together, 
and in those cases in which the bladder has become adherent to the tumor and 
has been drawn far up into the abdomen, it is impossible for it to contract proj>- 
erly and satisfactorily empty itself. This naturally tends to produce tenesmus.

Retention of Urine. In 20 cases* partial or " stoppage of urine was 
noted. Sometimes there was difficulty in starting the flow, as in Case 10901 ; 
in others sudden obstruction, as in Case 12293. In Case 13016 there was acute 
obstruction for twenty-four hours. In Case 2073 catheterization was also neces­
sary. The retention is undoubtedly due to the tumor shifting in such a manner 
that the urethra or bladder is so jammed against the symphysis that escape of 
urine is impossible. The stoppage of urine rarely lasts over twenty-four hours. 
It may be periodic, as in Cases 516 and 9057. When the tumor has passed high 
into the abdomen, the tendency to retention is diminished.

Loss of Control. In Cases 7063, 7583, 9798 the patients had a feeling of pres­
sure on the bladder or had frequent micturition, and at times great difficulty in 
preventing the urine from dribbling out.

In Cases 1039, 3133, 5421, and 11587 there was at times complete loss of 
control. In each of the 7 cases the pressure of the tumor on the bladder seemed 
to be the cause of the disturbance.

* Retention wan noted in Cases 510, 1495,1499, 1716, 2073. 303H, 4022, 4108, 5332, 5987, 08.54, 
6992, 9057, 9612, 10969, 10991, 12154, 12257, 12293. and 13016.
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Cystitis Associated with Uterine Myomata.

Despite the fact that the bladder may be displaced and altered in its shape by 
the myomata, vesical inflammation is rarely found. In only two of our cases 
was it particularly prominent.

In Case 4599 there was a marked cystitis on admission, and in Case 11013 a 
constant dribble of offensive urine.

The fact that the bladder mucosa is usually normal in myoma cases has a 
definite surgical import. If the bladder be accidentally opened, we know that 
if it be properly sutured the accident has in no way increased the tendency 
toward infection.



CHAPTER XXI.

THE URETERS IN CASES OF UTERINE MYOMATA.

1. Position.
2. Double ureter.
3. Pressure on the ureters.
4. Accidental ligation.

Injury to the ureter during operation.
(i. Removal of a tuberculous kidney and ureter shortly after hysteroniyo- 

inectoiny.
7. Locating the ureters during operation.

Position of the Ureters in Cases of Uterine Myomata.
When uterine myomata spread out from the surface of the uterus and lie free 

in the abdominal cavity, as a rule, little anxiety need be felt about the ureters,
but if an interstitial myoma spreads 
out between the folds of the broad 
ligament, the ureter may be dis­
lodged. and at times lie on the sur­
face of the tumor. A similar con­
dition is occasionally noted when 
cervical myomata reach large pro­
portions.

Fig. 203 shows a splendid example 
of a dilated ureter which has been 
lifted up with the pelvic peritoneum 
and lies on the side of the tumor. 
Were the operator not on his guard, 
the vessel might very readily he mis­
taken for a lymphatic and clamped 
and tied. In this case (Gyn. No. 
2SV0) the whole abdomen was filled 
with a multinodular myomatous 
uterus. The tubes and ovaries were 
drawn up high on either side. Both 
ureters were lifted high out of the 

pelvis. The left ureter was ligated, but not cut. Later, the mistake was 
recognized and the ureter liberated. The ureter on the right side was detected 
early in the enucleation and was not injured.

378

In.. L’iid.—Disi.or.moN \m> Du.AT.moN of a Viiktkr 
1)1 K TO A 1.AROK MYOMATOl'R VTFKVH.

Gyn. No. 28111). Only n small part of the uterus, 
which fillcil the entire ululonieti, is seen. To the right 
is the right round ligament. The right ureter is much 
dilated, and was displaced so high that a portion of it was 
brought out of the abdomen with the tumor. It might 
readily have been mistaken for a diluted lymphatic vessel 
i see Fig. *»7. p. 73) and severed The congeries of 
vessels just above the loop of the ureter are the ovarian

Until ovaries and the left ureter were also lifted high 
into the ulidomen.
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In Case .*1133 the al h Ionien was filled with a myomatous uterus, 
lay near the rihs in the median line.
The Madder rose S cm. above the 
symphysis, and the ovarian veins 
were greatly distended. The sig­
moid was adherent to the tumor, 
alwuit S cm. aliove the pel vie brim.
After this had been freed, the left 
ovarian vessels were ligated. The 
left ureter was found adherent to 
the posterior surface of the tumor, 
and was freed. The left uterine ves­
sels were then ligated. The right 
ureter as it entered the broad liga­
ment was compressed, and its upper 
|H>rtion was about 2 cm. in diameter.

The fundus

Fin. 2114. —A Myoma in tiie Broad I.iuamknt Dinhi.ac- 
1M. THE RuaiT URETER Vl'WAHII ANII FORWARD.
Gyn. No. 31171. Occupying the right broad ligament 

i> a large myomatous nodule. The right ureter has been 
lifted u|iwanl ami forward, and crosses just at the point 
where one would naturally lie the right ovarian vessels.

It was dissected down to the bladder. 
Fig. 2(i4 shows the altered position of the ureter due to a broad-ligament

myoma. In this case* (CJyn. 
No. 3971) it was so situated 
that it might readily have 
been tied with the right 
ovarian vessels.

In Fig. 2d") (Case (WI17) 
we see the bladder and left 
ureter lifted high up by a 
myoma which filled the 
pelvis and reached to the 
umbilicus. The ureter was 
recognized and carefully 
freed.

In Case 9457 the uterus 
was the seat of a diffuse 
adenomyoma and the right 
ovary was replaced by a 
large cyst containing can­
cerous areas. Kach ureter, 
after passing over the pelvic 
brim, ran almost a straight 
course to a jxrint near the 
corresponding uterine horn. 
Both ureters were dissected 

from S to 10 cm. before the removal of the uterus

l-'iii. 2tl5.—Diwlovation Upward and Forward or rm: l.m Fré­
ter BY A MyOMATOVH Vti;RV*.

Oyn. No. tWM7. The myomatous uterus reaches the umbilicus, 
anil the greatly lengthened-out uterine cavity can be traceil by the 
dotted lines to the vagina.

The left ureter passes over the surface of the tumor at the level 
of the |ielvic brim, and is inserted into the bladder, which is lifted high 
up into the abdomen. In reality it does not enter the pelvis at all.

free for a distance of 
was begun.
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Fig. 200 shows a ureter passing directly across from the pelvic brim to the 
bladder without dipping into the pelvis.

Dislocated ureters were also noted in Cases 3281, 4108, and 8301. This by 
no means represents the total number, but only those especially mentioned in 
the notes made at operation.

Dr. J. H. Mason Knox.* in 10(H). published an excellent article on the effect of

■Top of bladd.

■Openingof ureter

The funilus is situated high in the abdomen, and the right ureter is seen plastered on the surface of the tumor. 
Starting near the fimbriated end of the tube is the peritoneal reflection. This can be followed backward to a 
point a short distance above the sacral prominence. Anteriorly, it reaches a little below the umbilicus; thus more 
than half of the tumor is extraiteritoneal.

The bladder is raised high up, and the right ureter passes directly across the pelvic brim to the bladder. The 
left ureter is seen at a slightly higher level, as indicated by the dotted lines.

This operation was rendered more difficult from the fact that the lower portion of the myoma filled the pelvis 
so snugly. (After Howard A. Kelly.)

pressure of myomata on the ureters, and discussed fully most of those cases that 
had been observed in the gynecological department of the Johns Hopkins Hos­
pital prior to that date.

* J. H. Mason Knox, Compression of the Ureters by Myomata Uteri, Amer. Jour. Obst., 1900. 
voL xlii, No. 4.
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Double Ureter.

In case C. II. I. 049, while dissecting out the left ureter, we ureters
instead of one. They ran side hv side to within about 1.5 cm. from the bladder, 
and then entered the bladder as a single ureter. It is well to bear in mind the 
|K)ssible existence of a double ureter. If there is a double ureter and one is 
ligated, the portion of the kidney connected with the ligated ureter will naturally 
be thrown out of function.

Pressure on the Ureters Exerted by Uterine Myomata.

In Chapter XXIII (p. 396) we have described the condition of the ure­
ters in cases of uterine myomata coming to autopsy. Here we will briefly refer 
to the deviations from the normal noted at operation.

Before performing an abdominal hysteromyomectomy the urine is carefully 
examined, and if any marked evidence of renal infection exists, when jxissible, 
operation is avoided. Consequently, we would not expect to find any serious 
alterations in the ureters in the
operable cases.

As a result of the pressure of the 
myoma, one or Ixith ureters may be 
so flattened or kinked that alxive 
the jx)int of obstruction a hydro­
ureter develops.* In our experience 
the right ureter is more frequently 
implicated than the left. In a few 
cases, as in No. 2899 (Fig. 267) and 
8391, both ureters were dilated.

The obstruction may be in the 
pelvis or just at the pelvic brim. 
The size of the ureter will depend, 
of course, on the degree of obstruc­
tion. It may be twice its natural 
size, as in Case 6418; it may reach 
1.3 cm. in diameter, as in Case 7597. 
or 1.8 cm., as in Case 8391. Occa­
sionally the size may be enormous, 
as in Case 10204, in which the left

FlU. 267.—11VDBOUHKTKR DUE TO PBBMUBE.

Gyn. No. 2899. The abdomen way, to within 4 or 5 
cm. of the ensiform cartilage, filled with a hard myoma­
tous uterus. Both ureters were lifted high out of the 
lielvis. The left was accidentally tied, but later discov­
ered and released.

The sketch shows the pelvis after removal of the 
uterus. The right ureter is markedly dilated; the left 
also to a limited degree.

ureter alxive the pelvic brim formed a sac 4 cm. in diameter. Such a large 
ureter may at first be mistaken for a loop of small bowel, but it has no mesen­
tery, has thin walls, and contains transparent fluid.

* Hydroureter was noted in Cases 2703, 2899, 3420,4020, (>418, 7.Î37, 7.*>97, 7832, 8391,10204, 
and 10462.
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Accidental Ligation of the Ureter During Hysteromyomectomy.
Wv have records of several cases in which one ureter was accidentally tied, 

either when the uterine artery was being controlled at the side of the cervix or 
when, owing to marked displacement, the ureter lay close to the point at which 
the ovarian vessels were ligated.

In Case fi.V.t a large, densely adherent cystic myoma filled the abdomen. It 
was impossible to remove the growth, but the ovarian and uterine vessels on both 
sides were ligated. Tin* patient did fairly well after the operation, but dietl sud­
denly on the eighth day. Aut. No. INN showed a very large cystic myoma and 
general anemia; one kidney was the seat of hydronephrosis, the other of pyelo- 
nephrosis with renal abscesses. The left ureter was occluded by a ligature. The 
abdominal condition was in itself sufficient to cause the fatal issue, but death was 
undoubtedly hastened by the accidental ligation of the ureter.

In Case iZNtttt the entire abdomen was filled with a myomatous uterus. The 
tubes, ovaries, and ureters were lifted high out of the pelvis. Both ureters were 
dilated. The left was accidentally ligated, but the error was later discovered, 
and the ureter was released. The patient recovered.

In Case 4272 a globular myomatous uterus filled the pelvis. The right ureter 
was tied. Later, the mistake was discovered and the ureter released. The 
patient recovered.

During the removal of a large myomatous uterus complicated by an ovarian 
cyst in Case (»444 ( Fig. 242, p. .447) the left ureter was accidentally included in the 
ligature controlling the left uterine vessels. After removal of the uterus the left 
ureter was located at the pelvic brim, and followed down to the cervix. After 
the ureter had been freed, the uterine vessels were retied. The patient recovered.

In Case N42! the myomatous uterus, which tilled the pelvis, was removed 
from left to right. During ligation of the right uterine artery the ureter was 
included. The error was discovered and rectified. The patient recovered.

In C. II. I. IL. October 24. 1002, the patient was very anemic. The pelvis 
was filled with a multinodular myomatous uterus, and occupying the vagina was 
a large globular submucous nodule. On the right side the ovarian vessels were 
controlled with the utmost difficulty on account of their distorted |M>sition. After 
removal of the uterus tin* right ovarian stump was examined and the ureter found 
included in the ligature. It was released without much difficulty, and the patient 
made a perfect recovery.

From the foregoing we see that in only one ease did we fail to discover the 
ligated ureter before the alslomen was closed. In this cast* death followed. 
Temporary ligation does not seem to materially injure the ureter.

Injury to the Ureter During Hysteromyomectomy.
In two of our eases the ureter was accidentally cut during the hysteromyo- 

meetomy. In Iwith cases a uretero-ureteral anastomosis was done, in one case 
with failure, in the other with success.
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Gyn. No. 11989.
11 y k t c r o m y o ni e c t <> ni y ; accidental cutting o I" t h e 

left ureter ; uretero-uret c r a 1 a n a s t o tn o s i s ; failure; 
subsequent removal of the left kidney ; recovery.

R. R.. white, aged thirty-five. Admitted March 23, 1ÎM15. For several 
years she had had frequent urination and had been forced to g<‘t up several times 
at night to void. There had been pain and pressure over the bladder.

During the removal of the myomatous uterus, which reached to the um­
bilicus, the left ureter was cut. The ureter was at once anastomosed into itself, 
and an extraperitoneal drain carried down to the ureter.

On the day following it was evident that the urine from the left kidney was not 
reaching the bladder, and as none escaped along the extra peritoneal drain, the 
vaginal vault was opened, nitrous rxid anesthesia being employed. A small

Fki. 2118.—Uim.ACKD Hn.nr Uiktkr Mihtakkn for a Oii.atkd Vfin; I.hiatkd and ("i t; Svcckbwfvi. Knh-to.
■IDE An’AHTOMOH1!>.

Gyn. No. 194ft. The «lotted line imliente* the course of the uterine cavity. The right ureter had been lifted 
high on the side of a myomatous nodule, and being mistaken f«ir a vein, was ligated and cut.

a indicates one of the two traction sutures by means of which the upper end of the ureter was drawn down 
into the slit on the side of the lower end of the ureter ami liehl in place until the ten approximation sutures hail been 
introdureil and tieil. The traction sutures were then removeil as they entered the lumen of the ureter, ami later 
might have become incrusteil.

amount of blood-tinged fluid escaped. The patient gradually improved. An 
(ether) examination revealed the fact that the fistulous tract leading from the 
previous ureteral anastomosis had made its way down and out through the 
stump of the cervix.

It was thought that it might be possible to go in extrapcritoneally and 
reanastomose the ureter. There was, however, too much peri-ureteritis to 
warrant such a procedure. The urine from the bladder and from the drainage 
tract had been carefully examined for urea. It was fount! that the right kidney 
was secreting from 1000 to 1200 e.c., with about 10 gm. of urea to the liter. This 
was thought sufficient to allow the removal of the left kidney, and as the patient 
refused to go home and wait for two or three months to see if the fistulous tract 
would close of its own accord, removal of the left kidney was undertaken. The 
highest postoperative temperature was 100° F., and the patient made a good 
recovery.
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Gyn. No. 1946.
Accidental severance of the displaced right ure­

ter during h y s t e r o m y 0 in e c t o m y . Successful uretero- 
u r c t e r a 1 a mist o m o s i s (Fig. 2(48).

F. M.. aged twenty-five, colored. Admitted April 26; discharged June 
13, 1893. During the removal of a large myomatous uterus what appeared to 
be a large vein on the right side was ligated and cut, when it was the
ureter. The upper end of the ureter was invaginatcd into the opening " in 
the side of the lower portion, the invagination being accomplished by means of 
two temporary sutures (Fig. 268). Accurate approximation was now obtained 
with ten fine silk sutures. A gauze drain was inserted in the pelvis and the 
patient made an uninterrupted recovery.

Removal of a Tuberculous Right Kidney Shortly after a Hysteromyomectomy.
The following case shows clearly what extensive operations even a weak 

patient may be able to stand.

Gyn. No. 12866. Path. No. 9755.
L. T.. aged thirty-nine, white, married. Admitted April 23; discharged 

July 26. 1906. The patient entered the hospital complaining of pain in the 
bladder, rectum, and back.

Three years before she had been under treatment on the surgical side of the 
hospital for tuberculosis of the right hip. At that time the joint was aspirated 
and a cast was put on. She remained in the hospital for three months.

Frination had been very frequent and painful for the last year, and there was 
much vesical tenesmus after voiding.

Cystoscopie examination revealed extensive ulceration of the vertex pos­
teriorly, and also on the right side. The right ureteral orifice was much reddened. 
The left ureteral orifice was retracted, and from it pus was exuding.

O11 pelvic examination the right ureter was palpable, hard, and prominent. 
A firmly fixed myomatous uterus filled the pelvis.

On section of the abdomen the omentum was found adherent. Many ad­
hesions were found in the region of the cecum, and several small tubercles were 
detected on the cecum and scattered over the loops of small bowel in the vicinity. 
The appendix was not seen. After much difficulty the adherent uterus with its 
appendages was removed.

The right ureter was much thickened and indurated. The right kidney was 
movable, and about twice its natural size. The liver was fixed to the anterior 
abdominal wall. The left kidney was normal in size. The tuberculous process 
in the abdomen seemed to be limited to the right iliac fossa.

Path. No. 9755. Examination of the pelvic contents revealed interstitial 
and submucous uterine myomata, tuberculosis of the endometrium, tuberculosis 
of both tubes, and general pelvic peritonitis.

4
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Right Nephrcc tomy .-Thirty-six days after thehystcromyomeetomy 
the right kidney was removed, the sufficiency of the excretion from the left 
kidney in the meantime having been fully e? ihed.

When the patient left the hospital, the old sinus at the hip had not yet en­
tirely healed. The bladder mucosa, although still red and showing many tu­
bercles and some areas of superficial necrosis, was considerably improved.

Location of the Ureters During Hysteromyomectomy.

The one question that haunts the operator most after difficult hystcro- 
myomectomies is: Have I tied one or both ureters? With the gradual develop­
ment in the operative technic the operation has become not only easier, but also 
more simple, and if the operator is in the least worried, he can answer his question 
at once before the abdomen is closed. We now make it a rule to examine care­
fully the ureters in any case in which there is the slightest possibility that they 
have been injured.

In some of our early cases the ureters were catheterized prior to operation. 
In the first place this is a doubtful procedure, since a foreign Ixxly in the 
ureter for a an hour or more may cause injury to it, and, in the second
place, because in the very cases in which we most desire to outline the course of 
the ureters, they are so displaced and distorted by the myomata that catheteriza­
tion of them is almost impossible.

One of us (Kelly) years ago noticed the vermicular contraction of the ureters 
on manipulation. We accordingly gently stroke the peritoneum at the pelvic 
brim, just where the ureter should lie, with a pair of blunt forceps, and the ureter 
will usually be seen to begin its snake-like contraction. It is then dissected out 
down to the cervix, care being taken not to loosen it from its peritoneal cover­
ing, as its blood-supplv might be interfered with. This point has been very 
clearly brought out by Sampson.*

The opposite ureter is then exposed in the same way.
One of us (Cullen) found it necessary to isolate the ureters in this manner in 

three cases in a single morning.
Occasionally, a fold of peritoneum may simulate a ureter, but it lacks the 

vermicular contraction and is not covered with the delicate tracery of vessels so 
characteristic of the ureter.

Sometimes the peritoneum of the pelvis over the ureter has become densely 
adherent to the myoma, as in Case 7040, or to an accompanying cyst, as in Case 
7181. It is then liable to be much thickened, and detection of the ureter is much 
more difficult.

If the operator is unable to locate the ureter and feels relatively sure that it 
has been tied, as a last resort he can split the bladder and introduce a renal 
catheter through the ureteral orifice. This will not lengthen the operation over 
fifteen or twenty minutes, and may be a life-saving procedure. The ureters were 
located in this manner in Cases 3113 and 3590.

* J. Sampson, Johns Hopkins Hosp. Bull., 1904, xv, p. 39.

66

1



CHAPTER XXII.

THE RECTAL FINDINGS IN CASES OF UTERINE MYOMATA.

Adhesions between the uterus and rectum.
Upward displacement of the rectum.
Injury to the rectum during operation.
Resection of a portion of the sigmoid.
Perforation of the rectum found at autopsy.
Passage of an enema into the abdominal cavity.
Rectal prolapsus.
Perirectal abscess.
Carcinoma of the sigmoid.

Adhesions Between the Myomatous Uterus and the Rectum.

In a moderate number* of the cases slight or dense adhesions are found between 
the tumor and the rectum. These adhesions may occur when the appendages 

are normal, but are usually associated with 
general pelvic adhesions and are particularly 
prone to occur when a pelvic abscess exists. 
The rectal adhesions may be low down near 
the cervix or may be limited to the signai id 
flexure. Pig. 2(>9 is a good example of a sig­
moid densely adherent to the posterior sur­
face of the myomatous uterus Pig. 270 
shows dense adhesions of the sigmoid and 
also of the small bowel to a tubo-ovarian 
abscess complicating a myomatous uterus. 
Por adventitious vessels passing from the 
rectum to the myomatous uterus see p. 42.

I'm. 2011.—4)knrk Auhkhioni* Uktwkin tiii 
SiiiMoii) a\i* a Mvomatovh Vtkrvh.

Gyn. Nu. 1499. The sigmoid is lifted 
up and densely adherent to the posterior 
surface of the uterus. The appendix is also 
firmly gluisl to the posterior surface of the

Upward Displacement of the Rectum by Uterine Myomata.

If the myoma pushes out beneath the mesosigmoid, with the continued growth 
of the tumor the sigmoid will be carried up on the surface of the myoma. This 
was the case in (ivn. No. 1499 (Pig. 269). In Case 4K2K the redundant {Million 

of the sigmoid was carried upward beyond the umbilicus. In some cases it seems 
as if the pelvic structure were dragged upward en masse by the myomatous uterus.

* Rectal Milliesions were noted in (lyn. Nos. 2207. 2(138, 2701*. 2800. 3107, 33**7, 3Ô.V2. 3601, 
3X44. 40117. 4334. 4370. .'*014. .*.32.*». 0007. 08<*3. 7200. 7.*il 1. 7.*»97. 811.*», 9118. 9094, 9709. 107194. 
11047, 12**20. 12779, 12841. V. 11. I. 382.
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For example, in Cast* 4007 both tin* bladder and rectum were carried high into 
tlie abdomen. In Case 1682 the bladder reached 15 cm. above the symphysis, 
while the sigmoid flexure had been carried out of the pelvis and lay over the 
surface of the tumor. In Case 3133 the condition was even more pronounced. 
Not only had the bladder and the rectum been carried upward, but one ureter 
was adherent to the posterior surface of the tumor.

Injury to the Rectum During Operation.

T u b o - ovarian

b 5-S1

Injury to the rectum during operation has occurred in several cases. In all of 
them the myomatous uterus 
has been firmly adherent to 
the rectum, and during the 
liberation the bowel has been

The rectal tears are natur­
ally divisible into two groups:

1. Tears involving the 
muscular coats only.

2. Tears extending into 
the lumen of the rectum.

Tears Implicating the Cir­
cular Coats. Tears of the 
longitudinal and in some in­
stances also of the circular 
coats were noted in Cases 
2700, 4097, 4370, 5325, 0007, 
si 15, and 12K41. Some were 
very slight in extent, others 
5 cm. long and 4 cm. broad.

Tears into the Rectal 
Lumen. In five cases the 
lumen of the bowel was ex­
posed during removal of the 
tumor—four times accident­
ally, and once when it was deemed necessary to remove a piece of the bowel.

In Case 9694, after bisection and removal of the dense]v adherent mvomatous

;pM/
ihk Aihikmoxh or thk Shimiuh I'i.kxvhk and or \ 
Small I town, to a Tibo-ovabian Aiihckha.

(Syn. No. 4370. The uterus contains several myomatous nod- 
ules. On the left in « large tubo-ovarian abscess, to the upper por­
tion of which the sigmoid and a loop of small bowel are lulherein. 
The chief difficulty in these cases consists, however, in liberating the 
lower part of the rectum from the abscess wall.

uterus, a hole 1.5 cm. in diameter was torn in the rectum during the liberation of 
adherent right appendages.

In Case 12520 the myomatous uterus was enveloped in dense pelvic ad­
hesions and there was a pelvic abscess. In liberating the inflamed left append­
ages a tear, two inches long, was made in the rectum.

The injury to the bowel in Case 5014 was very extensive (Fig. 271). During
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removal of the universally adherent myomatous uterus the bowel was torn for two- 
thirds of its circumference. The opening was at once closed with fine silk sutures.

The operation in Vase 1'277!) was exceedingly difficult as a result of the ad­
hesions. On the left side was a tubo-ovarian abscess, the lining of which closely 
resembled bowel mucosa. During liberation of the right appendages the rectum 
was opened for 1 \ inches. It was impossible to free the rectum from the cervix, 
owing to the dense adhesions. A flap of the cervix, attached to which was a tom 
piece of the bowel, was dissected free and turned back on the bowel to close the 
rectal deficiency.

At operation in Case 11047 the pelvic growth was thought to be carcinoma­
tous. Complete hysterectomy was per­
formed and, as the rectum was densely 
adherent to the cervix and the tissue 
much indurated, an elliptic piece of the 
rectum was removed with the uterus, 
and the opening closed with a row of silk 
sutures first, and then with a row of cat­
gut sutures.

Whenever feasible, it is well to get at 
the rectal adhesions from the under side. 
This may be accomplished bv bisecting 
the uterus (Fig. 357, p. 010), or by first 
dissecting back the bladder and amputat­
ing through the cervix (Fig. 303, p. 010), 
before tying off the broad ligaments. In 
this way the partially obliterated Doug­
las' sac is at once exposed. When it is 
necessary to liberate the rectum and it is 
impossible to dissect it free, a thin shell of 
the tumor should be left attached to the 

rectum. This raw area is then turned in on itself and sutured, leaving a per- 
fectly smooth surface. This procedure was successfully carried out in Case 0007.

Where only the outer coats of the bowel are tom, one or more continuous cat­
gut sutures are all that are necessary to bring the raw surfaces together. Hut 
if the lumen of the bowel is entered, the opening should bo closed with fine silk or 
l’agonstocher sutures, and then reinforced with a second continuous suture of 
catgut. A vaginal drain should then be introduced for safety. It should be 
very small, and so placed that it does not lie on the suture line, as it may lead to 
suppuration and the development of a fecal fistula.

Under no circumstances should rectal cnemata be ordered where an incom­
plete or complete rectal tear exists.

In all of these cases the rectal wounds healed perfectly, and the patients 
made a good recovery.

Fin. 271.—An Extensive Rectal Tea*. 
tiyn. No. 5014. During the removal of a very 

adherent myomatous uterus the bowel was torn 
for two-thirds of its circumference. The opening 
in the rectum was sutured, and Ihe cervix carefully 
covered over with peritoneum The patient re­
covered satisfactorily.
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Resection of a Portion of the Sigmoid and Removal of a Myomatous Uterus.
The multinodular myomatous uterus (Fig. 272) was of moderate size. On the 

light side was an ovarian cyst; on the left, a tubo-ovarian abscess, adherent to

tiii: Right and■A Mui.tinodvi.ar Myomatovr Vti.iii k, Complicated iiv an O VARIA 
Den»bi.y Adherent Tubo-ovarian Abac era on the

(Syit. N». H7:iK. Path. No. 4935. The uterus contains several myomatous nodules; it measures 8 x 10 x 12 
cm. The cyst on the right was 10 cm. in diameter, and hud a twisted jiedicle. It was inultilocular and had 
papillary musses springing into its cavity.

Un the left side is a tulvi-ovarian abscess, densely adherent to the small bowel, and plastered down to the 
rectum. For the intimate relation between this inflammatory mass and the sigmoid see Fig. 273.

S igmoi d

Tube

I'm. 273. -A Tubo-ovarian A baver», Densely Adherent to tiif. Sigmoid Fi.exure.
Gyn. No. 8738. Path. No. 4935. For the general relations of the abscess see Fig. 272. The abscess sac 

has been cut in two. To the left is a cross-section of the greatly thickened tube. The two large irregular 
cavities are loculi of the abscess and are lined with granulation tissue, u is a small abscess surrounded by 
dense new connective tissue. The bowel at this |xiiut is so intimately blended with the abscess-wall that it 
would be absolutely impossible to dissect it off.

the small bowel and sigmoid flexure. So dense were the adhesions of the sigmoid
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( Fig. 273) that it r< wet ion of a |Million was necessary. The recovery was nat­
urally slow.

Gyn. No. 8738. Path. No. 4935.
A. II., single, aged thirty-seven, white. Admitted May 1(1: discharged 

August (», 1901.
Three years ago the patient had an attack of abdominal pain, which was 

supjMised to lie due to ap|M-ndicitis. Six months later she had it similar attack, 
accompanied by an inability to void. About this time a small tumor was noted 
in the left side.

( )|MTation, May 11, 1901. Hysteromyomectomy; resection of it portion of the 
sigmoid flexure. The uterus was symmetrically enlarged. This, together with 
the ovarian cyst on the left side, was removed. In order to enucleate the tubo- 
ovarian mass on the left side it was necessary to resect about 12 cm. of the sig­
moid flexure. A gauze drain wits carried down through the inguinal incision to 
the |X)int of resection. The patient was much shocked. After the o|M*ration the 
patient hiccoughed a good deal and had much nausea and abdominal pain. It 
was impossible to move the bowels. On the sixth day an inguinal colostomy 
was done in order to relieve the obstruction. The patient improved rapidly. 
Several days later an attempt was made to close the fistulous opening under 
coeain, but the stitches tore out. The patient made a slow recovery.

Perforation of the Rectum Found at Autopsy. Nine Days After Hysterectomy 
for a Densely Adherent Myomatous Uterus, Associated with 

Pyosalpinx and an Ovarian Abscess.
The accompanying history does not render it clear whether the rectal per­

foration was a result of the operation or merely a part of the ulcerative process 
found in other portions of the towel. Had it been due to the operation, the acute 
manifestations would in all probability have developed earlier.

Gyn. No. 5302. Aut. No. 954.
E. H., single, aged forty-six, colored. Admitted May 29; died June 19, 

1897.
The lower two-thirds of the abdomen was filled with a solid tumor, irregular in 

outline. Hysteromyomectomy was performed. The appendix was involved 
in an abscess. There were dense adhesions to the pelvic floor, rectum, colon, and 
anterior atoominal wall. The operation was a very difficult one.

After operation the urine showed many casts an exacerbation of an old 
nephritis. Salim1 infusions were given twice daily. Then- were nausea ami 
vomiting, the feces began to pass involuntarily, and the patient died in a coma­
tose condition on the ninth day. Her highest postoperative temperature was 
102° K. on the day of her death.

Aut. No. 954. On section of the alxlotnen perforation of the sigmoid flexure 
was found. There were a localized purulent peritonitis and an acute general
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peritonitis, arteriosclerosis, chronic diffuse nephritis, chronic adhesive pleuritis, 
and ulceration of the large intestine.

The Passage of an Enema into the Abdominal Cavity.
In Case 10740.J, described in detail on p. 675, the patient suddenly collapsed 

on the third day after a simple enema had been given. At autopsy on the follow­
ing day it was found that there was a hole 3 cm. long in the rectum, and through 
this the enema had passed into the general cavity, at once setting up a peritonitis.

Rectal Prolapsus.
This would naturally seem to be a frequent accompaniment of uterine myo­

mata, but it was noted only twice in our series.
In Case 59K7, in which the uterus had been converted into a nodular tumor. 

11x12x17 cm., a small mass had protruded from the anus for a year.
In Case 52411 the patient had consulted her physician five years before opera­

tion, on account of prolapsus of the rectum, and was then told that she had a 
uterine tumor.

Perirectal Abscesses.
Pelvic abscesses are not infrequently associated with uterine myomata, and 

the rectum under such conditions is often implicated in the general process. The 
two following cases are, however, very unusual.

In Case 5697, after removal of a small, densely adherent myomatous uterus, 
which was associated with chronic salpingitis on both sides, and with a small 
pelvic abscess, another abscess was accidentally discovered behind the rectum, 
just as the alxiomen was about to be closed. This sac was wiped out and drained 
through the vagina. Had this abscess not been discovered, recovery might have 
been greatly retarded.

In Case 6199 a small myomatous uterus was associated with pelvic inflamma­
tion. The infection had extended to the rectovaginal septum, which was fully 
3 cm. in thickness.

In Case K264, shortly after atxlominal myomectomy, the patient underwent 
three successive operations for ischiorectal abscess. The rectal condition in this 
case must be considered merely as a coincidence.

Carcinoma of the Sigmoid Flexure Associated with Uterine Myomata.
On p. 417, in the autopsy chapter, are described two cases of cancer of the 

lower bowel associated with uterine myomata. In the first the carcinoma was 
situated in the sigmoid flexure; in the second, within 1 cm. of the anal orifice. 
In neither case was operation feasible.

In the following case the patient entered with signs of obstruction. After 
a large myomatous uterus had been removed, a carcinoma of the sigmoid flexure
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was discovered (Fig. 274). This was at once excised, and the patient enjoyed 
fair health for several weeks. On her return to the hospital wide-spread 
abdominal métastasés were found.

Gyn. No. 12000. Path. No. 8447.
Acute intestinal obstruction; a large myomatous 

uterus w e d g e d in t h c p e 1 V i s; u n s u s p e c t e d a d e nocar- 
c i n o in a of t h c s i g m 0 i d f 1 c x u r e. Hysterectomy; re­
section of t h e dise a s e d b o w el; t e m p o r a r y recover y.*

E. S., colored, aged forty. Admitted March 26: discharged June 9, 1905. 
One of us (C.) saw this patient in consultation with Dr. Clement A. Penrose. 
On admission she was suffering from intestinal obstruction. This was thought to 
lie caused by a myoma which had been known to exist for fifteen years. Twelve 
years before she had had a severe attack of abdominal pain. This was sharp 
and shooting in character, hut there was no intestinal obstruction. For the past 
six weeks she had noticed sharp shooting pains in the abdomen, intermittent in 
character, and limited to the left side. The bowels had not moved for several 
days. There had been no blood noted in the stools prior to the obstruction.

The abdomen was at once opened. After removal of the myomatous uterus 
(Fig. 274) the rectum was found to contain what appeared to be a malignant 
growth. The rectal tumor was loosened as carefully as possible from the cervix. 
It lay entirely below the pelvic brim, was approximately 7cm. in diameter, and 
about 8 cm. in length. The tumor was removed, and an end-to-end anastomosis 
done. In order to give the anastomosis complete rest, a left inguinal colostomy 
was done. The patient was very weak when returned to the ward, but in fairly 
good condition, considering the severity of the operation. She gradually im­
proved, and was discharged on June 9th.

Path. No. 8447. The myomatous uterus has been amputated through the 
cervix. It is approximately 11 x 12 x 16 cm. (Fig. 274).

Our chief interest is centered in the growth of the sigmoid flexure. The piece 
of tissue is 9 cm. in length. The outer covering of the bowel looks fairly normal, 
except for some slight whitish elevations. Occupying the entire thickness of 
the bowel near the center is a hard, light-colored growth (Fig. 274, c). This is 4 
cm. in length, and extends throughout the entire thickness of the bowel. The 
growth itself, with the indurated adipose tissue surrounding it, is fully 3 cm. in 
t hickness.

Histologic examination shows that the tumor of the bowel isa typical adeno­
carcinoma.

Gyn. No. 12204. The patient was readmitted on June 24,1905. Until a week 
previous she had been in good condition. The bowels, however, became con­
stipated; there were frequent attacks of pain in the abdomen, and during the last

♦This ease is reported in detail in 11A Series of Intestinal Anastomoses,” Thomas 8. Cullen, 
Canadian Jour, of Med. and 8urg., July, 1901».
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seven days there had been no movement. For the last two or three days the 
abdominal pain had increased in severity, but there had boon no vomiting. 
The patient gradually grew weaker, and died July 3, 1900.

Aut. No. 2558. The autopsy revealed a recurrence of the carcinoma at the

I’m. 274.—Carcinoma ok tiik Siumoio Fi.kxvri: Armociatkii with a Myomatovr IT-im».
Gyn. No. 12000. Path. No. 8447. After sketching a longitudinal section of the pelvis, the artist drew the 

uterus and growth in the bowel from nature. The uterus measures 11 x 12 x 1ft cm., and almost completely fills 
the pelvis, leaving little room for the bladder or rectum. It contains numerous interstitial and a few submucous 
myomata. The uterine cavity is slit-like, but at a is slightly diluted. The light patches, b, in the myoma are 
areas of culcilicution.

Occupying the sigmoid is the carcinomatous growth, c, which almost completely lill' the lumen of the bowel. 
Its coniines are indicated by d and <P. < After Thomas H. Cullen. >

point of anastomosis. There was also some narrowing of the at this
point. There were métastasés in the peritoneum and a fibrinopurulcnt peri­
tonitis, apparently arising in the upper right abdominal quadrant, at a point 
far removed from the site* of the anastomosis.

-41
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ANALYSIS OF THE CASES OF UTERINE MYOMATA FOUND AT AUTOPSY 
IN THE PATHOLOGICAL LABORATORY OF THE JOHNS HOPKINS 
HOSPITAL FROM THE OPENING OF THE HOSPITAL. IN 1889. TO 
JULY 1. 1906.

Through tin- kindness of Professor William II. Welch the autopsy records 
of the Johns Hopkins Hospital have been placed at our disposal. From the open­
ing of the hospital, in 1N80, to July 1. HKHi, there have been 2740 autopsies. 
In 2720 eases complete data are available. The accompanying tabulation gives 
the relative number of males and females, and also the ratio of white and blacks:

Males, white............................................................................................................... 1102
Males, black...............................................................  659
Females, white.........................................................................................................  537
Females, black .. 431

It will be seen that the number of males nearly doubles that of females, and 
that the ratio of black to white women is 1 to 1.25.

As myomata are rarely present in women under twenty years of age, we have 
only included autopsies upon women of twenty or over. Of these, there were in
all:

< In white females of twenty years of age or over........................................... 431
On black females of twenty years of age or over......................... 311

Total..........  742

In 14X of these cases the uterus contained one or more myomata: in other 
words, in about 20 |x*r cent, of the autopsies in women of twenty years of age 
or over the uterus was the seat of a myomatous growth. This is certainly a 
remarkable showing.

The following table gives the number of cases according to decades:

In patients between 20 ami 3(1 years of age myomata were fourni in 14 eases.
“ ■ •* “ 30 40 “ " “ " " 38 “

40 50 ............... “ “ 52 “
“ 50 60 “ “ “ “ •• 20 “
“ 00 70 “ “ “ .. .. ,0 .4

“ 70 NO “ “ “ “ “ “ “ 4 “
" NO 00 “ “ “ “ “ “ “ 1 ease.

Of the 14S patients, 43 were white and 105 black. In other words, 33.7 
per cent, of all the black women twenty years of age or over coming to autopsy 
had uterine myomata, while only 10 per cent, of the white patients were 
affected in this way.
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The myomata varied from 0.5 to 27 x 17 x 13 cm. in diameter, the largest 
being found at autopsy No. 1000. In some of the eases only one myoma was 
present. Vsually the uterus contained several nodules, and in one case fifteen 
were noted.

Fig. 275 shows a small myomatous uterus removed at autopsy from a 
patient ninety years of age.

Site of the Tumors. -In 30.4 per cent, only sul>|>eritonoal nodules were found.
In 20.3 per cent, only interstitial nodules were noted.
In 15 per cent, subperitoneal and interstitial nodules were found.
In only a few were submucous nodules detected. Subjieritoneal or inter­

stitial myomata, when not 
large enough to occasion any 
pressure symptoms, in the 
majority of cases cause little 
trouble and consequently the 
patient rarely comes to the
surgeon for treatment

Adhesions. In 4<S.(i per 
cent, old pelvic adhesions 
were found.

In 7.6 per cent, pelvic 
and alidominal adhesions 
were noted.

Fm. 275.—Myomata in Oui Aok. (| nal. size.)
M. S. Aul. No. 1S23. Path. No. 5471. This uterus was re­

moved from a initient ninety years of age, dead of an intercurrent 
affection. The organ is enlurged only slightly. Occupying the 
fundus are a few small interstitial nodules; projecting from the fun­
dus are three small, irregular, nodular myomata, all of which appear 
to have undergone some atrophy.

In all, 56.2 per cent, of 
the eases were complicated 
by adhesions of some ehar-

Degeneration. In 12.2 per cent. jMirtions of the myomata were necrotic.*
In 15.5 per cent, calcareous deposits were present.t
Of course in these cases showing calcareous de|>osits areas of necrosis had 

preceded the deposition of the calcium salts, so that at one time or another 
in 25 per cent, of the eases necrosis was present in one or more of the myomata.

(’ystic or hyaline changes were detected in S cases (alxmt 5.5 per cent.)— 
Nos. 288, 54, 85, 188. 1113, 1206. 1069, 2080.

Condition of the Tubes and Ovaries noted in Myoma Cases at Autopsy.
In 56.2 per cent, of all the myoma cases pelvic or abdominal adhesions were 

found. Naturally, then, we should expect to find numerous minor pathologic 
lesions in the tubes and ovaries.

* Aul. Noe. (ill. 136, ISS. 277, 322, 474, 532, «10. 653, «KO. «89,700, 722,1085,1754.2080, 20M , 
2202.

t Aut. Noe. 23, «9. 117, 519, 579, «82, 700, 722, 901, 90N, 1310. 1337,1.303, 1593, 1006 17( 3. 
1823, 1889, 1898, 2088, 2230, 2404, 2420.
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Hydrosalpinx, unilateral.. 
Hydrosalpinx, bilateral...
Hematosalpinx.......
I'yosalpinx........................................................................
Tuberculosis of the tube (Aut. No. I898j................
Careimuna of the Fallopian tube (Aut. No. 810), se nndary to carcinoma of

the uterus................................................
Small cyst “in the broad ligament ".........
Multiloeular cyst adenoma of both ovaries

. 1 “

Dermoid cyst.
Ovarian abscess
Tillsi-ovarian abscess
Primary carcinoma of the ovary (Aut. Nos. 474 and 1.'171)..................................2 cases
Carcinoma of the ovary associated with carcinoma of the stomach*........... . .2 “

The small cysts noted in the broad ligament are chiefly inflammatory in 
origin, being due to accumulations of peritoneal fluid.

From a study of this table it will be seen that in two of the cases there were 
primary malignant changes in the ovaries, and in one case tuberculosis of the 
Fallopian tube.

Changes in the Ureter Associated with Myomata.*
The following table shows that in these cases one or both ureters were dilated, 

giving rise to hydroureter:
Rimer on Lkft
HVDROURKTKR.

Double.
llight.
Whs associated 

with diffuse

Act. No 
2SS 
451

SlZK OK UtKRL'B.

Large, tilling |ielvis. 
3 myomata, 5 cm. in

Adherent.

Yes. Myoma.

diameter.

nephritis and 
cardiac h y - 
|M»rtrophy. 

Double.
Double.

Pelvis filled. Myoma.
Myoma
(jammed).
Myoma.Discs Id cm. above 

pelvic brim.
Right.

The situation and the size of the tumor are to a great extent ref " for 
pressure upon the ureter sufficient to cause dilatation. A myoma just large 
enough to till the pelvis and snugly tied down by adhesions can very readily 
produce sufficient pressure to cause hydroureter, while a very large tumor may 
be so situated as to exert little or no effect u|w>n the ureter.

In the removal of an 89-pound tumor in the week during which we were 
gathering this data we did not find the slightest evidence of any interference with

* The intimate relationship between primary carcinoma of the stomach and secondary growths 
in the ovaries was made clear by Professor Welch several years ago (Pepper’s System of Med., 
vol. ii, p. 533).

t In several other cases ureteral and renal changes were found, but as they were evidently 
caused by other pathologic conditions, these cases have been omitted.

^166
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the ureter. About the only way in which the myoma can bring about the nec­
essary pressure on the ureter is to get it firmly wedged against the bony wall 
of the pelvis. As a rule, the larger the myoma becomes, the more room it requires, 
and hence its ascent into the general cavity.

InAut. No. 451 thecombined myomatous masses with the associated adhesions 
seem to have been the causative factor.

In Aut. Nos. 653,90S, and 994 the evidence is in favor of the myomata as the 
distinct cause of the hydroureter.

There was one more case in which hydroureter was found at autopsy (No. 
1SS). Here the ureter had been accidentally tied during operation, and had 
remained so until several days later, when it was discovered at autopsy. This 
case is described in full on p. 382.

In one case (Aut. No. 09) there was a double pyourcter associated with 
an ascending infection and implication of both kidneys. The large myomatous 
tumor was sufficient to cause dilatation of the ureters, but the accompanying 
infection could not be directly attributed to the uterine tumor.

Changes in the Kidney Associated with Uterine Myomata.
Aut. No. 288, double hydronephrosis.
Aut. No. 653, double hydronephrosis.
Aut. No. 994, dilatation of the right pelvis.
Aut. No. 1745, dilatation of the right pelvis.
Aut. No. 69, double pyelonephrosis.
Aut. No. 1112, miliary abscesses of the kidney (Staphylococcus aureus, 

sloughing submucous myoma).
In Aut. Nos. 288 and 994 the dilatation of the ureter seemed to have been 

caused by pressure exerted by the myomata, which was likewise probably re­
sponsible for the dilatation of the renal pelves.

In Aut. No. 1745 the coexistence of the myoma with dilatation of the right 
kidney was a mere coincidence.

The dilatation of the kidney in Aut. No. 69 was primarily due to pressure 
exerted by the tumor, but the subsequent infection cannot be attributed to the 
presence of the myomatous uterus.

The general picture in Aut. No. 1112 strongly suggests that the i* $ 
submucous myoma was responsible for the acute endocarditis, with the secondary 
manifestations, as seen in the miliary abscesses in the kidney.

Taken as a whole, the alterations in theureters and kidneys caused by myomata 
are chiefly mechanical, and may to a great extent be relieved bv operation. Only 
in those cases in which there is a sloughing submucous myoma or necrotic and 
sloughing interstitial or subperitoneal myomata need purulent changes be looke<l 
for in the ureter or the kidney.

7339
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Autopsies Showing Carcinoma and Myomata in the Same Uterus.
In <N cases this condition was fourni at autopsy. In 2 cases the carcinoma 

was situateil in the cervix; in (i cases, in the body of the uterus.
Carcinoma of the Cervix and Uterine Myomata.* In Aut. No. (>S9 (Case 

341M)) the cervix hail been invaded with cancer, which had extended not only to 
the lateral structures, but also to the vagina. Situateil in the laxly of the uterus 
was a sloughing submucous myoma, 6.5 x 4.f> x 2 cm.

The uterus in Aut. No. 926 (Case 5092) presented a striking picture. The 
cervix had been entirely eaten away by the carcinomatous growth, and the laxly 
of thi* uterus was markedly encroached ujam. Scattered throughout the uterus 
were ? ritoneal, interstitial, and submucous nodules, and the carcinoma had 
riddled the contiguous portion of the myomata (Fig. 278, p. 403). It is little 
wonder that the large carcinomatous surface gave rise to a fatal hemorrhage.

The cases operated upon in which carcinoma of the cervix was associate! 1 with 
myomata will be found on p. 202.

Gyn. No. 3490. Aut. No. 689.
H x t e n sive c a r c i n o m a o f t h e cervix; siou g hin g 

s u b m u c o u s m y o in a .
Aut. No. 080. K. H., white, aged forty-four. Admitted May 7; died July 

18, 1895. Anatomic diagnosis: general infection with the gas bacillus; carci­
noma of the cervix extending to the vagina and lateral structures: métastases 
in the liver, both layers of )>critoncum, and inguinal and retroperitoneal lymph- 
glands: arteriosclerosis: chronic diffuse nephritis; chronic perisplenitis: chronic 
adhesive and acute peritonitis; sloughing myomata in the uterine cavity.

On ojaming the abdomen 9(H) c.e. of greenish, foul-smelling fluid were found 
free in the peritoneal cavity. The cervix had almost entirely disappeared, 
its site in the upper part of the vaginal wall being infiltrated by the carcinoma, 
which laterally extended to the pelvic wall. The growth was sloughing and 
necrotic. In the uterine cavity was a hard nodule, 6.5 x 4.5 x 2 cm., which showed 
a necrotic surface. This was a sloughing submucous myoma. Both Fallopian 
tubes were thickened and adherent to the |>osterior surface of the uterus.

Histologic examination showed that the growth and the métastasés were 
coni|X)sed of carcinomatous tissue. The records, however, do not say whether 
it was a squamous-eelled growth or an adenocarcinoma.

Gyn. No. 5092. Aut. No. 926. Path. No. 1631.
V m b i 1 i c a 1 hernia: squamous-eelled carcinoma of 

the cervix (Fig. 276) extending to the vagina, body
* In Aut. No. 810 (Case 4374) the cervix was extensively invaded by the carcinomatous tissue, 

which was also wide-spread in the lateral structures. Two small interstitial myomata were pres­
ent in the body of the uterus. These nodules were too small, however, to justify the inclusion of 
this case in the group.

99
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of the u t e r us, bladder (Fig. 2 7 7), r e c t u ni, h r oa d 1 i g a - 
in eut, tu b v s a il d o v a ries, a n d f o r m i n g m e t a s t a ses i n 
t h e pelvic, inguinal, r e t r o p e ri t o n e a 1, m e s e n t e r i c , 
a n d b r o n c h i a 1 g 1 a n d s ; also in the 1 u n g s, pl e u ræ, a n d

Fui. 27tî. -Syi'AMovH-vKi.i.Ki» Caivinoma ok tiik C'khvix Ahs<h'Iatku with Mri.TiiM.K Vtkhink Myomata.

Path. No. I(KH. The uteru* is much enlurgeil. Projecting from its surface are numerous large nmi small 
lionne», which on section arc seen to consist of sul>|icritoiivnl. interstitial, ami suIiiiiucouh myomata. Note how 
prominent the myomatous mslules are on section, owing to the recession of the uterine muscle. The lower part 
of the vagina presents the normal appearance, hut occupying the up|ier part of the vagina, the site of the cervix, ami 
also the greater part of the uterus is a raggisI ami friable looking growth, composeil of smooth, dome-like elevations, 
varying from a pin's lieaiI to Li cm. in diameter. The larger ones are slightly lohulnted. Over the smooth inner
surface the tissue is almost entirely necrotic. The uterine walls have I..... invaded nearly to the peritoneal surface,
and present a very ragged outline. The small nodules in the muscle of the fundus are myomata. The growth on 
microscopic examination is found to have penetrated the muscle between them, ami has invaded a small myoma­
tous nodule, as seen in Fig. 278. (After H. A. Kelly.

t h t* s crus a o f 
peritoneal u t 
a n e in i a of all 
of the 1 i ve r; 
foil o w i n g u t e

the i n t e s t i n es. Interstitial a n d s u l> - 
e r i n e ni y o in a t a : d o u b 1 e h y drourcter; 
the organs; focal fatty degeneration 
interstitial nephritis; sudden d e a t h 

r i n e h e in o r r h a g e s .
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L. S., agc'd fifty-four, colored. Admitted March 11, 1897. Complaint, 
frequent uterine hemorrhages and an offensive discharge.

The patient has been married twenty years, and has had two children and 
one miscarriage. Her menses commenced at thirteen, were regular and profuse, 
lasting three or four days, and very painful. Seven years ago the periods 
diminished in frequency, occurring once in every three or four months, though 
there was frequently a bloody discharge. In August, 1895, the bloody discharge 
reappeared and became constant, but not excessive; it continued until January, 
1896. Since then she has had copious hemorrhages, and after one in January, 
1896, she fainted. The last severe hemorrhage prior to her admission occurred 
in September, 1896. Since then at times she has had a bloody discharge, slight 
in amount, and accompanied by no pain, but very offensive and irritating.

On admission the discharge* is yellowish white and profuse. The family 
history is negative.

The only noteworthy fact in her previous history was that in the summer 
of 1896 she had no stool for two weeks.

Present sickness: The patient did not know that she had an abdominal 
tumor until so informed by her physician: she thinks that the growth has dimin­
ished in size. There has been little pain in the abdomen, except for the ac­
cumulation of flatus. Enlargement of the inguinal glands was first noticed 
in June. 1896. These, she says, have not increased in size*, but during the last 
four weeks have been very painful. She has lost much in weight, although she 
has a very good appetite. The bowels are costive, and defecation is accompanied 
by much pain and occasionally by bleeding from hemorrhoids. The urine is 
sometimes scalding and occasionally blood-tinged.

Abdominal Examination. The abdomen is dome-shaped, the most prominent 
point being the umbilicus. The patient has an umbilical hernia, tin* pouch 
being .1 cm. in diameter, and projecting 3.5 cm. from the surface. The hernial 
ring easily admits the end of the index-finger.

The abdominal tenderness is most marked below and to the left of the um­
bilicus. ( Ivor an area about 5 cm. in diameter in this vicinity the tissue is very 
edematous, and pits readily on pressure. Owing to the tenderness it is difficult 
to outline the abdominal tumor, which, however, is very smooth and does not 
extend above the umbilicus in the median line. In both inguinal regions the glands 
are as large as walnuts and are movable. Those on the right side are tender.

The right leg is much swollen and pits on pressure, especially below tin; knee. 
The left leg also is swollen. The glands of the neck and the epitrochlears are 
palpable.

Vaginal Examination. —The outlet is considerably relaxed, and the upper 
part of the vagina is occupied by a necrotic, offensive tissue which rapidly breaks 
down under the examining finger.

Further examination is impossible on account of the extreme tenderness.
< tn the morning of March 27, 1906, the patient had a profuse uterine hemor-
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rhagc, and, as nearly as could be estimated, lost about one pint of blood. So far 
as the pulse and respiration were concerned, the loss of blood caused little change, 
but there was a slight ‘ *y to drowsiness. At 3.30 p. m. she had a second 
hemorrhage, more profuse than the first, was restless, complained of severe pain 
in the back, and had a pulse of 136. The mucous membranes were quite pale. 
The respirations were not increased. Morphin was given with good effect. 
At 11.15 p.m. she had a third hemorrhage, much more severe than the two

Mjirmata _/_ rr J

'y'ïï/rr
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I flight ureter a l or if.

F»o. 277.—Carcinoma ok tiik Bi.aiipkr Secondary to Sukamokh-cki.i.kp Carcinoma ok the Cervix.
Pulh. No. 1631. Scattered over the peritoneal surface of the bladder are many small white, flat, isolated 

l areinomalous nodules. Some aleo have united to form conglomerate masses. The bladder-walls are of the usual 
thickness. Just within the inner urethral orifice is an elongated nodule, about 1 cm. in length, which rises abruptly 
from the surface, is sharply defined, ami presents slight lobulation. The left ureteral orifice is normal, but the right 
is situated in the center of a lobuluted carcinomatous nodule, nearly 2 cm. in length. Behind this are several other 
carcinomatous outgrowths, some of which are not more than I mm. in diameter. The bladder mucosa, except 
where it is involved in carcinomatous nodules, is normal. Above the bladder is the enlarged myomatous uterus, 
with two myomata on its surface and numerous small, flat carcinomatous nodules covering the peritoneum. To 
die right is the diluted right ureter. The left ureter is also distended, being constricted below by currinomutous 
infiltration. (After Thomas S. Cullen.)

preceding. The pulse was 140, and at I \. m. the patient was unconscious and 
gasping for breath. She died at 2.40 a. m.

Aut. No. 926. The body is that of a colored woman, small in stature, and 
somewhat emaciated. In both inguinal regions are prominent nodular swellings, 
the largest about the size of a hen's egg; all are freely movable, and the 
largest gives a slight fluctuation. Extending upward to the inguinal rings 
are indurated masses. Just below the umbilicus is a firm, movable mass, 
about the size of a child's head.

55
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The right lung is Ixmncl by fibrous adhesions to the chest-wall at aljout the 
middle third, and again posteriorly near the base. The parietal pleura on the right 
side shows a grayish-white nodule, (> nun. in diameter, and there are small groups 
of similar nodules on the surface of the diaphragm. Where the lung is bound 
down at its base |>osteriorly there is marked induration, due to superficial meta­
static tumor deposits. These form a conglomerate mass of small round nodules, 
which are beginning to undergo softening in their centers. On section, they are 
of a uniformly pale yellow color. The surface is dry, but the central portions 
are soft, and can be readily squeezed out. There are also five similar nodules 
scattered over the surface of the lung.

The left lung has several nodules, each about 1 cm. in diameter, scattered 
over its surface.

The anterior mediastinal glands are not enlarged, but the bronchial glands 
are much increased in size, owing to metastatic deposits.

Spleen negative.
The liver contains no métastasés.
The kidneys are of moderate size; the capsules strip off readily; scattered 

over the surface of each kidney are minute clear cysts.
Both ureters are dilated, especially the left, which along its lower third is 

nearly I cm. in diameter; at the junction of the lower and middle third is a kink, 
above which the dilatation is not so marked.

( )n opening the abdomen a portion of the somewhat fatty omentum was found 
in the small hernial orifice at the umbilicus; it was readily withdrawn by gentle 
traction. The orifice was 1.5 cm. in diameter.

Both layers of peritoneum are smooth in the upper al>domen, save for nodules 
about the size of peas, which here and there stud the surface of the intestines.

The prominent and enlarged fundus is slightly adherent to the parietal 
peritoneum in the median line below the umbilicus. The peritoneum in the lower 
part of the abdomen is studded with single or grouped whitish nodules, some of 
which are as large as beans; the tissue on both sides of the pelvic brim is much 
thickened, and has nodules over its entire surface.

The iliac glands are enlarged, one on the left side reaching about t cm. in 
diameter, and in its center containing a clear, odorless, straw-colored fluid look­
ing much like urine. The smaller glands are softened in their central |>ortions. 
The largest inguinal gland on the left side contains a fluid material resembling 
creamy-white pus. The glands at the bifurcation of the aorta are 4 cm. in diam­
eter and necrotic. The mesenteric glands are enlarged and necrotic, as are 
also the retroperitoneal glands. The stomach and the large intestines have 
small white nodules scattered over their peritoneal surfaces.

Frozen sections from the small nodule in the posterior mediastinum show 
it to consist of dense fibrous tissue infiltrated with broad, irregular plugs of epi­
thelial cells. These plugs show a tendency to break down in their central 
portions.



Al TOPS Y FINDINGS. m
The liver shows considerable fatty degeneration, especially about the periph­

ery of the nodules.
Kxamination of the Pelvic Organs.—Path. No. 1031. The uterus is con­

verted into a large, nodulated tumor mass, approximately 21 x 17 x 1"> cm. 
Projecting from the fundus anteriorly is a large rounded boss, 8 cm. in diameter. 
Moth the anterior and posterior surfaces also present similar but less prominent 
elevations. On pressure, these nodules are firm and resistant. Studding the 
surface of the uterus are small flattened tumors or confluent masses of whitish, 
soft material. Covering the large 
nodules are tags of adhesions. On 
cutting open the uterus a large 
sloughing cavity is found (Fig.
276); this is 1-1 cm. in length, 8 
cm. in its greatest diameter, and 
includes the upper part of the 
vagina, the broken-down cervical 
canal, and the greatly enlarged 
uterine cavity. The cervix is 
represented by a deep excavation, 
whose walls consist of a greenish, 
necrotic material, but in a few 
places, where the degenerative 
process is not so advanced, a pap­
illary arrangement of the tissue 
can be easily recognized. The 
new-growth, which has evidently 
originated in the cervix, has ex­
tended to the vaginal vault, and 
has involved to a moderate degree 
the rectum and bladder. Project­
ing into the uterine cavity are sev­
eral irregular, dome-shaped nod­
ules, varying from I to T> cm. in 
diameter. The entire cavity is 
lined with necrotic tissue, but here 
and there, as in the cervix, fine papillary outgrowths are occasionally visible.

The broad ligaments, mesosalpinx, tubes, and ovaries are studded with 
isolated or confluent masses, which are whitish in color and soft ; they corres|x>nd 
with those covering the surface of the uterus. The ovaries are nearly twice the 
natural size. The bladder mucosa is everywhere smooth, but in the region of the 
trigonum is a whitish elevation, 2 cm. in diameter, to the left of which is a second 
but smaller one. Both of these are tumor growths (Fig. 277).

Histologie Kxamination.—Sections from the original tumor and from

c. it

Fm. 278.—Invasion ok a Myoma by a HqrAMoi's-rKi.i.Ki» 
Carcinoma ok tiik Ckrvix. (X 90 ilium, i 

Oyn. Path. No. 1931. The wet ion is composed of 
typical myomatous tissue ami bunches of muscle-tiliem cut 
longitudinally ami transversely, nml separate,! from one 
another by connective tissue which is poor in nuclei. At a 
the muscle-tihers are cut obliquely. At b, h. ami h typ­
ical nests are seen, composai of cells that, as a rule, are 
uniform in size ami contain vesicular nuclei. At c is a row 
of cancer-cells lying isolateil in the stroma between muscle- 
bumlles. A cross-section of such a row gives the picture 
seen at <1 ami e, where single cancer-cells are visible. The 
growth also forms giant-cells, as seen at f, where there is a 
large irregular plaque of protoplasm containing a Inhiiluteil. 
deeply staining mass of chromatin. The extension to the 
myoma has been by continuity, i After Thomas S. Cullen. >
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various points show typical squamous-celled carcinoma. They also show quanti- 
ties of very large cells and plaques of irregular, deeply staining chromatin lying 
loose in the tissue or surrounded by large masses of protoplasm.

Definite nests are to be made out in the tubes and ovaries.
Sections from the myomata show that the carcinomatous process has ex­

tended by continuity into them, and that various portions of the myoma arc 
being replaced by nests of epithelial cells (Fig. 278).

The complete histologic findings in this case arc given in “Cancer of the 
Uterus,” p. 130.

Uterine Myomata Associated with Carcinoma of the Body of the Uterus 
Detected at Autopsy.

All these patients entered the hospital too late for any extensive operative 
procedure; in fact, some of them died shortly after admission.

In Aut. No. 1005 the anterior uterine wall contained a myoma, 0x4x4 cm., 
while the body of the uterus was the seat of a far-advanced carcinomatous 
process that had been widely disseminated through the lymph-channels. In 
this case the myoma played an important rôle in the differential diagnosis, 
as judged by the bimanual examination.

The uterine enlargement in Aut. No. 117 was due chiefly to the presence of 
the myomata,—a calcified nodule, 3.5 cm. in diameter, and on the left side a 
myoma IV x 15 cm.,—the carcinoma being relatively small. It is just in this 
class of cases that the malignant growths escape detection.

In Aut. No. 505 the uterus contained several myomata, the largest the size 
of a hen's i-gg. In this case, as a result of the exploratory laparotomy, metastatic 
nodules were found in the omentum and the peritoneum of the abdominal wall. 
The growth in the uterus, as the métastasés would indicate, was far advanced.

The clinical picture in Aut. No. 1407 was confusing. There were not only 
several myomata and a carcinoma of the body of the uterus, but also a slough­
ing submucous myoma and a pyometm. Clinically, the sloughing myoma, 
the carcinoma, and the pyometm each might give the same symptoms,and only 
on an examination of the curettings could a positive diagnosis be established.

Aut. No. 1220 was given in detail in Cullen's “Cancer of the Uterus,” p. 400. 
When I saw the patient in consultation, I diagnosed uterine myomata and ad­
vised hysterectomy. When the patient entered the hospital a few days later it 
was found that the inguinal glands had suddenly enlarged, and as the possibility 
of malignancy was thought of, I advised the removal of an inguinal gland for ex­
amination, not wishing to subject the patient to an abdominal operation if (In­
growth should prove to be malignant. As will be noted from the history, Dr. 
Stokes found the inguinal gland the seat of cysts containing papillomatous 
masses identical with those found developing in the ovary. The patient rapidly 
lost weight and soon died.

Not until autopsy did we suspect carcinoma of the body of the uterus,
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although it was far advanced and had caused wide-spread métastasés. This is 
another example of the manifold pathologic processes that may be present in the 
pelvic organs of the same women.

Undoubtedly, the most instructive in our series is Aut. No. 277. In the early 
days of our myomectomy operations we did not hesitate to remove myomata, 
even though the uterus might be bound down by adhesions. In this case a 
myoma the size of an orange was removed from the anterior wall, but a nodule, 
5 cm. in diameter, in the posterior wall could not be enucleated on account of ad­
hesions. The patient died on the sixth day of peritonitis. The source of infection 
in all probability was the adenocarcinoma in the body of the uterus, which was 
unsuspected and which was not detected until the autopsy.

The uterus also contained a small submucous myoma. This case emphasizes 
the extreme care that must he exercised to determine the probable condition 
of the uterine mucosa, and also that of the tubes when myomectomy is con­
templated. It also demonstrated the fact that a submucous myoma, 1.5 cm. in 
diameter, cannot always be palpated, even when the uterus is carefully examined 
by the operator after the abdomen has been opened.

Report of Cases of Uterine Myomata Complicated by Carcinoma of the Body 
of the Uterus as Found at Autopsy.

Gyn. No. 2634. Aut. No. 505. Path. Nos. 204 and 222.
A d e n o c a r e i n o m a o f t h e b o d y o f the uterus, with e x - 

t e n s ion of t h c g r o w t h to the u t e r i n e in y o m a t a (Fig. 
2 7 9); socon d a r y i n v <> I v e m e n t oft h e p e r i t 0 n e u m , 
the inguinal, p eric a r d i a 1, b r 0 n c h i a 1, a n d c e r v i c a 1 
1 y m p h - g 1 a 11 d s ; c a r c i n o m a o f the o m e 111 u in ; chr o n i c 
endocarditis of the mitral, aortic, and tricuspid 
v a 1 v e s , a n d acute e n d o c a r d i t i s of t h e m it r a 1 valves. 
<1 i a n t - c e 11 s in the c a r c i n o m a tous g 1 a n d s.

E. S., aged fifty: colored. Admitted March 6, 1894. Complaint, abdominal 
enlargement, with soreness in the region of the umbilicus.

The patient had one miscarriage ten years ago, but has had no children. 
Her family history is not important, and with the exception of an attack of 
rheumatism a year ago she has always been well. The menstrual history is 
normal; the last period commenced February 22.

In the latter part of December, 1893, she began to complain of some abdominal 
pain, and on putting her hand on her abdomen discovered a lump about the size 
of the end of the finger just above the umbilicus. This nodule, which was at 
first hard and non-sensitive, has gradually become larger, and is now quite tender. 
The patient on admission is fairly well nourished, and apart from the abdominal 
enlargement, feels well.

Operation, March 10, 1894. Exploratory celiotomy. On opening the alxlo-
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mon the peritoneum was found covered with numerous small nodules; similar 
tumors were also attached to the intestines, tubes, ovaries, and to the posterior 
surface of the uterus. The omentum was rolled up, forming a firm, nodular 
mass just beneath the costal margin. The peritoneal cavity contained about 
2000 c.c. of turbid fluid. For several days after the operation the patient did 
well, but died on March 23.

Path. No. 204. A large amount of dark-yellow, muddy-looking fluid from 
the abdominal cavity, and two small, papillary-like masses from the omentum, 
each measuring 1 x 1 cm., were sent for examination. A note was made that 
similar masses were attached to the abdominal wall, intestines, pelvic organs, 
and mesentery, and, in fact, to the peritoneum everywhere.

On microscopic examination these small nodules are found embedded in 
adipose tissue. They consist of glands lined with one layer of low cvlindric 
epithelium.

In many of the cells nuclear figures are visible, and the gland epithelium has 
proliferated so as to completely fill the cavity. The stroma between the glands 
is moderate in amount and poor in cellular elements. The picture is that of an 
adenocarcinoma.

Aut. No. ">().->. Path. No. 222. An abstract from the protocol is as follows: 
The abdomen is somewhat distended, and in the peritoneal cavity is a considerable 
accumulation of yellowish serum. Kxtending completely across the abdominal 
cavity, in the region of the umbilicus, is a large tumor mass which covers the 
anterior surface of the transverse colon. This tumor is loi minted, light in color, 
and opaque. It corresponds to the greater part of the omentum. The right 
edge of the omentum is thicker than the left ; the gastrocolic portion is relatively 
free from tumor involvement. In the peritoneum, at the hilum of the spleen, are 
several small white nodules; the lymphatics around the portal vein also contain 
small nodules. All these appear to be metastatic. Covering the peritoneum 
and the large intestine are numerous métastasés, varying from a millet seed to a 
pen in size. They cover the peritoneum everywhere, and are especially abundant 
in the pelvis. The lymph-glands beneath the pericardium are enlarged and con­
tain tumor métastasés. The vagina and cervix are apparently normal. The 
uterus contains several myomata, the largest of which is submucous and 
pedunculated, being the size of a hen's egg.

The mucosa covering one-half of the surface of this nodule is congested and 
hemorrhagic ; it presents a mottled appearance and suggests carcinoma. The 
second myoma is subperitoneal, and also appears to have been invaded by the 
tumor occupying the uterus. The inner surface of the uterus is grayish in the 
upper portion, and in places presents a yellowish mottling. The mucosa ap­
pears to extend for some depth into the muscle. The ovaries do not show any 
involvement.

Histologic examination. Sections from the uterus show that the muscular 
coat has been invaded by bunches of glands which are small, circular, and have
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a lining of eylindric epithelium. In nome of the cells two or more nuclei appear. 
A few of the glands contain giant-cells. At many )joints the gland epithelium 
has proliferated so that, instead of a hunch of glands, there is merely a large 
mass of cells having no definite arrangement. The centers of such masses often 
show nuclear fragmentation, hut no inflammatory reaction. The myoma, 
which is involved in the new-growth, to a great extent has undergone hyaline 
changes. The principal part consists of hyaline tissue, with here and there

Vm

,lWtM

hM.'lVmm
>;V- X
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1’iiih. No. 22V. An*. No. fillfi. The section c<mni*tn of typical myomatous tissue. The majority of the 
iiiiiscle-lihers have heen cut longitudinally, ami wind in and out in all directions, not showing the regular arrange­
ment so characteristic of normal uterine muscle. Moreover, there i« an excess of connective tissue. Scattered 
uhuudantly throughout the myoma are groups of carcinoma cells. In the majority of places they appear as glands 
l.ned with one layer of cuhoidal epithelium < a hut in a few places the gland' have heroine tilled, ns at h, or the cells 
form large solid masses as seen at c. d is an irregular mass of cells showing a tendency to branch. I In the whole, 
the nuclei of the epithelial cells are fairly uniform in size, hut at e are seen a few large nuclei. The growth has 
extended by continuity, i After Thomas S. Cullen.)

tufts of mm-striped muscle-filivrs. ( Ulier jiortions of the myoma contain glands 
arranged singly or in hunches. Some show a single lumen, while others are com­
pletely filled with cells (Fig. 270). This growth is merely a continuation of that 
in tin* uterine muscle. Portions of the myoma have undergone coagulation 
necrosis. Just beneath the capsule of the liver, and attached to the surface of 
the kidneys, are small tumor masses. The glands of the neck show marked 
carcinomatous involvement, the typical glandular type being here well preserved.
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The complete histologic description of this case is given in “Cancer of the Uterus,” 
p. 434.

Gyn. No. 6439. Aut. No. 1220. Path. No. 2808.
S u h p e r i t o n e a 1 and interstitial u t e r i n e in y o 111 a t a 

(Figs. 2«S() and 2S 1 ) ; adenocarcinoma of the body 
of the uterus, with secondary growths in the peri­
toneum, omentum, mesentery, liver, pancreas, left 
adrenal body, pleura*, and lungs ; papillocysto­
ma ta of both ovaries, with extension by continuity 
to the corresponding inguinal glands; hydrosal­
pinx in the inner part of the left tube, due to a 
kink, the fimbriated ext r e m i t y being patent.

M. IF. aged fifty, colored. Admitted October 14. ISOS. Complaint, an 
abdominal tumor accompanied by general weakness.

The patient has been married twenty-seven years, has had no children and no 
miscarriages. Menstruation commenced at twelve years, and was usually regu­
lar. lasting from three to seven days, but always excessive. At forty-one the 
flow ceased. One year ago a hemorrhagic discharge commenced, and has been 
practically continuous. For many years there has been an irritating leukorrheal 
discharge. The family history and previous history are unimportant.

About ten years ago the patient noticed a lump, about the size of an egg. in 
the left lower abdomen. This was not painful and caused no inconvenience. 
In August, 1807, the same nodule, although not enlarged, became quite tender, 
and the patient noticed that the abdomen at times was somewhat distended. 
As above noticed, the uterine hemorrhage began at this time. The abdominal 
pain has been more or less constant of late, sometimes dull and aching in character, 
at other times sharp and cramp-like. There has been considerable swelling 
of the lower extremities and also shortness of breath. At present she is ap­
parently a strong, well-nourished woman ; her temperature is 100.3° F., the 
Imise is 110. The Iwiwels are constipated, and defecation and micturition are 
painful. The lungs and heart are apparently normal.

October Kith. The abdomen is much enlarged, and just above the umbilicus 
measures 115 cm. in circumference. The most prominent point lies midway 
between the umbilicus and the ensiform cartilage. The alxlominal wall just 
above the pubes is much thickened and pendulous. The distance from the umbili­
cus to the pubes is IS cm. ; from the umbilicus to the ensiform cartilage, 27 cm.; 
from the right anterior superior spine to the umbilicus, 32 cm.; from the left 
anterior superior spine to the umbilicus, 32 cm.

Vaginal Fxamination. The labia are large ami flabby. The vaginal outlet 
admits two fingers, and it is just |>ossible to touch the tip of the cervix, which 
lies far back and is apparently continuous with the tumor filling the abdomen.
( )ccupying the left groin is an immovable mass, (> x 3 cm. This has a somewhat 
elastic feel, and suggests a metastasis.
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Fin. 2N0.—A I.ahok Mvomatoi'B Vtkiu h Ciiokinu Tilk Pki.vih; Smai.i. Ovarian Vvhth on Horn Sidkh; Tiiick-
KNINO ANI) KkTHAI-IION OK THK (>MKNTI M. M KTASTAMKS IN TIIK I.IVKK SmiXUART TO AN .XlIKSOCAHC lNOMA
lx tiik Body ok THK. Vikrvh.

Path. No. 2808. Am. No. 1220. The figure shown the ap|>earaiice of the aliiloniiiml cavity as seen at 
autopsy. Filling the pelvis, ami projecting into the general cavity, is a large, irregular myomatous uterus ( Fig. 281 >. 
Springing from the surface of the organ are large and small subperitoneal myomata. The righl lube is seen passing 
outward in a depression between several of the largest myomata. On the right side, the edge of a small ovarian 
cyst is seen. On the left are two cysts springing from the left ovary. The lower one has very thin walls ami is 
translucent. On the left a loop of small intestine has dropped down, ami become firmly adherent to the growth 
in the inguinal region. Studding the mesentery of the small intestine are minute whitish nodules, which are 
secondary growths from the adenocarcinoma in the body of the uterus. The tip of the vermiform appendix is 
also embedded in carcinomatous nodules. As a result of cancerous infiltration the omentum is drawn up and forms 
a dense mass between the stomach and transverse colon, and just below the gall-bladder the adipose tissue is also 
greatly involved. Studding the right lobe of the liver are live carcinomatous nodules, one of which, even in the 
reduced drawing, is nearly I cm. in diameter. All are sharply defined, whitish in color, and are slightly um- 
hilieated. There were also minute nodules, both in the substance and on the surface of the organ. The hepatic 
nodules were secondary to the carcinoma of the uterus. (After Thomas S. Cullen. >
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Operation, Oetolier 17. ISOS. Partial excision of the glands in the left in­
guinal region. Before opening the abdomen l)r. Krnest Stokes thought it ad­
visable to explore the mass in the left inguinal region. As soon as an incision 
had been made through the skin over the most prominent |>ortion of the tumor, 
a thin watery fluid escape!. Small cysts, lined with a pale, glistening membrane, 
were found in the deeper portions. Many of these contained papillomatous 
masses. In the face of such findings, associated with an alnloininal tumor, 
it was deemed advisable to abandon any further operation. A small drain having 
lici'ii placed in the lower angle of the wound, the latter was closed. The patient 
recovered satisfactorily from the effects of the slight operation, so that on 
October lîOtli she sat up in a wheel-clmir. The lower extremities, however, 
gradually became edematous; she grew weaker, and died on December 17. ISOS.

Aut. Xo. 12*20. The IhmIv is 103 cm. long; rigor mortis is not marked. There 
is an extreme degree of edema of the lower extremities, and of the trunk as far 
as the shoulders. The abdomen is markedly distended, and fluctuation can be 
elicited, billing the lower part of the abdomen is a large tumor mass, while 
an oval, deeply seated tumor is found in the left inguinal region (Fig. 2S0). 
The IhmIv presents an anemic appearance; the muscles are very pale, but an 
abundance of adipose tissue is present. The peritoneal cavity contains about 
3!MM) c.c. of a fairly translucent, yellow fluid. The parietal peritoneum has lost 
its glistening appearance, and over a large area is covered with rough, irregular, 
translucent de|M>sits. This condition is especially marketl over the diaphragm 
and over the right side. The bowels are very much contracted throughout 
their entire extent, and the small intestines average from 1.Ô to *2 cm. in diameter. 
Studding the mesentery of the small intestines are many small white tumor 
métastasés; the mesentery itself varies from ."> to (i mill, in thickness. On the 
left side a loop of ileum is adherent to the large tumor tilling the lower part of the 
abdomen. The omentum is drawn up and contracted into a firm mass between 
the stomach and transverse colon. Kvervwhere it contains tumor dc|M>sits. 
Attached to the rolled-up omentum is a part of the ileum, which makes it appear 
as if the transverse» colon passed through a canal. The ascending as well as 
the descending colon is firmly adherent to the |Misterior abdominal wall, being 
bound down by tumor métastasés. Studding the intestine at various punts 
are small tumor nodules.

The p'iicurdinl cavity contains a slight excess of clear yellow fluid, but there 
are no adhesions. The outer muscle is rather pale and soft; its vessels are tor­
tuous. The coronary arteries contain yellow patches of atheroma. The 
pleural cavities, each of which contains 400 c.c. of clear yellow fluid, are free from 
adhesions. Small, translucent, carcinomatous nodules are fourni on the costal 
pleura*.

Both lungs are emphysematous, and at their bases show marked edema. 
Scattered throughout both lungs are yellowish-white tumor masses, some reach­
ing 1 cm. in diameter. The arteries of the right lung contain several definite
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organizing thrombi. The spleen weighs 70 grains; attached to its surface are a 
few translucent tumor masses; its substance shows nothing of interest.

The liver is rather small, measuring approximately 25x16x0 cm. It is 
pale; the surface is fairly smooth, whitish in color, translucent, and somewhat 
umbilicated ( Fig. 280). Several of the nodules are cystic, and the cyst-spaces 
contain a clear reddish fluid. Numerous nodules and cyst-liüe spaces, having 
corrugated walls, are scattered through the substance of the organ. There arc- 
numerous minute nodules on the surface and in the substance of the liver. On 
the under aspect of the liver the nodules are surrounded by areas of congestion.

The periportal glands apparently contain métastasés. The gall-bladder is 
distended, evidently owing to pressure at its neck, resulting from implication of 
the adjacent lymph-glands.

Both kidneys present the usual appearance, but on the surface of the right 
kidney is a small tumor nodule, 2 mm. in diameter. The ovaries are normal in 
size. The right adrenal is apparently normal, but the left about its middle- 
portion contains a definite tumor nodule, 1 cm. in diameter. The pancreas is 
enveloped in adhesions, and at its tail contains a small tumor nodule. The 
stomach at the pyloric orifice is surrounded and compressed by a mass of enlarged 
glands; the greater curvature is intimately adherent to the tumor mass, lying 
between it and the transverse colon. The vermiform in its last 2 cm. is
entirely occluded by secondary growths. The external iliac vein on the left 
side shows a partial thrombosis. Many of the veins below 's ligament
are also thrombosed. The right femoral vein is c " -tely occluded by a firm 
thrombus, pale brown in color.

In the inguinal regions the large tumor masses are intimately connected with 
the veins; the mass on the left side is the larger, and is composed of many cysts 
of considerable size, from which a slightly turbid fluid escapes. The mass on 
the right side is much firmer. The thyroid gland on both sides of the median line 
is much enlarged. A lymph-gland in the anterior axillary line, 10 cm. below 
the axilla, contains a cystic tumor. The bone-marrow of the femur is dark red 
in color, but fairly firm. The brain and cord are apparently normal.

Path. No. 2808. The specimen consists of the pelvic contents and of tissue 
from the inguinal region. The vagina presents the usual appearance, and the 
vaginal portion of the cervix is unaltered. The uterus measures 18 x Hi x Id cm. 
i Pig. 281 ). The anterior surface of the fundus and the posterior wall are studded 
with myomatous nodules, varying in size from that of a pea to 7 cm. in diameter. 
Nearly all the nodules are sessile. Attached to the jiosterior surface of the uterus 
are several broad, fan-like adhesions. The uterine walls vary from 5 to 6 cm. 
in thickness, owing to the presence of myomatous nodules, which are sharply 
circumscribed and can be shelled out readily. One of them encroaches to a 
slight extent on the uterine cavity. The cervical canal is rather short, but the 
mucosa presents the usual api>earanee. The uterine cavity is 12 cm. in length, 
and the mucosa in the lower part has a slightly granular appearance, due to the
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carcinjmnti.

Vif-v ■ <V

Fn.. I’M. An K\i.ari.ki> Myomatoih Vikrih. Aiiknocarvinoma of tiik Body of tiu. Vtf.hu». 1‘aih.i.o- 
rvsToM ata of I torn Ova h n*. with Kxtknmon by Conti nitty to Tin: Inounai. Olaniw. Ij nal. site.) 
I’ath. N", '-'sus. Am. No. 1220. The bladder is contracted lull normal. The uterus is much enlarged, irreg­

ularly pear-shaped, ami ha~ springing from il» luirfare numerous subperitoneal myomata, some of wliieh are ral- 
cilied. The uterine walls are greatly ihiekeneil. They contain many small interstitial myomata. The vaginal 
mucosa is normal, ami the vaginal portion of the cervix presents the usual appearance The cervical mucosa in 
the lower part is unaltered, hut near the internal os the mucosa covering the posterior wall is uneven ami roughened, 
owing to the many minute, finger-like processes springing from the surface. In the body of the uterus the normal 
mucosa is no longer recognizable, being replaced by a ragged looking growth, from the surface of which spring 
myriads of delicate, linger-like processes. The growth is whitish in color, friable in appearance, and has invaded 
the uterine muscle to a marked degree; in places it completely encircles the myomatous mslules. At another level 
it was fourni penetrating some of (lie myomata, and had extended almost to the peritoneal surface, a distance of 
fully 5 cm. On the right side a small portion of an ovarian cyst can lie seen. Springing front the outer and inner 
surfaces of these cysts are pupillary masses, the papillary growth extending by continuity into the inguinal glands. 
On the left side is a small, muliiloeular ovarian cyst, from the inner surface of which arise papillary growths. 
The marked thickening and infiltration of the left inguinal region are due to pupillary growths in the left ovary. 
A section through the thickened area would show large and small cyst-like spaces containing tree-like ingrowths. 
(After Thomas 8. Cullen.)
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short, finger-like outgrowths. In its upper portion the cavity shows no normal 
mucosa. The walls are somewhat ragged, and arc implicated in a new-growth 
which in places infiltrates the tissue to a depth of at least 5 cm., penetrating the 
entire thickness of the uterine wall. The growth consists of delicate trabecula*, 
in the meshes of which is a fine, crumbly material.

The right tube is 9 cm. long, considerably curved, and throughout the greater 
part of its course lies in a depression between the myomatous nodules. It aver­
ages 1 cm. in diameter, and has a patent fimbriated extremity. The ovary is 
converted into a semicystic tumor, 6 cm. in diameter. Its outer surface is in 
places covered by adhesions, but springing from it at several points are delicate 
papillary projections or warty outgrowths. On section, the tumor is seen to be 
made up to a great extent of large and small thin-walled cysts. The semisolid 
portion consists for the most part of a somewhat friable papillary growth, which 
projects into the cyst cavities. The contents of the smaller cysts are gelatinous.

The left tube is 8 cm. in length, averages 6 mm. in diameter, and terminates 
in an occluded fimbriated extremity. Its outer surface is covered with dense 
adhesions that bind it to the posterior surface of the uterus. On more careful 
examination it is found that the point of occlusion is situated a short distance 
from the fimbriated extremity of the tube, and that the fimbria? are free; then 
we have a hydrosalpinx, and at the same time a patent outer extremity. The 
occlusion is due to dense adhesions.

Springing from the outer }>ole of the ovary is a smooth-walled cyst, 5 cm. in 
diameter. Its walls vary from 1 to 2 mm. in thickness; its anterior surface is, 
for the most part, smooth, but over an area 2.5x2 cm., and corresponding to the 
ovarian attachment, large clusters of papillomatous masses project into the 
cavity. Springing from the small portion of the ovary that remains arc similar 
outgrowths.

The bladder mucosa presents the usual appearance, and no changes can be 
noted in the rectum. Both broad ligaments are markedly thickened, and areas of 
induration can lie traced down to and are directly continuous with the growths 
in the inguinal region. On pressure they are somewhat elastic. The entire 
inguinal growth on the left side on section is found to consist of cyst-like spaces, 
some fully 5 cm. in diameter, which contain a gelatinous material. Springing 
from the partitions between the cysts arc complicated papillary outgrowths. 
Such sections remind one very much of a papillocystoma of the ovary.

Histologic examination demonstrated that the growth involving tin* inner 
walls of the uterus was a typical adenocarcinoma, and that this had given rise to 
wide-spread métastasés especially prominent in the liver. The tumors on either 
side of the uterus were papillocystornata, ovarian in origin. The growth on the 
left side had extended by continuity to the inguinal glands. For the complete 
histologie picture in this case see “Cancer of the Uterus,” p. 468.

This case is of importance on account of the intimate relationship between 
the myomata and the adenocarcinoma. From the clinical examination alone the
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case would have hcvii considered as one of myomata. Still more interesting is 
the coexist once of the carcinoma of the body of the uterus and of papilloeystomata 
of both ovaries. When an incision was made over the prominence in the left 
inguinal region, the papillary nature of that growth was clearly perceptible to the 
naked eye: and even if one had previously thought of the |M>ssibilitv of an adeno­
carcinoma of the uterus, the mind would have been entirely set at rest on that 
point, inasmuch as uterine carcinomata originating in the cervix or body never 
give rise to such métastasés. The combination of the uterine myomata, the ad­
enocarcinoma of the body of the uterus, and the papilloeystomata of both ovaries 
is, of course, merely a coincidence. It may be well, however, to remember, when 
considering the advisability of removing an ill-defined pelvic tumor, that inde­
pendent malignant growths may exist in the uterus and ovaries at the same time.

Gyn. No. 8147. Aut. No. 1605.
A n a t o m i c I ) i a g n o s is. — M y o in a and a d e n o c a r c i n o m a 

of the body of the uterus; métastasés in the lymph- 
glands and adjacent peritoneum, pleura*, medi­
astinal g 1 a n ils, and s p 1 e e n ; ext e 11 s ion into t h e b r o a d
I i g a m c nt ; c h r o n i c e ndocarditis of t h e aortic and
mitral v a 1 v e s ; c a r d i a c h y p e r t r o p h y ; e d e 111 a and con­
gestion of both lungs; infarction of right kidney;
d o 11 b 1 e h y d r o u r e t e r ; general arteriosclerosis; 
perisplenitis.

The peritoneal cavity contains about OOOc.c. of a deep red fluid, mostly blood. 
The surface of the peritoneum is smooth. The uterus is markedly enlarged. 
Occupying tin* anterior wall of the uterus is a rounded myoma, C>x4x4 cm., 
which distorts considerably the shape of the organ. Projecting from the fundus 
behind the first tumor is a second smaller mass, which merges gradually with the 
body of the uterus. Situated upon the anterior surface, and also u|)on the ad­
jacent surface of the bladder, are small, firm, grayish-white masses, with irregular 
and slightly nodular surfaces. Similar nodules are present in the posterior cul- 
de-sac and in the wall of the rectum. The uterus is !> cm. in length, and on section 
the tumor in the anterior wall proves to be a typical myoma. The cavity of the 
uterus is 7 cm. in length and 1.Ô cm. in width. It contains freshly coagulated 
blood, and the walls, especially the posterior |mrtions, are irregular and ragged. 
Extending from the cavity and occupying the entire fundus and greater portion 
of the posterior wall is a soft, grayish-white tumor mass, in many places studded 
with opaque yellowish areas. There is market 1 thickening of the broad ligament, 
and the tubes and ovaries are densely adherent to the uterus, but there are no 
adhesions to the wall of the pelvis. Both ureters are embedded in the thick­
ened broad ligament and show some slight dilatation. Examination of tin1 wall 
of the rectum shows that the tumor masses mentioned aliove have invaded only 
the serous and muscular coats.
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Microscopic examination of the tumor mass in the fundus shows it to he an 
adenocarcinoma.

Gyn. No. 7102. Aut. No. 1407.
A d e n o c a r e i n o tn a of t h e hod y of t h e u terns a s s o e i - 

a t e d w i t 11 s u l> p e r i t o 11 c a 1 a 11 d s u I) m u c ous uteri n e m y o - 
m a t a .

!.. R., age<I fifty-three. Autopsy. August IS, 1899. Anatomic diagnosis: 
adenocarcinoma of the uterus; sloughing suhmueous myoma ; pyometra; suppu­
rating parametrium; vaginal implantation with carcinoma ; extension to the peri­
toneum and the surface of pleura; thrombosis of the femoral veins; embolic 
plugging of both pulmonary arteries; infarction of the right lung; thromliosis of 
the vesical veins; cardiac hypertrophy and dilatation ; chronic diffuse nephritis 
(small granular kidney) ; cholelithiasis.

The abdominal cavity contained a large amount of fluid. The intestines were 
slightly matted together, the coils being studded with small tumor nodules. The 
uterus was globular, extended 12 cm. aliove the symphysis, and was adherent to 
the abdominal wall. The tubes and ovaries were buried in adhesions. The 
uterus was pear-shaped, measuring IS x 14 cm. The bladder was adherent to it. 
Attached to the uterus at the cornu was a pedunculated myoma, 3 cm. in diam­
eter. Similar but smaller nodules were found on the |x>sterior surface of the 
uterus. The uterine cavity was full of grayish-looking pus. The mucous mem­
brane was 2.5 cm. in thickness, and apparently had grown into the uterine wall. 
The appearance strongly suggested carcinoma. Scattered throughout the uter­
ine wall were numerous submucous myomata, the largest (> cm. in diameter, and 
sloughing.

Histologic examination showed the growth to be a typical adenocarcinoma.

Gyn. No. 278. Aut. No. 117.
Carcinoma of the body of the uterus associated 

with 1 a r g e and s in all uterine in y o m a t a .
M. L lv. white, aged sixty-five. Admitted July 13, 1800. The patient has 

had no children and no miscarriages. The menopause was passed about fifteen 
years ago. For the last year she has complained of a constant bloody vaginal flow 
and of pain in the back, and during the last four months of pain in the right groin. 
She has noticed swelling of the feet and ankles for the last week. Filling the 
lower part of the alnlomen is an oblong mass, apparently adherent to the ab­
dominal wall. The umbilicus is slightly retracted. The vaginal outlet is in­
tact ; the cervix is small. The pelvis is full of small nodules. The patient has 
been delirious for the last few days. The urine contains a considerable amount 
of albumin.

Aut. No. 117 (July 27, 1890). On the anterior wall of the uterus is a partly 
calcified myoma, 3.5 cm. in diameter, and on the left side a myoma, 19x 15 cm.,
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grayish in color. This tumor is easily shelled out from the uterus. The left tube 
is dilated and elongated. It is 4 cm. in diameter and 24 cm. in length. The 
right tube is likewise closed; it is 2 cm. in diameter and IS cm. in length. The 
Ixxlv of the uterus contains several fungus-like, friable masses, and the upper 
part of the cavity is filled with projections resembling villi over an area f> cm. in 
diameter.

Histologic examination shows the growth to be a typical carcinoma of the 
Ixxlv of the uterus. The autopsy was an incomplete one, but sufficiently thor­
ough to show that there were a chronic diffuse nephritis and hypertrophy of the 
left ventricle of the heart.

Gyn.No. 1173. Aut. No. 277.
Incomplete myomectomy, one nodule having been 

removed, others left behind on account of dense ad­
hesions. Death resulted from general peritonitis, 
r ns u spec ted carcinoma o f the body of the uterus 
was found at a u t o p sy .

A. B., single, aged forty-three, colored. Admitted January 2(i, 1N02. Men­
struation began at fourteen, was regular, painful, profuse, and lasted from three 
to four days. Three and one-half weeks ago the patient noticed a lump in the 
left iliac region. For a few months previous she had had some pain. In No­
vember, 1X1M, in New York, she luul two small myomata removed by the vagina. 
At the present time there is a growth down in the right ovarian region, and the 
patient has a slimy, watery vaginal discharge, with occasional burning. She 
is very anemic.

Vaginal Inanimation. Tin* outlet is relaxed. The cervix is near the outlet 
and is intact. Filling the entire pelvic cavity is a hard and immovable mass, 
a nodular portion, the size of two fists, occupying the left side of the pelvis.

Operation. February Hi, IN! >2. Myomectomy.
The uterus apparently contained two myomatous masses, the anterior one the 

size of an orange, the |H)sterior one a little larger. After the release of a few 
intestinal and omental adhesions the anterior myoma was enucleated. The 
posterior one could not lx* shelled out on account of the dense adhesions.

The patient vomited a great deal after the operation. The alxlomcn soon 
became distendis I : the pulse grew rapid, and the temperature rose to 103° F. on 
the fifth day, but dropped to 101.ôo F. on the sixth. The patient at this time 
was covered with a cold, clammy sweat; she voided her urine involuntarily, 
and died on the same day. She had definite signs of peritonitis.

Aut. No. 277. Anatomic diagnosis: Acute purulent peritonitis following 
abdominal myomectomy; subperitoneal and submucous uterine myomata; un­
suspected carcinoma of the Ixxly of the uterus; general arteriosclerosis; cardiac 
hypertrophy ; chronic diffuse nephritis; emphysema of Ixith lungs; bronchopneu­
monia of the right lung.
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In the jicritoncal cavity is n considéra I >lc accumulation of turhi<l fluid that 
has a decidedly fecal odor. Then* are slight intestinal adhesions. In the pelvic 
cavity is a sloughing area corrcs|mnding to the point of myoïiartotny. The tithes 
and ovaries are ImiiumI down hy a«lhesions. The uterine cavity is filled with 
sloughing tumor masses, which seem to he infiltrating the uterine wall. The 
cervix is free. Scattered throughout the uterus are several small myomata. 
Sections from the uterine wall revealed adenocarcinoma of the Issly. Cultures 
front the peritoneal cavity showed a pure growth of Staphylococcus pyogenes 
aureus.

Carcinoma of the Rectum Associated with Uterine Myomata.

In one of these cases the carcinoma was situated in the sigmoid flexure. 
Both ovaries were the seat of cystic tumors, and the uterus contained myomata. 
In this case fatal peritonitis developed. On p. .492 is dcscrilx-d in detail a case 
in which a carcinoma of the sigmoid was accidentally discoversl after the re­
moval of a large myomatous uterus. A |M>rtion of the I towel was resect «I, 
and the patient lived for several months.

In tin1 second case here described the myomatous uterus was large. One 
ovary was the seat of an abscess, and all the tissues were densely mattnl together 
by pelvic adhesions. Kxamination of the rectum revealed a carcinoma involving 
the entire lumen of the I towel, situated I cm. from the anal orifice. In neither of 
these cases was an n|iemtinii feasible.

Gyn. No. 12656. Aut. No. 2671.
(’a re i noma of the sigmoid flexure, uterine myo- 

m a t a , b i I a t e r a I a d e n o c y s t o m a t a of t h e o v a r y ; s e c - 
o n «I a r y peritonitis.

K. (*.. colored, single, aged thirty. Admitted January 25; died February 
s, 1ÎKM). The patient has complained of pain in the abdomen for the past three 
years. At present she has four or five stools daily, which show the presence of 
blood. This symptom has been noted for nearly n year, although the patient 
has no hemorrhoids. She ap|>ears to In* very ill. and is extremely emaciated.

A week after admission to tin- hospital there was considerable alHlominal 
distention, and a rather definite tumor mass could be felt in the right hypo- 
gastrium. She died five days later. O11 account of the extreme weakness a 
satisfactory examination could not he made.

Aut. No. 2671. Anatomic diagnosis: Bilateral ovarian adenocystomata; 
multiple uterine myomata: carcinoma of the sigmoid flexure: perforation of the 
bowel: gangrenous |>critomtis.

The contents of the abdominal cavity are crowded high up into the cavity 
by two large tumor masses which extend upward from the jiclvis: one lying 
in the median line extends to 1.5 cm. alsive the symphysis pubes; the second 
lies in the left flank and extends to the costal border. Between the two masses
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is a cavity containing a tarry, greenish-black material, with a mixture of I flood 
and having a distinctly gangrenous odor. The tumor masses are covered with a 
thick fibrous membrane outside the capsule, which apparently represents a 
reflected peritoneal fold. The intestines are bound down to the tumor masses 
by fibrous adhesions, and to each other by it firm fibrinopurulent exudate. 
The diaphragm reaches to the third rib on the right side, and to the fourth inter­
space on the left. The pelvic viscera and tumor masses were removed in one 
mass. On section, the uterus seems normal in size: it has been pushed forward 
and to the left by the tumor. Rising from its fundus is a pedunculated tumor. 
7.5 x 4 cm. in diameter. This tumor is slightly lobulatcd: it is firm, and on 
section shows interlacing bundles of tissue in a somewhat translucent back­
ground. A similar but smaller tumor, measuring 2.5 \ 1.5 x I cm., lies just 
beneath the serosa. In the anterior surface of the uterus a third tumor. N.5 cm. 
in diameter, is present. They all present the typical myomatous appearance. 
The large tumor masses described earlier are attached to the uterus by an ovarian 
ligament : one occupies the position of the right ovary, the other the left. The 
mass corresponding to the right ovary measures lit x 12 x 12 cm. It is firm, 
and on section has a light yellowish-pink color, and on close inspection is seen 
to have a honey-combed structure, the surface showing many small cavities. 
I to .'{ mm. in diameter, containing colloid material. The cut surface is some­
what uniform in appearance. The capsule has been in no way invaded by the 
growth. The mass in the position of the left ovary measures 15 x 10.5 x 10 cm.: 
in the upper part of the tumor it abuts on the gangrenous peritoneal cavity 
mentioned. This cavity, which appears as a deep ragged space, is filled with 
foul-smelling, softened, grayish-black material. Kxcept for this and a somewhat 
general greater degree of softness, this tumor resembles that found in the sigmoid 
flexure. There is a fungating tumor mass in the bowel, 10 cm. from the anal 
opening. This mass is made up of numerous large nodules of irregular shape, 
projecting into the lumen at one point for a distance of 2.5 cm. These masses 
surround a crater-like depression where there has been a perforation of the in­
testinal wall. The perforation leads upward between the tumor masses into the 
cavity above described. ( >n section of the tumor mass the muscular coat of the 
intestine is found to be invaded by a somewhat opaque growth. Above the ulcer­
ation the intestine is diluted and its mucosa shows numerous ulcers. Its wall 
is hypertrophied.

Microscopic examination of the uterine nodules shows them to be typical 
myomata without degeneration. Sections from the solid portions of the ovarian 
cysts show the tumors to be made up of alveoli containing a colloid material. 
The alveoli are lined with a single layer of uniformly staining epithelial cells. 
Portions of the section show some necrosis, but no signs of malignancy are 
present. In one necrotic area there is leukocytic invasion. Sections from the 
tumor in the sigmoid flexure show the growth to consist of large alveoli lined with



At TOI’SY 1-1 MUNIîS. 4111

irregularly shaped and stained cells, lying usually in a single row. The growth 
has invaded the muscular coat as far .is the peritoneum.

This case is very interesting on account of the multiplicity of the pathologic 
processes detected in the pelvis. Not only are there the myomatous uterus, 
and the large ovarian cysts, hut also the carcinoma of the sigmoid flexure, 
which in itself would have been sufficient to cause death.

Gyn. No. 562. Aut. No. 172.
( ' a r c i n o in a o f t h e r e c t u in : uteri n e in y o in a t a .
.1, %., white, admitted February died February 17. 1S1U. The patient 

is forty-eight years of age. She has been married twenty years, but has never 
been pregnant. The menstrual periods have been regular during the past year. 
The patient complains of pain in the left flank, with alternating attacks of con­
stipation and diarrhea, with occasional bloody stools. She has lost considerably 
in weight during the past two years. During this same time she has suffered con­
siderably from pain and diarrhea, but these symptoms have been especially 
troublesome during the past three months. During the past six months blood 
has frequently been found in the stools. In the past three months there has 
been pain in the left iliac region, and also in the lower abdominal zone. Palpation 
in this region elicits considerable tenderness. On vaginal examination the uterus 
is found to be markedly enlarged, hard, and fixed: it fills up the whole lower 
portion of the pelvic cavity. On manipulation a free bloody discharge conies 
from the uterus. Owing to marked tenderness, examination is exceedingly difli- 
etilt.

Aut. No. 172. The pelvic viscera were removed en naisse. Douglas' pouch 
was obliterated by fibrous adhesions between the rectum and the uterus. The 
inner wall of the rectum, I cm. from the anus, is occupied by an ulcerated new- 
growtli which implicates the entire circumference of the bowel and is 7 cm. long. 
The ulcerated surface of the growth is whitish ; its margins are elevated and of a 
- ft. grayish appearance; intermingled are areas of lienii rrluige. The whole 
presents a crater-like appearance. The wall of the rectum has I,mi entirely 
destroyed. < >ver the central ulcerated area it measures Ù cm. in diameter. The 
muscular wall of the rectum is hypertrophied above the growth.

The posterior wall of the uterus is firmly embedded in adhesions to the 
cancerous part of the bowel, and is the seat of several interstitial myomata. The 
largest on the right side is f> cm. in diameter. There is a soft, pedunculated sub­
mucous myoma. I.Û cm. long, and in the right lateral vaginal wall a cyst, 1 cm. 
in diameter. The left ovary contains an abscess 7 xS cm., and from it escapes 
green, foul-smelling pus.

Cultures from the abscess of the ovary show a colon-like bacillus, and sections 
from the rectal tumor prove that it is an adenocarcinoma of the bowel.
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Sarcomatous Transformation of Myomata Detected at Autopsy.
In only one* ease was a primary sarcoma detected in a myoma at autopsy. 

((Jvn. No. 004.1 Ant. No. 10S1) This case was carefully described by the late 
Dr. Louis Livingood, and is given in detail (page 224 ) with a series of similar 
growths detected at operation.

Sarcoma of the Bladder Associated with Uterine Myomata.
As this condition is exceedingly rare, a short history of the case is given.

Gyn. No. 832. Aut. No. 211.
L. (i.. aged forty, colored. Admitted to the Johns Hopkins Hospital June 

24; died July 12. 1801. She had been married twenty-five years and had 
had four children and one miscarriage. For the previous month she had been 
complaining of incontinence and painful micturition. The urine was very strong 
in odor and of a dirty, muddy color, and material resembling grit had been passed. 
These pieces at times were as large as beans. She had complained of pain in 
the lower part of the abdomen for the last two months, and said that it burned 
like fire. She had had fever and chills, and had lost in weight.

The patient on admission appeared anemic and had a worn expression. The 
abdomen was slightly swollen, and she complained of sudden attacks of pain. 
On examination the outlet was found to be relaxed, the anterior vaginal wall 
was tense and sensitive, and there was a mass the size of a closed fist just behind 
the symphysis. It moved up and down in the pelvis and had a markedly solid 
feeling. The uterus was rotroflexed. The patient gradually lost ground, and 
died July 12. INVl.

Aut. No. 211. July 18th. Anatomic diagnosis: Sarcoma of the bladder, no 
métastasés ; extensive diphtheric cystitis, pyelitis, some pyelonephrosis, espe­
cially of the left kidney, chronic diffuse nephritis, apparently limited to the left 
kidney, moderate atheroma, slight cardiac hypertrophy, moderate pulmonary 
emphysema, uterine myomata.

The bladder-walls are much thickened, measuring on an average 0.8 to I cm. 
in thickness. The muscular coats are hypertrophied. The mucous membrane 
of the bladder has been almost entirely replaced by extensive diphtheric ulcer­
ation. From the inner surface of the bladder project several soft, grayish-white 
masses. The free surface in some places is covered with a slight opaque grayish- 
white necrotic tissue, and the tissue beneath is almost homogeneous, appearing 
like mucous membrane. The growths vary in size from 0.8 to 1.5 cm. in diameter, 
and project in places as far as 1 cm. into the bladder. They have broad basal 
attachments, and are most abundant in the posterior wall of the bladder, near 
its middle portion. The vaginal mucosa is coated, over a large part of its extent, 
with a grayish, coherent false membrane, which in places can lie sera pet I off without



AITOI’SV MX DISCS. 421

loss of substance, while in other places the mucosa itself seems to be nothing more 
than necrotic membrane.

The uterus is 7 cm. long and contains in its walls myomata, tin1 largest of 
which is 2 cm. in diameter. The myomata are submucous, interstitial, and sub- 
peritoneal. The left ovary and tube are surrounded by old adhesions.

Histologic Examination. The free surface of the bladder growth is covered 
with a necrotic layer containing many bacilli and some chromatin particles. The 
new-growth is coni|K>sed of closely packet I cells, varying in size and shape. 
In general they are large and somewhat fusiform, not mistakable for smooth 
muscle-fibers. In other places there are epithelioid cells, round, oval, or poly­
gonal in shape. There are also cells with large, well-staining vesicular nuclei, 
and a " <tn that is somewhat granular. The cells in the growth are
separated from one another by a scant amount of a finely fibrillated substance. 
Sometimes the cells occur in clumps, apparently in lymph-spaces, but there is no 
regular alveolar arrangement. Strands of the same kind of tissue extend out 
between the bundles of smooth muscle tissue, or they often spread out into 
the layers. This invasion of the muscle extends in places throughout the entire 
thickness of the bladder-wall, but the main mass of the tumor lies inside of the 
muscular coat, in the situation of the mucosa or submucous coats, which arc not 
to be recognized.

The tumor is a mixed large-celled sarcoma, with a predominance of large 
fusiform cells, often arranged in bundles, especially along the blood-vessels. 
The presence of the uterine myomata in association with sarcoma of the 
bladder is. of course, a mere coincidence.

Tuberculosis of the Uterus Associated with Myomata.

There was only one case in which tuberculosis of the uterus coexisted with 
uterine myomata. In Aut. No. Idti on a patient thirty-two years of age pul­
monary tuberculosis was found. The mesenteric glands were implicated. In 
the left uterine cornu was a myoma. .'Î cm. in diameter, that showed areas of 
degeneration. The body of the uterus was occupied by a grayish mass which 
projected into the canal, and scattered throughout it were tubercles. In this case 
the tuberculous process in the uterus was undoubtedly secondary to the pulmon­
ary lesion.

Autopsies in which Heart Lesions were Found, possibly Attributable to 
Uterine Myomata.

We have two cases in which it seemed that the myomata directly or indirectly 
luul been responsible for the cardiac lesion. In the one case there* were vege­
tations on the heart-valves; in the other, degenerative changes were found in 
the heart muscle.

3993
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Gyn. No. 6185. Aut. No. 1112. Path. No. 2441.
M 1111 i |i I v m y h in a ta of the it t e r 11 s . wit ii o 11 0 1 a r g 1» 

s I o 11 g li i 11 g s 11 Ii ni 11 c o 11 s nod 11 I o . A c 11 t e v o g 0 t a live
a o r t i c a 11 il in i t r a I c 11 <1 o v a ni i t i s : sept i r i 11 f a r <• t i o 11
of t li o left lung, acute localized pleur N y, old 
pleuritic a d li c s i mis, c h rouie interstitial s p I e 11 i t i s ,
s ii h a cute g 1 o ni c r 111 a r n e p li r i I i s , r e c c 111 in i I i a r y a l> -
sc es se s i 11 t h c renal pyramids, chronic adhesive 
p e I v i c peritonitis.

The patient was fifty-four years of age. colored. Admitted June 21 : 
died June 2Ô, I NWS. She was in a precarious condition, and had to lie operated 
upon at once. On examination under ether an ovoid tumor was found pro­
jecting from the vulva. It was yellowish brown or greenish in color, and cystic. 
It had a pedicle 2. ."> cm. in diameter, and sprang from the cervix on the left side. 
A smaller and similar mass was also seen projecting from the cervix. The uterus 
was the size of that of a four months' pregnancy, hard, and fixed in the pelvis. 
The pulse was very rapid, and the temperature 101.8° 1\ The submucous 
nodules were removed in the usual way, but the patient steadily grew worse. 
Her maximum temperature on the day of her death was 100.2° l\

Aut. No. 1112. The myomatous uterus was found firmly bound down 
in the pelvis by numerous adhesions. The aortic and mitral valves were the seat 
of fresh vegetations. Septic infarction was found in the left lung, and there were 
evidences of old adhesions in the pleural cavity.

The kidneys were the seat of a subacute inflammation, and as evidences of 
the recent infection miliary abscesses were found in the pyramids of the left 
kidney. The offending organism was Staphylococcus pyogenes.

Path. No. 2111. The submucous nodule removed from the uterus at operation 
was 12 cm. long and 7 cm. in diameter. Its surface was slightly roughened : 
otherwise it presented the typical myomatous appearance. Sections from the 
surface of the tumor showed no trace of mucosa. The surface was covered with 
polymorphonuclear leukocytes and necrotic tissue. Beneath was a very vascular 
zone, composed of large and small blood-vessels. So abundant were these blood­
vessels that in places they occupied half the field. Some of the vessels contained 
organizing thrombi. The surrounding stroma showed considerable hemorrhage, 
but was covered with many polymorphonuclear leukocytes. The tumor was 
composed of nun-striated muscle-fibers running in various directions. It was an 
ordinary submucous myoma, the surface of which had become necrotic and had 
gradually disintegrated. In this case a general infection had probably developed 
from the sloughing submucous myoma, and might account for the vegetations on 
the cardiac valves and for the recent miliary abscesses in the kidney.
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Gyn. No. 77. Aut. No. 69.
Myoma of the uterus with central necrosis, pyo­

nephrosis due to pressure on the ureters. Chronic 
passive congestion of the lungs, displacement of the 
diaphragm and abdominal viscera by pressure of the 
t u m o r . h y p e r t r o p h y a n <1 h y a 1 i n e d e g e n e rati o n o f t h e 
h e art ( Figs. 2X2 and 2X3).

An abstract of the case reported by Dr. Finest K. Cullen in the Johns 
Hopkins Bulletin, 1906, vol. xvii, p. 2(i7. is (|uoted here:

The patient was admitted .January (>, 1890. No satisfactory history 
be obtained on account of her condition. She, however, first noticed a tumor 
in the abdomen about four years ago. This had gradually increased in size. The 
abdominal wall was uniformly distended by a large tumor, which on palpation 
presented two smaller nodules in the lower abdominal zone. The patient had a 
slight but exceedingly fetid vaginal discharge. She was examined by I)r. 
Osier, who, apart from the pressure symptoms due to the tumor, found nothing 
abnormal. The patient gradually grew weaker and died on January Hist.

Aut. No. 69. The uterus is 1!) cm. in length, anteflexed, and occupies 
the anterior portion of the tumor. The tumor is nodular, and divided into two 
distinct lobes. On section, it presents a triangular cavity, which at its base 
measures 11 cm. It is filled with a slightly blood-stained fluid, and dense masses 
of firm white elastic tissue. The lymphatics in the lower abdomen are greatly 
dilated and contain a brownish colored fluid.

The left kidney is enormously dilated and turned toward the front. The cap­
sule is adherent. The surface is irregular and lobulated. Beneath the capsule 
are numerous whitish areas, while surrounding the kidney are purulent foci. 
The pyramids are flattened. The pelvis is generally smooth and hard, and 
covered with a fibrinopurulent exudate. The ureters are dilated and closely ad­
herent to the |X)sterior surface of the tumor. The right kidney is about the 
same size as the left, and presents essentially the same features.

The bladder mucosa shows ecchymoses, is deeply injected, and contains a 
small amount of turbid urine.

The heart is slightly enlarged, and weighs 245 grams. The pericardial surfaces 
are smooth. With the exception of a slight contraction of the mitral orifices, 
the valves appear to be normal. A few pale patches are seen scattered throughout 
the endocardium. The wall of the left ventricle measures 17 mm., and that of the 
right 4 mm. in thickness. The heart muscle is tolerably firm and dark brown 
in color. ( )n section of the left ventricular wall, small foci are visible immediately 
beneath the endocardium. The orifices of the coronary arteries are dilated.

Histologic appearances of the heart muscle. Scattered throughout the wall 
of the left ventricle, especially near the endocardium, are numerous isolated 
groups of opaque, deeply staining fibers, which appear to have undergone calci-

1
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fient ion (Fig. 282). These areas are eoiii|M>seil of adjacent fibers ranging in 
number usually from three to twelve. Such fibers in most instances are well 
defined, but occasionally appear irregular in outline, as if disintegrating. They 
have lost both their cross and longitudinal striations, and appear rat her homogene-

Fiu. 2H2. Cam-ikhation or rut. II»:art Mi'wik Amhm'Iatbd with I'tkmkk Myomata. (X 12.1 ilium.i 
Aut. No. lid. Tlif ilurk umi* reliront ralrifinl muscle-tilier*. The most eheraclerinlir of theie are iinliraieil 

by a. The elmma lie tween the miiaele-liheni show* some small-celleil infiltration, i After Krnest K. Cullen i

ous and opaque, staining deeply with methylene-blue and hematoxylin. No 
nucleus is discernible within the filter, but fine, small, oval or round nuclei are situ­
ated about it. In the interventricular septum the process ap|>eurs to be much 
less extensive. Single fibers ( Fig. 28.4) are observed, which present a homogeneous, 
granular appearance, and with the cosin stain are differentiated from the sur-
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rounding fibers. Such fibers are stained faintly brown in color, and the nucleus 
is absent. Definite calcification is observed in small groups of fibers which, 
in general appearance, resemble those in the wall of the left ventricle. In sections 
taken from other parts of the heart no alteration of the fibers was visible.

At the time of the autopsy Professor Welch studied the microchemical 
reaction of these altered fibers in the fresh specimen, and found, on the addition
nf glacial acetic acid to those fibers which eont.................. refractive substance,
a slow dissolution of this material without the evolution of gas. This refractive 
material dissolved rapidly in hydrochloric and nitric acid, also without the 
evolution of gas. As it dissolved the fibers swelled and lost their refractive

à

V>

I'n.. 2s:i. IIyai.ixk Dmirnkration ok Ukaiit Mvhci.k, Ahwmtatkii with Vtkhixk Myomata, i X H50 ilium 
A ni. No. fill. The serlion in from the interventricular septum. Some of the nnwle-fiber-t u i have undergone 

typical hyaline degeneration, am I the xlrtiina surrounding them shown some small-round-relied inliltrution. i After 
Krnest K. Cullen.)

property and appeared hyaline. This substance was insoluble in strong caustic 
potash and ammonia. In the frozen section left over night in an aqueous 
solution of potassium dichromate the refractive material dissolved slowly. The 
most interesting reaction was observed in the specimen treated with strong 
sulphuric acid. The refractive material changed without the evolution of gas 
into beautiful clumps and rosettes of narrow, rhombic crystals of calcium sul- 

. Smaller crystals, usually single, appeared in the fluid close by, but no 
such reaction was evidenced in specimens from other parts of the heart.

Krnest (’ullen says further: “The etiology of the cell necrosis in this case 
cannot be definitely determined, but it is possible that the étiologie factor con­
cerned in the production of the existing pyonephrosis may also be responsible

622901
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for tin- h-sion in the myocardium. The pressure exerted upon the heart by 
the large abdominal tumor may also have entered into the causation."

As noted in the history, no definite account of previous illness could be 
obtained. The myoma caused pressure on the ureters, infection followed, and 
then necrosis in the heart muscle, with subsequent deposit of calcium salts. It 
it quite possible that if no myoma had existed no pyonephrosis would have 
developed, and consequently no cardiac lesion would have followed. In any 
event the presence of the myoma was a predisposing factor.

In neither of these cases is there clear presumptive evidence that the myomata 
were responsible for the cardiac lesion, but the clinician will certainly gather 
the impression that if the myoma had been removed several years before, the 
danger of cardiac lesion would have been materially less.

Death Due Directly to Myomata.

All surgeons are familiar with the marked pallor seen in patients suffering 
from continued and severe hemorrhages when submucous myomata are present, 
and also with the elevation of temperature and other septic phenomena which 
accompany foul-smelling and sloughing submucous myomata.

In ( iyn. No. 11337 the patient entered the hospital complaining of weakness 
and loss of blood. Her hemoglobin was only 12 per cent., and she died within 
four days. The autopsy findings were those that might have been expected 
after excessive hemorrhage.

In (iyn. No. 6185 the symptoms were those of exhaustion from hemor­
rhage. combined with sepsis due to absorption from the foul, sloughing submucous 
myoma : the secondary cardiac and pulmonary foci were a natural sequence to 
the local necrotic and sloughing myoma.

A study of (iyn. No. 10337 shows that the patient was suffering from 
emaciation and marked toxemia, evidently in large measure due to a slough­
ing submucous nodule. Both kidneys contained retention cysts. These probably 
hastened the patient’s death, but the changes may likewise have been primarily 
due to tin- myoma.

In the fourth case, (iyn. No. 77, there were a fetid discharge from the 
vagina and central necrosis of one of the myomata. The abdominal contents 
had been much displaced by the tumor, and the ureteral dilatation was caused 
by pressure exerted by the tumor. In this case the death was in all probability 
immediately due to the pus kidney, but primarily to the tumor.

A careful perusal of these cases will certainly convince the reader that if tin- 
myomata had not been present, or if they had been removed before the nodules 
had become submucous, the outlook for the patients would have been greatly 
improved.
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Cases in which Myomata Caused Death.

Gyn. No. 11337. Aut. No. 2319.
Intramural myoma; hemorrhage from the uterus;

e x t r e m e s e e o 11 il a r y a 11 e m i a : f a tty <1 e general i o n o f
the heart and other organs ; focal necroses in the
live r ; <1 o u h 1 e h y d r o s a 1 p i n x ; o v a r i a n e y s t. s ; h e a I e d
in f a ret o f s p1e e n .

K. II.. colored, aged thirty-eight. Admitted June 0; died June 10. 1004. 
She complained of weakness and Needing.

She was married ten years ago, hut has had no children. Six months ago she 
began to have hemorrhages. The flow lasted about three weeks. From that 
date there has been almost constant bleeding, and she has been in bed for three 
months. Win'll the bleeding is not present, there is a very foul discharge. The 
patient is very weak and short of breath. There is considerable nausea and 
vomiting. The mucous membranes are very pale; the hemoglobin is 12 per cent. 
Red blood-corpuscles. 1,N2N,(MM). In making a blood examination the patient 
bled so much from the prick in her ear that compresses had to lie put on to 
stop the bleeding. Adrenalin had no effect.

Vaginal Fxamination. A mass is felt extending a hand's-hreadth above the 
symphysis. The cervix is smooth and normal. There is a mass the size of a 
cocoanut occupying the fundus.

The patient gradually lost ground, and died the fourth day after her admission. 
Her temperature varied between 102° F. on admission and 103° F. on the second 
day; on the fourth day, the day of her death, it reached normal. The uterine 
cavity was irrigated and packed with gauze, but this procedure did not in any 
way check the bleeding.

At autopsy it was found that the uterus contained three myomata. The 
chief bleeding had come from the submucous myoma, and there were marked 
anemia of the various organs, fatty degeneration of the heart, and focal necroses 
in the liver.

In this case the death seems to have been due primarily to the excessive 
uterine hemorrhages.

Gyn. No. 10337. Aut. No. 2088.
Florin e m y o m a t a w i t h a sloughing s u h m u c 0 11 s 

nodule; marked emaciation and profound toxemia. 
Re t e n tio n e y s t s in the kidne y s.

J. Met\, aged forty, colored. Admitted March 17; died March 22. It 103. 
Her history was obtained from her sister-in-law, as the patient was unconscious. 
Fifteen years ago she had an attack of typhoid fever and was insane. Re­
covery took place after two months. Since then she has been a little queer at 
times. Ten years ago an abdominal tumor was first noticed. This has grown
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slowly. Throe weeks ago she was taken ill. Imt no further history could be 
elicited.

( )n admission she was very irrational and much emaciated. The temperature 
was !H)° F. ; the pulse. 100. She was drowsy most of the time, apparently pro­
foundly toxemic. The lung-sounds were normal. There was a loud systolic 
murmur at the apex, transmitted to the axilla and over the entire chest. The 
abdomen was symmetrically enlarged below the umbilicus, and on the upper 
surface of the tumor wore three nodules. The patient’s condition gradually 
grew worse, and she died live days after admission.

At autopsy a sloughing submucous myoma was found, and the uterus also 
contained numerous nodules. In both kidneys retention cysts were encountered. 
There were marks of old rachitis, and apparently mucoid degeneration of the sub­
epicardial fat.

Grayish opaque Hecks were found in the myocardium.
In this case the cause of death seems to have been the sloughing submucous 

myoma, associated with the results of pressure.

For the details of ( lyn. No. (>lNf> ( Ant. No. 1112) see p. 422, and for the findings 
in Gyn. No. 77 (Aut. No. till) see p. 423.

Summary of the Autopsy findings in which Uterine Myomata were Present. 
The following tabulation gives the more essential autopsy findings as viewed 

from the surgeon's stand|X)int :

Tuberculosis of the Fallopian tube associated with uterine myomata lAut. No.
I stW)..............................................................................................................................I case.

Carcinoma of the ovary (primary) associated with uterine myomata (Aut. Nos.
•174 and 1371 ) ........................................................................................................... - eases.

Sarcoma of the bladder associated with uterine myomata i Aut. No. "Jill............... I ease.
Carcinoma of the sigmoid flexure associated with uterine myomata (Aut. Nos.

17- and 2(171 )...............................................................................................................2 cases.
Tuberculosis of the uterus associated with uterine myomata (Aut. No. 13(1).......... 1 case.
Carcinoma of the cervix associated with uterine myomata (Aut. Nos. (1K9,1)2(1). . 2 cases.
Carcinoma of the body of the uterus associated with myomata (Aut. Nos. 117. 277.

’>00. 1220, 1407. HIO'i).................................................................................................<1 cases.
Sarcomatous transformation of uterine myomata (Aut. No. 1085).............................I case.
Cases in which sloughing myomata were directly the cause of death iAut. Nos. (10.

1112,2088,2319) ......................... ............................. 1 eases.

According to litis table, in S cases carcinoma of the uterus complicated the
myomata. In all but one of these cases the myomata were of sufficient size to 
obscure the diagnosis. In one case the myomata had become sarcomatous. 
Thus, out of 14S autopsies, in (> per cent, the myomata were associated with 
malignant changes in the uterus.

In two cases the ovaries were the seat of primary carcinoma. In one instance 
primary sarcoma of the bladder existed, and in two primary carcinoma of the
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sigmoid flexure1 was found. Thus in 14 out of 148 cases primary malignant 
changes were present either in the uterus or in one or other of the pelvic organs.

In 4 cases death was directly attributable to the uterine hemorrhage, and as 
a result of the necrosis and sloughing of the myoma. Accordingly, in 18 cases 
out of 148, death was primarily due to changes in the pelvic organs. In this 
connection we have purposely excluded one case in which tuberculosis of the 
body of the uterus existed: one case of tuberculosis of the tube, and those cases 
in which the myomata by pressure caused changes in the ureters and kidneys.

The diagnosis of uncomplicated uterine myomata is, as a rule, simple, but 
when other pathologic processes develop in the adnexa, bladder, or rectum, it 
becomes impossible for the operator to determine the exact condition until he 
carefully dissects the tumor in the laboratory. We do not wish to make any 
deduction from this large percentage of cases in which changes in the1 pelvic 
organs were the primary cause of death, but would suggest that the reader care­
fully review the data, in order to determine in what percentage of cases he thinks 
he would have been likely to have made an accurate diagnosis, and then decide 
for himself whether it is wise to let myomata alone or to remove them.
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THE CAUSE OF UTERINE MYOMATA.

In searching* for a clue as to the origin of uterine myomata we have 
approached the subject from three main avenues:

1. Heredity.
The clinical course of myomata.

•t. The microscopic ap|>earanee of very early myomata.
Heredity. In the accompanying tabulation are embodied the findings rela­

tive to the family history in 1245 cases. Naturally, it is often impossible to 
determine the exact nature of the growths, hence it has been thought advisable 
to give all the available data concerning tumors of every kind mentioned as 
having occurred in relatives.

It will be noted that in II cases one or more of the patient's sisters had had 
uterine myomata. In 8 of these, two of the patient's sisters had had myomata.

Family History in 1245 Cases of Uterine Myomata.*
(irnndmotlier: ('arriiiomn. 9 cane# (uterine in I ease).
Mother: Carcinoma. 'JO rases (uterine in 0 rases).

Sarcoma of jaw, 1 ruse.
"Ovarian tumors." 2 cases.
"Abdominal tumors," 10 cases 11 myoma). Death was due to the tumor 11

7 of the 10 rase*.
Aunt: Carcinoma. 21 cases.

Abdominal tumor, ô cases.

Sister: Carcinoma. S eases :
Stomach

"Tumor of womb." 4 cases.
" Abdominal tumor," :t cases. 
Ovarian tumor, I case

2 sisters (besides patient ). 
Myomata. II eases: ■ I sister

I half-sister

< irandfather: Carcinoma. I cases.

Unde:
II gastric).

II
(2 gastric).

* I" the majority of the rases of carcinoma in relatives it was not mentioned whether the 
patient came from the maternal or paternal side.

»:«)
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A glance at the foregoing table must at onec impress the reader with the fact 
that heredity plays little or no rôle in the development of uterine myomata, 
although in a few eases one or more of the patient's sisters may have had myo­
mata of the uterus.

The Clinical Course of Myomata. From the table on p. 434 we learn that 
myomata are most common during the child-bearing period, and from p. 4">7 that 
of 1149 women, f>S4 were sterile. Of the sterile patients, 295 were married 
women and 2K9 single. The impression gained by us after a critical examina­
tion of the histories was that the uterus must have something to do, and that if 
it is not kept relatively busy as a result of frequent pregnancies, it may tend to 
show its activity in another direction, namely, in the formation of myomata.

Sl&je&a» :*î

Fio. -SI. A Vkiiv Kahi.y Myoma. (X 1H5 diain.)
Iiyn. Nn. Cuth. No. 001 The inyotniitons uterus tilled the pelvis. OrrupyitiK the center of the

field i* nn oval-shuped myiima. The iiiusrle filters in the myoma us yet show no tendency to form wlmrls. At 
a the nuclei of the myoma gradually merge with those of the surrounding muscle.

On the other hand, it may be possible that the unknown factor which stimu­
lates the development of myomata may in itself tend to cause the sterility.

The Microscopic Appearance of Very Early Myomata. Where large myomat­
ous tumors exist, it would naturally be impossible to determine the source of 
origin, and only from an examination of the minute myomata can we hope to 
gain any definite clue as to their mode of development.

It has been claimed that the myomata primarily develop around blood-vessels, 
and we have carefully examined many small nodules to see if the vessels really 
bore any causal relation.

In Fig. 2N4 we have a very early myoma. It forms an oval nodule and is 
sharply defined from the surrounding muscle. Its nuclei are closely packed 
together, and thus the myoma apparently stains more deeply than does the
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surrounding muscle. At olio point the nodule gradually > ‘ s off into the .sur­
rounding tissue. There is nothing in the picture to in any way suggest an origin 
from blood-vessels.

In Fig. 2Nf> we have a myoma slightly larger in size. The muscle-fibers in 
tin- myomatous area show a marked tendency to curl up in bands or to assume 
irregular forms. Otherwise there is no deviation in ap|>eanmce from the sur-

'w

Km. 2K.Y A\ Kaki.y Myoma. (X 35 «liain i
(•Mi Nu JlV.iii 1‘mli Xn Jill. The lurge multinodular myumatoUH utcruii wan 14 X 16 x 17 cm. Occupy­

ing the greater pari of llie field is a myoma, recognized |>y the wavy arrangeinenl of ils muncle-liundlea. Its con­
fine* are not sharp, hut can lie definitely made out at a. Al h llie myomatous lissne Mends imperceptihly with 
• lie surrounding muscle. No Mood-vessels are lo lie seen in the tumor.

rounding muscle. In this myoma also there is not the slightest evidence of the 
tumor having develop'd around blood-vessels.

Fig. 2S() represents an early myoma from a pregnant uterus. Here, as a 
result of the pregnancy, the contrast between the uterine muscle and the nodule 
conies out sharply. The nodule is approximately spheric, and composed of in­
terlacing bundles of muscle-fibers. It has no blood-vessels of any appreciable 
size. At some |>oints it gradually blends into the surrounding muscle.

13
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In nom* of the myomata thus far studied have xve ever seen any conclusive 
evidence that the tumor had developed around blood-vessels.

Fia. 286.—An Eahly Myoma. (X 60 iliain )
('>'!•• 2434. 1‘alli. No. 1S6. In this vane Cesarean section followed hy hysterectomy wan done at term on

account of a large pelvic myoma.
An early spheric myoma occupies the center of the field. It consists of closely packed muscle-bundles cut 

lengthwise and transversely. It is sharply defined from the surrounding muscle. The muscle-fihers of the uterus 
.h are swollen ns a result of the pregnancy. At h the myoma is separated from the muscle hy a definite cleft, 

c is a blood-vessel.

We still k n o w p ra c 
of utérin e ni y o in a t a .

i e a 11 y nothing as to t h e origin



CHAITKH XXV.

THE SYMPTOMS ASSOCIATED WITH UTERINE MYOMATA.

In tliis chapter the clinical phenomena occurring in our cases have been care­
fully analyze»I. hut a complete survey of the literature has not been attempted.

Age. In 1307 of our cases we have definite data as to the age of the patient 
on admission to the hospital. ( )f course, this is no index as to the length of time 
the tumors had existed.

The greater number had been developing for several years, but had not 
been detected until they had reached goodly proportions.

From the table it will be noted that the youngest patient i(iyn. No. 0037) was 
only nineteen years of age. and that 20 patients were under twenty-five years. 
The oldest patient coming for operation was seventy-one. In our experience the 
great preponderance of the cases came to operation between twenty-eight and 
fifty-two years of age.

TAItl I.ATloX OF AHKS OF 1307 CASKS OF VTKRIXK MYOMA ON ADMISSION 
TO THK HOSPITAL

NlMIO.ll ok Cahkh. Aoi: un Ykakn) Ndiihkr ok

TO
25 51.................. .............................20
20..................... .......................... 11 52.................. .............................21

.............................10

20.................... ........... ............... 28 ............................  4
30.................... .......................... 31 50.................. ............................ II
31.................... ........................ 21 57.................. ............................. 4

33 ............................. S
34.................... 00. ....................4

............................. 3
o-» ............................. 1

37 .......................... 17 03 ............................. 1

•>
............................. 1

11 ....................10
:«3

............................  1
42. . OS . ............................. 0
43 00 0
41................... .*<) 711 1
4"» 71 .............................1

1307Total
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In Case 0037 the patient, a mulatto, was only nineteen years old. She had 
married early, had had one child and one miscarriage. On admission to the 
hospital a small myoma. 2.5 cm. in diameter, was removed from the right uterine

In Case 12210. a colored woman, twenty years old. married, entered com­
plaining of abdominal pain. At operation a multinodular uterus, 12 x 12 cm., 
was found, and a subperitoneal pedunculated myoma, Sx Sx It) cm. This was 
adherent to the anterior abdominal wall and had suppurated (Fig. 104. p. 130).

In Case 9052, a white woman, also twenty years old, had a myomatous 
uterus about 11 cm. in diameter, and reaching to the umbilicus. In Case 43S2 
the patient, a white woman, was twenty years old. She had married early and 
had had one child. For one month there had been profuse uterine hemorrhages. 
At operation a submucous myoma, about 0x7 cm., was removed.

In (lyn. No. 2042 the patient, a white woman, was twenty-two years old. 
The uterus was the size of that of a live months' pregnancy, owing to the presence 
of a large interstitial nodule in the |M>sterior wall. This was removed, and 
fourteen years later the patient was in good health and had had four children 
since the operation.

In Case 11927 the colored patient was twenty-two years old. She had had a 
child at eighteen. On pelvic examination the appendages were found adherent, 
and what appeaml to be a myomatous mass, 7 cm. in diameter, was situated to 
one side of the cervix. As the patient developed measles she was transferred to 
the medical side and no operation was performed.

We have sketched the histories of those cases in which uterine myomata were 
recognized at an early age in order that the reader may get an idea as to the* size* 
and location of the tumors. It will be noted that several of the patients were 
colored. In these cases there is always an element of uncertainty as to the correct 
age. Such a mistake is, however, less likely to occur in the young colored women 
than in the old. In the case of a white woman there is less room for doubting the 
accuracy of the patient's statement as to her age.

From the findings at operation it is evident that some of the tumors had 
existed for several years prior to operation. Accordingly, in a few of the cases 
the patient’s uterus must have been the seat of myomata when she was still in 
her teens.

Duration of Uterine Myomata before Operation. It is very difficult to deter­
mine with any degree of accuracy just how long it has taken a given tumor to 
develop, unless, perchance, at a previous alxlominal operation a small nodule has 
been discovered in the uterus, but for some reason has not been enucleated. 
I’aticnts frequently consult the surgeon for some ill-defined alxlominal discom- 

Tt. while they are totally unaware that the pelvis is filled with a nodular mvo- 
aatous uterus. On tin* other hand, if a patient is thin, and the myoma springs 
loin the fundus, it is often felt by the woman herself. In some cases the tumor 

detected and then cannot be found for some months, as in Case 3974. This
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is due to an alteration in the |>osition of the uterus. When once the patient is 
under the physician’s care, the data as to the gradual or rapid increase in the 
tumor’s dimensions become more accurate.

lu (’. II. !.. R. April 28. 1904, we have a good example of the gradual increase 
in size of the myomata, the uterus having reached half-way to the umbilicus at 
the end of five years.

Many patients give a history of an abdominal tumor of several years’ standing. 
Some develop gradually, and later increase rapidly in size; others grow with great 
rapidity when first noticed, and then later lieeonie quiescent.

In Case bill the tumor had apparently entirely tilled the abdomen by the end 
of one year; in Case 1028 the growth had trebled in size in twelve months.

In Case 1082 the tumor had apparently been increasing in size for twenty- 
seven months, but during the three months before the patient's admission ap­
parently had been quiescent.

In Cases 1 <><>4. 2800, 344V. the increase in size had been marked during the 
few weeks or months previous to operation.

Many of the patients gave a history indicating that the uterine enlargement 
had commenced from one to ten or more years before surgical intervention was 
sought, and in a few cases the tumor had existed for a period varying from ten 
to thirty or more years. For example, in Cases 289V and 342b the tumor had 
been recognized twelve years; in Cases 3340. 3440. and 3774. fourteen years; 
in Cases 4bl7 and 12804, fifteen years; in Cases 3281, 3394, and f>94b, twenty 
years before.

Ivxamples of long-standing tumors are furnished by the three following cases: 
In Case 7400 the tumor had been recognized twenty-two years before; in San. 
No. 1049, for over thirty years; and in Case 10909, for thirty-six years.

San. No. 1049 is particularly interesting, as in this case an exploratory opera­
tion had been performed thirty years before. The surgeon pronounced the case 
inoperable, and said that the tumor sat right down flat on the womb, without even 
a particle of a pedicle.

When the tumor reaches very large proportions, it usually remains quiescent 
unless a malignant process is developing, but in C. II. I., McA., the tumor had 
existed for over twenty years, and had kept on increasing in size until it had 
reached a weight of 89 pounds.

The Abdominal Contour. The general abdominal outlines, when uterine 
myomata exist, are dependent upon several factors:

1. The location of the tumor.
2. Its size.
3. The abundance or sparsity of the adipose tissue. A tumor may com­

pletely fill the pelvis and yet not project into the general cavity; in such a case 
the contour of the abdomen is little altered.

When the myoma emerges into the alxlomen, the general symmetric lines are 
changed. The shape of the abdomen will depend upon the size and location of
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the tumor. If it be uninodular and globular, there may be a dome-like eleva­
tion, as in Fig. 287, where the tumor stands out sharply on all sides. In some 
eases, for example. Case 7220, the able men may he "obliquely” distended, the 
tumor oeeupving the entire right upper half and the lower left portion.

When the abdomen is uniformly distended by a myomatous tumor, as in 
Fig. 3Hi (p. 513), and the ribs are pushed far outward, the appearance strongly 
suggests the presence of an ovarian cyst.

In those cases in which parasitic myomata are present anti ascitic fluid has 
been poured out, the flanks also are distended, and the abdominal contour bears 
a market I resemblance to that found in cases of fibroma of the ovary with ascitic 
fluid or a malignant ovarian tumor with free abdominal fluid.

Fui. '-’NT. The Abdominal Voxtovk Cached by a Ulobvlah Myomatous Uteiiuk.
Tin* |iiiiii*ni is stouter than in Fig. 2NN. Tin* tumor produces a dome-like elevation. The ascent from the 

symphysis to the imihilirus is gradual; the descent from the umbilicus toward the xiphoid more abrupt. There 
» no sagging in the Hank. The only other nMominnl tumor likely to give such a contour would be an ovarian 
cyst In the latter case percussion would, in most instances, yield fluctuation. (After Howard A. Kelly.)

In some cases from the abdominal contour it is difficult to get a clear idea of 
the condition, but in others a glance at the abdomen will warrant the diagnosis 
of a myomatous condition. Such an abdomen is pictured in Fig. 288. The 
growth is clearly multinodular, has "precipitous edges,” as was noted in Gyn. 
No. !K)57, and there is no bulging in the flanks. When the patient is very thin, 
as in this case, the outlines of the tumor are much more in evidence. A thick 
mantle of adipose1 tissue, as found in so many cases, naturally obscures tin* sharp 
outlines of the tumor.

Enlargement of the Abdominal Veins Associated with Uterine Myomata.
Dilated veins are frequently noted when ovarian cysts or malignant ovarian 
tumors exist. If, in addition to the ovarian growth, ascites is found, marked 
'•nlargement of the veins may be looked for.
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Oil the other hand, an increase in the size of the abdominal veins, associated 
with myomata, is rare. The venous dilatation, when present, is due chiefly to 
an interference with the usual avenues of circulation, and the myoma, as a rule, 
does not exert much pressure on the abdominal vessels. In a few cases, however, 
the abdominal veins are enlarged. This was noted in ( ase 8118: the myomatous 
uterus extended above the umbilicus, and was densely adherent : the abdominal 
veins were distended.

The Condition of the Vagina in Cases of Uterine Myomata. Some of the patho-

Flii. -'ss. Tiik Ahiiominai. CuSTUl'K C.VMKIl MV a Mvltinoiiui.au Mvomatovh I'teklk.
< i\ n Nu UMWfl. Tin* initient in very thin, the ouiIIiipm of the rltm being quite iimmlnent. The tumor rises 

Hliriiptly from tin- iiMnmen, i.« inarkfdl.v luliuhitetl, nml I here i- no tugging in * In* Hunk. In thin cuite the clue 
furniitheil In the iilNlominnl contour alone wmihl almost warrant h ileHnite tliagnosis of myoma.

logic conditions found are dependent upon the myomatous condition, but the 
majority, as will he noted, must be considered merely coincidental.

1. Labial cyst.
2. Shallow vagina.
8. Bluish mucosa.
4. Vaginal cyst.
5. Vaginal myoma.
(». Vaginal phlcboliths.
7. Ulceration of the vagina.
s. Induration of the vaginal vault.
Labial ( ' y s t .—Only one labial cyst has come under our observation. 

In Case 12AN1 the uterus was the seat of a diffuse adenomyoma. Lying in the 
left labial fold, and nearly on a level with the clitoris, was a cyst 2 cm. in diam­
eter. It was firmly attached to the skin, but was freely movable on the under­
lying structures. Projecting into the cyst cavity was a pedunculated papilloma­
tous mass made up of smaller masses.

Path. No. A478. Microscopically, the papillomatous masses are seen to be
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covered with one layer of cvlindric epithelium which, in places, tends to form 
glands. There is nothing suggestive of malignancy.

A I t e r a t i o n sin t h e S i z e a n d S h a p e <> f t h e Vagi n a . —If 
a submucous myoma is expelled, the vagina must needs dilate sufficiently to 
accommodate the tumor, which is sometimes large enough to almost completely 
fill the pelvis.

A large intraligamentary or submucous myoma wedged in the pelvis may 
render the vagina so shallow that the finger cannot be carried over 1 or 2 cm. 
straight inward, but in such cases it can be introduced backward toward Douglas’ 
sac or forward toward the bladder. ('. II. I. No. 120”) affords an example of 
complete occlusion of the upper part of the vagina. This patient was forty-two 
years old and single. The myomatous uterus extended as high as the umbilicus. 
The vagina was greatly narrowed, and half-way up there was complete occlusion. 
With the finger it was |x>ssible to separate the vaginal walls from one another, 
and the cervix was then encountered.

With the advent of old age the vagina naturally contracts considerably. 
In Case 120X1 the contraction was very marked. This patient, although the 
mother of eight children, had a vagina that would not admit two fingers.

The Bluish Color of t lu* Vaginal Mucosa. -The vaginal 
mucosa usually takes on a bluish tinge in pregnancy. The same color is often 
presented when tin* patient is under the influence of nitrous oxid gas. or if tin* 
ether or chloroform has been pushed too far. In the unanesthetised patient this 
blueness always suggests pregnancy.

In Case 7561 the myomatous uterus reached almost to the umbilicus; the 
outlet was markedly relaxed, and there was slight protrusion of the anterior and 
posterior vaginal walls. The mucosa of the anterior wall was bluish in color. 
When pregnancy exists, the bluish tinge is found over all parts of the vaginal 
mucosa, and is not limited to a certain area, as in this case.

In Case SOON, a negress, married, aged forty-one, had a myomatous uterus 
that filled the pelvis. There was marked blueness of the vaginal mucosa. In 
this case there was also a pelvic abscess which was possibly responsible for the 
bluish color, although, as a rule, a jH'lvic abscess does not cause such a discolora­
tion of the mucosa.

Vaginal Cysts. —The association of vaginal cysts with uterine myo­
mata is merely a coincidence. In Case 5X46 a small cyst was detected in the 
|N)sterior vaginal wall, close to a scar in the sulcus.

In Case 6X55 a cyst, 5 x 1.4 cm., was found in the left lateral wall. " 
the hymen.

The cyst in Case XX44 was 2.5 cm. x 1.5 cm., ovoid in shape, and situated in 
the anterior vaginal wall under the urethra.

All these cases were reported in detail in the Johns Hopkins Hospital Bulletin 
for 1605*

* Thomas S. Cullen, Vaginal Cysts, J. II. Hos|>. Hull., IU0.1, vol. \vi, p. 207.

6459
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A Vaginal Myoma. -Myomata in this situation are rare, and we 
have only found one ease in which a vaginal myoma was associated with uterine 
myomata.

In Case 1558 the uterus contained numerous myomata, and wide-spread sar­
comatous métastases were detected in the mesenteric and peri pancreatic lymph- 
glands, in the peritoneum, omentum, mesentery, intestine, stomach, liver, lungs, 
and pleura*. The original source of the sarcoma could not he detected.

Situated in the posterior vaginal wall, and loosely embedded in the tissue, 
was a myoma 2x4 cm. This was shelled out with ease.

P h 1 e b o 1 i t h s in t h e Vagi n a 1 Wall. —In Case 7600 the uterus 
contained several small myomata. Situated in the left vaginal wall were several 
phleboliths. The uterus was eureted and the phleholiths were readily dissected 
out. The presence of “vein stones” in the vagina is exceptional, as evidenced 
hv the fact that we detected the condition only once in between 1400 and 1500

V I e e r a t i o n o f t h e Vagi n a . In Case 12036 a small flat myoma 
was removed from the posterior surface of the uterus near the cervix. Histologic 
examination of this (Path. No. N570) showed that it was a typical > " ritoneal 
adenomyoma. Several interstitial myomata were also shelled out. A right 
inguinal hernia was then repaired.

Situated in tin* posterior vaginal vault, two inches from the outlet, was a 
granulating area, S mm. in diameter. As the vaginal ulcer was not excised, but
treated locally, we cannot be sure of its exact nature. The.......... tubes
were normal.

Induration of the Vaginal Vault Associated with 
C t e r i n e M y o m a t a . This condition can usually be easily differentiated 
from myomata projecting into the vagina. Where myomata encroach on the 
vagina, tin* mucosa covering them is perfectly smooth, stretched, and gives the 
sensation of being relatively thin. Where there is marked induration, the 
sharply curved outlines are lost, and the vault has a dense, board-like feel ; 
and where abscess formation is far advanced, there may be areas of softening 
or fluctuation scattered throughout the board-like tissue. The differences are 
analogous to the contrast between the sharply outlined picture presented by a 
fibroma of the skin and the hard, brawny. and rather indistinct conteur of a boil.

A reference to Chapter XVIII (p. 337) will show that inflammation of the 
tubes is a very common accompaniment of uterine myomata, and that the in­
flammation not infrequently goes on to abscess formation.

The Condition of the Cervix as Detected by Digital Examination.
1. Normal cervix, (a) In the usual position, (b) Carried up.
2. Cervix almost obliterated or flush with the vaginal vault.
3. Cervix jammed down on the perineum or up behind the symphysis.
4. Edema.

89

8811
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5. Elongation and hypertrophy of the vaginal |Mirtion of the cervix.
O. Dilatation of the cervix caused by submucous myomata.
7. Carcinoma of the cervix.
Normal C ervix. -The shape and position of the cervix will to a great 

extent depend on the size and situation of the myomata. If the myoma has 
developed in such a manner that the uterus is not encroached U|M>n, the cervix 
will usually be of the normal size and in its proper place ; but when the uterus is 
uniformly enlarged, it gradually rises into the alxlomen and carries the cervix up 
with it.

Again, when many myomata are growing at the same time, the uterus is 
occasionally found completely surrounded by tin* turner. In such cases also it 
may be carried high into the abdomen, and the cervix can with difficulty he 
palpated by the finger in the vagina.

Cervix Almost Obliterated. When the myomatous develop­
ment has been particularly pronounced in the cervical region, the cervix may be 
encroached upon to such an extent that it is almost completely unfolded, the 
edges merging almost imperceptibly into the vaginal walls (Fig. 40, p. 57).

In Case 0108 the cervix was flush with the vaginal vault. In Case 3403 it 
was almost obliterated, and in Case 8100 represented by a small pit. The en­
croachment of the myoma on the cervix in Case 4370 was so pronounced that the 
“cervix shaded off into a large abdominal mass wedged tightly in the pelvis.”

Cervix .1 a m m e d Do w n o n t h e 1* e r i n e u m o r u p B e - 
h i n d t h e S y m p h y s i s . When, as a result of adhesions or of suhperi- 
toneal development, the upward course of the myomatous growth is interfered 
with, the tumor pushes its way downward. In such cases the vagina may he 
greatly shortened ; the cervix may press down upon the perineum or be carried 
upward and forward, and be jammed against the symphysis. In such cases it 
may be difficult to reach with the examining finger, and can be recognized as a 
slightly altered cervix, a half-moon-shaped slit (as in Case 5141), or as a mere 
button (Case 4731).

Cdema of the Cervical Lips. —In Case 1610 the uterus was 
partially inverted as a result of the traction of a submucous myoma, and the 
cervical lips were edematous.

E1 o n g a t i o n o f t h e Vagi n a 1 P o r t i o n of t h e Cerv i x . - 
In four cases we have records of marked hypertrophy of the cervix associated with 
uterine myomata. In Case 5843 there was prolapsus, elongation of the cervix, 
and a small adherent myomatous uterus.

In Case 4441 the adherent myomatous uterus measured (> x 0 x 11 cm. There 
was prolapsus of the uterus and hypertrophic elongation of the cervix, with slight 
cervical ulceration.

In Case 7441 the patient, although married eight years, had never been preg­
nant. The vaginal portion of the cervix was 7.5 cm. in length, and protruded 
3.5 cm. from the vulva. The uterus contained a myoma about 7 cm. in diameter.
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Tl", most remarkable hypertrophy of the cervix we have ever encountered 
was i Case 0240. There was marked prolapsus and enlargement of the cervix ; 
the l>< lv of the uti rus was correspondingly enlarge(l as a result of a diffuse adeno- 
myoma.*

It will seen that in each of these eases there was prolapsus of the uterus, 
and further that the myomatous condition was apparently in ‘ » way responsible 
for the hypertrophy of the cervix.

Dilatation of the cervix due to submucous myomata is described on p. 01;
carcinoma of the cervix associated with uterine 
myomata on p. 202.

A Thrill Felt on Vaginal Examination. In C.
H. 1. W. (Path. No. 0421) a large globular myo­
matous uterus was present. A definite thrill was 
felt along the course of the left uterine artery. 
The same sensation was transmitted to the finger 
each time a vaginal examination was made.

Elongation of the Supravaginal Portion of the 
Cervix Associated with Uterine Myomata. In Case 
12599 the uterus was considerably thickened, owing 
to the presence of a diffuse adenomyoma. The 
cervix was lengthened to such an extent that a 
total hysterectomy would have been exceedingly 
difficult. As soon as malignancy was excluded, 
the uterus was amputated through the cervix.

The uterus in Case 11944 was several times the 
natural size, being 15 cm. in diameter. The cer­
vix, which was 10 cm. long, was at first mistaken 
for a senile uterus.

Kxeessive elongation of the cervix i- illustrated 
in Fig. 289. Here the fundus is occupied by an 
irregular globular myomatous tumor, while the 
cervix is drawn out until it is as long as a normal 
uterus.

Character of the Uterine Discharge. As a pre­
liminary to the study of the character of the men­
strual How and the intermenstrual discharge, a 
brief reference may be made to Chapter I, which 

deals with the general distribution of uterine myomata, and to Chapter XVII, in 
which the condition of the uterine mucosa in myoma cases is dealt with in detail. 

Uterine discharges are naturally divisible into two main groups:
1. Menstrual. 2. Intermenstrual.
* Tins case is reported in detail in “Adenomyoma of the Vterus," and the condition is illus­

trated in Fig. ôü (p. -ill ) of that publient ion.

Fio. 2Mi. Mahkk J.ONIIATION

tiox ok tub Cervix.
Am. No. lflsu. The funiltiH of 

ill ■ uterus is greatly enlarged and 
rather irregular in outline, owing to 
the presence of myomata. Passing 
off from the lower anil anterior 
surface of the uterus are the round 
ligaments. The cervix is greatly 
lengthened out, extending from the 
external os to a, where it is mueli 
attenuated.

It is in just such a case as this 
that torsion of ihe cervix might he
expected.
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M e n s t r u a t i o n . In the* vast majority of cases the menstrual function 

is in no way influenced by the presence of myomata, and the flow may even be 
diminished. In carefully tabulating the eases in which the menstrual flow was 
excessive, and often associated with an intcrmenstrual discharge, we have been 
struck by the great regularity with which the myomata were of the submucous 
variety. In the more pronounced cases tnese submucous tumors were recog­
nized before operation ; in other cases only after the uterus had been opened.

After carefully weighing the clinical and pathologic findings, we have not the 
slightest hesitancy in saying that in nearly every case the uterine bleeding is due 
to the encroachment of one or more myomata on the uterine mucosa. The 
mucosa is put on tension, there is an increased blood-pressure, and the large veins, 
which naturally once a month pour out their quota of menstrual blood, are now 
likely to yield a moderate quantity between periods and an excessive amount 
during the period. No matter how large the myomatous uterus, provided the 
contour of the uterine cavity is unaltered and the mucosa in no way impinged upon 
by the myomata, there will rarely he any disturbance in the menstrual function.

If it is possible to exclude the presence of uterine polypi, which frequently 
cause hemorrhage, of diffuse adenomyomata, which are associated with profuse 
menstruation but little or no intermenstrual bleeding, and adenocarcinoma,* 
which occasionally accompanies uterine myomata, one can say with almost ab­
solute certainty that the uterine hemorrhage which occurs in association with the 
myomatous uterus is due to a tumor of the submucous variety.

Menstrual Hist o r y . —In these cases the patient usually gives the 
history of a gradual increase in the loss of blood at the periods. In some, menor­
rhagia has been noticed for only a few months, and in others for ten years or more. 
The length of time usually varies inversely with the rapidity with which the 
myoma has become submucous and with which the uterus has expelled it into 
the vagina. The increase in amount may be so unexpected or sudden that the 
flow really amounts to a hemorrhage, as happened in Case 2709J. It may he 
continuous or come in gushes, as was noted in Case 3154. In some instances it 
is so excessive and persistent that the patient has to remain in bed to prevent 
flooding, and even this precaution may not stay the bleeding. For example, 
in Case 11944 the hemorrhage was so excessive that it became necessary to pack 
the uterine cavity. Any increase in blood pressure may bring on a hemorrhage.

Where bleeding was free, little pain was experienced, but if the blood came 
away in clots, or if it was temporarily dammed back, the discomfort was usually

When the myomata do not impinge on the uterine mucosa, the menopause 
will usually occur at the* normal time, but if at a later date the myomata be­
come submucous, bleeding is likely to occur.

* Of course, in such a case as No. 1091, in which the submucous myoma was associated with 
adenocarcinoma of the body, a satisfactory deduction could not be drawn. This case is reporte 1 
in detail on p. "2SS.
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Into r in oust r u n 1 Bleeding. —in some cases the periods are so 
long that the intermenstrual interval is very short or almost wanting. In other 
eases there is a continuous slight hemorrhage, or oozing of blood, and the periods 
are recognized as exacerbations of the flow. In some of the cases this continuous 
flow had existed for a few months, in others it had been present for three or four 
years.

When the intermenstrual period is of some duration, there is liable to be a 
leukorrlieal discharge. This is whitish or yellowish in color, and is often blood- 
tinged just before and after the period. In some cases the discharge is watery 
and may be irritating.

If the submucous myoma is undergoing disintegration, the discharge tends to 
be more profuse, and at times is fetid. This watery discharge associated with 
some of the submucous myomata is almost nauseating, and cannot be distin­
guished from that accompanying a far-advanced carcinoma of the cervix.

Pruritus Vulvæ. This distressing symptom is rarely caused by uterine 
myomata, even those of the sloughing submucous variety. In only one of our 
cases was it in any way pronounced. In Case 2(>(M> the patient entered the 
hospital complaining chiefly of pruritus vulva*. The external genitals showed 
excoriations and a few raw areas. The uterus contained a myoma, II cm. in 
diameter. A hysterectomy was performed, and the patient was at once com­
pletely relieved of the pruritus. The itching in this case was undoubtedly due 
to the irritating discharge. The myoma was of the submucous variety, but on 
histologic examination the mucosa covering it, aside from some thinning out, 
appeared perfectly normal.

Bleeding into the Abdominal Cavity after Bimanual Examination of Sub- 
peritoneal Pedunculated Myomata. The surgeon is often impressed by the ease 
with which a subperitoncal pedunculated myoma can be torn away from the 
uterus. When severance takes place, there is naturally free hemorrhage. 
This tendency for the myoma to tear away should always be borne in mind 
when making a bimanual examination.

Some years ago one of us (Cullen) was demonstrating a case of multinodular 
uterus, and several students examined the* patient. The abdomen was opened 
about ten minutes later for removal of the uterus. One of the examining group 
had evidently used too much force, as a subperitoncal nodule, about 10 cm. in 
diameter, had been partially torn away from the uterus, and even in a few 
minutes several hundred cubic centimeters of blood had escaped into the 
abdomen. In this ease the outcome was perfectly satisfactory, but if this 
examination had been made in a private house and not just prior to opera­
tion, the hemorrhage might have proved fatal.

In Chapter II it has been pointed out that, when parasitic myomata exist, 
large free vessels plunge into the tumor. In such cases also the bimanual ex­
amination must be made most gently.

Mobility. In estimating the mobility of the tumor in any given case the
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variety of myoma with which we are dealing must naturally be taken into con­
sideration. If the myoma is submucous, the degree of mobility will depend 
upon that of the uterus. When the myoma is large, the round ligaments are 
pulled taut, and only a limited excursus of the uterus is possible. If the tumor 
is interstitial and not very large, less traction will be exerted on the ligaments 
and the uterus will be more movable. Subperitoneal nodules, if pedunculated, 
can often be pushed from one side of the abdomen to the other, and in thin 
individuals can sometimes be lifted up in the hands.

When the patient has had children, the broad ligaments and the vagina are 
naturally more lax, and the degree of mobility is consequently greater than in the 
nullipara.

The following cases exemplify the marked degree of mobility that may exist 
in some instances. In Case 2005, in which the multinodular uterus extended to 
the umbilicus, the patient noticed that the tumor changed its position with 
any alteration of her own. Case 0958 was that of a very intelligent physician, 
thirty-two years of age. The uterus was hard and nodular, and on pelvic ex­
amination was found to extend half-way to the umbilicus. She noticed that 
the tumor moved about the abdomen; in the morning it would be well up to­
ward the umbilicus, but after she had walked about for some time it settled more 
into the pelvis. A myomectomy was performed, and the patient, writing from 
India fixa- years later, reported herself as feeling perfectly well. In Case 10555, 
a subperitoneal tumor, 10 cm. in diameter, sprang from the posterior surface of 
the uterus. The enlarged uterus “could be displaced to any part of the ab­
domen"; in fact, so mobile was it that it was thought to lie an ovarian 
cyst.

When pelvic adhesions exist, the mobility of the uterus is usually much 
restricted.

A bimanual examination with the patient anesthetized often proves of the 
greatest assistance to the surgeon. He at once learns the relative degree of 
mobility of the tumor, and can determine with some accuracy whether the 
operation will be easy or difficult. The discovery of a large cervical myoma 
that has unfolded the cervical canal, or a pelvis packed with myomata and 
a marked narrowing of the vagina, usually indicates that enucleation will prove 
difficult. On the other hand, when, with the finger in the vagina and the hand 
over the abdomen, one is able to lift the entire mass well up into the abdomen, 
the jielvic portion of the , at least, is likely to be easy. Occasionally,
however, even with dense pelvic adhesions, the pelvic contents can be moved 
upward and downward en manse.

Constipation.—Constipation is frequently associated with uterine myomata. 
Many of the patients give a history of constipation dating from a few months 
to two or three years prior to their admission to the hospital, although before 
that time the bowels had lieen regular. Other patients have been constipated 
for many years, but during the last six months or a year the constipation has

^859
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I MTU more obstinate. In Vase 6381 the patient at times went for two weeks 
without a movement.

In many instances the myomata are the direct cause of the constipation. 
Patients frequently ( of severe pressure in the rectum (Case 4959), or
that the constipation is due to something coming down when they go to stool.

Myomata of moderate size that accurately fill the pelvis often exert a very 
firm pressure on the rectum, and more frequently cause constipation than do the 
larger tumors, which, on account of their size, are carried up out of tin* pelvis.

When the tumors not only fill the pelvis, but are al.-o firmly fixed by ad­
hesions, the tendency to constipation is naturally increased.

With the shifting of the tumor in the pelvis or its outgrowth from the confines 
of the pelvis and extension to the general abdominal cavity the existing con­
stipation may cease. In Case 6441 the patient had been constipated until 
four months before her admission. This change is to be explained by the fact 
that the tumor altered its relations, which allowed the bowels again to become 
regular.

In some cases constipation is evidently due to partial intestinal obstruction. 
In Case 12811 the bowels were prone to be constipated, “especially when the 
tumor swelled," the swelling evidently indicating distention of the bowel due 
to its inability to empty itself.

Hemorrhoids. —Constipation is frequently associated with uterine myomata, 
the sluggish bowel action in large measure being due to pressure of the tumor 
ii|M>n the rectum. This obstructive condition naturally retards the return 
flow in the rectal veins, and might favor the development of hemorrhoids. 
Nevertheless, only rarely are these associated with myomata.

When a cervical myoma is fixed in the jx-lvis, as in Case 11243, hemorrhoids 
are almost certain to develop. If the myoma that has previously caused dila­
tation of the rectal veins alters its position, the hemorrhoids may disappear, as 
was noted in Case 6376, in which they vanished one year before tin* patient’s 
admission to the hospital.

If hemorrhoids are present at tin* time a hysterectomy is performed, but are 
of a relatively mild grad -, nature will usually take care of them, and they will 
disappear spontaneously after the obstruction is removed. If, however, they arc 
of an aggravated type, removal at once is the wiser procedure, provided the 
patient is in good condition after the abdominal operation.

Painful Defecation. —This is usually associated with constipation, and may be 
intermittent or accompany each stool. When hemorrhoids exist, the cause 
of tin- pain is clear. In most cases it seems to be due to the pressure of the 
tumor on the rectum, and any jn-lvic adhesions that may be present are apt 
to aggravate the discomfort. We have noted a certain constancy with which 
frequent and painful micturition and painful defecation occur together.

Pruritus Ani. -The occurrence of this symptom with uterine myomata 
appears to be most unusual, as only one patient in our entire series complained
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of it. In Case S462 the patient, aged forty-one, for two years prior to admission 
had noticed a persistent and annoying itching in and around the anal orifice. 
So severe was it that her hands were tied each night to prevent her scratching 
the parts.

On visual examination nothing could he detected. Pelvic examination 
revealed a multinodular myomatous uterus (Fig. 318, p. 516). Thirteen myomata 
were enucleated. The pruritus ceased immediately after operation and never 
returned. Over six and one-half years have now elapsed since the operation. 
In this case the pressure of the enlarged uterus was evidently responsible for 
the pruritus.

Nausea and Vomiting. — As is well known, in the early months of pregnancy, 
when the uterus is undergoing a gradual dilatation, nausea and vomiting arc 
not infrequent, and since the rapid development of myomata sometimes greatly 
alters the shajK* and size of the uterus, a certain amount of reflex nausea 
and vomiting might he exacted. In only two of our cases, however, was there 
a history of nausea.

In Case 4203 the uterus was about the size of that of a three months’ preg­
nancy and free from adhesions. The patient suffered from nausea and back­
ache, more pronounced at the menstrual period. In Case 1787 the uterus filled 
the lower abdomen and the patient complained of irregular attacks of nausea 
and vomiting.

On the whole, then, myomata have little or no tendency to cause nausea 
or vomiting. Of course, when the > lecomes densely adherent to the
enlarged uterus, kinking may follow and vomiting may occur as a result of 
intestinal obstruction.

Partial Intestinal Obstruction Prior to Operation. -In view of the numerous 
cases in which intestinal adhesions are present (see p. 633) it is hardly a matter 
of surprise to find that in a certain proportion partial intestinal obstruction has 
existed prior to operation.

In Case 6521, a negress, aged forty-three, had had definite signs of partial 
obstruction before coming to the hospital. At operation the adherent myomatous 
uterus, an ovarian cyst, and an adherent appendix were removed. The intestines 
were greatly distended and everywhere adherent. The patient was exceedingly 
weak before operation. The intestinal obstruction increased after operation 
and she died on the eighth day.

In Case 8698 a white woman, aged thirty-eight, had noticed a certain degree 
of obstruction of the bowels for two years. At operation several myomata were 
removed. There were no intestinal adhesions. The obstruction had probably 
been due to pressure of the myomatous uterus on the bowel.

In Case 12216, a negress, aged twenty, four months before admission had 
partial obstruction. The abdomen was swollen for three or four weeks. She 
had some vomiting, and experienced difficulty in securing a movement. At 
operation a loop of small bowel was found adherent to the anterior abdominal
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wall at the point at which a suppurating subperitoneal myoma had become 
adherent. The patient died of intestinal obstruction a few days after operation. 
This case is reported in detail on p. 135.

In Case the woman entered the hospital as an emergency patient on
account of acute <truction. It was thought that the pressure of the
myomatous uterus, which was firmly wedged in the pelvis, had caused the ob­
struction. At operation the narrowing of the bowel was found to he due to a 
coexisting carcinoma of the sigmoid (Fig. 274. p. 393).

Pain. In the majority of cases of uterine myomata little or no pain is ex­
perienced by the patient.

When the tumor is adherent, the adhesions naturally often give rise to a good 
deal of distress, but at the present time we are chiefly interested in those cases 
in which the discomfort is due mainly to the tumor itself.

Our histories go to show that tumors of moderate size cause the most pain. 
Sometimes very small myomata located in the pelvis give rise to a good deal of 
discomfort, but very large ones are forced into the general abdominal cavity 
and cause relatively little pain.

A patient will often consult her physician without any idea that she has a 
tumor, although complaining of a heavy weight in the lower al>domen, as in 
Case 4526; or she may be suffering from a severe bearing-down sensation in 
the lower abdomen after exertion. In Case 337 the patient experienced much 
abdominal pain on stooping over. Other patients suffer from a constant sore­
ness in the lower abdomen, as was noted in Case 9013. Others have par­
oxysmal pain in the lower abdomen, or a sharp pain may radiate throughout the 
entire abdomen, as in Case 1151. Coitus may cause pain, as was noted in Case 
2772.

Pain referable to uterine myomata may be divided into two classes:
1. Pain in the uterus itself.
2. Pain as a result of pressure on the surrounding pelvic structures.
Pain in the V t e r u s Itself. The uterine pain may be intermittent

or continuous, and is usually most severe at, or just before, the menstrual period.
In Case 4972 the uterus was exquisitely tender, and in Cases 4975 and 6133 

it was painful at or near the menstrual period.
Labor-like pains were experienced in Cases 1551, 1966, 2052, 3066, 3111, 

416S, 5289. In Case 5289 they occurred when the hemorrhage was severe. 
In Case 4168 the patient said that when the pains came on she felt “just as if 
the child’s head was about to be born.”

P r e s s u r e P a i n s .— In addition to an ill-defined abdominal discomfort 
and general abdominal pain, we may find many definite pressure symptoms. Pain 
in the back and hips is frequent. Where there is much pressure, there is liable 
to be localized pain, as in Cases 2158 and 2838, in which the patients experienced 
severe pain in the region of the left thigh and hip. The pain may be dull and 
boring in character, as in Case 5014, or sharp and lancinating.
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Continued pressure on the pelvic* nerves causes discomfort in one and some­
times in both legs. For example, in Case 4010 there were cramp-like pains in 
the legs and feet ; in Case 13010 there was aching in lx>th legs. In Case 9924 
the pain in the right leg was so severe that the patient at times was forced to 
remain in bed.

The pain in the leg and foot has been mistaken for rheumatism, as in Case 
S043.

In other cases the pressure interferes with the sensation of the extremities. 
Thus in Case 3ÔS3 the patient complained of numbness in the right leg; in case 
N'JOf) in the outer side of the left leg. and in Case 1320 in both legs. In Case 
r»04 the pressure was so severe that there was loss of sensation in the left leg.

Only in rare instances does the pressure of the tumor become excessive, but in 
Case 3199 the pelvic pain was so severe that the patient was compelled to give 
up work and remain in bed for eleven days, and in Case 1212 the patient was con­
fined to her bed for five months.

In Case 333,S the paroxysms of pain were so severe that the patient had con­
vulsive attacks, and in Cases 3353 and 4S2S there was loss of consciousness 
also.

The effects of pressure on the bladder and on the rectum will be discussed 
under Micturition and Defecation.

In only one instance (Case 12309) was there pain in the breasts.
Condition of the Breasts in Cases of Uterine Myoma.-In the vast majority 

of cases the breasts show no change, and the myomata seem to have little or no 
influence on these organs.

The following changes have been noted:
1. Colostrum in the breasts.
2. Small benign breast nodules.
3. Carcinoma of the breasts.
Colostrum in the Breasts. —In two of our cases the breasts 

contained fluid, apparently colostrum.
In Case 11392 a ncgress, aged thirty-four, had been married three years but had 

never been pregnant. The myomatous uterus was the size of that of a seven 
months’ pregnancy ; the cervix was hard. The breasts were hard, but contained 
colostrum.

In Case 12154, a negress age<l thirty-seven, although married several years, 
had never been pregnant. A multinodular myomatous uterus reached 4 cm. 
a I M>ve the umbilicus. The cervix was very soft and displaced downward and 
backward. The breasts contained colostrum.

We are at a loss to account for the colostrum, as in neither case did pregnancy 
exist. The diagnosis between a uniformly enlarged and soft myomatous uterus 
and pregnancy is often difficult, and the presence of colostrum in the breasts is 
strong presumptive evidence of pregnancy. Nevertheless, in rare instances 
•olostrum may be present when no pregnancy exists.

29
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S in all B (* n i g 11 B r e a s t T u in o r s . In Case 1558 a small, semi- 
fluctuant. and apparently benign tumor was found in the left breast. The 
uterus contained numerous myomata, and there was sarcoma of the peri pan­
creatic lymph-glands (Aut. No. 353). No operation was performed on account 
of the debilitated condition of the patient.

In Case 1637 there was a small myomatous uterus and a large ovarian cyst 
showing irregular carcinomatous changes. The patient had had a small tumor 
in one breast for twenty years.

C a r e i n o m a o f the Breast .—In Case 3426 the patient entered 
the hospital with a sloughing submucous myoma. This was removed, but the 
patient diet I on the seventh day. Autopsy showed that death was due to 
rupture of a preexisting pus-tube. Eighteen months prior to her admission 
one breast had been removed for carcinoma.

In Case C. II. I. No. 7S the patient entered the hospital on account of the 
pressure symptoms produced by a pelvic tumor which proved to be a myoma 
undergoing sarcomatous transformation (p. 184).

She also had carcinoma of one breast, but refused to have it removed. 
Four years later she returned with inoperable growths in both breasts.

Carcinoma of the breast must be looked upon as an accidental accompaniment 
of uterine myomata, the one being in no way responsible for the other.

Effect of the Tumor on Respiration. With the increase in the size of the tumor 
the patient often notices that her clothes are getting tight. Later, the tumor 
may interfere with walking, and when the myomatous uterus almost fills the 
alslomen. the alslominal organs so impinge on the diaphragm that the lungs 
are partially compressed and the patient complains of shortness of breath.*

In Case C. II. 1. McA., in which the myoma weighed more than the patient 
(Fig. 316, p. 513), it was impossible for her to lie on her back. If by chance 
she got over on her back, she had at once to call for assistance on account of 
almost complete suffocation. When the interference with breathing is due 
to the tumor, respiration becomes normal as soon as the growth is removed.

The shortness of breath may also be due to the excessively low hemoglobin, 
caused by great loss of blood from the myomatous uterus. (See p. 453.)

Edema of the Lower Extremities. In 45 cases edema was noted. Sometimes 
it involved one foot or ankle, and in severe cases tin* knee ; in other cases both legs 
were swollen. The edema appeared to be due chiefly to the following factors:

1. Pressure exerted by the tumor upon the pelvic veins.
2. A low hemoglobin percentage, with a weak heart’s action.
3. Renal insufficiency.
Pressure. —When the edema of the legs was due to pressure by the 

tumor upon the pelvic veins, the swelling was sometimes unilateral ; in other cases 
both legs were involved. In Case 8542 the edema was confined to the right

♦Shortness of breath was noted in Vases 121, 659, 1672. 1862, 2073, 2713. 2822. 3111. 4314. 
4828, .5617, .5987. 6418. 9786, and 9915.
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leg. In Case 4599, at first the right leg alone was edematous, but with the in­
crease in size of the tumor the swelling came to involve both legs. In Cases 8368, 
9138, 9928, and 11944 the edema was limited to the left leg.

Myomata often move about to a limited extent, and as a consequence the 
pressure upon the pelvic veins may be temporarily or permanently relieved, and 
the edema disappear. In one ease edema of the ankles had been noted seven 
years before the patient’s admission, but with the increase in the growth of the 
tumor the edema had disappeared permanently.

In Cases (>441 and 10199 the edema also completely disappeared with the 
alteration in position of the tumor.

The relief of the pelvic veins from pressure may be intermittent—hence the 
occasional edema noted in Cases 1685 and 3444.

A Low Hemoglobin Percentage. —Submucous myomata often 
cause alarming uterine hemorrhages, and as a result the percentage of hemoglobin 
rapidly diminishes. In Case 12234 the hemoglobin was 25 per cent.; in Case 
9678. 23 per cent. ; in Case 9707. 22 per cent. ; in Case 9786. 20 per cent., and in 
Case 9593, 10 per cent. With a very low hemoglobin the heart muscle cannot 
receive the necessary nourishment, and a more or less marked grade of cardiac 
dilatation, with edema in the extremities, is the natural consequence. That the 
cardiac murmurs due to the dilatation are merely functional is clearly shown by 
the rapid recovery of patients after the removal of the cause of the hemorrhage. 
Thus, in the absence of organic cardiac disease, after a few weeks the change in 
the patient is marvelous, and in the course of a month or two the cardiac area 
becomes normal in extent, the heart's action regular, and all the murmurs 
vanish. In Cases 6017. 9593. 9678, and 12154, in addition to a low hemoglobin 
percentage, there were definite cardiac symptoms.

When the edema is the result of a lack of hemoglobin, both legs are usually 
enlarged.

Renal Insufficiency. In three of our cases the edema was ap­
parently attributable to renal insufficiency. In Case 13831 the urine contained 
albumin, but no casts were detected. Edema was present, and the abdominal 
cavity contained over 14,000 e.c of ascitic fluid.

In Case 2713 the abdominal walls were edematous, and the urine conta ed 
hyaline and epithelial casts.

In Case 0 (Hebrew Hospital, July 14, 1902) the patient’s legs f< veral 
days had been greatly swollen and had turned purple. The urim utained 
quantities of albumin and was loaded with casts.

The Condition of the Heart. Much has been said about the various cardiac 
changes that are due to or associated with uterine myomata, and a groat deal of 
confusion exists as to the rôle played by myomata in the development of heart 
lesions.

In 92 of our cases we have data indicating impaired cardiac action.
Variety of Cardiac Sounds.—The abnormal cardiac sounds
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have been manifold and varied. In Case 7859, for instance, a soft systolic 
murmur could be heard over the entire precordial area. In Case 7688 the first 
sound over the entire heart had a rather snapping, hollow, tympanitic quality. 
In Case 13039 a soft, blowing murmur was heard all over the base of the heart. 
The murmur was very intense in the second left intercostal space, and was 
probably diastolic. A diastolic rumble was noted in Case 7240. Soft, systolic, 
pulmonic murmurs were noted in Cases 0722, 7266, and 7295, and a loud, sys­
tolic. pulmonic murmur in Case 9709.

Systolic murmurs at the base were also found in Cases 6843, 7030, 12165, 
12234, 12293, and 12904.

Reduplication of the first sound over the pulmonic area was detected in Case 
7216, and at the apex in Case 7014.

In Case 13025 the heart was enlarged, no thrill could he detected, but there 
was a prolonged, blowing, systolic murmur at the apex.

We have cited a few cases to demonstrate the great variety in the character 
and location of the heart-murmurs.

In the majority of the cases, however, an apical systolic murmur was 
all that could be detected. This murmur was usually very soft in character. 
In some it was limited to the apex, but in others could be traced to the axilla, 
and in some patients to the base of the heart.

In a few cases the murmur was harsh. In Case 8495 the prominent systolic 
murmur at the apex was associated with a goiter. This patient complained of 
palpitation anti shortness of breath.

In Case C. II. I. 392 and Gyn. No. 7569 presystolic murmurs were present at 
the apex.

Cause of Murmurs.—Among the first writers to mention the as­
sociation of myomata and cardiac lesions were Hofmeier* and Fehling.f

In many of the cases studied by them there was cardiac dilatation, especially 
of the right auricle, while the heart muscle showed brown atrophy and fatty 
degeneration.

On referring to the chapter on Autopsies fp. 394), it will be seen that in two 
of our cases myocarditis was present, but that in neither of them was it clear that 
the myoma had been the causative factor. Our clinical material, however, 
sheds much light on the subject. In nearly all the cases in which cardiac lesions 
were present the patient gave a history of menorrhagia, often associated with 
intermenstrual bleeding. These patients, as a rule, stood the anesthetic and 
the operation well, and in a comparatively short time they had gained much 
in strength, and their cardiac murmurs had disappeared. Some authorities 
claim that the myoma in itself brings about cardiac changes. If such were the

* “Zur I .«‘lire vom Shock," Zcilsch. f. (Job., 18Xf>, xi, S. ItiMS.
t" Beit rage zur operative!) Hcliandlung <1. Vterusmyomp," Würtcmburg. mod. Correspond- 

enzbl., 1887.
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case, then the larger the myoma, the more pronounced should he the cardiac 
murmurs. This has not been our experience. The largest tumors have not 
been associated with any cardiac symptoms hut the heart complications have 
almost invariably been associated with copious bleeding from the uterus.

Most of the murmurs noted in our cases were, at the* time, considered to be 
functional. With the continued loss of blood the patient's vitality is lowered, 
and the amount of hemoglobin materially decreased. The coronary vessels ac­
cordingly furnish the heart muscle with an inferior quality of blood, and, as a 
result, the* heart is not able properly to cc|x* with the situation, and there is, in 
consequence, a slight dilatation of the chamber, causing the murmurs. After 
operation there is naturally no more hemorrhage. A relatively normal j>er- 
centage of hemoglobin is soon reached, and the heart muscle once more receives 
a healthy blood-supply. The heart contracts to its normal size, and the hemic 
or functional murmurs disappear.

( )ur experience coincides with the view expressed by Leopold,* that the cardiac 
changes are usually functional and are a direct result of the anemia caused 
by the uterine hemorrhage.

There are, of course, a certain number of cardiac lesions that are in no way 
caused by myomata. These still ]x*rsist after operation.

In Cases 7569 and 13039 the previous history of “acute rheumatic fever” was 
given, and in Case 6272 the cardiac lesion was associated with nephritis and as­
cites. In Case 5010 there was a chronic |M-ricarditis. This patient was in a 
precarious condition on entering the hospital. An attempt was made to build 
her up, but she grew rapidly worse. Coloration was undertaken as a last resort, 
but the patient died on the table.

In only a few cases has a cardiac lesion been so severe that operation could 
not be undertaken with safety.

A Low Hemoglobin Percentage Associated with Uterine Myomata. -In the
accompanying table we have given 22 cases in which the hemoglobin was 40 per 
cent, or less at the time of admission to the hospital. The loss of hemoglobin 
in nearly all the eases is due directly to the frequent and often continuous 
uterine hemorrhages caused by the myomata.

MYOMA CASKS SHOWING A VERY LOW PERCENTAGE OF HEMOGLOBIN.

.... Prkwkwk ok Sin-
(tVN. No. IIkMOOI OHIN. MVI OI » XI VIM M V OHKKATSOM. Rkhi I T. Hi \l\Hkh.

2744. 39 per cent. Multiple- myo- 
matu. Adeno- 
myoinu.

Hysterectomy. Recovery

3090. 24 Submucous. Vaginal myomec- Recovery

30 Hyst erect omy. Recovery
7i:vs 19 Submucous. Hysterectomy. Recovery

* Arcliiv f. (}yn., 1890, ltd. xxxviii, S. I.
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Cases Showing a Very Low Percentage of Hemoglobin.—[Continued.)
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mvi'oih Myomata. Ol'KRATIO.N. Hkhvi.t. Hi marks.

39 |kt cent. Submucous. Vaginal myoinec-

20 “ Submucous,fever Evacuation of
fur two weeks; uterine eon-
later clotted tents,
blood in uterine

Returned with 
hemoglobin
1(1 per cent.

Submucous. Hysterectomy.

35 per cent. Hysterectomy.
10 per cent.: 

after iron
and arsenic. 
21 per cent.

Submucous. Hysterectomy.

23 per cent. Submucous. Hysterectomy. 
Evacuation of 
tulio - ovarian 
abscess.

22 Submucous. Hysterectomy.

20 jier cent, on 
admission; 
before opera­
tion. 43 per

Submucous. Hysterectomy.

29 per cent.: 
tonics, rest in 
bed; 44 per 
cent, before 
operation.

Submucous. Hysterectomy.

28 per cent. Hysterectomy.
12 [ier cent. 

Severe bleed­
ing from nee­
dle-prick.

No operation.

14 per cent. Submucous, in- Partial removal
Del i r i u m ; of submucous
temperature 
104° ; respir­
ations. 40; 
seemed mori-

25 |.er cent. Multinodular. al­
so submucous.

Hysterectomy.

25 " Submucous. Hysterectomy.

30 Interstitial. Hysterectomy.

30

40
30

Multinodular, al- Hysterectomy, 
so submucous.

Ailenomyoma. Hysterectomy. 
Submucous, sar- Hysterectomy, 

eomatous de­
generation.

Recovery.

Died eigh- In desperate 
teen hours condition 
later. when brought

to hospital.

Recovery.

Recovery.
Recovery. Hemoglobin 48 

per cent, on 
discharge.

Recovery.

Recovery.

Recovery.

Recovery.

Recovery. 
Died in ten 

days.

Hemoglobin 45 
per cent, on 
discharge. 

Hemoglobin 52

discharge.

Hemoglobin 53 
per cent, on 
discharge.

Recovery.

Recovery.

Recovery. Hemoglobin 55 
per cent, on 
discharge.

Died on fifth 
day Ptti
alysis of 
small bow­
el.

Recovery.

Recovery. 
Recovery ; 

well for two
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One cannot safely rely on the patient's general appearance for an index of the 
anemia. For example, in C. II. I. 728 the patient was very thin, pale, anemic, 
and apparently had a hemoglobin of approximately 40 per cent. Tests, how­
ever, showed it to be 79 per cent.

In 14 of the tabulated cases the hemoglobin (taken with the Dare instrument), 
on admission to the hospital, was under 30 lier cent., and in 4 of this number 
15 per cent, or under. For example, in Case 8930 it was 15 per cent.: in 11889, 
14 per cent. ; in 11337,12 percent., and in 9593, only 10 percent.

I)r. Henry T. Hutchins, formerly Resident Gynecologist in the Johns Hopkins 
Hospital, has gone very carefully into the subject of the “Clinical Effects of Sur­
gical Anesthesia and Operation upon Anemic Patients,”* and by his tabulation 
has shown clearly how by rest, fresh air, and careful nourishment, supplemented 
by Bland's pills, Fowler's solution, tincture of nux vomica, etc., the patient's 
hemoglobin may be much increased in the course of a few weeks or months.

In Case 9593, although the hemoglobin on admission was only 10 per cent., 
by the above methods it was increased to 21 per cent, before operation. Simi­
larly, in Case 8936 it was increased from 15 per cent, to 46 per cent., in Case 9786, 
from 20 per cent, to 43 per cent., and in Case 10172, from 29 per cent, to 44 per 
cent.

All such patients need especial care on the part of the surgeon. Some enter 
the hospital just after a period which has been exhausting, and an operation 
would be fraught with great danger. With the appropriate treatment there is a 
steady increase in the hemoglobin, but if the operation is too long delayed, the 
next period may be so excessive that the patient may be even weaker than when 
admitted to the hospital.

In some cases immediate operation often affords the only chance for saving 
the patient's life. In Case 11889, for example, reported in full on p. 577, the 
patient entered the hospital almost moribund. There was marked delirium, a 
temperature of 104.2° F., with a pulse of 140 and respirations of 40. The 
hemoglobin was 14 per cent., and the heart showed marked signs of insufficiency. 
She was stimulated for a few hours, and the necrotic and offensive portions of 
a submucous myoma were then removed. Two years later the patient wrote: 
“My health is better than ever.” This case demonstrates what brilliant results 
may occasionally be obtained even under most adverse circumstances.

In Case 11337 we have an example of the profound anemia that sometimes 
results when an intact or sloughing submucous myoma is present. Six months 
before the patient's admission uterine hemorrhages had commenced and had been 
almost continuous, and for the last three months she had been forced to remain 
in bed. On admission the mucous membranes were very pale, the hemoglobin 
was 12 per cent., and the red corpuscles were 1,828,(XX): there were functional 
cardiac murmurs and a temperature of 102° F. When blood was drawn from 
the ear for making the blood count, the needle-prick bled so profusely that a 

* Henry T. Hutchins, J. H. II. Hull., 1904, vol. xv, p. 359.
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compress had to be applied, and even adrenalin did not stop the flow. Opera­
tion was impossible, and the patient died on the fourth day. Autopsy revealed 
fatty degeneration of the heart and other organs, focal necroses in the liver, and 
a healed infarct of the spleen.

In Case 8<S04 for nearly four years the patient had had frequent uterine 
hemorrhages, and for three weeks prior to admission continuous bleeding. Since 
that time she had grown progressively weaker, and for the last two weeks had 
had fever. ( )n admission she looked desperately ill, the respirations were shallow, 
and there was a blowing systolic murmur over the apex; hemoglobin, 20 per cent. 
The abdomen was greatly distended by the myomatous uterus. The uterine 
discharge was so offensive and free that under light anesthesia the cavity was 
irrigated, and about a liter of foul clots brought away. Toward evening the pulse 
became weaker and weaker, and the respirations shallow and labored. Death 
soon followed.

In San. No. 1837 the patient had a mitral systolic murmur, a hemoglobin of 
30 per cent., and a temperature of 100° F. A simple abdominal hysterectomy 
was performed. The patient did not do well from the first, and died on the fifth 
day. At autopsy the intestines were much distended, but there was no evidence 
of infection. For some unaccountable reason there had evidently been a paraly­
sis of the bowels.

From the above it will be seen that, as a rule, the simple lowering of the 
amount of the hemoglobin in itself need not deter the surgeon, especially as by 
operation he is going to completely remove the cause of the hemorrhage, which, if 
it persists, may speedily cause a fatal issue. When infection is associated with 
a very low hemoglobin, the outlook is very gloomy.

Loss of Weight. -The presence of myomata, as a rule, has little or no in­
fluence on the general appearance. Some patients are very thin because they 
have always been of a frail build. Others are very stout and have been so for 
years. Still others put on flesh while the tumor is developing.

A few patients give :i history of a gradual or rapid loss of weight in the few 
months or years prior to applying for treatment. For example, in Case 6063 the 
patient said she was losing weight and growing weak. In Case 4903 there had 
been a loss of 15 pounds in weight in the previous four months, and in Case 4877. 
of thirty-five pounds in two years. An inquiry into the history of such cases will 
almost invariably show that the loss of weight has been due to the excessive 
uterine bleeding, and that the hemorrhage has been caused by one or more 
submucous myomata. The loss of weight in Case 7158 was due to a sloughing 
submucous myoma, and in Case 9078, in which the patient had lost 30 pounds in 
six months, it was found that a suppurating subperitoneal myoma had opened 
into the cecum. With the removal of the tumor the patient's health was again 
restored to the normal.

When sarcoma or carcinoma is associated with the myoma, it is only natural 
that the vitality should be rapidly undermined.
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Profound Weakness. -When there is great weakness associated with uterine 
myomata, it may he assumed that either a submucous myoma is giving rise to 
profuse uterine bleeding, or that some other independent process is sapping the 
patient's vitality. In Cases 1879, 2902, and 3437 the patients complained of 
excessive weakness, and in Cases 4285, 9780, and 10618, in addition to the* weak­
ness there were fainting sjm-IIs. These were especially prone to occur at or just 
after the excessive period.

In Case 9707 the menorrhagia was so profuse that the hemoglobin was re­
duced to 22 jxT cent., and the patient had blurred vision following the periods.

In all the cases in which we found such marked lowering of the vitality the 
asthenia was due to excessive bleeding.

The loss of blood may be so marked that the patient suffers from air-hunger, 
as was noted in Case 9786. In a few of the cast's the patient, on account of the 
continuous foul discharge and of the continuous dribbling, may become bed­
ridden. Such a condition existed in Case 11013, and the patient had taken 
large quantities of morphin.

Temperature. - Uncomplicated myomata are rarely accompanied by any 
rise in temperature. When fever exists, it is usually due to absorption from a 
necrotic submucous myoma or a suppurating myoma, to an infection from an 
accompanying accumulation involving the adnexa, or to some complicating 
intercurrent affection.

The Fertility of Women Who Develop Uterine Myomata. In 1149 eases we have 
definite data as to marriage and pregnancy. Of this number, 757 wen* white 
women and 392 colored.

Numlter married, S42: i White...........">30
\ Colored 312

Number single.

All but five of the married patients were married before they were forty 
years of age.

Out of the total number of eases—
AS4 were sterile.

7.") hail hail miscarriages, but no full-term labor.
400 hail hail children.

Total. 1119

Sterile Patients. Of these. 295 were married (187 white; 108 
colored); 289 were single.

Length of married life of the 295 sterile patients:
Less than six months..................................................................... ô cases
Six months to one year 10
< hie to five years ............................................................................  5,1 “
Six to ten years......................................................................................... 70
Eleven to twenty years.......................................................................... 94
Twenty years or over............................................................................... 43
Data not obtainable................... ...........................................  IS “
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Miscarriages.—In addition to the 75 patients that had miscarried 
but had never been delivered of a full-term child there were 165 others that, 
besides going to term, had also miscarried, thus making a total of 240 patients 
who had had miscarriages.

Tabulation of the number of miscarriages per patient :

1 miscarriage
2 miscarriages
a
i

li nr more miscarriages 
Several miscarriages

in eaeli of.........................................1Ô3 cases

Total, 240 eases

In the great preponderance of the cases there was only one or at most two 
miscarriages, demonstrating that there was no decided tendency to abort, except 
in a few of the cases.

Tabulation of the approximate age of the fetus at the time of the miscarriage:

Miscarriages occurring during the first month.................................... 3
“ “ “ " second “ ..................................... 41
“ “ “ “ third “ 4*>
“ “ “ “ fourth “ IS
“ ........................ fifth “ 7
“ " " •* sixth “ 11 ,
“ “ “ “ seventh “ .................................... '>

130
In 110 cases the month was not given 110

As seen from the tabulation, the greater number of miscarriages apparently 
occurred during the second and third months.

In order to study the effect of myomata on conception we have made a 
tabulation of the length of time between the miscarriage and the patient’s en­
trance to the hospital for operation.

Miscarriages occurring within five months of the operation 13 cases
“ ** " six to eleven “ “ “ "   10
“ “ “ one year before " 4
“ “ “ two years “ "   10 ’*
“ “ " three “ “ “ 1(1 “
•• " " four “ “ “   0
“ “ “ five to ten years before “   •’»(»
“ “ 11 eleven to twenty years before operation................... .'»0
“ “ “ twenty years before operation................................... 20

Data not given...................................................................................... 43 “

240 “

In only six of these was any cause assigned for the miscarriage. In three of 
these it was inst rumen tally induced, and in the remaining three was ascribed 
to a fall.

The table seems to indicate that, as the myoma increased in size, the tendency 
to conception lessened.
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PATIENTS WHO HAD BORNE CHILDREN PREVIOUS TO OPERATION FOR 
UTERINE MYOMATA.

Table or the Number or Children.
1 child each in .................................................................... 1*4 cases
2 children “ “  104 “
3 “ “ “   ;>0 “

i! “ “ “   15 “
More than (i “ “ 51 “

In only seven out of the 490 eases was a child horn within a year prior to 
operation.

In Case 12725 the patient had had two children, one miscarriage, and an 
extra-uterine jiregnancy.

The foregoing statistics are interesting in a general way. demonstrating that 
over half of all the patients had never been pregnant. After excluding the 
307 who on account of their being single were of necessity sterile, we still have 
277 out of a total number of 842 who were married and yet remained sterile. 
We have seen on p. 337 that in myoma cases the appendages are adherent in a 
large percentage of cases, and as this in itself would account for the sterility, 
we are still unable to say with any degree of certainty that the myoma jter se 
was the direct cause of the sterility.
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OTHER PATHOLOGIC CONDITIONS IN SOME OF OUR MYOMA CASES.

Goiter Associated with Uterine Myomata.-In one of our oases (No. 8306) 
there was a slight enlargement of the thyroid, and in five other oases* one or 
both sides of the thyroid showed a considerable increase in size. In only one 
ease was there any definite sign of exophthalmos.

In four of the cases abdominal hysterectomy was performed, and in one case 
a sloughing submucous myoma was removed by the vagina.

In one case (No. 4801J) the patient had a large goiter on the right side. Hys­
terectomy was performed on account of the myomatous uterus, which filled the 
lower half of the abdomen. The pulse on the second day was 148; on the third 
day it ranged between 136 and 144, and on the fourth day between 118 and 
132. A maximum temperature of 101° F. was noted on the third day.

In Case 840ü the patient had lost much blood from the vagina. She was 
anemic, had a slight protrusion of the eyeballs, palpitation of the heart, short­
ness of breath, and bilateral enlargement of the thyroid gland. A soft systolic 
murmur was heard at the apex. This replaced the first sound and was trans­
mitted to the axilla. The lower abdomen was filled with a myomatous tumor.

On account of the patient’s condition spinal anesthesia with eocain was 
attempted, but ether had to be resort I'd to. The hysterectomy was a simple 
one, but the patient on leaving the table had a very rapid pulse and shallow 
respiration. The pulse the same evening and the next day ranged between ISO 
and 200, and then gradually came down. Later a severe diarrhea appeared. 
Convalescence was considerably retarded, but the patient was discharged after 
four weeks in a better condition than before operation.

The acceleration of the pulse in both of these cases seems to have been in 
a large measure due to the goiter, but the final results were satisfactory.

Prolapsus of the Uterus Associated with Uterine Myomata. -It is but natural 
that prolapsus and myoma should be associated in a certain number of the eases.t 
The descensus may be slight, moderate, or complete. With the increase in size 
of the uterus the organ often is carried out of the pelvis into the abdomen, and 
as a consequence the prolapsus may disappear in part or completely unless there 
be marked elongation of the cervix. The prolapsus is usually associated with 
small myomatous uteri.

In Case 12452 there was an irreducible prolapsus. The cervix projected 0 cm.
*(iyn. No. ISO! y K40.">, 1050*», 12070, 12557.
t Prolapsus was noted in Cases .'102. 1852. 3172. 4341, 4537. 5248 0577, 9335, 11109. 12003. 

and 12152
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from the vagina, and the pelvis was filled with a hard globular mass. At opor- 
ation this mass was found to be densely adherent posteriorly, and irreducible.

Lipoma of the Abdominal Wall Associated with Uterine Myomata. In Case 
7400 the pelvis was filled with a myomatous uterus. The abdominal walls 
were so thin that the intestinal movements could be seen readily. In the left 
abdominal wall was a tumor which extended from the costal margin to the level 
of the umbilicus. It was 22 cm. long, 12 cm. broad, and on removal proved to 
be a li|)oma.

The Condition of the Umbilicus in Cases of Uterine Myomata. If the myoma­
tous uterus does not reach above the pelvic brim, it should have little or no effect 
on the umbilicus. But when the tumor assumes large proportions, the abdominal 
wall is stretched, and its weakest point, namely, the umbilicus, is likely to yield.

Obliteration of t he Umbilical Depression.—This
condition was noted in Cases 362 and 6511.

In Case 362 a subperitoneal myoma, 17x17 cm., was adherent to the abdomi­
nal wall, and also to the surrounding structures. It is probable that in this 
case the tugging of the abdominal adhesions had gradually unfolded the navel.

The abdomen in Case 659 was greatly distended by an inoperable cystic 
myoma. There was marked bulging in the flanks, and total effacement of the 
umbilical depression.

Retraction of the Umbilicus.—Only once in our series was 
this phenomenon noted. In Case 7549 the jH'lvis and lower two-thirds of the 
abdomen were occupied by a myomatous growth. The tumor was apparently 
freely movable, but on moving the " to side the umbilicus would
retract to the side to which the tumor moved. When the abdomen was opened, 
dense adhesions were encountered, and the upper part of the tumor had become 
infected and had opened into the transverse colon.

Umbilical H e r n i a .—Small umbilical hernia** are not infrequently 
associated with uterine myomata. The opening is usually small, sometimes just 
admitting the tip of a finger, but may reach large proportions, as in Cases 
5123, S354, and C. H. I. F.

As a rule, the hernial sac is not very sensitive, but if the omentum is incar­
cerated, manipulation will occasion considerable pain.

Occasionally the incarcerated omentum may become strangulated and under­
go necrosis. In C. H. I., F., described on p. 120, and shown in Fig. 94, the abdo­
men was markedly distended by a large myomatous uterus. The umbilicus 
was the seat of a large hernial sac. The central portion of this was dark red, 
and the surrounding tissue very edematous.

When the abdominal wall is rather spare and the hernial ring not plugged 
with omentum, a finger can be carried through the opening and the surface of 
the myoma palpated over a considerable area. This procedure was carried 
out in Cases 5092 and 12155.

* Umbilical herniœ was noted in (’uses 1920. 4869, 5092, 5123 (Fig. 381. p. 040), 5940, 7330, 
7400, 7508, 7583, 8270, 8354, 9457, 11006, 12155, 12090, and V. H, I. F. ( Fig. 94, p. 120).

5^674^00
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When an umbilical hernia complicates a myomatous uterus, it is well to begin 
the incision in the median line above the hernia. With the finger in the abdomen 
as a guide the entire hernial sac can be dissected out rapidly and without risk 
of cutting any incarcerated omentum. With the sac lying free it can be readily 
cut away from the omentum, and the hysterectomy completed in the usual 
manner.

A S m all Cyst at the V ni b i 1 i c u s .—In Case 7688 the lower part 
of the abdomen was filled with a myomatous uterus. At the umbilicus 
was a small cyst which, at first sight, suggested an incarcerated hernia. As 
the sjieeiinen was lost we are, unfortunately, not able to give its histologic 
peculiarities.

Femoral Hernia Associated with Uterine Myomata. In only three of our 
myoma cases have we records of a femoral hernia. In two it was on tin* left 
side, in one, on the right.

In Case .‘1416 the incarcerated myomatous uterus did not rise out of the pelvis. 
In Case 6129 the uterus reached almost to tin- umbilicus, and in Case 111184 
the uterus was as large as that of a six months' pregnancy. It will thus be seen 
that in none of the cases was the uterus large enough to cause any great tension 
on the abdominal walls. The hernia in each case must be looked upon as an 
accidental accompaniment.

Inguinal Herniæ Associated with Uterine Myomata. -The accompanying 
table gives the records of 7 cases in which, in addition to uterine myomata, 
an inguinal hernia was found. In two it was on the right, in two on the left, 
and in three cases hernia' were present on both sides. In none of the eases 
did the myomata reach large proportions.

It is clearly evident that the association of the myomatous uterus and the 
hernia in each of these cases was purely accidental.

INCLINAI. If Kit XIA ASSOCIATED WITH VTKRINK MYOMATA

Gvn. No. Myomatov* Vtkrvh. Opkiiatiox.

5871.

9457.

11067. 

12036

Size of that of a six 
months' pregnancy. 

Myoma, 6.5 x 5 x 4 cm.

t"torus adherent, globular, 
approximately 15 cm. 
in diameter.

Reached umbilicus.

Small adenomyoma of 
uterus; large cyst of 
ovary, probably carcin­
omatous.

Myoma, 11 cm.

Small uterus with several 
very small myomata.

Left inguinal. Abdominal hysteromyomectomy.

Left inguinal.

Right and left 
inguinal.

Abdominal myomectomy; re­
moval of appendages.

Abdominal hysteromyomectomy, 
double herniotomy.

Right and left, 
apparently in-

Right ami left in­
guinal, also um­
bilical hernia.

Right inguinal.

Right inguinal.

Abdominal hysteromyomectomy.

Abdominal hysterectomy, also 
cystectomy: obliteration of her­
nia from within. Radical cure 
of umbilical hernia.

Abdominal hysteromyomectomy; 
modified Hassini operation.

Abdominal myomectomy; radi­
cal cure of hernia.
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Strangulated Inguinal Hernia .—In Case 1852 there was 
complete eversion of the anterior vaginal wall : the fundus of the uterus was 
enlarged, and posterior to it was an ovoid myomatous mass, 0x7 cm. Vaginal 
hysterectomy was performed.

On the nineteenth day a radical operation for a strangulated inguinal hernia 
was performed.

A Myomatous Nodule Filling a Postoperative Hernial Sac.—One patient 
(Case 6028) entered the hospital giving a history of a previous exploratory 
abdominal operation. The entire lower abdomen was filled with a multinodular 
myomatous mass. The abdominal scar was 20 cm. long, and in one place reached 
5 cm. in width. The walls had given way at some points, and there were several 
hernial protrusions in the sear. On excising the scar many omental adhesions 
were encountered, and one subperitoneal myoma was found to be extra­
abdominal and occupying one of the hernial sacs.

Notwithstanding the universal adhesions, a successful hysterectomy was 
accomplished.

Cysts of the Urachus Associated with Uterine Myomata. -In two of our cases 
cysts of the urachus were encounteredduring operation for myomata. In Case 
0722 the cyst was very small—only 3 mm. in diameter.

The bladder in Case 7295 reached 4 cm. above the symphysis. In this case 
also a small cyst of the urachus was found. It was situated just above the 
bladder.

Descensus of the transverse colon was found in Case 11251. This condition 
may occasionally be successfully overcome by looping up this portion of the bowel, 
but the chances for permanent relief are slight.

Appendicitis.—In the cases operated upon in the early nineties mention 
of the condition of the was rare, but in recent years the appendix
has been systematically examined in nearly all the cases.

The appendix was removed in at least 83 cases. In only one instance 
(Case 12309), was there an acute appendicitis. In three a subacute inflammation 
was noted.

In Case 2129 the appendix was adherent to the right tube. In Case 2800 
it was adherent to the posterior surface of the uterus, and in Cases 9078 and 
11392 it had grown fast to the myoma.

In several other cases the appendix had grown fast to the right appendages, 
where there was a tubo-ovarian cyst, a salpingitis, or a pelvic abscess.

In C. II. I. 793, in addition to the ' '? there was a marked chronic
colitis, limited chiefly to the transverse and descending colon.

The myomatous uterus does not seem in any way to predispose to the develop­
ment of an appendicitis. In fact, it really looks as if an acute and well-defined 
appendicitis is a very rare occurrence when myomata exist.

The question the surgeon naturally asks himself is, “Shall I remove the 
appendix or not?” If little or no evidence of a definite inflammation is present.

^347
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our opinion is that, when myomectomy is performed, it is wiser not to remove 
the appendix, as dei •ecautions the danger of infection in myomectomies
is great.

When hysterectomy is performed, appendectomy is indicated if there is the 
slightest evidence of inflammation, and if the hysterectomy has been a simple 
one, even a normal appendix is better out. We have had at least one case 
(C. H. I., A.) in which, several years after hysterectomy, it became necessary to 
operate upon the patient for an acute appendicitis.

Tuberculous Peritonitis and Uterine Myomata. The association of tuberculous 
peritonitis and uterine myomata has, in our experience, been rare. In Case 6991 
the uterus contained several small myomata. It was densely adherent, and 
tubercles were widely disseminated throughout the abdominal cavity and also 
implicated the adnexa. The uterus with the appendages and the appendix 
were removed.

Findings in the Mesentery in Myoma Cases. —Calcareous Nodules .— 
In Case 7011. after removal of the multinodular myomatous uterus, a calcareous 
nodule, 2 x 2.5 x 3 cm., was carefully shelled out of the mesentery of the ileum, 
about 10 cm. from the ileocecal valve. Two similar but " r ones were 
removed from the mesentery a short distance further on. The three openings 
were closed with catgut, great care being exercised to avoid injury to the blood-

A n A b n o r in ally 1, o n g M csentery . In Case 69 the woman 
died five days after the hysteromyomectomy. The mesentery of the ileum 
was very long. Volvulus had taken place, with the subsequent development 
of peritonitis.

Abnormal Conditions of the Liver and Gall-bladder. —T h i c k e n i n g of
t h e Left L o b e.- In Case ('. II. I., W. (Path. No. 6421 ), a secondary operation 
was performed on account of sarcoma in the cervical stump two years after the 
primary operation (Fig. 130, p. 191). We examined the liver to sec if it con­
tained métastasés. The edge of the left lobe was sharp and clean cut, but the 
right lobe was thickened and had blunt edges. We at first thought we were 
dealing with hepatic métastasés, but on inspection none were found.

Adhesions Between the Liver and the Tumor.—In 
Case 3440. in which the tumor weighed 30 pounds, a subperitoneal myoma was 
adherent to the abdominal walls, to the omentum, and to the suspensory ligament 
of the liver.

In Case C. II. !.. McA., in which an 89-pound myoma was removed, the tumor 
was so intimately adherent to the liver that a piece of hepatic tissue came away 
with it.

Gall-bladder. In Case 6432 the myomatous uterus filled the entire 
abdomen. The tumor was adherent to the omentum, mesocolon, to the hepatic 
flexure of the colon, and also to the gall-bladder.

28

8102



OTHKH PATHOLOGIC CONDITIONS IN HOME OF Ol'R MYOMA CASKS. 465

hi (’uses 6792. 8514. 8667, and 8713, after removal of the myomatous uterus, 
the gall-bladder was opened on account of gall-stones.

Glycosuria. In only two of our eases of uterine myomata was glycosuria 
noted prior to operation. In Case 12291 there was a multinodular myomatous 
uterus which reached 3 cm. above the umbilicus. On account of the large 
amount of sugar contained in the urine, operative interference was considered 
inadvisable.

In Case 2108 the patient had a multinodular myomatous uterus which ex­
tended almost to the costal margins. She had profuse uterine hemorrhages and 
suffered from constant pain in the right flank and down the right leg. The urine 
at first contained much sugar, but after the patient had been kept under observa­
tion for two and a half weeks the sugar disappeared completely. Three weeks 
later the abdomen was opened ; the intestines were densely adherent to the 
uterus and to one another, and bled freely on liberation. The appendages were 
also inflamed and adherent. Un account of the condition of the patient and the 
desjx*rate chances attending a hysterectomy, the abdomen was closed. The 
patient made a satisfactory recovery.

Shortly after the operation the glycosuria reapjieared, lasted several days, 
and then again disappeared. Ibid the symptoms been distressing and the uterus 
free from adhesions, we would certainly have removed it, inasmuch as patients 
suffering from diabetes often stand operations remarkably well.

Misplaced Kidneys in Cases of Uterine Myomata. Prolapsus of the kidney is 
very common, and we should not be surprised to find it frequently associated with 
uterine myomata. When the myomata reach any considerable size, the abdom­
inal capacity is naturally diminished, and there is not the same chance for a 
general enteroptosis; consequently in very few of our cases has prolapsus of the 
kidney been noted where the myomatous uterus has been large.

In Case 8197 the myomatous uterus was small and the lower pole of the right 
kidney reached to the level of the umbilicus.

The dislocation of the kidney in Case 891 was most marked, and naturally 
led to confusion on bimanual examination. The uterus was studded with small 
myomata, and what was supposed to he a pwiunculated subperitoneal nodule was 
felt behind and to the right of the uterus. This supposed }>eduneulated myoma 
proved to be the right kidney, which lay within the pelvis, being entirely below 
the sacral promontory.

Nodules Studding the Left Kidney. In Case 7438, a white woman, aged 
forty-three, had a myomatous uterus which filled the pelvis. After its removal 
the kidneys were examined. Both were much enlarged, and the left was 
studded with nodules varying from 2 to 5 mm. in diameter. They were confined 
chiefly to the lower half of the kidney. No enlarged lymph-glands could be 
found, nor was there any evidence of growths elsewhere in the abdominal cavity. 
Of course, no microscopic examination of the nodules could be made, and we 
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arc in the dark as to their nature. The patient made a good recovery. Her 
at the time of operation was 19 per cent.

Renal Colic.—In only one case did a patient with uterine myomata give a 
history suggestive of renal colic. In Case 3113, the woman, aged fifty-two, had 
had what appeared to be definite symptoms of renal colic once or twice a year 
for twelve years before operation.. She had violent pain, commencing in the 
left kidney and passing down the course of the ureter. No calculus was detected, 
but the urine at these times was tinged with blood. The wax-tipped catheter 
and the z-rays at that time had never been employed.
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CHAPTER XXVII.

DIFFERENTIAL DIAGNOSIS.

To describe adequately the various pathologic conditions that might have to 
be differentiated from uterine myomata would necessitate a careful considera­
tion of nearly every pelvic lesion that can occur in women, and many abdominal 
lesions would also require a detailed description. In the limited space at our 
disposal we shall merely describe those cases in which we have personally found 
difficulty in arriving at a correct diagnosis.

Pregnancy

At times the differentiation between myoma and pregnancy is clinically 
almost impossible, and even after the abdomen has been opened, it is often diffi­
cult to decide whether the uterine enlargement is due to a myoma or pregnancy. 
The difficulty is especially apt to occur when the uterus is uniformly enlarged.

Menstruation.—In myoma cases the menstrual period is usually 
regular; for pregnancy, cessation of the period affords strong presumptive evi­
dence. In some cases, however, the flow may be perfectly regular throughout 
the period of gestation.

Breasts. —In pregnancy the breasts afford signs that are characteristic 
and that are usually wanting in myoma cases. But, as noted on p. 449, the 
breasts in some instances are enlarged and contain fluid. In all these cases the 
possibility of a pregnancy with an associated myomatous condition must be 
remembered.

The Cervix. —The characteristic softness of the cervix in pregnancy is 
usually sufficient to establish the diagnosis, but in a few cases the cervix may be 
hard and firm, and lead one to infer that no pregnancy exists.

The flail-like manner in which the body of the uterus can be moved back­
ward and forward on the cervix is most characteristic of pregnancy, but in rare 
instances this may be simulated in the case of a myomatous uterus when the 
cervix has been greatly lengthened out and attenuated (sec p. 442).

Inspection of the Uterus.—Prior to opening the abdomen the operator has care­
fully considered all these possibilities, and yet on seeing the uterus its regularity 
may be so pronounced that he is still suspicious of pregnancy.* Where preg­
nancy exists, the uterus is usually of a bluish hue, due to the marked vascularity, 
and very different from the pinkish color usually seen in the myomatous uterus.

♦In the following additional cases the myomatous uterus strongly suggested a pregnancy. 
Gyn. Nos. If,79. 4203, 5687. 7059. 7237 8247. and 9678.
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In pregnancy also the vessels passing to and from the uterus are greatly enlarged 
and engorged.

When pregnancy exists, the insertions of the tubes and round ligaments bear 
their normal relations to the uterus. This may or may not be the ease if the en­
largement is due to a myoma.

Where the cervix is rather broad and hard and the tubes and round ligaments 
are inserted closer to the center than they would ordinarily be in cast's of preg­
nancy (Fig. 290), myoma will usually be found. On the other hand, if the in­
sertions be at the relatively normal site considering the size of the uterus, it may 
be necessary, as a last resort, to split the uterus to determine the cause of the

Fio. 290. A Myomatous Utkkus Closely Uehemblino a I’kkonant Uterus in its General Contour.

Although the uterus resembles » pn-gnnnl organ, the right tulie ami right round ligaments are inserted at a 
higher level than are the left tube ami round ligament. On the other hand, the ovary is attached at a lower 
level than the ovary on the left. The enlargement was due to an interstitial myoma in the posterior wall. 
. After Howard A. Kelly.)

enlargement. This we did in several instances, and in each case found the myo­
matous tumor.

In Case S., C. II. I. (June 9,1903), the uterus on inspection strongly suggested 
a four months’ pregnancy, although the history in no way indicated it. On the 
one hand, we did not want to disturb a normal gestation, and, on the other hand, 
did not deem it fair to close the abdomen when another operation would in all 
probability be necessary a few weeks later. We accordingly carefully split the 
uterine wall and at once encountered a cystic myoma, 10 cm. in diameter. This 
projected slightly into the uterine cavity. A myomectomy was done and the 
uterus saved.
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In Case M., C. II. I. (January IS, 1900), the uterus reached to the umbilicus 
and strongly resembled a pregnant organ, although there was no history sugges­
tive of it. The uterus was carefully cut into, and the enlargement found to be 
due to a partially submucous myoma. The myoma was removed, but the 
organ left.

On several occasions when examining the enlarged uterus in the laboratory 
we have opened the organ with fear and trepidation that the operator had pos­
sibly removed a pregnant uterus. In each case, however, the softness was due to 
the fact that the myoma was edematous or had undergone cystic changes.

A Myomatous Uterus in Contour Resembling a Fetus.

Occasionally, the myomata may be so arranged that they resemble a fetus. 
This was the case in (iyn. No. 3108. The clinical history in no way suggested 
pregnancy, neither did the uterus look like a pregnant organ, but in its general 
outlines the tumor bore a strong resemblance to a child (Fig. 291 ).

Fig. 21tl A Myomatois I'tbruh Hksk.mhi.ing a Fetch in its Contour.

▲ ^

• iyn. N<>. 3108. Path. No. 833. The «really enlarged uterus measured II x 13x21 cm. The nodule just 
behind the left ovary might readily have been mistaken for the head on palpation, ami the large one behind the 
right ovary for the buttocks. The ap|>endages were normal. The right lube apparently emerges from a small 
myoma. (After Howard A. Kelly.)

The nodule to the left might readily be mistaken for the head, the one to the 
right for the buttocks, and the central portion, consisting of the uterus and 
several smaller nodules, for the trunk with the hands and feet.

Definite Ballottement with Uterine Myomata.

This sign is most exceptional apart from pregnancy. In Case 3387, however, 
it was clearly made out. The uterus contained several myomata of goodly size, 
and attached to its surface were two pedunculated myomata, the larger fix8 x 10 
'•m. One of the three nodules had four large omental vessels entering it (Fig. 
24. p. 34), and the abdomen contained 7000 c.c. of ascitic fluid. Several of the 
Modules gave a distinct ballottement on bimanual palpation. This was undoubt-
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(illy due to the fact that they were pedunculated and floated easily in the ascitic 
fluid. The ballottement was the only sign that in any way suggested pregnancy.

Death of Fetus with Suppuration, Perforation of Uterine Walls, Supravaginal 
Hysterectomy, Recovery.*

This case demonstrated how nature, if left alone, may successfully ward off 
an attack of general peritonitis. Here there were suppuration in the uterine 
cavity, numerous perforations of the uterus, —fortunately situated entirely in 
the anterior wall,—and then a successful walling off by the abdominal wall be­
coming adherent to the uterus.

A. P., colored, aged twenty-one. was admitted to the Cambridge Hospital 
March 4. 1906. The patient had been thought to be pregnant one year before. 
She had been carefully watched for some time, but no further development had 
taken place. She had had some slight fever, but nothing more definite could be 
learned. When one of us (Cullen) examined her the cervix was soft; the uterus 
was globular, and lay half-way between the umbilicus and the xiphoid. The 
growth was apparently somewhat movable.

Operation: I made an incision over the growth and immediately came in 
contact with what looked like grumous material, which suggested a suppurating 
ovarian cyst. As the tissues were densely adherent, the incision was continued 

general peritoneal cavity opened. On loosening the other ad­
hesions we found the omentum adherent. This was clamped and cut. The 
tumor was intimately blended with the thickened abdominal peritoneum. It 
was shelled out as rapidly as possible, but pus oozed from the surface in various 
directions (Fig. 292). I thought that I was dealing with an ovarian cyst, but 
was surprised to find that it was the enlarged and globular uterus. I amputated 
through the cervix. The tubes and ovaries were covered with a few slight ad­
hesions, but were otherwise normal and were left behind. It was with the 
greatest difficulty that enough peritoneum was obtained to close the abdomen, 
as so many raw areas had been left where the uterus had been adherent to the 
abdominal wall. A gauze drain was introduced into the lower part of the in­
cision. The patient improved rapidly, and left the hospital feeling perfectly 
well.

Description of the Uterus.—Path. No. 9810. The specimen consisted of an 
irregular and globular mass, approximately IS x 17 x If» cm. Its surface was 
everywhere covered with adhesions, and at numerous points were openings irreg­
ular in shape, and varying from 3 to 5 mm. or more in diameter. Through these 
openings quantities of pus welled out during the operation. The pedicle or cut 
surface was 4 cm. in breadth, 3 cm. across, and in the central portion of this was 
the cervical canal. On opening the specimen after it had been hardened we

♦Thomas S. Cullen, A Scries of Interesting Gynecologic ami Obstetric Cases, Jour. A. M. A.. 
May 4. 1907.
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found that this tumor was the uterus (Fig. 293). The walls varied from 1.5 to 
4 mm. in thickness.

Fetus.—Snugly filling the entire cavity was a fetus. Its length from ellxiw 
to axilla was 7 cm., from elbow to shoulder, S cm. Its breadth in the axillary 
line was 13 cm. Other measurements could not be made on account of the dis­
tortion of the child, but it appeared to be an eighth-month fetus. The skin was 
somewhat macerated. The child was evidently a mulatto, as in many places the

Fi«. 292. The Peukohateii Pregnant Vteruh ah Seen on Removal.
Path. No. 9810. The surface is everywhere rough ami covered with adhesions. In the lower part of the field 

i- the stump of one tube. At a, a, are iierfurations of the uterus, whence pus was seen ooiingout; at b, the 
walls are very thin; there have been many adhesions, and pus is lying on the surface. One would not for a 
moment take this to be the uterus, except for the presence of the tube. For the interior of the uterus see Fig. 292.

mottled appearance was still present. At other jioints, however, the outer skin 
had been rubbed off, and the surface had the pale appearance of a white child. 
The hair, which was matted up against the uterine wall, was curly and black and 
several centimeters in length.

Placenta.—The placenta occupied the lower quadrant of the uterus, and 
projected over the cervix; there had been a partial placenta pra-via. The 
placenta at the thickest portion was 2 cm. in thickness. Attached to the surface
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Fl<l. !W3. X PlIKONANT Vtkhv*, with the Fkti'h anii I’i.aiknta Intact. iNut. size 
Path. Nu. 1181(1. For the exterior of the uterus nee Fig. 2112. After tlit* uterus huil lieen well liunlenei!, the 

unlerior surface was remove.I. The cervix presents the usual aiipearunee. ami the uterus is firmly contracter! 
urouml the fetus. The heml lies in the U|i|ier |ioriion. The left arm is firmly ailherent to the left sitle of the chest, 
ami the skin is macerated to some extent. Situated in the lower part is the placenta, which extends sliahtly over 
he internal os
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of the child, especially in the vicinity of the hair, was much friable, yellowish 
material that looked very much like inspissated pus. It was from the surface 
of the uterus at the points of perforation that the purulent discharge came 
during the operation.

Sections from the uterine wall showed that the outer surface, at certain points, 
particularly where it was adherent to the alHlominal wall, was covered with 
numerous adhesions. On the protected side cuboid cells were visible. The 
muscle in such areas showed a great deal of small-round-celled infiltration. The 
inner lining of the uterus was much altered. There were areas of canalized fibrin, 
and also regular ribbons of hyaline and canalized fibrin. Just beneath the sur­
face, and on both sides of this, were numerous small round cells 
nuclear leukocytes. At a few ixiints calcified villi could be made out. Decidual 
cells were still in evidence, but they had become smaller. There had evidently 
been a chronic inflammation of the inner surface of the uterus, coupled with an 
inflammatory process on the outer surface at the points where the uterus was 
adherent to the abdominal wall.

In this case there had been death of the fetus from some unknown cause, and 
discharge or absorption of the liquor amnii. Suppuration had taken place in 
the uterine cavity. At some j>oints the uterine walls had become perforated, 
and the pus had trickled out over the surface. Fortunately no intestines lay in 
the way, and the pus had glued the uterus to the anterior alxlominal wall. 
This is certainly one of the rarest conditions met with in the literature.

A Dead Fetus Resembling a Myomatous Uterus.
Occasionally the patient may be totally unaware that she has been pregnant. 

If the fetus dies, the cervix becomes hard, the uterus contracts materially, and 
there is often a slight bloody discharge. In such cases, if no definite history is 
obtainable, myoma may be suspected. A feeling of malaise and chilly sensations, 
however, suggests a dead fetus, and dilatation and curettage will settle the diag­
nosis.

Abdominal Pregnancy and Uterine Myomata.*
In the following case there was a typical history of a pregnancy going on 

apparently to term. Lalxir pains developed ami soon ceased, and the patient 
retained the tumor for nearly four years without any marked discomfort. Little 
credence was given to her statements, as it appeared doubtful if she knew exactly 
what had happened. On bimanual examination the diagnosis lay between a 
myomatous uterus and a dermoid evst. and even when one of us removed tin* 
tumor, we thought that it was a dermoid cyst. It was only when the hardened 
specimen was opened in the laboratory that pregnancy was detected. A glance

* Thomas S. Cullen. A Series of Interesting Gynecologic and Obstetric Cases. Jour. A. M. A., 
May 4. 1907.
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at the contour of the tumor, as seen in Fig. 294, will show that it closely simulated 
a myoma in its general outlines.

Gyn. No. 13272. Path. No. 10417.
Abdominal Pregnancy of Four Years’ Duration.— 

J. A., colored, married, aged twenty-eight, was admitted to the Johns Hop­
kins Hospital September 27, 1906, complaining of pain and swelling in the 
abdomen.

Her general health had always been good, and she had never consulted a 
physician before. Her menstrual history was unimportant. She had been 
married fifteen years and had had four children, the eldest nearly fifteen years 
old. The second child was deficient mentally, but lived five years. The third 
was ten, and the youngest eight, years of age. Her labors had all been normal ; 
there had never been any miscarriages. For some years she had had a slight 
amount of thick, white, foul-smelling discharge, more marked before and after 
her menstrual periods than at any other time. For several years she had been 
constipated, the bowels not moving for two or three days at a time. She had 
passed no blood or mucus.

Present illness: About four years ago she noticed a small lump, the size of a 
baseball, situated below and to the left of the umbilicus. The tumor increased 
in size at a uniform rate, and the patient thought she was pregnant. At the end 
of nine months the tumor reached above the umbilicus. The breasts were en­
larged and contained colostrum. The patient had had no nausea or vomiting. 
Her menstrual periods had been regular, although she had had a very scanty flow. 
She was certain that she had felt movements of the child. About the time that 
labor should have come on she had bearing-down pains, beginning in the evening 
and lasting until early morning. The pains then ceased and never returned. 
The patient thinks that she has never had any other signs or symptoms since that 
night. The breasts gradually become soft and dried up. The tumor seemed to 
decrease slightly in size. No movements were felt, and the patient suffered no 
discomfort. She became convinced that she had a tumor.

Until about a year ago she could go about her work without difficulty, but 
then she noticed a little soreness, and the tumor “began bothering her." In 
the few months previous to admission she had felt an increase in the amount 
of soreness. She had had headaches at times, her tongue had been coated, she 
had frequently felt nauseated, but had not vomited. After walking a good deal 
there was a burning sensation in the lower part of the abdomen, and during the 
last two months the headaches had been quite severe. The patient had to stop 
work on account of the burning pain that would come and go, but was eased by 
lying down. She slept well, but her appetite was poor, and she said she did not 
gain in weight. There was no pain or burning on defecation or urination.

Examination.—Dr. Hutchins, the resident gynecologist, found the patient 
rather emaciated. The abdomen was distended rather more on the left than on
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the right side by a tumor which rose from the pelvis and reached 4 cm. 
the umbilicus in the median line. The tumor felt cystic; it was movable, dull 
everywhere on percussion, and no fluid wave was noted. On vaginal examina­
tion no evidence of infection could be found. The cervix was firm. There was 
slight bilateral laceration. The uterus was in anteposition, normal in size, and 
apparently in no way connected with the abdominal tumor. Movement of the 
tumor did not draw the cervix upward. Clinically, the tumor was thought to 
be an ovarian cyst or a myoma, but no definite diagnosis could be made.

Operation. One of us (Cullen), after making a long abdominal incision, found 
that the abdominal cavity was occupied by a large “tumor of the left ovary," to 

were adherent the omentum, the entire transverse colon, a portion of the 
sigmoid, and the ascending colon. The uterus was densely adherent on the 
right side. The omentum was tied and cut, a portion being left attached to the 
tumor, the* proximal portion being reflected backward with the transverse colon. 
In doing this the thin wall of the tumor was ruptured, and an ounce or two of 
thick, creamy, yellowish material escaped. This was rapidly sponged up, and 
further escape controlled by pressure with gauze. In order to avoid infection, 
as far as possible, the right tube, which had been converted into a pus sac and 
was adherent to the cystic tumor, was liberated. The broad ligament on the 
left side was clamped and cut, so that the tumor could be shelled out of the pelvis 
and tipped over to the left side. In this way the grumous contents of the cyst 
were prevented to a great extent from escaping into the abdominal cavity. 
After the tumor was shelled out there was a great deal of bleeding from the 
mesocolon. This was checked as far as possible by sutures, and the transverse 
colon was then curved in on itself, so that the mesocolon formed a funnel. A 
gauze drain was introduced into this as it dropped down on the pelvic brim 
and was brought out through the vagina. In this way we were able to check 
the bleeding almost completely. The was closed without drainage
from above. The patient made a very satisfactory recovery and was dis­
charged October 21, 1906.

Path. No. 10417. The specimen consists of an abdominal tumor which was 
connected with the left broad ligament and the left tube and ovary. It was 
absolutely free from the uterus, which was not removed. The specimen in the 
hardened state measures 24 cm. in length, 18 cm. in breadth, and 16 cm. in its 
anteroposterior diameter. Attached to its right side are a pus-tube and the 
right ovary. To its left are the tube and ovary, which are plastered down on 
it. Covering almost the entire upper surface of the tumor is omentum, which is 
densely adherent to the mass and furnishes a large part of its blood-supply. The 
walls of this tumor vary from the thickness of paper to two or three millimeters. 
From this tumor grumous material, like fat mixed with pus, escapes, and at 
several points hair can be seen. When a window is cut out (Fig. 294), the interior 
is found to be filled with a fetus, which is of at least seven or eight months’ 
growth. On account of the distorted condition it is difficult to get the exact age,
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Transverse-Colon

Fio. 2VI. Aiidominai. Pmkoxasct or Font Years' Duration.
<l.vn. No. 1.1272. Path. No. 10117. Tin* illustration is an exact reproduction of the abdominal contents, and 

has been drawn from the specimen. Attached to its right side is a large pus-tube, which is densely adherent to 
the sac. On the left side the struct tires are not dearly outlined, ns the broad ligament was intimately attached to 
the pregnant sac. Passing over the anterior surface of the sic in its upper portion, ami considerably flattened, is 
the transverse colon. Densely mailed to the surface of the sac is the omentum. In the upper part of the sac a 
window has been cut out, and to the left a hand, at the top a foot, and between these two, and lying in the vicinity, 
numerous tufts of hair represented in black may be seen. The sac passes down and almost completely fills Douglas' 
pouch. This tumor had lain in the abdomen about four years. Apart from the adhesions to the transverse 
colon, th« intestines were perfectly free.



D1FPKKKNT1AL DIAOXOHIS. 477

but the sole of the foot measures (i.ô cm. in length and looks mature. Tin* other 
parts arc correspondingly large. The hair of the child is black and curly. There 
are several points where slight ulceration of the surface has taken place. These 
correspond to the very thin areas noted in the outer covering. The right tube, 
which was so firmly glued down that it was thought necessary to remove it, in 
the hardened state measures 10 cm. in length. It is entirely covered with ad­
hesions, and at its fimbriated end reaches 2.5 cm. in diameter. The ovary is 
also covered with adhesions, but is not enlarged.

The left ovary is very much flattened and covered with adhesions. The tube 
runs over into the tumor mass and is lost. It is flattened out, and at one point 
measures 8 mm. in diameter. The placenta is attached to the left side of the 
mass.

Histologic Examination. The sac inclosing the fetus shows that where the 
omentum has been adherent it has been transformed almost entirely into new 
and old connective tissue; even the outer adhesions, which contain islands of 
adipose tissue, are for the most part made up of dense fibrous tissue. Passing 
inward the fibrous tissue looks older, and then hyaline areas are seen which in 
size and form closely resemble placental villi. Between these are many small 
round-cells and spindle-cells. The inner portion is composed of similar hyaline 
areas, surrounded by a zone of brown pigment that has evidently resulted from 
an old hemorrhage. The inner surface is lined with necrotic tissue which is 
especially rich in canalized fibrin, containing chiefly polymorphonuclear leuko­
cytes. In no place is there evidence of muscle-fibers, and it looks as if the case 
was one of an abdominal pregnancy in which the sac, which was partly supported 
by the omentum, had gone on to new connective-tissue formation.

Extra-uterine Pregnancy.
In several instances we have found it impossible to differentiate between an 

adherent myomatous uterus and a tubal pregnancy that has been ruptured for 
several weeks. The ruptured tube is not only enlarged and surrounded by 
partly organizing clots, but is likewise adherent to the adjacent structures. 
Where definite multiple myomatous nodules can be felt on the surface of the 
uterus, or where a submucous myoma can be felt or has been passed, the diagnosis 
of myoma can be made with a fair degree of certainty, but it must be remembered 
that tubal pregnancy occasionally accompanies a myomatous uterus, as noted 
on p. 342. The cessation of the period for one or two months, followed by con­
tinuous bleeding and definite pains on one side of the uterus, is, of course, 
strong presumptive evidence of tubal pregnancy.

A Ruptured Cornual or Interstitial Pregnancy Simulating a Myomatous 
Uterus.

Several years ago Dr. T. A. Krek, of Philadelphia, sent us a specimen from a 
patient that had had a pelvic tumor. It somewhat closely simulated a myoma.
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Mrs. G. J., aged twenty-three, married six years. Had one child three years 
ago. The labor was normal. Her last period began December 22, 1903, and 
continued four days. On March 7, 1904, she lifted a heavy wash-boiler and was 
taken with sudden abdominal pain, vomiting, and a bloody vaginal discharge. 
She went to bed. continued to have intermittent pain, and the next day passed 
a clot as large as a fist. Thinking she had miscarried, she remained in bed a 
week and then resumed her household duties. Two weeks later she again had 
much pain in the hypogastrium and frequent vomiting spells. She dragged along 
for several weeks without medical attention, but was finally admitted to one of the 
Philadelphia * ‘ on June 19. 1904. The surgeon, on making an examina­
tion, diagnosed pregnancy, with probably a large cystic adherent ovary. The 
patient was discharged on June 22d. In a short time there was recurrence of 
her pain and vomiting and she was admitted to another hospital, where she 
remained in bed four weeks but refused operation.

On August S, 1904, she reentered the hospital, and at this time had much pain 
and frequent vomiting. Her abdomen was distended. A hard irregular mass 
could be felt extending from the pelvis to a point above the umbilicus. Vaginal 
examination disclosed a soft cervix. The uterus was fixed and crowded to the 
left side by a mass occupying the right. The temperature was 99° 1\, the pulse 
110.

August 10, 1904: The abdomen was opened and omental adhesions to the 
parietal peritoneum were separated. The omentum covered the pelvic organs 
and was adherent to the bladder, the inner surface of the broad ligament, and 
the mass in Douglas’ cul-de-sac. After the adhesions had been freed, a fetus was 
found enveloped in omentum and intestines to the left of the umbilicus. The 
pelvis was now cleared of a large amount of old blood-clot, and the placental sac 
was found to project from the right cornu of the uterus (Fig. 295). Both tubes 
and ovaries were intact. The right tube continued into the mass without any 
point of rupture. The ovarian artery was ligated on the pelvic side and cut. 
The mass was then removed from the uterine wall, and the raw area in the 
uterus closed with a continuous silk suture. The uterus after operation looked 
one-sided. The patient made an uneventful recovery.

The specimen consists of the right uterine cornu, greatly distended, rup­
tured, and containing a partially extruded placenta, to which a fetus is attached. 
Clinging to the side of the cornu are the right tube and ovary. The portion of 
the cornu present is S cm. in its anteroposterior diameter, 5 cm. from right to 
left, and 7 cm. in length. The cornu has been attached to the uterus by a 
muscular band, 5 cm. broad and 2 cm. in its anteroposterior diameter.

The placenta is 12x7 cm. and two-thirds of it has escaped from the cornu 
through a rent approximately 7 cm. in diameter. The wall of the cornu varies 
from 1 to 3 mm. in thickness. The tube is (> cm. in length, and where attached 
to the cornu is exceedingly small. It is covered with a few adhesions. The 
ovary is 4.5 x2.5x2 cm. It is likewise covered with a few adhesions. The
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fetus, doubled on itself, is 13 cm. in length, with the thigh flexed upon the 
abdomen (Fig. 296). It is partially covered with adherent membrane. There 
is malformation of the hand and foot on the right side, and also of the left 
foot. The left hand is adherent to the membrane and is also distorted.

On histologie examination at the site of amputation a definite portion of the 
uterine cavity is found. The mucosa here is 1 mm. in thickness. The gland 
elements are perfectly normal. The surrounding muscle shows a good deal of

Fio. 295.—A Ruptured Cornual Pregnancy.
The right tube is normal The ovary is slightly adherent. The right oornu is considerably enlarged, and 

attached to its inner aspect is a distorted fetus. Its extremities have become adherent to the body. and it is still 
partially covered with the fetal membranes. Tbe placenta has peen partially extruded. (Specimen sent by Dr. 
T. A. Erck.of Philadelphia.)

proliferation of the endothelium of the capillaries, and the muscle-cells them­
selves are considerably swollen. The outer wall of the sac is composed of uterine 
muscle, and in the outer muscular layers there is dilatation of the capillaries, 
with some edema of the muscle. The sac contains a quantity of placental tissue. 
That lying close to the muscle has to a great extent undergone necrosis. We are. 
no doubt, dealing with a cornual pregnancy. Sections through the Fallopian 
tube and through the uterine horn show that they are perfectly normal.
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Hydatidiform Moie.*
The following case illustrates very well how a hydatid mole giving rise to a 

uterine enlargement may lie mistaken for a myoma. Whenever a hydatid 
mole is detected, however, there has been the history of a recent cessation of 
the period and. on dilating the uterus and curetting, the characteristic small 
cystic dilatations of the placental villi, as seen in Fig. 297, at once clinch the 
diagnosis.

The patient was referred to me by Dr. Finest Johnston, of Berkeley Springs, 
W. Va., on April S. 1001. On admission to the Church Home and Infirmary it 
was learned that five months previous to the examination she had missed her 
period for two months, and since then there had been a continuous, very dark- 
red vaginal discharge. The uterus was uniformly enlarged, and the size of that 
of a three or four months’ pregnancy, but the cervix was very hard and the os 
small. Myoma was first suspected, but we decided to explore the uterine cavity, 
as the teni|N>rury cessation of menstruation, followed by the very dark discharge, 
was strongly suggestive of a dead fetus. On dilatation of the cervix and intro­
duction of the curet fully half a liter of cvst-like bodies was removed. These 
varied from 1 mm. to 2 cm. or more in diameter. The patient made a prompt 
recovery.

Path. No. 4NÔ1. The specimen consists of alnuit half a liter of small trans­
parent cysts, varying from 1 mm. to 2 cm. in diameter. They have thin walls 
and immediately remind one of small suhjieritoneal cysts. They are traversed 
by a delicate network of blood-vessels. The exact relation of the majority of the 
cysts cannot be determined, as they were brought away with the curet. Here 
and there, however, we have lieen fortunate enough to obtain large pieces of the 
growth. At such jKiints we find shreds of membrane, and attached to these by 
delicate pedicles, varying from 1 mm. to 2 cm. in length, are these small cysts 
i Fig. 297). On further examination of these cysts some of them are found 
to be pear-shaped instead of round. Accompanying the cysts are large and 
small shreds of solid tissue, no douht portions of the decidua.

Examination.—Sections from the cyst show that the outer sur­
faces in places have a covering of syncytium, very scant in amount. At most 
Imlints, however, this is wanting. The walls consist of spindle-shaped cells, 
and the inner surface has clinging to it coagulated fluid. There is no layer of

* Thomas S. Cullen. Julius Hopkins Hospital Bulletin, It m2, vol. xiii.

Fm -Mil Iti pri iii: or tub Umar Cmtw or a Hicohnat* Ctkmvs with Km-apk ok tiik Fr.ru». i j mu. sire > 
The lets! memlimne seen in Fill. W.l tins lieen severed. so Hint Hip relations ran In* more readily followed 

Tin- mrnii Inn I imrtinlly ru|if uml. u in I tin- fpius whs hrlil in mint art with Hip utmis only hy the inpiiiliriinp. 
Morn iIihii half of Hip iiIiippiiIii hn* Iippii extruded from flip rii|iliir«s| wall. iiihI iIip iiiuspIp at this |*»int i* 
greatly thinned out. IIip fetus is maeeraleil. The left leg is Hexed ami has grown fast to the thigh. The left 
arm is adherent to the chest, ami has Ihshiiip tirmly nllavliPil to the tiipmliranes. I Iip right arm ami leg also 
show is | in ariosi distortion iS|ippimen sent hy Or. ’I". A Krck.if 1‘hilndelphinj
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cells lining the inner surface of the cyst. These small tumors are due to cystic 
dilatation of the stroma of the villi, and hence are not true cysts. In some places 
typical villi are demonstrable. Covering the outer surface of some of the villi, 
and in close proximity to the cysts, are masses of cells somewhat resembling 

decidual cells. They are. however, much larger than 
ordinary decidual cells. The nuclei are also larger, 
irregular, and stain deeply. All gradations, from those 
of normal size to the large and irregular ones, can be 
followed. While the majority of these cells are prob- 

■f VJ ably decidual in origin, some of them are undoubtedly
$ W'f 1 altered syncytial cells, as the direct transition can be

traced.
The patient was perfectly well six years after 

operation.

Chorio-epithelioma.
In the following case* a chorio-epithelioma on 

bimanual examination suggested a large myomatous 
uterus, and not until the abdomen was opened were 
we aware of the exact condition.

In all such cases, however, if an accurate history is 
obtainable, it will be found that the patient has either 
recently had a miscarrriage or a normal labor, and in 
all these cases a curettage will yield the characteristic 
growth, or at least necrotic material which would at 
once put the operator on his guard.

A Smai.i. Fkaumknt 
UVUATIKIKIIIM Moi.K.

'In
Path. No. IK.'il. The Mpcciineii 

has liven Hunted out in water, in 
order that the rainificafions may 
he followed, a correspnnds to the 
ha sal attachment, and b is a large 
cystic dilatation of a villus. At 
c we have rows of small oblong 
cysts. The main stem continues 
downward, and spreads out into 
the conglomerate mass of cysts 

• h. but just alwive this point it 
gives off a small stem of stroma 
which ends ilia cystic terminal (el 
after having given off two terminal 
twigs le') with cystic ends. At f 
is a cystic dilatation in the con­
tinuity of a villus, a short distance 
further on followed by the termi­
nal bunch of cysts, g. iAfter 
Thomas S. Cullen.,-

Gyn. No. 13204. Path. No. 10278.
Chorio-epithelioma with the uterus 

t h e s i z e of t h a t of a f i v e m o 11 the’ 
pregnancy; hysterectomy ; tempo- 
r a r y r e c o v e r y .

The patient was admitted August 31, and was 
discharged September 25, 1906. On examination, 
Dr. Hush more found the abdomen somewhat distended 
by a firm mass, which rose out of the pelvis and ex­
tended as high as the umbilicus, rather more promi­
nently on the left than on the right side. The mass 

was slightly movable, and not tender, except just above Poupart’s ligament on 
the left side. It was regular in outline, and on deep inspiration its upper border

* Thomas S. Cullen, A Series of Interesting Gynecologic uml Obstetric Cases, Jour. A. M. A., 
May 4, HM)7, vol. xlviii.
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was obliterated by tin* surrounding intestines. The vaginal outlet was moder­
ately relaxed, the cervix was high in the vaginal vault, lying far back ami pointing 
downward. The cervical lips were not hypertrophied; the os was slightly 
patulous. There was no induration suggestive of a new-growth. The mass in 
the pelvis was uniformly fixed. On examination under ether the tumor was 
freely movable, but suggested a myoma about six inches in diameter, with a 
cystic mass on the left. The breasts contained colostrum.

( )n exposure of the enlarged uterus the appearance suggested pregnancy very 
strongly. The vessels were much dilated. No definite nodules could l>e made 
out in the fundus, but on tin* posterior surface was a slight prominence, with a 
curious yellowish discoloration of the tissue beneath, and there were numerous 
dilated vessels suggestive of a malignant new-growth. As a definite diagnosis 
could not be made from palpation, we decided to incise the uterus over tin- 
prominence, at the same time carefully walling it off so that the general cavity 
would he protected. On incision, a vascular new-growth was immediately seen. 
This had a spongy appearance, and immediately suggested a malignant growth, 
differing entirely front carcinoma and sarcoma. Dr. Cuthbert Lockyer, of 
London, Kng., a man who has contributed largely to our knowledge of this sub­
ject. was with me (Cullen) at the time, and corroborated the diagnosis of chorio- 
epithelioma. The incision was immediately closed, and the uterus removed. 
The liver was carefully examined for métastasés, but none could be detected.

In this case there was no positive history of a recent miscarriage, although 
the possibility cannot be excluded. The contour of the uterus on pelvic ex­
amination strongly suggested a myomatous uterus, and with the abdomen 
opened it was impossible for one to exclude pregnancy.

Path. No. 10278. The specimen consists of a greatly and uniformly en­
larged uterus, measuring 20 cm. in length, 13 cm. in breadth, and 12 cm. in 
thickness. The anterior surface is smooth and glistening; the posterior is 
covered with many adhesions, thin and fan-like. Attached near tin- left cornu 
is a tag of omentum. On section, the uterine cavity is found to be 15.5 cm. in 
length. The uterine walls vary from 3 to (i cm. in thickness. The outer portion 
of the wall consists of muscle, varying from 1 to 1.5cm. in thickness. Lining the 
entire uterine cavity is a spongy, porous growth ( Fig. 298). The uterine mucosa as 
such is not recognized, but is represented by hills and hollows. The projections 
into the cavity are dome-shaped, and vary from 0.5 to 2 cm. in depth. Here and 
there on the surface are cyst-like depressions, with narrowed bands of tissue 
stretching from side to side. There are also numerous cavernous spaces, bridged 
over by bands of the growth. This growth involves the entire uterine wall, 
both anteriorly and posteriorly. The great thickness in the wall is due to the 
presence of the growth, which varies from 1 to 0 cm. in thickness. At the fundus 
it extends almost to the peritoneal covering. The growth in no way resembles 
•ither a carcinoma or a sarcoma. One is instantly reminded of the growth that
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occasionally occurs after a miscarriage. The cervix is somewhat flattened, 
is fi cm. in breadth, and its lips appear to be normal.

Fui. 2I*K. -Ciiomo-EPiTiiELiOMA. ij| nut. size, i
(iyu. No. 13201. Path. No. 1027s. The spevimen consists of a uniformly en urged uterus. The cervix is 

norm'll; the body is us large as that of a five months’ pregnancy. Occupying the entire body of the uterus is a 
new-growth with many depressions and cystic spaces extending into the wall. The growth itself presents a pecu­
liar porous appearance tin, and the finger-like processes so characteristic of carcinoma are absent. In the lower 
part of the uterus the outer muscular walls are still clearly seen, but in the upper part of the cavity the growth 
has extended almost to the peritoneal surface. The growth could hardly be mistaken for anything else. It i* 
remarkable to see so uniform an involvement of the entire uterine wall, a indicates clearly the sharp line of 
demarcation between the malignant growth and the outer muscular covering.

Histologic examination shows the growth to be a typical chorio-epithelioma. 
After some months the patient commenced to lose ground, and soon died with 
métastasés.
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Enlargement of the Uterus Due to a Retained Menstrual Flow.
In 1ÎHH) wo rocoivod word from one of the most careful practitioners in the 

State saying that he was going to send a patient with a uniformly enlarged and 
globular uterus for operation, and that the enlargement was apparently caused 
by a myoma. During the long railroad ride the patient lost much blood, and 
when one of us examined her at the hospital the uterus showed little enlarge­
ment. From the history, it will be seen that as the result of an endometritis 
the vaginal walls had become irritated and later agglutinated. Successive 
menstrual flows had thus been retained, and the uterus had become distended. 
The jolting over a poorly ballasted railroad had been sufficient to partially 
separate the adherent vaginal walls ; the fluid contained in the upper part of the 
vagina and distending the uterus had escaped, and the supposed uterine tumor 
disappeared.

1'., admitted to the Church Home and Infirmary June 17. lflOti. The patient 
was fifty years of age. For several months she had had no periods, but recently 
there had been an excessive amount of pain in the lower abdomen. The en­
largement was apparently due to a myoma. Her physician fourni a globular 
and enlarged uterus. During a long railroad journey she had had a profuse 
bloody discharge, and the abdominal pain had to a great extent disappeared. 
We examined the patient under ether, and found the vagina closed half-way up, 
but there was just a small opening. This could readily be dilated with the finger, 
and there was an immediate escape of old blood, ropy in character. The cervix 
was considerably dilated. Pressure on the uterus increased the flow. We 
stretched the cervix and curetted the uterus, but obtained little mucosa.

On histologic examination of the mucosa we found that it was the seat of 
acute inflammation. In this case there had been an acute endometritis. The 
vaginal surfaces had become glued together, and complete occlusion had taken 
place. There had been an accumulation of secretion in the uterine cavity, 
giving rise to the supposedly globular myomatous uterus, the same time
causing a great deal of discomfort from the distention.

Carcinoma of the Uterus.
Before considering the difficulties in diagnosing carcinoma of the uterus from 

myoma, it may be well to glance at Chapter XVI, p. 274, in which many cases 
of carcinoma of the body associated with uterine myoma are described.

When the carcinoma commences in the vaginal portion of the cervix, the 
differential diagnosis between a malignant growth and a myoma is usually easy, 
but in some cases, when a sloughing submucous myoma protrudes from the 
cervix and partially fills the vagina, it may be mistaken for a cauliflower-like 
carcinomatous mass. The pedicle of the myoma is usually attached high up 
in the cervical canal or in the body of the uterus, and the finger can lie carried 
rtround it on all sides. When carcinoma of the cervix is present, the growth

3
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Fio. -IMl. 1‘vhc‘Inuma in' mi-: Ckiivix and I.owkh Vaut ok tub Body ok tiik Ftehv* Ci.inicai.lv Si ookhtino 
a Myomatous Okoan. (Nul. size,i

< îy ii. No. 104110. Put It. No. 6727. The* uterus wits gloliular ami about I lie size of tlial of a four months' 
pregnancy. The vaginal portion of the cervix yvus normal. The greater part of the cervix and the lower portion of 
the body of the uterus were occupied by carcinomatous tissue. Masses of it are seen projecting into the uterine 
cavity at a. a, a. The cervical canal had been blocked, and the body of the uterus had become much distended and 
was tilled with pus. The mucosa has lieen replaced by granulation tissue, as recognized by the undulating surface 
so often noted where a suppurating membrane exists. From the normal appearance of the cervix, the uniform 
contour of the lasly and the firmness of the tissue, myoma was naturally diagnosed. Had carcinoma been sus­
pected, curettage would have at once established the true diagnosis.
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springs from the cervix itself, is exceedingly friable, and bleeds very much more 
freely on manipulation than the submucous myoma. If the diagnosis cannot 
he established, histologic examination of the tissue may at once afford the 
proper diagnosis.

If the carcinoma be far up in the cervical canal or in the body of the uterus, 
considerable confusion may arise.

The following cases are very good examples of the difficulty in deciding be­
tween myomata and carcinoma of the uterus.

Fig. 301). A Submucous Myoma Ci.ini call y Suooehtino Carcinoma or the Cervix. (tT, mil. size.' 
(iyn. No. 1.1498. Path. No. 10770. The clinical history strongly suggested carcinoma of the uterus. On 

examination the vaginal portion of the cervix was found to lie normal, hut the greater part of the cervix was much 
enlarged ami hard. Si sure was the operator of the malignancy of the growth that he did a complete hysterec­
tomy. In the illustration the small vaginal isirtion of the cervix is Intact. The uterine cavity has been opened 
and unfolded. With the uterus closed, |ioints a and a' would come together. The great hardness in the lower part 
of the uterus was due to the pedunculated submucous myoma h. This also gave rise to the suspicious discharge, 
c is a small polyp. Scattered throughout the uterine walls are a few small interstitial myomata.

The uterus in (iyn. No. 10490 (Path. No. 0727) formed a globular mass, 
about the size of that of a four months' pregnancy. Myoma was diagnosed. 
On opening the supposedly myomatous uterus, tin* cervix and lower part of the 
hotly were found filled with carcinomatous tissue (Fig. 299); the cavity of the 
uterus was full of pus. A glance at the cervix will show that on vaginal ex­
amination it apjîearod perfectly normal. Curettage in this case would have 
cleared up the diagnosis at once, but, as a rule, where the condition is supposedly 
"lie of simple myoma, one hardly deems it wise to curet unless some important
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information seems to he promised. Whenever carcinoma is suspected, scrapings 
should hv all means be examined prior to attempting the hysterectomy.

On the other hand, a myoma may simulate a carcinoma, as was noted in 
Case 134! IS (Fig. 300). The operator found a small external os and an apparently 
much enlarged and densely hard cervix. So sure was lie that the growth was 
carcinomatous, that lie made a rather extensive and complete abdominal hyster­
ectomy. The enlargement and denseness of the cervix were due to a submucous 
and pedunculated myoma (b).

In (lyn. No. 10440 the patient was exceedingly stout, and had a relatively
small uterus. One of us,* on 
thorough bimanual examination, 
clearly fell nodules on the surface 
of the uterus, and accordingly 
made a diagnosis of multiple myo­
mata. A glance at the accom­
panying history of the case will 
show that the growth was prim­
arily a carcinoma of the body, 
with extension by continuity to 
the peritoneal surface.

Gyn. No. 10440 ; Path. No. 6644.
Diagnosis : M y o m a - 

t o u s u t e r u s . Act u a 1 
e o n d i t i 011 : a d e 11 o c a r - 
c i n o m a of t h e b o d y o f 
t h e uterus, wit h s c c- 
o n d a r y s u b p 0 r i t o 11 e a 1 
no dules (Fig. 3 01).

M. ('., aged fifty-eight, white. 
Admitted April 22, 1903. The 
patient has had three children. 

The menses stopped at forty-nine. Four years ago uterine hemorrhages com­
menced and lasted several months. Since then they have been irregular. There 
is a continual leukorrheal discharge, with some odor.

O11 vaginal examination we found the uterus about twice its natural size. 
Scattered over its surface were numerous nodules. As the patient was in good 
condition and had a nodular uterus, which in general contour closely resembled 
a myomatous uterus, we made a diagnosis of myoma (Fig. 301), especially as the 
hemorrhages could readily be accounted for by the presence of myomata and 
the vaginal discharge was but slightly offensive.

* Thomas S. Cullen, A Series of Mistaken Gynecologic Diagnoses, J. A. M. A., November 
lit. 1904.
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Fin. 301. Aiiknocaik ixoma op tiik Body ok the Uterus
WITH SVIIPKMITONKAL NoitVLKH. U lull. size.;

Ua£

Gyn. No. 10140. Path. No. 0644. The specimen is viewed 
from the front. The right mum I ligament is drawn upward hy 
a cancerous nodule situated at its junction with the uterus. 
Scattered over the surface of the uterus are cancerous nodules, 
varying from a few millimeters to 2 cm. or more in diameter. 
The insertion of the left round ligament is at a much lower 
level than is that of the right. The general contour of the en­
larged and nodular uterus closely resembles that of a myoma­
tous organ, i After Thomas S. Cullen, i
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At operation we found the uterus as I have described it. but the supposedly 
myomatous nodules represented points at which the cancer of the body of the 
uterus had extended to the peritoneal surface. They were raised nodules beneath 
the surface, and at several points had become attached to the intestines. Com­
plete hysterectomy was performed. The patient made a good recovery, and was 
in perfect condition five years later. In this case curettage, even without a 
microscopic examination, would have been sufficient to establish the diagnosis.

In Path. No. 4479 (Fig. 180, p. 280) we did a supravaginal hysteromyomec- 
tumy. Myomatous nodules were scattered over the surface of the uterus, and 
the entire growth seemed to he myomatous in character. On examination of the 
specimen in the laboratory the greater part of the enlargement was found to he 
due to a carcinoma of the body of the uterus. If the operator, with the abdo­
men open, sometimes fails to differentiate between carcinoma and myoma, there 
is certainly abundant excuse for the general practitioner, who has to rely on 
the bimanual examination.

In Case 3693 we have another example of the difficulties in deciding between 
myoma and carcinoma. On referring to Fig. 302 it will be noted that the uterus 
is nodular and several times its natural size. The cervix is enlarged, but intact ; 
the cavity is lined with nodular masses that hear some resemblance to the 
myomata which sometimes pave the uterine cavity. Further, it will he noted 
that although the patient had had a profuse leukorrheal discharge, there was no 
hemorrhage. Scrapings in such a case would at once yield carcinomatous 
tissue.

Gyn. No. 3693 ; Path. No. 828.
A n u n u s u a 1 c a r e i n 0 in a tous u t e r us, bearing con- 

side r a h 1 e r e s e ni b 1 a n c e t o a m yomatous organ* (Fig. 
30 2).

N. (1., aged seventy-six, white. Admitted July 30; discharged September 
8, 189"). The menses ceased twenty-five years ago. The patient has always 
been healthy. One grandfather died of cancer, and several relatives of tuber­
culosis. For the last year she has had a profuse bloody vaginal discharge, and 
has experienced sharp shooting pains all through the abdomen. For the relief of 
these during the last six months she has taken a good deal of opium. At no time 
has she had uterine hemorrhages. Her general condition is poor; she eats very 
little: her tongue is red and fissured ; the bowels are constipated. On vaginal 
examination the cervix is found to be intact, but enlarged ; the uterus is about 
the size of that of a three months' pregnancy, and somewhat nodular. A com­
plete hysterectomy was done.

Path. No. 828. The specimen consists of the uterus and appendages intact. 
Both anteriorly and posteriorly the organ is smooth and glistening. Projecting

* This case was reported in full in Contributions to the Science of Medicine, by the Pupils of 
William H. Welch, UHM), page 401.
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from the anterior surface, about 2.5 cm. from the fundus, arc two subperitoneal 
nodules. These are irregular in contour, whitish yellow, and covered with 
peritoneum (Fig. 802). They do not project more than 2 nun. from the surface. 
Just posterior to the right cornu is a similar elevation, 2.5 cm. in diameter.

s- W

e r v i x
Fig. :tOJ. A Hare Form or Adenocarcinoma or the I’tbrv*. (Nul. size.)

1‘iitli. Nu. H2N. The uterus is nearly three times its niilurnl size; it presents n nodular surface, as unteil at a 
mill a'. The cervix is greatly thickened, hut the vaginal portion and the external us are still intact. The organ, 
from the external os in the fundus, is occupied by a lieu-growth which entirely obliterates the normal landmarks. 
The uterine cavity is lined with large and small dome-like masses, consisting almost entirely of necrotic tissue 
The new-growlh has invaded the cervix and body uniformly, extending in most places to within û nun. of the 
peritoneal covering, and at a and a' reaching the outer surface. The growth is whitish in color, very friable, and 
stands out in sharp rout rust to the uterine muscle. I After Thomas S. Cullen.)

On palpation the uterus seems to contain many areas which present a stony 
hardness. The cervix is 8.5 cm. in diameter, and is intact. It feels somewhat 
soft to the touch, but at the same time one obtains the impression that there art- 
dee per areas which are very dense.
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On section, the cervical mucosa presents the usual appearance fora distance 
of 5 nun., hut above this point it is practically impossible to distinguish between 
the cavity of the cervix and that of the body, both being of equal breadth. The 
combined cavity is 10 cm. in length. Almost from the external os to the fundus 
the walls arc composed of necrotic-like tissue, which is gathered up into large 
and small dome-like masses. Covering the inner surface is a dirty greenish 
or reddish material. The uterine walls from cervix to fundus have been in­
vaded by a new-growth which penetrates the muscle to within from 8 to 2 mm. 
of the surface: the wall has been invaded throughout its entire thickness, these 
areas being nothing more than a continuation of the growth.

The cervix and body are almost uniformly implicated, although the former, 
perhaps, has suffered a little more extensively.

Histologic examination shows this growth to be a carcinoma of a most un­
usual type. It is described and pictured in detail in ‘‘Cancer of the I tems,” 
p. 588.

Histologic Changes in Myoma suggesting Carcinoma.

Sarcomatous changes in myomata are by no means rare. (See Chapter XIV, 
p. 109.) For the primary development of a carcinoma in a myoma it is absolutely

b

mm

ZMrii

Fki. 303. -A Peculiar Arrangement of Muncle-fibers Suggestive of Carcinoma. (X 110 ilium.)
Oyn. No. 12591. Path. No. 9349. The specimen is from the center of u submucous myoma. The pale ureas 

are ilue to hyaline degeneration. The remaining muscle-libers are arranged in straight, irregular or curved groups, 
us indicated by a. At b are capillaries, some of them surrounded by a zone of hyaline. The picture at first sug­
gest* carcinoma, but all the muscle-nuclei are of the usual size and there is no epithelium.
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necessary to have had preexisting glands, and these are found only in an adeno- 
myotna. Nevertheless, we may have the muscle-fibers arranged in such a way 
that they closely resemble alveoli. In Case 12591, for example, a submucous 
myoma, 0 cm. in diameter, was removed through the vagina. Histologically 
(Path. No. 91149), the surface of the myoma was covered with squamous epi­
thelium, and the muscular tissue had undergone marked hyaline degeneration 
and liquefaction. The remaining muscle-fibers were arranged in single, straight 
or curved, rows (Fig. 11011) and at first sight strongly suggested carcinoma, but 
on careful study of the muscle nuclei they were found to be of a uniform size, 
and there was no doubt that the growth was benign.

Sarcoma of the Uterus.

Sarcoma of the uterus, in our experience, has in the majority of cases devel­
oped in or been associated with uterine myomata. (See Chapter XIV, p. 109.) 
In such cases the only clinical clue to the malignant growth is the fact that the 
tumor has of late grown very rapidly.

Fn:. HIM. Sarcoma of the Body of the Uterus. <1 nat. size.)
Fntli. 10HO. The hoily of the uterus is irregularly enlarged, and at a is the volcanic welling-nut of a growth 

which occupies the interior of the organ. The cervix and appendages are normal. For the appearance of the 
growth on section see Fig. 305.

When the growth from tin- beginning is a sarcoma, it may implicate the uterus 
uniformly, or produce numerous nodular elevations. If the major portion of the 
tumor is subperitoneal, it may possibly be recognized by the soft feel; if sub­
mucous, portions can be curetted away and the diagnosis established.
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In Fig. 304 we have an example of an enlarged uterus whieh, from its contour,

suggested an irregular 
myomatous growth. 
Dr. James Bosley, under 
whose care the patient 
had come, had, how­
ever, recognized the 
malignant character of 
the growth from scrap­
ings obtained a few 
weeks before. In Fig. 
305 we see the appear­
ance of the sarcoma on 
section. The cervix is 
normal, and would yield 
no clue on vaginal ex­
amination. The body 
of the uterus is occu­
pied by a homogeneous 
growth which has ex­
tended to the peritoneal 
surface at several points. 
It shows considerable 
hemorrhage and degen­
eration in the area in­
dicated by b.

The diagnosis be­
tween sarcoma and my­
oma is in some cases 
absolutely imjiossible 
prior to operation.

Fibroma of the Ovary.

The diagnosis be­
tween fibroma of the 
ovary and myoma of 
the uterus may be fairly 
easy, provided it is |x>s- 
sible to outline a per­
fectly normal uterus. If, on the other hand, the uterus contains myomata, the 
differentiation between the solid ovarian tumor and the myomata is well-nigh 
impossible. The following cases illustrate this difficulty:

Fio. 305.—Sarcoma or tiif. Body or the I'tehvh. (Nut. size. i 
Put It. No. 10491. For l lit* general appearance of the* uterus see Fin. 

301. A few cervical glands are dilated, otherwise the cervix is normal, a 
is the distorted uterine cavity. Occupying the fundus is a homogeneous 
growth showing little structure. At h it is hemorrhagic and is disintegrating. 
At c the growth forms a mslulur projection from the peritoneal surface. The 
postoperative history indicated wide-spread lymphatic involvement in a few 
months.
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Gyn. No. 9090. Path. No. 5247.
Fibroma of the ovary; small uterine myomata.
('. ('.. aged sixty-two, white. Admitted September 27; discharged October 

20. 1001. Filling the lower abdomen, and extending almost to the umbilicus,

Fin. 306. Fihhoma ok rut: Ovaih. i( Nat. size.

/r x /

Oyn. Xu. OIK ill. I*ni li. Nu. ."i217 Hie irregular globular iiiiihs measured I2\llxlll cm., and was wliitisli in
.................... ({Minifying over its surface were numenius IiIihid-vessels. At several isiinls were small subperitoneal
i'.Vsts, A colony nf them is seen at a. When lying on the table, the tumor Imre a striking resemblance to a stib- 
peritiineal myoma. The pedicle was 5 mm. bmnd and 1.5 cm. lung.

was an irregular and freely movable nodular mass. Tin* cervix was normal, 
but the body of the uterus could not be outlined.

< hi section of the abdomen a fibroma of the ovary, 12 x 14 x hi cm., was found 
1 l'ig. dOli). Three small > ritoneal myomata, not over 1 cm. in diameter, 
and another 2 cm. in diameter and pedunculated, were removed from the uterus 
ami the patient made a good recovery.
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A glance at Fig. 30l> will show that the fibroma of the ovary bore a striking 
resemblance to a myoma, and the further fact that the uterus contained small 
myomata would influence tin- physician in making a diagnosis of uterine myomata 
instead of fibroma of the ovary. A subperitoneal myoma may be just as freely 
movable as was this ovarian tumor.

Gyn. No. 10491. Path. No. 6712.
F i b r 0 m a o f t h c o v a r y ; 111 u 11 i p 1 e u t e r i 11 e 111 y o 111 a t a .
R. lb. aged twenty-nine, colored. Admitted May 14; discharged June S, 

IflO.'h The cervix was high up. soft, and normal in size. Filling Douglas’ 
pouch was a very hard mass. Occupying the lower abdomen, and extending as 
high as the umbilicus, was what appeared to be a myomatous uterus. When 
the abdomen was opened, the tumor filling the cul-de-sac proved to be a fibroma 
of the ovary. The myomatous uterus and the ovarian tumor were removed.

Path. No. 0712. The uterus contained submucous, interstitial, and subperi- 
toneal myomata. It measured 10 x 17x20 cm., and was free from adhesions. 
The fibroma of the ovary measured ."> x 10 x 10 cm.

Uterine myomata are very common. Fibroma of the ovary is relatively rare.
Ascitic fluid is a common accompaniment of fibroma of the ovary, excep­

tional with myoma, although it may occur as noted on p. Î40. Accordingly, if 
we have a solid pelvic tumor and also ascites, we may strongly suspect a fibroma 
of the ovary. This assumption becomes almost a certainty if the uterus is normal 
in size and free from myomata.

What has been said concerning ovarian fibromata applies equally well to the 
slow-growing sarcomata of the ovary.

Ovarian Cysts.
As a rule, the diagnosis between uterine myomata and ovarian cysts is easily 

established, but there are certain eases in which it is exceedingly difficult to de­
cide whether the growth springs from the ovary or uterus. The following 
cases illustrate this point very well.

M y o m a t a R e s e m filing Ovarian Cysts. In Case 10555 the 
alidnminal walls were very lax. A smooth rounded mass, about 10 cm. in dia­
meter, lay in the pelvis. It could be displaced to any part of the abdomen. 
The vaginal outlet was markedly relaxed; the fundus was in ret imposition. It 
was impossible to determine whether or not the abdominal tumor had any con­
nection with the uterus. On account of its excessive mobility, the tumor was 
thought to be an ovarian cyst. When the abdomen was opened, it proved to be 
a pedunculated subperitoneal myoma.

In Case 4691) the pelvis was filled with a rounded, slightly movable, and ap­
parently fluctuant tumor. At operation the enlargement was found to be due 
to an interstitial myoma.
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In Case 1021)4, in which the entire al>donien was greatly distended, the clinical 
signs, even under ether, strongly suggested an ovarian cyst, and yet the tumor 
proved to he a myomatous uterus.

lu Case 7*203 the soft and irregular boggy feel of the enlarged uterus strongly 
suggested a dermoid cyst glued to the surface of the uterus. At operation an 
interstitial myoma was found.

Fiu. HOT. A Myomatous Utekuh Mistaken fob an Ovahian Cyst.
(iyn. Xu. 117110. On section of the abdomen tin* tumor was found to have u double set of blood-vessels. An 

illii‘in|il was maile lo puncture it. on the supposition that it was an ovarian cyst. No lluiil was olitaineil, ami on 
enlarging the incision it was fourni that the tumor was a soft, boggy, myomatous uterus, with the ovaries plastered 
on its isisterior surface.

The right round ligament is dearly seen in the drawing. The rectum wits also firmly adherent to the tumor. 
Ilemoval of the uterus was difficult on account of inflammatory tissue.

In Case ‘.1731) (Fig. 307) the myomatous uterus simulated an ovarian 
cvst so closely that even after the alidomen was opened an attempt was made to 
evacuate it.

A cystic myoma may sometimes he felt on digital examination as a boggy 
mass. This was not et I in Case 0030. Occasionally on abdominal palpation a 
doughy sensation was noted, as in Case 8251.
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A Parasitic M y <> m a w i t li Ascites.* —On |>. .'if» Case P. is 
rc|x>rtcri in full. This patient luul a tremendous abdominal enlargement and a 
drawn facial expression. Dulness in front, tympany in the flanks, and marked 
fluctuation were elicited. From the physical signs we were sure that the patient 
had a very large ovarian evst. It was im|>ossihle to get the previous history from 
the patient, as she was weak mentally, (iuideil solely by our findings, we made 
a diagnosis of ovarian cyst.
Imt in this the family phy­
sician. Dr. K. II. Hopkins, 
did not concur. He in­
sisted that the patient had 
a myoma with ascites, lie- 
cause he was sure that the 
patient had had a solid 
uterine tumor for several 
years before the appear­
ance of any fluid. On 
opening the alx Ionien we 
found a pedunculated my­
oma which received nearly 
all its nourishment from 
the omentum and bladder 
(Fig. 25, p. 3f>). In the 
abdomen were 51,000 e.e. 
of ascitic fluid. The tym­
pany in the Hanks was due 
to the fact that the intes­
tines were held back by the 
tumor and the omental 
vessels, and even if they 
had been free, the alxlom- 
inul distention was so great 
that the mesentery of the 
small liowel would not 
have allowed the intestines to reach the surface, and dulness would still have 
been present over the anterior ahdomina! wall.

S i m pie O v a r i an C y s t s R e s e m b 1 i n g M y o m a t a . —Where 
the ovarian cyst is irregular in sha|xi, fills the jxdvis, and spreads out into the 
broad ligament, it may closely resemble a cystic myoma. We have such an 
ex » in Fig. ,‘10S. The tumor is very irregular in sha|x- and lobulated: the 
uterus rests in a depression near the up|x-r and anterior surface of the cyst. It

Fl«i. 30S A Mvi.Tll.OCVLAH OVAHIAN I'VST IS FoKM ItKSfcMBI.INU A 
Cystic Myoma, (i nal. sup.)

Gyn. No. 11133. Vnth. No. 7364. The mult ilocular ovarian cyst 
arising from the right ovary is markedly lohulalPil ami irregular in form 
ll has evi«lenlly tilleil the pelvis com|i|ptely. ami liven hehl firmly in 
place liy the uterine attachments. In form ami in its relation to the 
uterus it liears a close resemblance to the cystic myoma seen in Fig.

♦Thomas S. Cullen, A Series of Mistaken (lyneeologir Diagnoses, Jour. A. M. A., November 
19, 1904.
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is clearly evident that this tumor was firmly wedged in the pelvis. On referring 
to Fig. 88 (p. Ill), where a very large cystic myoma was present, it will he seen 
that both tumors hear a striking resemblance to each other in form and also in 
the relation of the uterus to the tumor. Both of them naturally yielded a cystic 
feel on bimanual examination.

Bilateral Ovarian Cysts with Papillary Masses on Their Surfaces and also on 
the Peritoneum of the Uterus.

Occasionally the uterus may be wedged in between cystic tumors of both 
ovaries. If these are very tense and covered with papillary masses, myoma may 
be strongly suspected. In Fig. 1109 we have an example of such a condition. 
Both ovaries have been converted into multilocular ovarian cysts, the left being

Vy-

me.
■ /ij

- **
*

FlCi. 3011. Bl LATH UAL < IVAHIAN ('VHT* WITH PaI'ILLAUV MASSES ON Til El H SL'HKACES. I j IIUl. size.)

(iyn. No. HIM in. I’atli. No. 5790. Itoih ovaries have been converted into muliilocular cysts, itnii on their 
outer surfaces arc papillary masses. The left lay deeper in the pelvis. Attached to the surface of the uterus are 
several small papillary masses, indicated by a Front the general contour of the pelvic muss it might be mistaken 
for a uterus with multiple myomata.

the larger. Both arc covered with shaggy papillomatous growths. The cyst 
on the left side has been firmly held in Douglas' sac by the uterus. In such a case 
the growths might readily be mistaken for soft myomata with secondary nodules 
on their surfaces. Where the cysts have very thin walls, however, 
should be encountered.

D5:/C



MFFKRKXTIAL DIACXUSIS.

Omental Métastasés.
Where one or both ovaries are carcinomatous ami portions of the growth are 

ii on the surface of the tumor, it is not unusual to find a secondary

pmental carcinoma

W; -m l

Cart i no ma

■ y

Fki. 310 Small Vterinb Myomata; Carcinoma or the Ovary with Very Large Omental Métastasés.

“ J. Mlit *71

■fflPu'

1‘nili No. 4N7N. The uterus contains two small interstitial atnl one suli|»eritoneal myomata. The left ovary 
i« small, hut carcinomatous nodule* project from its surface The lower |iart of the omentum contains a large 
metastatic carcinomatous growth. This is lohulated, has a definite framework of connective tissue, and the inter- 
'cuing loimles consist of carcinomatous tissue of the same t>|ie as that of the primary growth in the ovary. Hi- 
manual examination in such a case reveals a small myoma on the surface of the uterus, and the natural assumption 
would he that the omental growth was merely a suhperitoneal nodule.

carcinomatous implication of the omentum. This may he limited to the 
lower end of the omentum, or occur as numerous foci. The nodules may be 
'•nail or reach very large pro|x>rtions. Where, on bimanual examination, the
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uterus is found to he somewhat enlarged, ami where one or more small myomata 
are detected on its surface, as in Fig. 310, the natural inference is that the abdomi­
nal growth is also myomatous. Some of the omental métastases, however, are 
not rounded, but have sharp, clean-cut edges, reminding one of the lower 
margin of the liver. In such cases no confusion should exist.

Ruptured Rectal Diverticula.
The following case clearly illustrates the great difficulty sometimes encount­

ered in making a positive diagnosis between uterine myomata and other j>clvic 
lesions. Not until the abdomen was opened were we sure that the cnlargei ,t 
was not uterine in origin.

S., C. H. I. (February, 19041, Path. No. 7276.
Diagnosis: Pelvic a b s c e s s w i t h ret r o v e r t e d tn y o - 

in atou s u t e r u s . A c t u a I c o n d i t i o n : R e c t a I diverti- 
c u 1 a w i t h r u p t u r e into t h e s u r r o u n d i n g fat, p r o d u c - 
i n g a <1 efinite t u m o r : s m all a b s c e s s bet w e e n the t u 111 or 
and the pelvic floor (Fig. 311).

This patient was sixty years of age. For some time she had experienced 
slight difficulty in defecation. The stools, however, were perfectly normal in 
caliber. For several days she had had a temperature of from 100° to 103° F.

On vaginal examination the uterus was somewhat enlarged. Posterior to it, 
and apparently continuous with it, was a globular mass. This was very hard, 
and resembled a myoma in contour. There was, however, a hard ridge over its 
lower portion, as is so often noted where a pelvic abscess exists.

A small incision was made in tin* vaginal vault, just posterior to the cervix, 
and after the mucosa had been peeled back, Douglas' pouch was entered with a 
pair of blunt artery forceps. A small amount of pus and a few flakes of fibrin 
escaped, but the mass was in no way diminished in size. Realizing the presence 
of an unusual condition, the opening in the vault was packed and the abdomen 
immediately entered from above. Filling Douglas' sac almost completely was a 
tumor mass, evidently springing from the sigmoid flexure. This mass had rotated 
through an angle of IK) degrees and had become firmly embedded in the pelvis. 
It closely resembled a rectal cancer. It was carefully brought out, and an end- 
to-end anastomosis done. A portion of the descending colon was brought up into 
a small incision in the left inguinal region and made fast. It was necessary to 
make an artificial opening at this point on the fourth day. The patient made a 
sat isfactory recovery.

Path. No. 7270. On laying the tumor open we found two rectal diverticula 
passing out into the adipose tissue and communicating with the lumen of the gut 
by openings not more than 1 mm. in diameter (Fig. 311). The larger diverticu-

* Thomas S. Cut toil, A Series of Mistaken (lynceologic Diagnoses, Jour. A. M. A., Novemlier 
19, HKI4.
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lum was 1 cm. in diameter and filled with a fecal mass. Its floor had given way, 
and the surrounding fat was everywhere infiltrated with inflammatory products. 
The excessive hardness of the tumor was due to «‘placement of the fat in many 
places by recent connective tissue. The small abscess between the tumor and 
the pelvic floor was due to the extension of the inflammatory process to the peri­
toneum of Douglas' pouch. The diverticula were lined with atrophie mucosa. 
A rectal examination in this ease would have yielded little beyond some narrow­
ing of the lumen of the bowel, which is often present in cases of pelvic abscess.

■ f; I'W

-/'V\

i-FTS

Fki. 311. Tumor of tub Siomohi Flexure Dub to Rvptvhb ok Rbctai. Diverticula into tiib Surrounding 
Adipose Tihhue; Small 1‘blvic Aiisuehh.

Path. No. 7270 Tin* lumen of the l«iwel lielow the promontory of the sacrum is considerably narrowed. At 
this |M)int is a definite tumor made up of adi|K>*e tissue Projecting into it are two diverticula, one seen in longi­
tudinal. the other in cross-section. At the point indicated by the three arrows the diverticulum has given way. and 
its contents have percolated through the fat. This fat on histologic examination shows evidence of acute and 
chronic inflammation, which accounts for the denseness of the tumor. Between the tumor ami the pelvic floor is 
a small abscess. The tumor was at first thought to he a myoma. < After Thomas S. Cullen.)

Retroperitoneal Sarcoma.

Retroperitoneal abdominal tumors are not common, but occasionally one 
is encountered which, in situation and form, simulâtes a myoma. In Fig. 312 
is represented a large, lohulated growth, which occupied the lower abdomen, 
and which in general contour bore some resemblance to a myoma. The growth, 
however, was cystic, and the uterus was not enlarged. The patient understood 
Knglish poorly, and consequently could not give a clear history of the develop­
ment of the tumor.
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Gyn. No. 9107. Path. No. 5265.
A. K., white. Admitted October 7: discharged November V, PHH. The 

patient first noticed a tumor in the abdomen a few months ago. It has increased 
rapidly in size. For the past five weeks she has had severe pain in the left side 
of the abdomen. The patient is rather anemic and poorly nourished. The 
abdomen is greatly distended by a tumor, which is most prominent in the umbi­
lical region and appears to be semicvstic. !t is irregularly nodular, and very

F111. 312. Kethopeimtuxeal Sahmima. O nut. size.)
(iyn. N" 111 07. 1’ulli. Xu. "i2ll.Y The tumor was of rapid growth, mu I hail ilevelopeil behind the transverse 

colon, to which it was intimately adherent. It measured lô x 2d \ 2.*> cm. Above the transverse colon were large, 
sharply outlined, lolmlated portions of the growth. The general contour of the tumor strongly suggested myoma, 
but its intuition and consistency excluded the possibility of a uterine origin.

freely movable. On vaginal examination no communication between the tumor 
and the uterus could be determined.

( tperation (Dr. I limner) : The tumor proved to lx* a retroperitoneal sarcoma 
(Fig. :H2) that lay beneath the transverse colon. It was necessary to resect 
a large portion of the colon with the tumor. The patient made a satisfactory 
recovery.

Path. No. 020"). The specimen consists of an oval-shaped tumor, 25 x 2d 
x 25 cm. To the lower border of the tumor is attached the omentum, and
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across the surface of the tumor are 22 cm. of the transverse colon. On close 
inspection the tumor is seen to He between two layers of the omentum, and is 
covered with peritoneum, except along the upper fifth, where it has been attached 
to the stomach. The tumor presents a dirty yellowish color, somewhat suggesting 
omental fat. Scattered throughout the omentum are numerous nodules. Some 
of these near the lower edge of the omentum are 1 cm. or more in diameter. 
On palpation the tumor is semifhietuant and appears partly cystic, but when cut 
into, the tissue seems for the most part to be homogeneous and resistant.

Histologically, the tumor consists of cells crowded together, with no definite 
arrangement. The shape and size of the nuclei vary considerably. Many giant- 
cells arc present. Numerous thin-walled blood-vessels are scattered throughout 
the tissue. The tumor is a retroperitoneal sarcoma with omental métastasés.

In the fort-going we have given merely a few examples of the difficulties 
occasionally encountered in making an accurate diagnosis. We have in one in­
stance opened the abdomen on the supposition that the patient had a small 
and adherent myomatous uterus. A primary carcinoma of the right tube was 
found* with extension to contiguous parts. In another case a mass to the right 
of the uterus, and apparently continuous with it, seemed to be a myoma. At 
operation! it proved to be an inoperable carcinoma of the ovary which had spread 
out into the broad ligament and had apparently implicated the small bowel. On 
the other hand, we have on several occasions opened Douglas' pouch per ragi- 
nam, on the assumption that a pelvic abscess existed, only to find no abscess, 
but an adherent retroverted myomatous uterus.

The diagnosis of uterine myomata is, asa rule, easy: nevertheless, in a certain 
number of cases the real condition cannot be definitely established until the 
abdomen is opened.

* Thomas S. Cullen, Primary Carcinoma of the Right Fallopian Tube, Johns Hopkins 
Hosp. Bull., 1905, vol. xvi, p. 897.

t Thomas S. Cullen. A Series of Mistaken Gynécologie Diagnoses. Jour. A. M. A., November



CHAPTER XXVIII.

THE EFFECT OF REMOVAL OF THE OVARIES ON UTERINE MYOMATA.

In the early days of the hospital hysterectomy was a more formidable oper­
ation than it now is. and when removal of the uterus was especially difficult, 
the ovaries were taken away in the hope that the tumor would gradually decrease 
in size, or at least remain dormant. In 25 cases only the tubes and ovaries were 
removed, and in 1*2 of these we have been successful in learning the subsequent 
history. From the accompanying table of the cases (page 505) we get some very 
interesting data.

In 4 of the cases no uterine bleeding was noted after operation. In Cases 
1373 and 1405 it appeared once, and in Cases 1S2 and 516 three times In Case 
143 it was regular for a year, and in Case 213 bleeding occurred at irregular 
intervals for a year. In Case 1049 bleeding persisted at irregular intervals until 
the uterus was removed four years later. These figures tend to show that 
removal of the ovaries caused cessation of the bleeding, either at once or in the 
course of a year. It will be noted from the table, however, that in no ease had 
the myomatous uterus reached large proport ions.

In 10 of the cases the patients were completely relieved of their former pelvic 
symptoms. In Case SOI the patient’s health five years later was “very bad.” 
She had pain on defecation and micturition, and was exceedingly nervous. One 
patient (Case 1040) was readmitted to the hospital four years later, and the 
densely adherent myomatous uterus, which choked the pelvis, was removed.

We have from time to time heard of uterine myomata spontaneously dis­
appearing or vanishing after removal of the ovaries, but have looked upon such 
reports with considerable incredulity. We have one case, however, where such a 
change evidently took place. ( >n section of the abdomen in Case 143 the myoma­
tous uterus completely filled the pelvis; both tubes and ovaries were removed. 
Two and a half years later the patient was examined. She had gained 10 pounds. 
The uterus was small, anteposed, and no trace of the myoma remained.

We now remove the myomatous uterus, wherever necessary, saving the 
ovaries if normal. The knowledge gained from these cases, however, certainly 
suggests the advisability of removing the ovaries, where feasible, in those cases 
in which hysterectomy is impossible.
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A..»:.
Iw.v

IWkntSk»; ok (Unirai. Health.

143 35 Almost constant Pelvis completely fill- 
bleeding for ed.
the past three 
months.

21 ''Monthly sickness" 
about twelve times 
after operation: now 
no flow.

Vterus small, flood. Has gained 40 pounds; con- 
ante|K>sed:no siders herself well, 
trace of my­
oma remains.

182 37 Irregular. Multinodular myo-
malous tumor.

21 Slight bleeding at 
"period" for three 
months. (Examined 
by Dr. Kelly. Pelvic 
structures in excel­
lent condition.)

Wt II.

213 39 Myoma on right side * Irregular flow for 
one year.

Much lienefiled by o|x*ration: is still very
2KS 40 Normal. Myoma. 10 cm. in 0 No How since ojiera- Health lietter than for nine years. < mined 

50 |H»umls. Considers herself well.«iî.'!, 3."» Normal. Pelvis choked with
myomatous uterus.

5} Tliree or four men­
strual flows after 
operation.

(leneral health |»erfect. «mined 25 
pounds.

891 17 Flow gradually Vterus studded with 
ceasing. small myomata.

No flow. (ienenil health poor; pain on defecation 
and micturition: not lienefited by oper-

939 35 Flow fairly free. Vterus about 11 cm.
in diam. (Size of 
fetal head. )

No flow. < iaineil 8 pounds. Has frequent micturi­
tion. but considers herself well.

1258 It» Flow gradually Vterus probably twin* 
ceasing. natural size.

41 No flow. Micturition still frequent, but patient 
was lienefited bv operation.

1373 .38 Normal. Myoma only a few
cm. in diam.

4 One period after re­
moval of ovaries.

Health good. Has gained 60 pounds. 
" Entirely cured."

1379 43 Profuse. Myomata scattered
over entire body of

4 Xmio. All old pains and discomforts have dis- 
ap|>eared except those due to liemor-

140.» 37 Profuse ami of- Two subperitoncu!
fensive. myomata, each a-

bout 5 cm. in diam.
4 < hie period after oper- < leneral health good. Has gained 15 

pounds. Considers herself well.
1949 40 Profuse and pain- Myoma about 11 cm. 

fill. in diam. (Size of
fetal head.)

4 Has hail uterine hem­
orrhage at irregular

Defecation painful, micturition frequent. 
Vterus removed iClyn. No. 5317), 
densely adherent and choking pelvis 
(Path. No. 1774). Subperitoneal, in-
terstitial. ami submucous myomata.

——
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CIIAlTKIt XXIX.

ABDOMINAL MYOMECTOMY.

Any operation that lias for its aim the* conservation of the uterus instead of its 
removal must always he of particular interest to both surgeon and patient. 
We have carefully examined the cases admitted to the Johns Hopkins Hospital 
from the time it opened, in 1X89, until July 1, 1900. In our consideration of 
the subject we have also included cases of patients operated upon at the Church 
Home and Infirmary, the Cambridge (Md.) Hospital, and the Frederick Emer­
gency Hospital. In that period we have had ‘290 cases of uterine myomata 
in which the conservative method was adopted. In the following pages we shall 
give briefly the salient features, and then discuss fully the various complications 
accompanying or following immediately after operation. Those cases in which 
death occurred are reported in detail.

Letters have been sent to nearly all the patients, and it is interesting to 
learn the condition years after the myomectomy.

Myomectomy naturally falls into two main subdivisions:
1. Abdominal myomectomy.
2. Vaginal myomectomy.

Before proceeding to a detailed description of the operation and its various 
complications, we will partially outline the salient clinical features in cases re­
quiring abdominal myomectomy.

Color.—Of the 290 patients, 250 were white and 40 were colored. 
Naturally, the whites outnumber the blacks, but the marked preponderance of 
white patients coming to abdominal myomectomy is dm*, in part at least, to the 
fact that in the colored the tubes are more frequently the seat of inflammatory 
trouble, which usually necessitates a hysterectomy instead of a myomectomy.

Age. In all but 15 eases we have records of the age at the time of 
operation.

AMMIMINAI. MYO.MKCTOMIKS.
19 years of agi*.................................
between lit) anil 110 years of age ................ 11) eases
Bet ween HO and 10 years of age 137
Between 10 and l.‘> years of age 02
Between 4*> and Ô0 years of age. 19
Between .*>0 and till years of age 17 M
Between til) and 70 years of age 2
Ages not recorded 15 “

Total
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The youngest patient, who was nineteen years of age (Case 9037), had a 
small adenomyoma, 2.5 cm. in diameter, removed from the right uterine horn.

It will further he noted that at least 38 out of a total of 290 patients were over 
forty-five years of age, the oldest being sixty-six. This patient (Case 5279) 
had an intraligamentary myoma, 0 x 8 x HI cm.

It is generally conceded that myomectomy is more dangerous than hyster­
ectomy, and consequently, after the menopause, it is usually wiser to remove the 
uterus than to enucleate the myomata. There are, however, some exceptions. 
When there is only one myoma and this is attached to the uterus by a narrow 
pedicle, as in Case 91 IS, myomectomy is naturally the easier and safer operation. 
In looking back, it is always easy to see where one might have shown better 
judgment in the selection of the safer operation. For example, in Cases 1422. 
5279. and (M)47. myomata were enucleated from the broad ligament. In such 
cases we now know that it is very difficult to obliterate the resultant space, and 
hysterectomy is much safer. Again, in patients who have passed the climac­
teric no possibility of pregnancy or the preservation of the menstrual function 
exists to compensate for the increased risk.

Furthermore, we know that when many incisions are made into tin* uterus, 
the risk is materially increased, and yet in Case 5153 we removed II myomata 
through 7 incisions, and in Case («395, 15 myomata were enucleated. Little is to 
be gained in saving such organs after the menopause.

In Case 5493 the nodule was a submucous myoma, and during its removal 
the uterine cavity was opened throughout its entire length. Here, likewise, 
the increased risk was in no way compensated for by the ultimate results.

Although myomectomy is always attended with an increased risk over 
hysterectomy, after the menopause the blood-» of the uterus is much 
diminished, and the power of absorption from this organ lessened. This is 
shown by our results: every one of the 38 patients operated upon after the 
menopause recovered from the operation, and the greater number were perfectly 
well years after.

Single or Married. Of the 290 patients that underwent abdominal myomec­
tomy, 101 were single; 189 were married ; in 0, data were lacking.

These figures are of only relative value, as the morals of some of the white 
as well as the colored patients were not above question.

The Relation of Uterine Myomata to Pregnancy.- In 90 of the myomectomy 
cases in married women during the child-bearing period we have definite data as 
to pregnancy. Of this number, 59 have had children. A few have been the 
mothers of large families, but in a large proportion only one or two children have 
been born. In 32 (35.4 per cent.) the patiem had never been pregnant up to the 
time of entering the hospital. Our figures, therefore, favor the view that myo­
mata may possibly cause sterility.

The Location of Myomata Removed by the Abdominal Route. From a surgi­
cal standpoint, it seems advisable to divide the myomata into the following geo­
graphic groups:

1
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1. Sul>|M*rit(nn*:»l pfdimcul.'itrd myomata.
2. Interstitial «including those that are partly subpcritoneal).

3. Sulmiueous (including those partly
interstitial).

I. Myomata of the broad ligament or 
int raligamentary myomata.

.">. Sub vesical myomata.
(I. Cervical myomata.
7. Adeiiomyomata.
In all but 2") of the 2!Hi cases we have 

definite data as to the location of the my­
omata. In some instances subperitoneal 
p< ' ed nodules, interstitial tumors,
and submucous myomata were removed 
from the same organ.

Sub p o r i t o n e a 1 1* e d u n c u -
late d M y o m a t a . In 111 cases 
pedunculated myomata were removed, and 
in at least S of these cases interstitial myo­
mata were also enucleated.

In Case 7-20 the myoma measured I I 
\ 10 cm. It had rotated on its pedicle 

from right to left through an angle of ISO degrees, and was covered with 
dense vascular omental adhesions. (See Fig. Is. p. 22.1

The myoma in Case K.'U() was nearly as 
large as a uterus at full term. Its pedicle 
consisted of the fundus and cervix, and was 
2 cm. in length. The cervix itself had been 
pulled high up toward the pelvic brim.

The myoma in Case 07s 1 was approxi­
mately 0 cm. in diameter, and almost 
completely enveloped in very vascular 
omental adhesions. The greater number 
of |M'dunculated myomata were freely 
movable.

In Fig. 313 we have an example of a 
large subperitoncal myoma that was easy 
of removal. The myoma represented in 
Fig. 311. on the other hand, was attached 
to the uterus over a broad area. It was 
difficult to decide whether the myoma alone 
should be removed, or whether a hysterectomy would be the safer procedure. 
Myomectomy was done, and the patient was in good condition sixteen years later.

Interstitial My o in a t a . —The majority of myomata are intersti-

Clyii. No. Illi*. Tlii* myoma rises liiitlt 
• nit of the |>elvi* and is attached to the posterior 
surface of the uterus h.v n rather hroutl |iedicle. 
Abdominal myomectomy was performed, and the 
patient reported that she was in very good health 
sixteen years later.

ill. No. 10Ô0. The patient wits forty 
ild. The uterus had been rotated to the 
accommodate the myoma, which was at

inched to the posterior surface of the uterus by 
a narrow pedicle. Abdominal myomectomy was 
performed. The patient made a good recovery. 
Fourteen years later site writes. "Health not 
good. Trouble not connected with operation." 
showing that no new myomata have developeil. 
This is a ease in which myomectomy is less 
dangerous than hysterectomy.

D$-D
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liai in their ineipieney ami gradually heeoine subpfi'itoiit'al or suhinuvous. 
Cousin|iiently, we should expert the greater number operated upon to be oi the 
interstitial variety, and such proved to be the ease. All partially subporitoneal 
myomata are, to a great extent, interstitial, and as the operative procedure in 
both instances is the same, we find it wiser to include them in the same group. 
In 202 of the 21 Hi cases, that is, in about 70 |n*r cent., interstitial myomata were 
removed.

Submucous Myomata. In 20 cases .* oils myomata were 
removed. Sometimes it is |>ossible to remove the myoma without o|X'ning the 
uterine cavity, but in others the myoma encroaches so upon tin* cavity that its 
removal is impossible without entering the cavity to some extent. The accom­
panying table gives the essential features in all the eases in which submucous 
myomata were fourni.

St S MYOMATA REMOVED PER ABDOMEN.
Taiii.k Showing Whether Uterine Cavity was Opened oh not Di iunu Operation.

Mum nu i i.v Wihm.y Opkxkii. IIvhtkrotomy. Biskctios.

Caw 5452:
Svvpntecn myo­

ma ta, some silb- 
nmcous. Cavity 
lint opened.

Caw 5914: 
Submucous myo-

Mucosa pro­
jected into 
wound, lint 
ntoriiip cavity 
not o|K'IiihI. 

Caw 12*52:
I liTinoid of ovary. 

2 uterine myo­
mata. smalt 11 
partly sub- 
iiiucoiih).

Mvoina. V nil. 
I'terine cavity 
opened: o|h>ii- 
iug just large 
pimiigli to ad­
mit uterine

Case 01117:
Interstitial nod­

ule, small sub­
mucous, 2 x l..‘>

in fundus, re­
moved.

Case 10479:
Submucous myo­

ma, 1 cm.

Myoma tilling 
pelvis. Uterine 
cavity opened;

Myoma. Ô x 0 x 7.Ô 
cm. Cavity wide­
ly opened.

Case 4*41 : 
Myoma 3.Ô cm.

Myoma, size of 4 
mo n t h s ' preg-

Case .'illlit:
Myoma. 0 cm. En­

tire length.

Case 7159:
Uterus size three 

and o n e - h a I f 
months’ preg­
nancy. Myoma, 
one-half submu-

Case 10394:
Submucous myoma. 

7 cm., friable.
C. II. !.. Path. 

No. D77I :
Myoma, 10cm. One- 

third covered 
with mucosa.

Case 70211:
Sessile submu­

cous myoma.

Case *720:
SubperiloneaI. 

interstitial my­
omata: 2 small 
submucous; re­
moved by hys­
terotomy.

Case **44: 
Interstitial. 4 cm. 

Hysterot omy 
to examine mii-

Case 10351:
Uterus bisected, 

21 myomata re­
moved. Uterus 
sewed up. Myo­
ma. 1 to 1.5 cm. 
in diameter. 
Death.

C. II. !.. B.: 
Myoma, 7 cm. in 

diameter; lower 
third of uterus

c. u. u. b. min
Partly submu­

cous myoma. 
10 x 10 x Ï0 cm. 
Half of cavity

8
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hi 3 cases it was |>ossihle to enucleate the partly submucous myomata with­
out o|ieiiing the uterine cavity. In 4 cases the uterine cavity was only slightly 
or moderately opencil, and in 7 cases the cavity was explored for nearly its entire 
length. In 3 eases the uterus was deliberately split open to see if myomata were 
present, and in 2 out of the 3 myomata were detected.

Hysterotomy, or splitting of the uterus, has been frequently employed by our 
colleague. Dr. W. W. Russell, with excellent results. In Case 103ô 1, however, a 
very large uterus was bisected, and 2N myomata were removed from various parts 
of the wall. The uterus was then sewn together again. The patient died. 
Complete details of her case are found in on page 537.

In C. II. I.. IV. one-third of the uterine cavity was saved, and the patient 
menstruates regularly. In C. II. I.. 10111, in which a partially submucous myo­
ma. HI \ HI x 12 cm., was present, half of the uterine cavity was saved. The 
menses ceased about six months later, possibly partly as the result of a marked 
cardiac lesion.

M y o m a t a of t h o It r o a d big a in e n t . -Seven out of 200 ab­
dominal myomectomies were for myomata of the broad ligament, which some­
times occurred alone, and in other cases associated with interstitial or peduncu­
lated nodules. The intraligaiuentary myoma is usually easily removed, but if 
there is much oozing, there is great danger of an accumulation of blood between 
the |ieritoneal folds, and this later may become infected, giving rise to a " 
ligament abscess, as happened in Case 03511 (p. 553).

S u b v e s i e a 1 M y o in a t a . Subvesical myomata are not uncommon, 
but are usually associated with other myomata, and in such cases hysterectomy 
is the safer operation. Two of our abdominal myomectomies were done for the 
removal of subvesical nodules.

In Case 5332 a subvesical myoma, N cm. in diameter, was removed, and the 
patient was perfectly well ten years later.

In Case 11702 a subvesical nodule, (ix0x7.5 cm., was removed. Retention of 
urine required catheterization up to the twenty-third day. An annoying cystitis 
persisted for over two years, and now. eight years after opera! ion, is much better, 
but apparently the patient has tabes dorsalis.

Cervical M y o m a t a . —Cervical myomata that cannot be enucleated 
|>er vaginam are usually so hard to get at from above on account of their proxi­
mity to the uterine artery and ureter, and from the difficulty of obliterating the 
resultant space, that hysterectomy is generally the easier procedure. In two 
of our cases single cervical myomata have been removed per

In big. 315 we have an example of a myoma that was attached to the uterus 
so low down in the cervical region that its removal occasioned much difficulty.

In Case 1(133 a small cervical myoma, 1.5x2 cm., was removed from the 
posterior surface of the cervix. Nine years later (No. N415) the uterus was 
removed on account of multiple myomata.

Case (I., in which a large cervical myoma with part of the vaginal mucosa

4
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Myoma

was removed per iilxlomcn without interrupting the four months’ pregnancy, is 
reported in detail on p. .‘>.'11.

In one of our early eases (No. 132V) a myoma, 5 cm. in diameter, was re­
moved from the fundus, hut instead of attempting to enucleate a cervical myoma. 
S cm. in diameter, we removed the ovaries. ( >f course, with our present knowl­
edge we would do a hysterectomy and save the ovaries.

A d e n o m y o m a t a . In five cases diffuse or discrete adeiiomyomata 
were removed from the uterine wall. We have made a separate division of this 
variety, lieeause in the majority of these eases the myoma is so intimately con­
nected with the uterine wall that it cannot he peeled out and must he cut away. 
In Cases 30(H), 411”). and 12030, it 
was necessary to cut out a wedge of 
the uterine wall to remove the 
growth. In cases 9024 and 125S5 
the myomata were more circum­
scribed and could he dissected out.
All these cases are dealt with in 
detail in “Adeiiomyoina of the 
l terns.”

Size of the Myomata Removed.
In the 290 cases we have in­

cluded practically every case in 
which myomata were removed, no 
matter how small or how large.
As seen from the records of the 
deaths, the removal of even small 
nodules may prove fatal.

1* e d u n e ii 1 a t e d M y o - 
mata.—In the following cases 
large pedunculated myomata were 
removed : in Case 91 IS a suhperi- 
toneal nodule, 10 x 10 x 22 cm. ; 
in Case 5820, a myoma 15 x IS x 2(1 
cm. ; in Case 50S0, a myoma 17x29x29 cm., and in Case 1072 a suhperitoneal 
nodule, 30 x34 cm. In all probability the largest suhperitoneal nodule ever re­
moved was from Case Me A. (see Fig. 317. p.514). The tumor weighed 89 pounds, 
and was attached to the uterus by a " - only a few centimeters in diameter.

Interstitial Myomata. —The interstitial tumors, of course, do not 
reach such large proportions. In Case 4055 an interstitial myoma, 10x10x21 
cm., was removed ; in Case 11250one 15 cm. in diameter. In C. II. !.. W., the 
tumor measured 10 cm., and in Case 4925, 12x21 x 27 cm. In the last case 
hysterectomy followed a few years later on account of the appearance of other 
myomata. (See Fig. 331, p. 502.)

Fm. 31*i. A UimvvLT Myomectomy.
(lyn. No. 8389. Vat It. No. 4">7ti. At the junction of 

the cervix nml fundus wan a myoma almut 7.5 cm. long. 
It wan exposed with iliflietiliy ami removed. After o|>eru- 
tlon llie patient developed a severe cystitis. Six years 
later she was perfectly well.

47
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S u I) m u <• <> u s M y o hi ala. Myomata of this variety are relatively 
small. In our group they varied from 1 to 10 cm. in diameter, the average 
being about 5 cm. In Case .>147 the myoma reached alnnit 0 cm. in diameter 
and in C. II. !.. S.. 10 cm.
Successful Removal of a Pedunculated Eighty-nine Pound Cystic Myoma Intact.*

As will be noted from the following history, this patient was cognizant of the 
fact that the tumor had existed for over twenty years. At that time she was 
under the care of Dr. .lames Bosley. Further, it will be seen that this large 
growth did not prevent her from looking after her household duties until a short 
while before admission, and less than three months before the operation she 
had taken a IKO-mile trip with no ill effects. This, so far as we can learn, is the 
largest myoma of the uterus that has been successfully removed. The patient 
is now, two and one-half years after the operation, in perfect health.

McA. Path. No. 10382.
Mrs. McA., aged fifty-eight, was seen by one of us (Cullen) in consultation 

with Dr. Marshall Smith, June 25, HMM».
//iatory. Twenty years ago she noticed a tumor in the lower abdomen, and 

later was seen in consultation with Dr. W. T. Howard, who at that time advised 
an operation. Some time after this she was delivered of a healthy child, now 
eighteen years of age. This patient, although suffering from a large alxlominal 
tumor, was able to go around and to do her work until three weeks before I saw 
her. Her chief inconvenience had been her inability to lie on her back in bed. 
And sometimes when she would get “stalled,” it was necessary for her husband 
to turn her over quickly, otherwise she would have suffoeated. For two weeks 
before admission she had a temperature sometimes reaching as high as 105°. 
She was admitted to the Church Home and Infirmary July 27. 1906. There was 
considerable edema of the lower part of the abdomen and some edema of the legs. 
On admission to the hospital her temperature was 100° F. ; pulse, 105. On the 
morning of operation the temperature was 100® F. ; pulse, l(M); respiration, normal.

Operation, July 30, KMMi: Prior to receiving the anesthetic the patient was 
thoroughly washed and all preparations for operation were made, so that she 
might remain as short a time as possible under ether, ll was impossible for her 
to lie down, consequently she was operated on in the sitting posture. An incision 
was made over the most prominent part of the tumor, and I attempted to punc­
ture it; the growth, however, started to bleed, and no cyst fluid escaped. I 
continued the incision upward, for the reason that many large veins projected 
into the tumor from some structure above. The incision was gradually con­
tinued upward until the xiphoid process was reached (Fig. 316). We found 
that the large vessels going to the tumor were omental in origin, and were spread 
out over the entire upper surface. Some of them were fully 7 or S mm. in diam-

* Thomas S. Cullen, A Series of Interesting Gynécologie ami Obst etrie Cases, Jour. A. M. 
A., vol. xlviii, May 4, 1907.
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etc*r. The tumor was densely adherent to the anterior and to the lateral ab­
dominal walls. These adhesions were gradually shelled olT with the hand, but I 
had to use the utmost rare and do all liberating under sight, as the rupture of 
one large vein might have caused death before the hemorrhage could have been 
cheeked. Accessory vessels also passed from the stomach and the liver to the 
tumor. The pedicle of the tumor was not more than 1.5 cm. in diameter, and 
was situated directly beneath the ribs. On removal of the tumor I found that 
I had brought away a piece of liver tissue 3 cm. in diameter. We had no liver 
needles handy, so I used sharp Hagedorn needles, running the eye through instead 
of the sharp end. This device answered admirably, and the liver bleeding was

Fin. 316. Abdominal Kklarokmknt Due to a Cystic Myoma.
TIii* nl.ilumvn i* mnrkeilly im.l uniformly ilistemleil. anil tin* growth extemU down almost to the knees. 

It will he noted that there is no sagging in the flanks. Coursing over the surface were very large vessels. When 
it is realised that the alidoininul incision extended font the xiphoid cartilage down over the entire length of the 
tumor, and then hack to the symphysis, it is readily seen that the wound was nearly 4 feet in length. (After 
Thomas S. Cullen. I

easily checked with four catgut sutures. The uterus and the right tube and 
ovary lay under the surface of the liver. Anticipating the jiossibility of great 
difficulty in controlling the tumor, we had. prior to operation, sterilized a large 
foot-bath and covered it over with a sterile sheet. Tin* foot-bath held aliout 
one-third of the tumor, and the person who took charge of it was able to guide 
the tumor in the desired direction without allowing it to slip from his grasp. 
The tumor was drawn downward and outward, and finally delivered from the 
abdomen. In the lower part it was extra peritoneal. I closed the alxlo- 
men, but left a small cigarette drain in the extra peritoneal | touch just over the 
symphysis.

Postoperative history : The patient stood the operation well, but was com-



514 MYOMATA OF THF UTK11US.

menving to collapse by the time we finished. She was under ether for otic hour 
and twenty minutes; 200 grams were used. The operation, from the incision to 
complete closure, took iifty-five minutes; a much longer time would have been 
consuméel had it not been for the combined assistance of both the Johns Hopkins 
and Church Home stall's. The patient's temperature rose to 102.2° F., within 
eight hours after operation, but had dropped to 100° F. by evening. The highest 
pulse-rate was 130. There was no postoperative vomiting. The legs were 
bandaged on account of the edema. The patient voided urine on the evening 
of the day of operation. She was catheterized only once. The usual after-treat­
ment was employed. On the fourteenth day she had considerable discomfort 
from frequent stools. The diarrhea persisted off and on for a couple of weeks. 
At this time, however, the weather was excessively hot, and diarrhea was general 
throughout the hospital. It affected chiefly those patients who were somewhat 
weak. The patient, on admission to the hospital, weighed 174 pounds. 
Twenty-three days after operation she weighed N0$ pounds. The condition of 
the abdomen in this case was particularly interesting. 1 did not even resect a 
portion of the abdominal wall, because we had to save as much time as possible 
during operation. At the first dressing it was noted that the ribs extended out 
fully (> inches from the abdomen, and that the recti muscles lay on the bed on 
either side, while there was a good deal of loose and wrinkled skin covering the 
abdomen. Another interesting point was that the gauze, which drained the ex- 
traperitoneal pocket just at the symphysis, now lay in the middle of the abdomen, 
as the tissues were gradually contracting. After the lapse of two weeks the recti 
muscles could be felt gradually contracting and coming in, and the costal arch 
was flattened down to some extent. When 1 examined her six weeks after opera­
tion the recti muscles were well up in the abdomen, being not over 10 cm. apart. 
The skin had contracted down wonderfully. The pendulous skin over the sym­
physis had retracted to a marked extent, and the ribs were almost in their normal 
position. At the time of operation there was a good deal of edema of the ab­
dominal walls. There was also edema of the legs and of the buttocks. Although 
the utmost care was used, a bedsore developed several days after the operation, 
there being a black slough (i cm. in diameter over the sacrum, and surrounded 
by a faint red halo. It had resulted from pressure on the table. The patient 
had had marked edema of the back, but was forced to sit up during almost the 
entire operation. After she went home she rapidly regained her strength. The 
bedsore gradually diminished, and in time entirely healed. It is astonishing 
that she had so little inconvenience after the operation.

FlU. 317.—CltOM-KKCTlON OK A (-VATIC MyoUA WkIUHINQ 80 l*OUNIW. ( ", lUlt. si»'. I 
Tliv pedicle is clearly seen, ami in the fresh specimen was not over 1.5 cm. in diameter. Attached to the top 

over the pedicle are the tube and ovary, and near the tube is a piece of liver substance. The tumor has been 
converted into one large cavity, the walls of which consist of muscle. In the walls are numerous cystic spaces, 
particularly well shown at the points indicated by a. There arc several large cystic dilatations in the wall. The 
largest is indicated by b. The myomatous walls vary from 5 cm. to 1 or 2 mm. in thickness. At the point c. 
where the tumor lay over the vertebral column, the wall is exceedingly thin. The entire Inner surface is lined 
with partly organised blood-dots, which give the growth a very shaggy appearance. The entire tumor was tilled 
with blood. The outer surface is in many places covered with adhesions containing large vessels.
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I/cacri/tlion of Tumor, l’atli. No. 10382. Miss X. Ellicott, sujHTint undent 
of nurses, weighed the* tumor immedialrly after its removal; the net weight, 
after deducting that of the vessel in which it lay, was exactly SO pounds. I he 
thin part lay posteriorly, otherwise we might have evacuated the tumor. Had 
we done so. however, it would have been much more difficult to have gotten at 
the large vessels, which we encountered at almost every point. Had this condi­
tion persisted much longer, tin* posterior wall of the tumor would certainly have

given way, and then 
operation would have been 
almost out of the question. 
As it was, the hardened 
specimen collapsed of itself 
when placed on the table.

Macroscopic Examina­
tion. The ieci-
inen is about 50 cm. in 
length, 45 cm. in breadth, 
and approximately 25 cm. 
in thickness. Over the 
entire anterior surface and 
laterally are numerous ad­
hesions. Attached to the 
upper border is an area of 
omentum 20 cm. in 
breadth, and the hardened 
vessels range from 5 to G 
mm. in diameter. The 
pedicle of the tumor is 1.5 
cm. in breadth, 1 cm. in 
thickness, and the portion 
removed is 1.5 cm. in 
length. Situated just be­
neath the pedicle, and at­
tached to the surface of 
the ovary, is a piece of 

liver substance 3 by 2 cm. (Fig. 317). On pressure the tumor in part seems 
to be solid, in part cystic. At operation, when I attempted to puncture 
the tumor, nothing but blood was encountered. The growth is, however, evi­
dently made up of one large cystic space and numerous smaller ones, together 
with the semisolid area. Over the part that is cystic the muscle-fibers have been 
greatly stretched and thinned out, and there are little hernial projections, the 
picture being analogous to that found in a slightly sacculated urinary bladder. 
On section the greater part of the tumor is found to consist of one cavity, which

Kiu 318.—Multi pee Myomectomy.
( lyn. No. s 162. I rom this uterus 13 inyoiimlii were eiiurleitleil. 

The large kidney-shuped tumor on the right meusureil 7x7x11 cm. 
I'raetically all the myomata seen were removed, with little injury to 
the uterus. Six years later the patient reported that her general health 
could not have been better. Crior to the operation she had frequent 
micturition and a troublesome pruritus uni. which hud |iersisted over 
two years, but was completely relieved by operation.

49456^
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is approximately 42 by 35 cm. The walls vary from 2 mm. to 5 cm. in thickness. 
Only at one point is the wall very thin, namely, on the under surface, where it 
lay over the vertebral column. The greater part of the wall consists of simple 
myomatous tissue, but at numerous points small cystic areas arc visible, and the 
tissue has undergone the characteristic hyaline transformation. One of the cysts 
measures 2 by 3 cm. The inner surface is covered with blood, and the greater 
part of the tumor is filled with blood which has undergone coagulation during 
the hardening.

Microscopic Kxamination.—On histologic examination the growth is seen to 
be made up of typical myomatous tissue. In many areas hyaline transforma­
tion has taken place and at some points there is typical liquefaction. The inner 
surface of the cyst has no epithelial lining: it is covered with blood which is faintly 
organized.

Number of Myomata Removed by Abdominal Myomectomy. In the greater 
number of the cases the uterus contained only one myoma, and that was inter­
stitial. In several instances, however, several tumors were enucleated. For 
example, in V. 1\ I., S.. and ('. II. !.. IF, 9 myomata were removed. In Case 
4305, 10 myomata ; in Cases 5153 and 10300. 11 myomata, and in Cases 8773, 
6395, and 5452, 13, 15, and 17 myomata, respectively, were shelled out. In 
Case 8402 (Fig. 318) 13 myomata were removed. The patient six years later 
was well. The greatest number removed in any one of our cases was furnished 
by Case 10351. The uterus was split, and 28 myomata, varying from 1 to 1.5 cm., 
were removed. The patient developed marked abdominal distention, and on 
exploration free blood and clots were found in the abdomen. Death occurred 
on the fifth day. The case is reportM fully on p. 537.

After adding up all the myomata removed and then striking an average, 
we find that if they had been evenly distributed, each uterus would have con­
tained a fraction over two myomata.

Contraindications to Myomectomy.

Low Hemoglobin. In three of our cases in which abdominal myomectomy 
was performed the hemoglobin was very low, and it is interesting to follow 
the progress of the individual cases.

In Case 9629 the patient was twenty-seven years old and had a hemoglobin 
of 23 per cent. A large interstitial myoma necessitated an incision into the 
uterus 13 cm. long. The patient made a slow convalescence, owing to her anemia, 
but there were no complications.

In Case 10573 the patient, aged twenty-seven, had a rough apical systolic 
murmur transmitted faintly to the axilla. There was also a marked systolic 
murmur over the pulmonic area ; hemoglobin, 38 per cent. A myoma, 10 cm 
in diameter, and several smaller ones, were enucleated. The patient developed 
phlebitis of the left saphenous vein on the seventeenth day. It did not retard
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her progress materially, however, as she was discharged on the twenty-fourth 
' lay.

In Case 10207 the patient was twenty-three years old. and the hemoglobin 47 
per cent. Prior to suspension of the uterus an interstitial myoma, 1 cm. in 
diameter, and another smaller one, were removed. Convalescence was normal, 
and since then the patient has had two normal la I sirs.

Syphilis. When syphilis exists, the question naturally asked is, W ill the 
wound heal if an abdominal operation is performed? In Case 11100 a colored 
woman, aged forty-six, had marked relaxation of the outlet, prolapsus of the 
uterus and a myoma, and also a syphilitic ulcer of the leg. The cervix was 
amputated, the perineum repaired, a myoma I cm. in diameter shelled out of 
the fundus, and the uterus suspended. The patient made a perfect recovery, 
and was transferred to the surgical department, where the ulcer was skin-grafted. 
She left the hospital on the forty-seventh day. The syphilitic taint in this case 
certainly in no way retarded convalescence.

Abdominal Myomectomy.

General Considerations. Before undertaking an abdominal operation for 
uterine myomata several points should be thoroughly weighed. In the first place, 
it is generally agreed that, as a rule, hysterectomy is safer than myomectomy. 
On the other hand, it is the surgeon’s duty to save the pelvic organs whenever 
feasible.

Age. If the patient is under forty-five years of age, the possibility of a 
subsequent pregnancy should always Ik* borne in mind.

Condition o f t h e P a tient. When the patient is very anemic 
and otherwise frail, as a rule, a myomectomy is hazardous, and the possible gain 
by saving the uterus would be more than balanced by the liability to a fatal out­
come. In every case the advantages and disadvantages of each operation should 
be thoroughly discussed, and explained to the patient or some responsible relative.

Under no circumstances should the surgeon undertake the operation unless 
the patient freely consents that the operator shall do exactly what he deems 
wise when the abdomen is opened, as it is usually impossible to tell with absolute 
certainty just what should be done until the uterus is exposed. One patient 
coming for operation was so strenuous in her opposition to hysterectomy that 
she exacted a promise from one of us (Cullen) that nothing more than a myo­
mectomy should be done. < )n opening the abdomen we saw clearly that hyster­
ectomy would be the safer operation, but our hands were tied by the promise, 
and many myomata were enucleated. This patient (Case 1()*>NN), within twenty- 
four hours, developed fever and died at the end of forty-eight hours. There 
was no hemorrhage into the abdominal cavity, and the cultures were negative. 
Since then we have absolutely refused to operate unless the matter is left to the 
best judgment of the operator.
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Points to be Considered after the Abdomen has been Opened. As soon as tin* 
uterus is exposed, the appendages should he carefully examined. Should pus- 
tuhes he present, it will lie necessary to remove them at once, and if this can he 
accomplished without the escape of any pus, myomectomy may be considered. 
Should pus escape, however, there is always a risk of infecting the cavities 
made in the uterus if myomectomy lie done.

Next, the location and number of the myomata are of importance. Sub- 
peritoneal and pedunculated nodules are easy of removal. Interstitial myomata, 
if of small size and few in number, are also enucleated without much difficulty.

Fin. ■111). Myomectomy oh Uyhtekkitomv.
In Mii li a taso it may la* possible to shell out the large myoma occupying the posterior wall anil the several 

-mailer ones, saving the uterus. The myoma has. however, extended so far downward toward the cervix that 
it would have been very dilKcult to accurately close the myomectomy wound. Unless the patient were very 
young and the necessity for children of the utmost importance, hysterectomy would be the wiser operative pro­
cedure, as it offers the patient much greater chances of recovery.

It has been our experience that the more the uterus is mutilated, the greater 
the danger to the patient. Where many interstitial myomata are removed, 
the uterus is lacerated in all directions, and it is not only difficult to completely 
check oozing, but the area for infection is very great.

The same applies when a very large interstitial myoma is enucleated. For 
example, in Case 4925 an interstitial myoma, 12 x 21 x 27 cm., was removed, 
and 59 catgut sutures were required to obliterate the cavity anil approximate 
the uterine surfaces. Notwithstanding the fact that our patient made a good 
recovery, in future we would hardly advise such an operation unless the pos-
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sihility of issue was of the greatest importance. We have removed myomata 
when as manv as 70 sutures were required to obliterate the cavity.

If the clinical signs strongly 
the operator should he exceedingly 
dominai myomectomy. Opening up 
occasions no trouble, as noted in

point to submucous myomata, 
cautious in recommending a li­
the uterine cavity sometimes 
Cases ÔI17 and ">49d, in which

Myoma in 
post, wall

Fu nd us Ut.

Fiu. îlüO.- Tiib Fihht Steps in Abdominal Myombitomy.
The uterus has Iippii lifted out of ilie uliilomen and is eurroundeil with gauze. The tulies and ovaries are normal. 

The myoma in tIn* posterior wall lias Iippii exposed and ineised for a short distance.

the cavity was opened up for its entire length. It is sometimes almost impos­
sible for the operator, however, to tell with certainty whether the endome-
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triutn is normal or infected, and il infected, there is a great danger that the 
infection may spread to the wound in the uterine wall.

When large interstitial myomata are present or when many small nodules 
arc found, the uterus itself, after the myomectomy, is occasionally fully two or 
three times its natural size ; consequently the tendency to absorption is markedly
increased.

In Fig. 319 we have an example of a border-line ease a case where it is 
difficult to determine whether a myomectomy or a hysterectomy should be 
performed. The uterus contains but one large myoma, and this does not ap­
parently encroach upon the uterine cavity. On the other 
hand, it extends far down into Douglas’ pouch, and after 
myomectomy it would be difficult to effectually obliterate the 
resultant space. In this case, while myomectomy was feasible, 
hysterectomy as carried out was undoubtedly the safer proce­
dure.

Removal of Pedunculated Myomata. If the pedicle is very 
small, it is only necessary to cut it in such a way that in the 
uterus a wedge-?' d cavity is left. If there are any large 
blood-vessels, they can be picked up free hand and tied with 
catgut and the shallow cavity obliterated with catgut.

Subperitoneal, pedunculated myomata arc occasionally en­
velop'd in omentum. If the omental adhesions are limited to 
the anterior surface of the myoma, the omentum should lie tied 
and cut. (’are should lie exercised because such omental vessels 
are often very large and friable, and if torn, bleed tremend­
ously. When the nodule is enveloped in adhesions, it is 
often wiser to cut the pedicle and attack the adhesions from 
the under surface.

When the myoma is densely adherent to the sigmoid, as in 
Case 7978, it is wise to sacrifice the outer layers of the tumor, 
leaving them attached to the bowel. In the case in question a 
thin layer of tumor, 10 cm. in length, was left on the bowel.
After removal of the tumor this raw area was turned in on itself and sutured, 
a smooth surface resulting.

Removal of Interstitial Myomata. The removal of small interstitial myomata 
is easy. An incision is made over them (Fig. 320), they are grasped with the 
mesoforceps, and peeled out with a knife-handle or some other blunt instrument 
(Fig. 321). Should two or three be near one another, they can often be brought 
out through the same incision, thus minimizing the possibility of subsequent ad­
hesions.

Fi«. .V-’l — Kki.lv- 
Cullen Myoma 
Esvcleator.

When a large interstitial myoma is present, an oval or elliptic incision is 
usually made over the tumor. It is always better to be on the safe side and 
not remove too large an area of the uterine wall with the myoma, as after removal

80
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of the myoma the* uterine muscle frequently n-tmvts to such an extent that it is

Fin. 322. Siiki.i.inu tiik Tumor (h t or the Vteiune Wall.
Ilie myoma is lirmly grasped with the mesnforeep* and strong traction made. The minor is living sltplled out by 

nipuiis of the myniim emicleatnr.

/

1*/

(lillieult to bring the tissues together anil obliterate the dead space. On tin* 
other hand, it is easy to cut away the excess from redundant uterine Haps.
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The myoma is gnispt-d with a strung im*soforccps ami gradually shelled out 
with a myoma enuelenter (Fig. 322), a pair of curved artery force|«, a knife- 
handle, or a blunt periosteal elevator, fare should lie taken to avoid getting

I-,

Fig. 8 stitch closing wound

Bed of 
myoma.....

Fia. 323.—Obliteration ok tiib Space in the Uterine Wall after Removal ok the Myoma.
One figurent-8 catgut miture has I teen Introduced ami tied. The second haw juwt been inserted. It is impor­

tant to accurately conpt the surfaces, leaving no dead spaces. When the cavity is large, two or three tiers of 
sutures may be necessary in addition to tying any large vessels

into the uterine cavity, if possible; but, where necessary, it may be fully opened 
up.

Submucous Myomata. -Many large interstitial myomata are partly submucous, 
and then it may be necessary to bring away a large area of the mucosa covering 
the myoma. This should be cut away boldly but carefully with the knife.
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Sometimes where there is in ' vine hemorrhage hut ti small uterus, hyster­
otomy is done, the first incision going directly into the uterine cavity. This is 
then explored for small myomatous nodules, which often give rise to alarming 
hemorrhage.

If the uterine cavity is opened, after tlie removal of large nodules it is usually 
wise to dilate the cervix from above to allow for free for several days

*3*

Fin. U24. Avi'kxhamt. or tiik Uterus after Abdominal Myomectomy.
'Hie uterus is «till considerably enlarged. Accurate approximation lias been accomplished. By employ­

ing a ligure-of-S suture, only half as many knots are necessary, and thus there is a diminished liability to ad­
hesion.

at least. Whether a small gauze drain should he left in the uterus with its low 
end ting from the cervix is still a mooted question. We have employed 
it in several cases.

The sutures are now introduced into the depth of the wound. They extend 
to, hut do not piece , the mucosa. When these are tied the uterine cavity is

33

8009

1514
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hi the early days we employed silk, but now catgut is used in all myomecto­
mies. The cavity in the uterine wall is gradually obliterated with tier after tier 
of figure-of-eight catgut sutures (Fig. 323) introduced with a curved needle with 
rounded edges, and finally the surfaces of the uterus are approximated as ac­
curately as jKissible, and yet with just sufficient pressure to check bleeding (Fig. 
324). Ochsner lays serial stress on not tying the sutures too tight, as the 
tissues maybe so blanched that they become incapable of resisting the slightest 
infection. One must, however, completely obliterate the spaces formerly occu­
pied by the myomata.

Tearing of the Uterine Artery during Abdominal 
M yomeet omy . In Case 0773 both ovaries were released from light ad­
hesions, and two interstitial myomata, each about 4 cm. in diameter, removed. 
One of the tumors lay very close to the uterine artery. This vessel was tom 
during tin* enucleation and ligated near the cervix. The uterus was then sus- 
pended.

Suspension of the Uterus after Myomectomy.—One of the greatest drawbacks 
to a myomectomy is the fact that one or several lines of sutures arc bristling 
from the surface of the uterus and, so to speak, are inviting the omentum or 
intestine to become adherent. If the suture line be in the anterior wall of the 
fundus, it can In* effectually hidden by attaching the uterus to the anterior 
abdominal wall. If fastened to the anterior wall, firmer union is liable to take 
place than if no myomectomy had been performed, and a subsequent pregnancy 
may lead to serious trouble, as in Case 4856 (p. 567). If the uterus is suspended 
with catgut instead of silk, the union, as a rule, is not so firm. In any event we 
would infinitely rather take the chances of dystocia than of intestinal obstruction 
from adhesions, csj>ecinlly when, at any time during the course of a subsequent 
pregnancy, by a very simple exploratory laparotomy, the adherent uterus 
may be readily freed, as has recently been pointed out by Dr. Elizabeth Hurdon* 
and others.

C o v e ring o v e r the I n c i s i o n i n t h e V t e r u s w i t h the 
Broad L i g a ni e n t . When the tissues are lax, it may be possible, as was 
done in Case 12852, to draw portions of the broad ligament over the fundus, 
thus completely hiding the suture line.

Preservation of a Portion of the Fundus. When the myoma occupies nearly 
the entire fundus, rendering an enucleation difficult, it may still be possible, by 
amputation, to save a portion of the mucosa. This plan was adopted in cases 
C. H. 1.630 and in C. II. 1. 1019.

In Case C. II. I. 1019 the patient was thirty-nine years old. The menses 
continued for six months and then ceased. Since then the patient has been 
in bed nearly all the time, suffering from marked cardiac dilatation.

In Case C. II. 1.930 the results have been much more satisfactory. The upper 
part of the fundus was amputated on account of a submucous myoma, 7 cm.

* American Jour, of Obstetrics, July, 1907.
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in diameter. The initient, fifteen months later, was in good health and menstru­
ating regularly.

This method of attempting to save as much of the mucosa of the body as 
feasible has received a great deal of attention from Spinelli, of Naples, and 
others, and deserves the most careful consideration.

Other Operations Performed in Conjunction with an Abdominal Myomectomy.
When the patient is under the anesthetic, other pathologic pelvic conditions 

requiring attention are often detected. The accompanying data will give a fair 
idea of the various other operations that were performed in the 296 abdominal 
myomectomy cases :

Removal of both tubes and ovaries.................................................. 1.1 cases
Removal of right tube ami ovary......................................................11 “
Removal of left tube and ovary........................................................12 “
Removal of one or both tubes........................................................... 18 “
Plastic operations on the tube........................................................  3 “ (Nos. 4010

4471
12165).

Release of pelvic adhesions................................................................ 17 “
Removal of ovarian cysts...................................................................20 “
Graafian follicle cysts: Cases 470.'), SOUS, C. II. I. I’eth., 5403 and 12818.
Corpus lut eu m cysts: Cases 5588, C. II. I. 01111.. C. II. I. 030. Sun. 1028. 
I’apillocystoma of ovary: Cases 1455, 12031 (double).
Dermoid cyst: Case 128,>2 (left twisted pedicle), San. 2142.
Resection of corpus fibrosum..........................................................  1 case
Repair of perineum..............................................................................37 eases
Repair of complete |ierineal tear....................................................  2 “
Anterior colporrhaphy........................................................................ 5 “
Removal of vaginal cysts................................................................... 2 “ (Nos. 5840

8844).
Dilatation ami curetting.................................................................. 28 “
Amputation of cervix..........................................................................10 “
Suspension of uterus............................................................................71 “
Shortening of the round ligaments............................................... 0 “
Appendectomy.................................................................................  15 “
Cure of left Inguinal hernia..............................................................  1 case
Cure of ventral hernia........................................................................  I “
Cholecystotomy (for gall-stones)........................................................ 2 easesi Nos. 0854

Fixation of kidney ....................
Opening of ischiorectal abscess. 
Removal of hemorrhoids
Removal of clitoris................
< tmphalnpexy............................

8310).

I ease (No. 0304).
1 11 (San. 1545).

Tubes and Ovaries. —The removal of the tubes and ovaries was indicated in 
most instances by dense adhesions, hydrosalpinx, hematosalpinx, or pus tubes.

In Case 9248 the right tube was the seat of a tubal pregnancy, and in Case 
10587 the mucosa of both tubes was tuberculous.
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Plastic operations were done on the left tube in Case 4471, and on the right 
tube in Case 4016, artificial fimbriated ends being made.

In Case 12165 a myoma occupied the cornu, and after removal of the tumor 
the tube was anastomosed into the uterine wall with success.

Ovarian Cysts.—Where feasible, small ovarian cysts were merely 
punctured or resected, as much of the ovary as possible being saved.

It will be noted that in two instances (Cases 1455 and 12054) secondary 
papillary masses were scattered throughout the abdomen.

Gyn. No. 1455.
A b d o m i n a 1 M y o in c c t o in y a n d It emoval of P a p i 11 o - 

e y s to ma of the O vary.
B. J., married, aged fifty-seven, white. Admitted June 27; discharged 

August 8, 1802. Operation: When the abdomen was opened, a large cyst was 
tapped. It had developed from the right ovary, and contained, besides 2000 c.c. 
of chocolate-colored fluid, many dense " try masses. The peritoneum was 
also studded with papillary masses. A pedunculated myoma attached to the 
left uterine cornu was enucleated. The patient made a satisfactory recovery. 
O11 June 10, 1907, we received a communication from the patient’s husband 
saying that she had died on September 11, 1905; in other words, she had lived 
eleven years, notwithstanding the fact that papillary masses were present at 
the time of operation.

Gyn. No. 12034.
Bilateral Papillocyst omata of the Ovary with mul­

tiple Métastases in the P e r i t o 11 e u 111 a n d B o w el. A b d o - 
in i 11 a 1 M y o 111 c c t o in y .

This patient was admitted April 8, and discharged May 5, 1905. At 
operation about 2000 c.c. of ascitic fluid were evacuated, and both ovaries were 
found to be the seat of papillary cysts. The one on the left side was approxi­
mately 15 cm. in diameter; the one on the right, somewhat smaller. Projecting 
from the surface were delicate, tree-like outgrowths. These covered over half 
the surface area of the cyst. The cysts and a myoma, 2.5 cm. in diameter, 
were removed. The patient’s health a year and a half later was “fairly good.”

In both of these cases, after removal of the ovarian tumors a myomectomy 
was done. Under ordinary circumstances one would prefer hysterectomy, but 
in both of these cases, as indicated by the history, myomectomy under existing 
circumstances was a simpler operation. It is remarkable that in Case 1455 
the patient lived over ten years after the operation, notwithstanding the wide 
distribution of the papillary growth.

Repair of the Perineum. —The large number of perineal operations was in­
dicated mainly by the numerous cases of prolapsus associated with myomata.

90



MYOMATA OF THF. ITKIU S.528

Suspension of the Uterus. It will he seen from the table that in 71. or nearly 
25 percent, of the cases, the uterus was suspended. This was done partly for the 
correction of a retmdisplaeement, hut more often on account of the necessity 
of bringing the myomectomy suture line in contact with the anterior abdominal 
wall, thus minimizing the possibility of the omentum or intestines becoming 
adherent to the catgut sutures projecting from tin- surface of the uterus.

Abdominal Myomectomy During Pregnancy.
W hen a myoma complicates pregnancy, no operation is performed until after 

delivery, provided the myoma in no way obstructs the pelvis, so as to prevent 
delivery by the vagina. In six of our cases, for various reasons, it was deemed 
necessary to do a single or multiple enucleation during the puerpérium. In 
Case 1990 the patient had had four miscarriages, but no children at term, during 
her seven years of married life. On her admission she was three and one half 
months pregnant. An interstitial and partly submucous myoma, 7 x 7 x 10 cm., 
was removed (Fig. 325), but one in the cervical region could not be dislodged 
without much handling and the certainty that a miscarriage would be caused. 
Notwithstanding the extreme care the fetus came away on the tenth day. 
About seven weeks after the first operation the cervical nodule, which measured 
10 cm. in diameter, was shelled out.

Case 50.Nl affords another example of a miscarriage following myomectomy. 
The patient was three months pregnant (Fig. 320). An interstitial myoma, 
N x 0.5 x 12 cm., was removed. Within twenty hours the patient complained 
of sudden uterine pain, and the fetal head was found projecting from the vulva.

The results in the three succeeding cases were much more satisfactory, the 
pregnancy in each of these eases going on to term. In Case 1240 the patient was 
three months pregnant. A sessile subperitoneal myoma, about 0x7x8 cm., 
was removed from the posterior surface of the uterus (Fig. 327) and recovery 
was uninterrupted.

The patient in Case NS07 had been pregnant over three months. A pedun­
culated myoma, N x N x 12 cm., was removed from the left side of the uterus, and 
two interstitial nodules, each 2 cm. in diameter, were shelled out. The preg­
nancy went to term.

Mrs. (Î. (I’ath. No. 7895) was brought to the emergency Hospital, Frederick, 
complaining of uterine hemorrhages. A cystic mass could be felt rising out of the 
pelvis. Pregnancy was suspected, but the operator was assured that none ex­
isted. As will be noted from Fig. 32N, a myomatous tumor occupied the anterior 
lip of the cervix and encroached markedly on the anterior vaginal wall. On 
opening the abdomen a four months’ pregnancy was found. The myoma was 
shelled out from above, and an area of vaginal mucosa, (> x 5 cm., removed with it, 
as the myoma was very adherent to the vagina. The patient promptly recovered.
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ami was delivered al term of a t(in-|)ouii<l child. In this cast* tin- myoma so 
obstructed tin* |Hilvis that a normal lain»r would hardly have hern possible.

We had one (Case 111 10) death following myomectomy during pregnaney. 
This patient luul hern married eleven years and had never heen pregnant. When 
the alxlomen was openeil a large, soft, four months' pregnaney was found. 
Scattered over the surface wen* many small myomatous nodules. The largest, 
7 cm. in diameter, was removed. Considerable difficulty was experienced in 
controlling the hemorrhage. After the operation the bowels would not move. 
< )n the fifth day the fetus was expelled, and the placenta had to be re mo veil with 
tin1 curet. On account of an intestinal obstruction enterostomy was performed, 
on the sixth day. There was much bloody fluid in the alxlomen, but the intestines, 
apart from the distention, looknl normal. The patient died on the following 
day. This case is re|x>rted in full on p. 539, under “ Deaths following abdominal 
myomectomy.”

In Case 050K alxlominal myomectomy was attempted during pregnancy, 
but on account of the excessive hemorrhage, an immediate Form operation 
seemed imperative.

Detailed Report of Cases in which Abdominal Myomectomy was Performed 
during Pregnancy.

Gyn. No. 4990. Path. Nos. 1521 and 1628.
V t e r i n e M y o m a t a C o m p 1 i c a t i n g a t h r e e and a half 

months’ p r e g n a n c y ( Fig. 325).
M. S., married, agid thirty-five, white. Admitted February 3; discharged 

April 24, 1K97. The patient has been married seven years, has had no children, 
but four miscarriages, the last two years ago. In December. 1N90, she discovered 
a small hard lump in the right side of the alxlomen, low down.

Operation, myomectomy. To the right of the three and one half months’ 
pregnant uterus was a dense, hard myoma, which was firmly attached to the 
uterus (Fig. 325). There was also a large myoma, situated low down in the broad 
ligament, to the left of the cervix. The one on tin- right side was removed, 
but it was ini|x>ssihle to remove the one in the broad ligament without inter­
fering with the pregnancy. Ten days later tin- patient miscarried, and it was 
necessary to remove the remains of the placenta with tin* curet.

March 15, 1K97: An attempt was made to partially obliterate tin* blood- 
supply of the uterus by clamping the left uterine vessels; but this had little effect.

March 27, IS97: Myomectomy per abdomen. The large myoma situated to 
the left of the cervix was removed. The patient made an uninterrupted recovery. 
It is interesting to note that the site of the first myomectomy was almost unrec­
ognizable at the second operation, there being practically no scar.

Path. No. 1521. The myoma situated near the right tube measured 7x7 
x 10 cm.

34
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Path. No. IIVJS. The myoma situated to the left of the cervix was 10 cm 
in diameter.

January I. 1007. The patient's general health at present, nearly ten years 
after operation, is good. She has no hemor­
rhages. Menstruation is normal. There has 
been no pregnancy since the operation.

Gyn. No. 5081.
V t e r i n e M y o m a t a Co in pli­

ent i n g Pregnancy (Fig. 320).
It. II.. married seven months, aged 

twenty-five, white. Admitted March 0: 
discharged May 25. I NOT. Operation. An 
interstitial myoma, Sx 0.0x12 cm., was 
removed ( Fig. 520). The incision into the 
uterus was 11.5 cm. long, and the hemor­
rhage was excessive. Two other small myo­
mata were also removed. The patient was 
kept morphin after operation, hut
within twenty hours complained of sudden 
pain, and the fetal head was found project­
ing from the vulva. She was anesthetized 
and a three months' fetus and placenta were 

removed. The subsequent history was uneventful.
A letter from the patient, dated January I. 1007. nine and one-half years 

after operation, states that she has 
been under a physician’s care for 
uterine trouble for four years. She 
has no hemorrhages. There is no 
vaginal discharge, but there is some 
bladder irritation. Her menses are 
normal.

Gyn. No. 1249.
M y o m e e t o m y \Y i t h o 11 t 

I n t e r f e r e 11 c e w i t 11 t h e 
P r 0 g n a n c y ( Fig. 527).

M. S., married, aged twenty-live.
Admitted March 7: discharged April 
0. 1K02. The patient has been mar­
ried one year, and has had no chil­
dren and no miscarriages. Operation, myomectomy. An incision, s cm. in 
length, was made into the uterus, and the subperitoneal nodule projecting from

1 ,y 11. N<> .MM The lame inlereiitlal myoma pm- 
jeeled from ilie |>o*terior surface of the uierim. It *»» 
enucleated. ami several «mailer nodules were also re 
moved A miscarriage followeil within twenty-four

3 *1 monlhs 
pregnancy

IIHIM MyuMATA VoMIM.IVATKII
in A Tllllt.l. AN II IINK-IIAI.K MlINTIIH*

( i.v 11 No. hl'.ill Tin* interstitial myoma 
near the right tnlie wan enucleated. A mis­
carriage follownl on lliv lentil day The large 
nodule to the left of the cervix win* removed 
.several weeks later.

3
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tin* jKistcrior surface removed (Fig. 327). This myoma was approximately 
7 \ (i x S cm. The temperature never rose above 99.5° F. The patient made 
:i perfect recovery, and the pregnancy went on to term.

January I. 1907, about fourteen and one-half years after operation : A letter 
from Dr. F.ilwin II. Miller, of Philadelphia, states that the patient's general 
health is not good. She has no hemorrhages; there is no discharge; no bladder 
disturbance, and her menstruation is normal.

Gyn. No. 8897.
Fieri n e M y o m a Co m p I i c a ting P r e g n a n e y .
K. S., aged twenty-nine, white, married. Admitted July 3: discharged July 

.'ll), 1901. The patient has been mar­
ried six months. ( )n bimanual exam­
ination definite myomatous nodules 
can be made out. < )peration, mult iple 
myomectomy. A median incision 
i-xposed one large myoma springing 
from the wall of the fundus an­
teriorly, a smaller one beside this 
on the anterior wall, and a third on 
the left posterior wall. The pedicle 
of the large myoma was cut across, 
and the resultant raw surface obliter­
ated with catgut sutures. The other 
two myomata were shelled out. The 
uterus itself was about the size of a 
four months' pregnancy. The patient 
recovered rapidly, the pregnancy be­
ing in noway interfered with. The large myoma measured 8 x X x 12 cm. : the 
two smaller ones, each 2 cm. in diameter.

Case G., Path. No. 7895.
It e m o v a I of a Large Cervical Myoma per Abdomen 

f r o m a P a t i e 11 t F o u r M o n t h s P r c g n a n t ( Fig. 328).
This patient was thirty-four years of age. One of us (C.) saw her in consulta­

tion with Dr. Lamar, of Middletown, on May 17, 1904. She was operated upon in 
1 he Frederick Kmcrgency Hospital. She had been bleeding profusely for several 
weeks. When I saw her, the pulse was 130. The entire anterior lip of the cervix 
was greatly thickened (Fig. 328); the posterior was normal. The thickening in 
the anterior cervical lip was caused by a hard nodule, approximately 9 cm. in 
diameter. Above this was what appeared to be a cystic tumor. Despite care­
t'll inquiries there was nothing in the history in any way suggesting pregnancy. 
1 hi opening the abdomen we found a four months' pregnancy and the myoma of

an ........ .... 11

(lyn. N». 1249. Hip wih|M*riloneel ihhIuIp m »........ hi
cleuteil ninl tin- palienl went mi In tmn.
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the anterior lip. This almost completely filled the pelvis. Not having per- 
iMission to do a hysterectomy, we determined to shell out the myoma, hut this 
was so intimately blended with the vagina that a portion of the vagina, about 
(i x ô cm., had to be removed with the tumor. The opening into the vagina was 
closed, but there was much oozing, and in places the bleeding was checked with 
the greatest difficulty. The patient made a good recovery, went on to term, 
and after a normal labor was delivered of a ten-pound child.

M y.A . "

I n,. Myoma of mi. <'fiivix < Hihtiivitinh tiif. Y v.ina ami Comim.ii atino a Foi m Month*' I'hmin am v.

<; . I' mlvrlvk Emcrgenr.* llo*|iiinl, Path. N" Tnii.'i. Tlie myoma hail ilevelopinl in the outer port inn of the 
anterior lip of the cerv ix 11 hml not only grown upwiinl, hot also hint eiicniiiclwxl nuirkixlly on the vagina It 
mii* «0 intimately hlemleil with the vaginal iniiensa that over a wiile area it was neceaaary to remove the mucosa 
with the myoma. The pregnancy pmceeileil to term.

( In May 29, I'.KIT, three years after the operation, I received a letter from the 
patient in which she stated she was absolutely well.

Immediate Death Following Abdominal Myomectomy.
In our 21 Mi abdominal myomectomies 2K0 patients recovered and Hi died a 

mortality of 5.4 per cent. From the clinical course of the fatal cases and from 
the autopsy findings in some of them we can. with a fair degree of accuracy, 
divide the probable causes of death into the following groups:
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Intesliniil ol>Mtruction. |K>rit»nitis. nr both......................................................... H cases

(Cases ,17, (1.1, 1S2. iSli'J, .Ki3N, 7.KM), 11)3.11. S: Toronto case. )
Possible cerebral embolus with by|MT|>yrcxia.................................................... 1 case
Myoinectoiuy during pregnancy ..................... I “
Probable infection from an unsus|>ectcd carcinoma of the body iCasc 1173) I 
Probable death from faulty catgut (Case 17.12) I “
Probable infection from Pallopian tube (Cases .1121 and 112t)li ). 2 cases
Almost moribund condition of patient before operation, death on table

(Case' 1(172)............................................................................................................ 1 case
Possible myocarditis (C. II. I., W.)........................ I “

Hi cases

Intestinal Obstruction. Peritonitis, or Both.
In tlu- majority of our fatal cases death was due either to intestinal obstruc­

tion or peritonitis or to obstruction followed by peritonitis. In some instances 
the cause of death is perfectly clear, as in Case 7560, in which the patient un­
doubtedly died of a streptococcus peritonitis. In other cases, however, the 
patients had first shown signs of intestinal obstruction, and later mild manifesta­
tions of peritonitis. It is well known that obstruction may. in a few days, lead 
to peritonitis, and, further, that where peritonitis is the primary factor, intestinal 
paralysis with signs of obstruction is among the earliest manifestations of peri­
tonitis. We are inclined to think that in our eases intestinal obstruction was the 
dominant factor in most instances, and that the peritonitis was secondary.

As we all learn more by our failures than by our successes, we have concluded 
to report each of the fatal cases in some detail, so that the reader may draw his 
own conclusions as to the cause of death.

Gyn. No. 57.
Abdominal Myomectomy; Obstruction; Death.
S. It., married, aged thirty-three, colored. Admitted November 25; died 

December 6, 1886. Operation, myomectomy; double salpingo-oophorectomy. 
A myoma. 5.5 cm. in diameter, was removed from the fundus. Doth tubes and 
ovaries were excised on account of adhesions. After operation the abdomen was 
not distended or tympanitic. Vomiting commenced on the third day. There 
was inability to evacuate the ImiwcIs after the sixth day. The patient died on 
the eleventh day. Her pulse at that time reached 168; her temperature was not 
over 100.5° 1\ Just prior to death there was some delirium.

Aut. No. 48. The peritoneum is red and injected. The intestines are ad­
herent, and bound down in the The heart and lungs are normal. Cul­
tures from the peritoneal cavity, kidneys, and spleen give negative results.

Gyn. No. 65.
Intestinal Obstruction V olio w i n g Abdo m i 11 a 1 M y - 

o m e c t o m y . I) e nth.

4
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F. I\ IV. married, age< I thirtv-thm\ while. Admit tin I Deceniher Id. is,SO; 
• lied January 2. 1X90. Operation. Deceniher 30th. The pelvis was filled with 
the tumor mass, which was intimately adherent After liberation of adhesions, 
which was accompanied by considerable hemorrhage, a myoma was enucleated, 
the uterine cavity being opened.

Subsequent History. The pulse became more rapid. The abdomen was 
opened on the third day. There was no evidence of inflammation. The pulse 
soon rose to 152, and the temperature was 101.0° F. on the following day. when 
she died.

Aut. No. 52. The intestines are distended, and there is some bloody fluid in 
the abdomen. Anatomic diagnosis: peritonitis, general anemia, fatty degenera­
tion of the heart and kidneys. Cultures from the abdominal wound, from the 
pelvis, and from the bloody fluid in the abdominal cavity gave a growth of 
Staphylococcus pyogenes aureus.

It will be noted that when the abdomen was opened on the third day there 
was no evidence of inflammation. When the drain is placed in the abdomen, 
cultures later on usually yield one of the pus-organisms. In this case it looks 
as if death was due to obstruction rather than to peritonitis.

S. (Torontoi, June, 1903.
Probable General Peritonitis. Death.
Mrs. S. was seen in consultation in Toronto June S. 1903. She gave a history 

of bleeding for a short time. On examination the uterus was found to be the 
size of that of a four and one-half months’ pregnancy, but freely movable. On 
section of the abdomen the growth was found situated in the anterior wall. On 
cutting through a thin layer of muscle we encountered a partially degenerated 
myoma, fully 12 cm. in diameter. This was readily shelled out. The cavity was 
obliterated with catgut, and a few silk sutures were used as the catgut gave out. 
The patient stood the operation well, but died three days later. The pulse from 
the time of operation was never lower than 135, and shortly before her death 
readied It>5. The temperature varied from 101° to 101° F. She Imd no vomit­
ing or distention. and the bowels moved freely. It is impossible to state the exact 
cause of death, as no autopsy was allowed. The diagnosis lay between peritoni­
tis or the unaccountable absorption that takes place even when no infection

Gyn. No. 482.
A b d o in i n a I M y o m e c t o m y . Death f r o in S u p p u r a - 

live Peritonitis.
A. \\., single, aged twenty-three, colored. Admitted December 20. 1X90; 

died January 7. 1X91. Operation, December 22d. The ovaries on both sides 
contained Graafian-follicle cysts. The tubes and ovaries were released from 
adhesions and removed. A small myoma in the posterior wall of the fundus 
was transfixed beneath its base and removed.
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Subsequent History. On the fifth day the teniperatlire rose to 101.S° !•*., 
and examination revealed a tender, semifluctuant spot in the left broad ligament. 
On the sixth day the temperature reached 108.2° I'., tin* pulse 100, and the 
patient had an attack of vomiting. Tin» abdomen was not especially sensitive 
•tnd not i list ended. The incision was thoroughly cleansed with bichloride, and 
the lower portion opened. On the introduction of the index-finger a small 
amount of blood escaped. The omentum and intestines were adherent to the 
myomectomy wound in the uterus, and also at the points from which the tubes 
ami ovaries had been removed. These adhesions were separated, and about 
:»l) e.c. of blood escaped. A drainage-tube was inserted behind the uterus.

The patient seemed to improve slightly at first, but later became gradually 
weaker. The abdomen became more tympanitic and the pulse became more 
rapid and poor in volume. She complained of severe thirst, had several invol­
untary stools, and died in a semiconscious state on the twelfth day. The tem­
perature ranged between 09° and 102° F. The pulse just prior to death was lût».

Cultures after the second operation showed Staphylococcus aureus. In this 
case the trouble was undoubtedly primarily an obstruction due to adhesions, and 
following the second operation peritonitis developed.

Gyn. 1862.
A b d o m i n a 1 M y o m e c t o 111 y ; Intestinal O b s t r u c t i o n 

Followed by Peritonitis. Death.
L. .1,, single, aged thirty-eight, colored. Admitted March lf>; died April 

10. 1808. Operation, March 22d. A sessile tumor, 10 x 12 cm., was enucleated 
from the anterior surface of the fundus, and a smaller myoma. 2 x 8 cm., from 
the |Histerior surface.

The patient subsequently developed some tenderness and swelling, with 
marked constipation. She was anesthetized, and a hand, introduced into the 
rectum, broke up adhesions by which some of the loops of the small intestine 
had become adherent to the pelvis, hater the patient vomited some fecal 
matter, and a second operation was performed. The alxlomen, which was dis­
tinctly distended, was opened, and the intestines were found greatly inflamed 
and somewhat adherent. In releasing the intestines the peritoneal coat was torn 
in several places in one place so badly as to necessitate a resection of the bowel. 
Some fecal matter escaped. A drain was introduced into the pelvis and to the 
point of the intestinal resection.

The temperature after the first operation was below l(HI° F.. ami did not go 
much higher until the fifteenth day, the day after the second operation. It 
then rose to 102.2° F.. and the pulse to lot). The patient died of peritonitis on 
the twentieth day.

With our present knowledge of intestinal obstruction we would not think of 
loosening up adhesions through the rectum without knowing tin* exact condition 
in the pelvis. Adhesions are now never liberated except under sight. Tlu*
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primary cause of death in this case was undoubtedly the adhesions, which pro­
duced intestinal obstruction. Such a case would now call for an enterostomy.

Gyn. No. 5638.
Intestinal O b s t r u c t i o n F olio w i n g A b d o m i n a 1 M y - 

o m uc to m y. Death.
M. K.. single, aged thirty-seven, white. Admitted October 20; died Nov­

ember 4. 1807. Operation, myomectomy and suspension. A large myoma 
was enucleated from the posterior wall of the uterus, and five smaller nodules 
from the anterior surface.

After operation all attempts to move the bowels were fruitless. The patient 
vomited continually, the vomit us later having a fecal odor. The temperature 
varied between OS.4° and 100° F. The pulse became gradually more rapid ami 
weaker, reaching 132 on November 3d.

Second operation: release of adhesions; release of suspended uterus. The 
intestines were distended with gas. Adhesions of omentum and small intestines 
to the uterus obstructed a loop of small bowel. A gauze drain was introduced.

The temperature rose to 103°F., the pulse reached 144, and was very thready 
in character. There was much nausea and vomiting, and the patient died 
about twenty-four hours after the second operation.

Gyn. No. 7560.
A b <1 o m i 11 a 1 M y o in e e t o m y, S t r e p t o e o c c u s Peritoni­

tis. Death.
J. H. aged forty-four, white. Admitted February 7: died February 15, 

I'M 10. Operation, February 12th, abdominal myomectomy: suspension of the 
uterus. A myoma, about 4.5 cm. in diameter, was removed from beneath the 
left round ligament. The tubes and ovaries were normal. At the time it was 
noted that the colon was much distended with gas.

In the peritoneum over the bladder there appeared a slightly elevated area,
I x 2 cm. This seemed to be a thickening of the bladder-wall, which did not, 
however, appear inflamed. After the operation the patient suffered from 
nausea and vomiting. The vomit us was dark brown in color, and suggested an 
admixture of clotted blood. Her first night was fairly comfortable. She voided 
a small quantity of urine. The pulse ranged between SO and 104, the tempera­
ture between 0N° and 100.5° F. The nausea grew worse. At the end of twenty- 
four hours the tongue was very dry and the abdomen was distended, but at first 
there was no tenderness. The bowels did not move until several enemata had 
been given. On the third day the temperature reached 104.S° F. A diagnosis 
of general peritonitis was made.

Operation, February 14th. At the upper angle of the wound some creamy 
white pus was noted along the sutures. The incision was opened, the peritoneal 
sutures were cut, and a seropurulent fluid, slightly blood-tinged, welled up.
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Cover-slips from this showed streptococci. The intestines were injected and 
covered with a fibrinous de|>osit. The omentum was injected. There were no 
adhesions. The abdominal cavity was flushed out. The patient died the fol­
lowing day.

Gyn. No. 10351.
A b d o m i 11 a 1 M y o in e c t o ni y F olio w e d b y Intestinal 

Obstruction. I) e a t h .
L. B. 1)., aged thirty-five, colored, married. Admitted March 24: died 

March 2!). 1903. At operation a multinodular myomatous uterus was found 
filling the pelvis, and extending to within 5 cm. of the umbilicus. The uterine 
vessels were controlled by a rubber tube drawn around the cervix. The uterus 
was then bisected, and 2S myomata of various sizes were shelled out. The cervix 
was dilated, an iodoform pack put in the uterine canal, and the uterus sewn up 
with two layers of catgut sutures. The bleeding was apparently successfully 
controlled. There was, however, slight oozing, and several strips of iodoform 
gauze were left in tin* lower end uf the abdominal incision. The patient left the 
table in excellent condition.

Four hours after operation the temperature reached 101° F., the pulse was 
100. Twenty-four hours later the pulse was 130. The tenqx‘rature never was 
higher than 101° F. Her pulse became gradually higher until the fifth day at 
9 a. M., when she died. Fight hours after the operation the binder was stained 
through with blood. Her bowels refused to move and she had quite marked 
abdominal distention, which began twenty-four hours after the o|>eration. The 
restlessness increased shortly after the operation.

On the fourth day she was removed to the operating room, and under gas an 
enterostomy was done. When the abdominal cavity was opened, a large amount 
of tarry blood escaped, together with some clots. The intestines were moderately 
distended. A loop of small intestine was brought out and ojiened. There was 
an escape of gas, but no fecal matter. After this second operation there was no 
improvement, and the patient gradually grew weaker and died. She had what 
appeared to be fecal vomiting before death.

The myomata varied from 1 to 1.5 cm. in diameter.
In this case it would have been much wiser to have done a hysterectomy in­

stead of a myomectomy, especially when so many myomata were present. After 
splitting almost entirely through the uterus it is exceedingly difficult to approxi­
mate the two halves, and at the same time absolutely to check bleeding.

Possible Cerebral Embolus with Hyperpyrexia.
In Case 10588, in which a multiple myomectomy was done, the pulse soon 

rose to 140, and gradually became poorer in quality. The abdomen showed 
slight distention, and the patient became drowsy. Her temperature suddenly 
rose to 107° F. shortly before her death on the third day. The abdominal iiici-
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si*hi was opened alter death. Not over an ounce of Mood-stained fluid was 
found. There were no evidences of peritonitis, and cultures were negative. In 
i his case the symptoms suggested a cerebral embolus.

Gyn. No. 10588.
M u I t i p 1 e A b d o m i 11 a 1 M y o in e c t o m y . 1) e a t h w i t h

1 n d e f i n i t e S i g 11 s .
b. I !.. single, aged forty, white. Admitted July 5: died July 8, 190,'t. The 

patient was well nourished and had a good color. The heart and lungs were 
p|tarently normal. The uterus contained several myomata, varying from 0.5 

to 5 cm. in diameter.
The operation was perfectly simple, and the patient was returned to the ward 

in good condition. Soon after her pulse rose to 110, but remained of good 
volume for twenty-four hours. The second night she was quite uncomfortable. 
She was given calomel on the second day, followed by Epsom salts and enemata, 
which were not effectual. On the third day her pulse was 120; her temperature, 
100° F. She was comfortable, and slept well during the night. About 11 \. m. 
there was a sudden collapse. In the afternoon her temperature rose to 107° F. 
There was no pallor and no symptoms except the temperature were present to 
indicate peritonitis. Everything pointed strongly to an embolus involving a 
thermic center. She gradually grew weaker, and died at 7 p. m. We had per­
mission to open the abdominal incision and found the intestines perfectly smooth. 
There was not an ounce of blood in the abdomen. The stitches had held every­
where in the uterine wall, and on opening the uterus we found that none had 
entered the uterine cavity. Furthermore, there were no dead spaces containing

This is one of those cases in which the patient dies and yet no definite assign­
able cause can be detected without the most thorough autopsy. The probability, 
however, is that she had an embolus. Cultures from the peritoneal cavity were 
negative.

A few years later we learned that this patient shortly before entering the 
hospital had told several friends that she was sure she was going to die. In all 
cases in which the patient has a persistent premonition of death, operation, if 
not immediately imperative, should be deferred until the chances of success 
have been so thoroughly impressed upon the patient that her mental attitude 
is changed and she promises to do all she can toward getting well.

lu this case, as is said elsewhere, we wished to do a hysterectomy, but were 
hampered by our promise to the patient to save the uterus.

Fatal Myomectomy During Pregnancy.
File patient had been married eleven years and had never been pregnant 

before. At operation a four months’ pregnancy was detected. Numerous
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nodules studded the uterus. A myoma 7 cm. in diameter was removed and 
some difficulty was experienced in controlling the bleeding.

Intestinal atony developed, undoubtedly favored by the pregnancy. Mis­
carriage followed, and the patient soon died. Infection certainly played a very 
minor rôle in this case.

For the successful abdominal myomectomies during pregnancy see p. ">2S.
With our present knowledge we would not think of doing a myomectomy ii, 

such a case. The abdomen would be closed at once, the pregnancy being al­
lowed to go on to term, after which, if necessary, hysterectomy or myomectomy 
would be performed.

Gyn. iiiio.

A bd o m i n a 1 M y oin ec t oin y During P regn a n c y . Denth.
('. S., aged thirty-three, colored. Admitted March It; died March 20. 1904. 

This patient had been married eleven years and had never been pregnant. < tpera- 
tion, March I t, 1904. When the abdominal cavity was opened, a large, soft, 
pregnant uterus was found. The pregnancy had probably run about four 
months. Many small nodules were scattered over the surface of the uterus, 
and one of the larger tumors, about 7 cm. in diameter, was removed. There was 
some difficulty in controlling the bleeding.

Postoperative History.—After the operation morphin was given rather 
freely during the first forty-eight hours, to prevent, if possible, miscarriage. On 
the evening of the second day the temperature was 101.6° K., and at noon of the 
next day it was again normal. Cathartics wore given on the second day, but 
neither these nor enemata had any effect, and the intestinal distention increased 
rapidly. On the night of the third day she was quite ill : her pulse was 1 IS, and 
the abdomen considerably distended. Leukocytes, dti.OOO. The distention 
became somewhat less, and her leukocytes dropped to 11,000. ihe bowels did 
not move, however. There were no signs of bleeding from the vagina until the 
night of the fifth day, when she suddenly passed a small fetus. The placenta 
had to be removed manually.

The distention was becoming greater, the pulse had become more rapid, and 
on the sixth day an enterostomy was done under cocain. Her pulse at this time 
was IdO and weak. The incision was made through the outer border of the right 
rectus muscle and the peritoneal cavity opened. There was much free blood ; 
the intestinal coils were much distended, but otherwise normal. A loop ot large 
bowel was brought into the wound and sutured with catgut.

Cultures taken from the bloody fluid at the time of the second operation 
yielded Staphylococcus allais. The temperature steadily rose to KKI.50 1\, and 
she died on the following afternoon.
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Probable Infection of the Uterus from /.n Undetected Carcinoma of the Body 
of the Uterus.

In looking over tin* history of (W 1173 it will he notai that the* patient had 
a slimy, watery, vaginal discharge. This is very significant in connection with 
the subsequent history, but at the time was overlooked. In this case the uterus 
was hound down by adhesions and contained two myomata. One of these, 
about 7 cm. in diameter, was enucleated. The other could not be shelled 
out on account of adhesions. The patient dial on the sixth day of acute purulent 
peritonitis.

This operation was performed in 1892. when the technic of myomectomy had 
not been fully developed. Now we would not think of trying to save the uterus 
in such a case, but would perform hysteromyomectomy. The finding of a 
carcinoma of the body of the uterus at autopsy gives us a very valuable surgical 
hint. In all cases in which we advise abdominal myomectomy, as far as possible 
we exclude the presence of a carcinoma of the body. In the chapter on Carcinoma 
of the Body and Myoma, it was clearly demonstrated that in numerous cases 
carcinoma was not suspectai until the uterus was opened up after its removal.

Myomectomy in the presence of an adenocarcinoma of the body is naturally 
almost certain to give rise to infection.

Gyn. No. 1173. Aut. 277.
Abdominal Myomectomy Complicated by an Un- 

s u s p e c t e d A d e n o c a r c i n o m a of t h e B o d y of the Uterus.
A. B., single, aged forty-three, colorai. Admitted January 20; dial Feb­

ruary IS, 1892. In November, 1891, two small myomata were removal per 
vnginam in New ^ ork. Three and a half months ago the patient noticed a lump 
in the left iliac region. She has a slimy, watery, vaginal discharge, with occa­
sional clots, is very anemic, and has a double apical heart murmur.

Operation, February 13. 1892. The uterus was distcndal by two myomatous 
masses; the anterior, about 7 cm. in diameter, was removed. The posterior, 
which was slightly larger, was bound down by adhesions, which precluded its 
enucleation.

The patient vomited many times after operation. The abdomen became 
distended, the pulse rapid, and the temperature rose* to 103° F. on the fifth 
day. dropping to 101.5° F. on the sixth day. the day of her death. That day 
the patient was covered with a cold,clammy sweat and voided urine involuntarily.

Aut. No. 277. Anatomic diagnosis: Acute purulent peritonitis. Myoma 
and carcinoma of the uterus; general arteriosclerosis; cardiac hypertrophy; 
chronic diffuse nephritis; bronchopneumonia fright lung). The peritoneal 
cavity showed pure Staphylococcus pyogenes aureus.
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A Death Probably from Faulty Catgut.

Between January IS and 2."). 1893, five laparotomies were performed in the 
(iyneeologieal Department of the Johns Hopkins Hospital, and four of these 
patients dinl.* In all the fatal eases the operation was a simple one, and the 
alxlomen at the time of operation was apparently perfectly clean. In the fifth 
ease—one of pyosalpinx -the patient recovered.

In all the eases Staphylococcus aureus was found. The source of infection 
appeared to lie some old catgut, Imt it was ini|>ossil>le to determine with certainty, 
as all the catgut had been used, none remaining for bactériologie examination.

This ease* was one of the four fatal cases.

Gyn. No. 1752.
A b d o m i n a 1 M y o m e c 10 m y ; General P e r i t o n i t i s A p - 

parently Due to Faulty Catgut. D e a t h .
K. II.. aged thirty-four, white. Admitted January 12; died January 2b. 

1893. ( Iperation, January 23. 1893. Two symmetric myomata were discovered, 
one in the anterior wall, 8.5 cm., and one in the posterior wall, 8 cm. in diameter. 
Both of these were enucleated, as were also four other smaller ones.

( hi the night of the second day the patient complained of severe stabbing 
pain over the area of the lower lobe of the left lung. The pain was increased on 
deep inspiration. The tongue was moist and slightly coated; the abdomen was 
not distended. On the following day the pulse was 120. Her expression was 
bad. She had been nauseated at intervals during the entire day. The abdo­
men was prominent, distended, tympanitic, and sensitive. On opening the 
lower angle of the wound the operator was unable to find any evidence of pus. 
The temperature was 104.4° F. On January 20th it rose to 107.8° F.. and death 
quickly followed. The patient was conscious to the last.

Autopsy. Anatomic diagnosis: Purulent hemorrhagic peritonitis following 
abdominal myomectomy; stitch-hole abscesses; acute splenic tumor; embolic 
lung abscess; congestion of the lungs ; infection with Streptococcus pyogenes 
and Staphylococcus pyogenes aureus. (The autopsy findings are given in full 
in the Johns Hopkins Hospital Reports, 1895, vol. iv, p. 412.)

Probable Infection from Fluid Liberated from the Fallopian Tubes.

In Case 5124 the uterus not only contained numerous myomata, but was also 
densely adherent. When the abdomen was opened, the right tube and a myoma, 
4 cm. in diameter, were removed, and an artificial fimbriated end was made for 
the left tube. After many ups and downs this patient died alnmt six weeks 
after operation.

* Thomas S. Cullen, Postoperative Septic Peritonitis, The Johns Hopkins Hosp. Reports, 
vol. iv, 1805. p. 411.
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In Case I 1290a myoma, 0 cm. in diameter, was shelled out of the posterior wall, 
and both tubes, which were filled with clear fluid, were punctured, the fluid 
escaping into the abdominal cavity.

The surgical treatment in both of these cases isopen to criticism.
In Oise ">124 we (Cullen) would have shown much better judgment had we 

done a hysterectomy. In Case 112% both tubes should have been removed 
and no fluid allowed to escape into the abdominal cavity. The occlusion of the 
tube was primarily due to an infection, and we can never tell when all the 
organisms are dead.

Gyn. No. 5124.
A b d o m i n a 1 M y 0 m e e t o m y ; R 01 e a s e o f A d h e s i o n s ; 

t h e Making o I" a n A r t i fi e i a 1 V i ni b r i a t e d I " x t r e m i t y 
for ( )n e Tu be. Death.

A. M. B.. aged forty, married, colored. Admitted March 23; died May ">. 
I St 17. Operation, March 20th. vaginal section with release of adhesions. Second 
operation. April ItHli. 1’civic adhesions were liberated from above, the right 
tube was removed, a myoma 4 cm. in diameter enucleated from the uterine wall, 
and an artificial opening made in the left tube. Other myomata were seen, but 
were not disturbed.

The abdominal incision broke down for its entire length, necessitating drainage. 
Subsequently on two occasions pelvic drainage was reestablished from below. 
The patient, however, gradually grew weaker, the pulse more rapid, and she died 
on May .">. 1807.

In this ease the fact that the abdominal incision broke down notwithstanding 
the careful technic, indicates a very low vitality. At the time of operation it 
would have been much wiser to remove the uterus with the appendages, instead 
of trying to do a conservative'operation.

Path. No. 1 (>(>">. The right tube is 8 cm. in length, firmly covered by dense 
adhesions. It contains a yellowish, cheesy-like material.

Histologic examination shows the tube to be the seat of a chronic salpingitis.

Gyn. No. 11296.
A b d o m i n a 1 M y o 111 e c t o m y , K v a c u a t i o n o f S e r o u s 

Fluid from Both Fallopian Tubes. Death.
V. S., aged thirty-four, white, married. Admitted May 19th; died May 28. 

1904. The patient was intensely neurotic and rather anemic. She was fairly 
well nourished and well built. Operation, May 21, 1904. A myoma, 0 cm. 
in diameter, was enucleated from the posterior wall. Both tubes were the seat 
of a hydrosalpinx. They were punctured, fluid escaping into the abdominal 
cavity.
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Postoperative History. For four days she did fairly well. Her teni|)e rature 
was 101.2° F. on the second day; the third day it reached 100° F.: the fourth 
day it was down to 99° I*\, hut she began to vomit. Fneinata had no effect. On 
the fifth day she was nauseated nearly all day. took hut little nourishment, hut had 
no abdominal pain. Then were six small offensive fluid stools. Her tem­
perature on the fifth day varied from 99° to 102° F. Her pulse, however, at one 
time reached 130, and her general condition was not satisfactory. The nausea 
continued. The wound was inspected and found to he clean. Lavage relieved 
her gastric symptoms a good deal.

On the seventh day she began to have diarrhea, and the same afternoon her 
condition suddenly became worse: she grew very weak, restless, and slightly 
irrational: her pulse reached 110, and she died on the eighth day. Just before 
her death the cheeks were flushed, the eyes were bright, and the intellect was 
active: there was no pain or rigidity. She was intensely restless. No autopsy 
was allowed, but we diagnosed a general peritonitis. Shortly before death 
the temperature was 10(>.5° F.

The Patient in an Almost Moribund Condition before Operation.

Many an apparently forlorn hope yields a brilliant surgical triumph, and as long 
as there is a possibility of saving the patient, it is the surgeon's duty to take 
that chance. In the following case the patient was in a desperate condition and 
succumbed on the table. The death, of course, cannot be in any way attributed 
to the abdominal myomectomy, but it is, nevertheless, included among our fatal

Gyn. No. 1672.
R e m o v a 1 of a L arge (’ y s t i e M y o in a f r o ni a P a tient i 11 

a n Almost Moribund ('on dit ion. Death on the Table.
B., single, white. Admitted November 12: died November 13, 1#92. 

The patient, on admission, was suffering with extreme dyspnea and was unable 
to lie down. The abdomen was much distended, fluctuant, and dull on 
percussion everywhere, except at the center of the upjier abdominal zone. The 
circumference at the umbilicus was 52 inches. The urine contained a moderate 
amount of albumin, but no casts.

( tperat ion November 13th. The anesthetic was administered with the patient 
in the sitting posture, on account of the extreme dyspnea.

A small incision was made near the dejiendent portion of the abdomen, 
a trocar was inserted, and from four to six pints of fluid deeply stained with blood 
came away. The almost moribund patient was then placed on the operating 
table. The incision was increased in length, and a large quantity of blood­
stained fluid flowed out. The large fibrocystic tumor was shelled out of its ad­
hesions, which were fibrous The pulse and respiration
stopped. The patient was inverted, and artificial respiration resorted to. but to

290696
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no purpose. The pulse before operation was 100. The tumor was a cystic 
myoma, MO x 34 cm., the inner portion being composed of one large cyst filled with 
chocolate-colored contents. The base of the tumor measured 14 x 10 cm. and 
was composed of typical myomatous tissue.

Myocarditis as a Possible Cause of Death Following Abdominal Myomectomy.
In ('. II. I. case \\\, the patient gave a history of cardiac weakness, and at the 

end of twenty-four hours after operation became weak and had fainting spells. 
None of her symptoms except vomiting in any way suggested peritonitis. Un­
fortunately, no autopsy could be obtained. Her postoperative condition strongly 
suggested a myocardial lesion.

C. H. I., W.
N\. white, aged thirty-eight years, was admitted to the and In­

firmary October 10th, and died < )etober 12, IS!IV. She had noticed an abdominal 
enlargement about a year before. The tumor had grown considerably since she 
was examined, six months before. A myoma, 1(> cm. in diameter, was removed 
from the posterior wall, and several small ones from both the anterior and poste­
rior walls. The patient was weak, but did fairly well for twenty-four hours. 
She had fainting spells on the afternoon of October 12th. vomited a good deal, 
and died suddenly the same evening. There was no abdominal distention, no 
hemorrhage. Her temperature had been normal throughout. No autopsy 
was obtainable.

Dr. W. F. Hines, of Chester!own. Md., her family physician, informed me 
that on several occasions she had suddenly collapsed, and that he thought she had 
a myocardial infection. We are unable to say with absolute certainty whether 
or not such was the condition.

Immediate Postoperative Complications in Non-fatal Cases of Abdominal 
Myomectomy.

By immediate we mean those occurring during the patient's sojourn in 
the hospital. Of the 2X0 patients, quite a number had mild or serious compli­
cations. These are of sufficient practical importance to warrant a thorough 
consideration.

The postoperative complications encountered were:
High temperature.
Rapid pulse.
Hysterical manifestations.
Excessive nausea and vomiting.
Postoperative hemorrhage.
(ireat abdominal pain.
Cystitis.

507008
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Nephritis.
Escape of pus from the urethra.
A foul uterine discharge.
Sloughing of the anterior uterine wall.
Pelvic peritonitis.
Intestinal obstruction.
A high leukocytosis.
Abscess in the broad ligament, with spontaneous evacuation into the bladder.
Tonsillitis.
Bronchitis.
Pleurisy.
Bronchopneumonia.
Lobar pneumonia.
Phlebitis.
Bedsore.
Temperature and Pulse after Abdominal Myomectomy. Elevation of temper­

ature with an acceleration of the pulse is a common occurrence after an abdominal 
myomectomy, and causes the surgeon much anxiety. As a rule, both temperature 
and pulse drop gradually, reaching normal several days after operation. Of the 
cause of the increased temperature we know little or nothing. < )n reopening the 
abdomen in some of the severer cases we have found no hemorrhage nor infection. 
It is quite possible that in many cases, notwithstanding the surgeon's care, 
there exist small accumulations of blood in spaces that have not been totally 
obliterated, and that tlx disintegration and absorption of this blood may in some 
way be responsible for ■ increased temperature. No other class of abdominal 
operations has given 1 as much anxiety during the first week following operative 
interference.

In 242 of the we have complete data as to the postoperative temperature 
and pulse.

That the findings may be presented as concisely as possible, tables have been 
prepared. In these are : the postoperative temperature and pulse-rate
during the first week, as abnormalities after this period, with a few exceptions, 
were associated with postoperative complications and are considered in the discus­
sion subject. Only the highest temperature and pulse-rate are considered,
and the grouping of the cases is arranged accordingly, as seen in Tables I and III. 
In Table II are included cases showing a temperature above 102° F., the 
striking feature being the absence of any clear cause for such rise. Similarly, 
in Table IV cases showing a high pulse-rate are considered, and here too, in the 
majority, no satisfactory cause can be assigned. In 11 cases the pulse-rate re­
mained high during the greater part of convalescence.

Temperature. -From a consideration of Table I it will be seen that in 7<S per 
cent, of the cases the maximum postoperative temperature during the first week 
was over 100° F.

35
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Tal>l<
this

TABLE I.
Maximvm I'osroi'KH.mvK Tkmvkkatvkk Dviuxu First Wkkk.

98.8°, .. . 1 ease ( 0.4 per cent.)
990 100°, 53 cases 121.7 per cent.)

100° 101°, 127 cases (52.9 per cent.)
1010 102°, 43 " (17.9 per cent.)
102° 103°. 10 “ ( 4.2 per cent.)
103° 104.5° 8 ( 2.9 per cent.)

Total. 242 cases

cases the temperature was above 102° !•' These cases are shown in
In only 4 out of the 117 cases could any ■definite ca use he assigned for

elevation.
TABLE II.

Casks Showing a Maximal Piwtovkiiativk Tkmvkhatviik ok Ovkh 102° F. in the 
First Wkkk.

;»n. Xu TKMCM.AT.aK HAY AKTKH (ICKHATION. AI'CAHKNT Cavki:.

121 102.2° Seventh Xnt dear.
302 103.4° Heventh. Lung involvement (no definite consol i-

0724 102.4° Second. Lung involvement.
9304 102.1° Fourth.
1489 102 5° Third.
8844 102.0° Sixlli. Tenderness and muscle spasm in right 

iliac fossa following appendectomy and 
myomectomy.

7220 102.8°
8470 102.8° Seeonil.
1055 103.0°

10059 103.0° Second.
10394 103.0° Third.
5452 103.2° Fifth.
1929 103.4° Sixth.

103.8° Fifth.
104.2° Fourth.

.VI.-,II 104.5° Court h. Too early discontinuance of vaginal

11052 104.5° Second. Bronchopneumonia.

Pulse. That lin- pulse-rate is materially increased after abdominal myo­
mectomy is evidenced by the fact that in alioul (17 per cent, of 241 eases the

luting the first week was over It 10. as is cihown in Table 111

TABLE 111.
Maximal 11‘oSTorKK ATI V K 1*1ri.SK-RATK I>1 RING thk First Wkkk.
70 80 1 ( 0.4 per cent.)
80 90 12 ( 5.0
'.in 100 (Hi (27.5 per cent.)

100 no 09 (28.3 |M*r cent.)
110 120 54 (22.5 per cent.)
120 130 23 i 9.75 per cent.)
130 1 10 11 1 4.57
Man l1 1 10 •*' l 2.08 per cent.)

Tolal. 211 vases

lu Hi eases the maximum pulse-rate during the first week was over 180. In 
only 8 of these could a satisfactory cause lie assigned.
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TABLE IV.
Casks Showing \ Maximal Postoperative Pvlsk-ratk of Amove 130 Dviunu First Week.

Uvn. No. Pt'l RE-RATE. i>„ Apparent Cache.

5588 132 Second. Not clear.
10009 132
10087 1.32 Second.
10394 132 Third.
1 1052 132 Bronchopneumonia.

136 Third. Not clear.
136
136 Third.

858 140 Fifth.
0724 140 Second.
N0K9 140 Fifth

12583 144 Third. Intestinal obstruction; beginning post­
operative peritonitis.

1212 1 IS Third. Not clear.
10983 160 Second. Pulse before operation 160; almost im­

perceptible after operation. Rapid and 
irregular «luring convalescence.

152 Third.
170 First. Not clear.

In II cases lin* pulse-rate remained high during convalescence, and in only 
2 uf these ((iyn. No. 101)83 and 12583) could a satisfactory cause lie assigned.

In ( iyn. No. 3080, 5588, 0585 and 7073 the pulse-rate was above 100 for several 
■ lays.

In (Iyn. No. 2508 and 7810 the pulse was irregularly rapid, reaching 110 
«ni several occasions.

In (Iyn. No. 11111 convalescence was slow, and the pulse during the last 
nineteen days ranged between 112 and 84.

In (iyn. No. 0700 the pulse rose to 130 on the second day, and during con 
valeseence ranged between 110 and 00.

In (iyn. No. 10300 the pulse immediately before operation was 00. The 
evening following operation it rose to 102. During the next nine days it gradu­
ally dropped to KM), and from this time until the date of discharge ranged between 
UK) and 110.

The two cases in which a definite cause for the acceleration could be assigned 
were (iyn. No. 10083 and 12583. In the former the pulse immediately following 
operation rose to 100. It continued high and irregular, ranging between 110 
and 104 from the sixth to the thirty-second day. In this case there was a rather 
severe postoperative hemorrhage, the details of which are considered on p. 540.

In (iyn. No. 12583 the continued rapid pulse was undoubtedly due to the 
intestinal obstruction and commencing postoperative peritonitis.

Hysterical Manifestations. In Case 2710 a myoma. 5x5 cm., and the left 
uibe and ovary were removed. On her admission to the hospital it was noted 
'hat the patient, who was forty years old. was very nervous and hysterical. 
During her convalescence she had several hysterical attacks, but these in no 
way retarded her recovery.
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The patient in Case 7880 was also forty years old. On admission she com- 
plained of general nervousness. Several myomata were removed. Her con­
valescence was complicated liv nervousness of an extreme type.

In Case 8259 the patient was forty-two years old and complained of marked 
nervousness. A myoma, alsmt 7 cm. in diameter, was removed. Her nervous 
condition is now (six years after operation) even worse, and her own life and that 
of her family are rendered miserable by her morbid imaginations.

It will be noted that in each of those three eases the nervous phenomena 
antedated operation, and that the extra strain of operative interference merely 
served to accentuate them.

Excessive Nausea and Vomiting. In Case 2039 there was much nausea, but 
no vomiting. In Case It MOO, II myomata were removed ; the same night the 
pulse reached 170. and nausea persisted until the seventh day.

The nausea in Case 10497 persisted for four days, although only two small 
myomata had been enucleated.

In Case 4873 two large interstitial myomata were removed, and a dermoid 
cyst was resected from the right ovary. Nausea and vomiting were present 
for five days.

In Case 5801 several myomata were enucleated. During convalescence 
there were two attacks of nausea and vomiting. The patient vomited a blood­
stained fluid each time.

In Case O., operated upon at the Hebrew Hospital, continuous vomiting per­
sisted for several days, the vomit us sometimes being of a dark chocolate color. 
Such vomiting is usually followed by death. As seen on p. 551, this patient had 
acute nephritis and extensive sloughing of the anterior uterine wall. She re­
covered and now, five years later, is perfectly well.

Stercoraeeous vomiting is usually indicative of obstruction, and is always 
a grave symptom. In Case 2598 a myoma of tin* right cornu, together with the 
corresponding tube and ovary, was removed. The patient had persistent vomit­
ing for six days. At this time the stomach was washed out and a large quantity 
of stercoraeeous matter came away. The patient recovered.

A reference to p. 533 will give a description of the excessive vomiting noted 
in fatal eases. •

Postoperative Hemorrhage. We include here only those cases in which, 
notwithstanding the hemorrhage, the patient recovered. In two eases (Nos. (12 
and 10983) secondary hemorrhage occurred. In the first ease the bleeding was 
slight in amount ; in the second, very extensive.

Gyn. No. 62.
II e m o r r h a g e F olio w i 11 g A h d o in i n a 1 M y o ni e e t o in y . 
M. S. I,., single, white, aged thirty-three. Admitted November 28, 1889; 

discharged February 1. 1890. Operation. A myoma, approximately 7 cm.
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in diameter, was removed, as well as the right tube and ovary. On the second 
day there was slight oozing, necessitating another ligature about the deep sutures 
in the uterus. The patient then made an uneventful recovery.

Gyn. No. 10983. Path. 7192.
Hemorrhage Following Removal of a Myoma.
(’. B.. colored, aged thirty-two. Admitted January 9; discharged Febru­

ary II, 1904. Operation, removal of an intraligamentarv myoma, about 12 cm. 
in diameter, and enucleation of several nodules from the posterior wall. After 
the patient reached the ward it was noticed that the abdominal dressings were 
markedly stained. Her pulse rose from 110 to 130. An hour later it was 140, 
and the dressings were soaked with bright-red blood. On removal of one stitch 
a quantity of blood filled the incision. As rapidly as possible it was sponged out. 
She was at once taken to the operating room, and the incision was opened. The 
abdominal cavity was filled with blood. As no bleeding |M)int calling for control 
could be found in the uterus, gauze packs were placet 1 in the cul-de-sac about the 
uterus. Theseapparentlychecked the oozing. She did well for twelve hours, but 
then her pulse again rose to 140, and the oozing was very free. The abdominal 
incision was again opened, two sutures were taken in the top of the* uterus, whence 
the myoma had been removed, and ten minims of adrenalin 1: 1000 were ad­
ministered hypodermically. The bleeding was entirely checked, and from this 
time on she made a normal convalescence. Her highest postoperative temper­
ature was 100.,S° F. : the highest pulse was 100. on the second day. She was dis­
charged on the thirty-first day.

Intense Abdominal Pain Following Abdominal Myomectomy. Abdominal 
pain is a natural accompaniment of abdominal operations, but unless intestinal 
obstruction is present or peritonitis is developing, the pain is usually readily 
amenable to treatment. In only one of our cases was it excessive. In (’ase 
11200. the patient, forty-two years of age. had a myomatous uterus extending 
almost to the umbilicus, and also complained of nervousness. An interstitial 
myoma, 1 "> cm. in diameter, was removed at the patient’s request. Her highest 
postoperative temperature was 100° F.. and from a physical standpoint she rallied 
readily, but for nearly a week she complained of the most intense agony. The 
pain was relieved by various simple remedies. It was with the greatest difficulty 
that she could be persuaded to leave her bed. She finally left the hospital on the 
thirty-seventh day. Three years later she was still excessively nervous, and 
said that her health was not good.

Such a case might very readily mislead the operator into reopening the 
abdomen, on the supposition that obstruction existed or that peritonitis was 
commencing.

Postoperative Cystitis. -This not infrequent complication following an 
abdominal operation is sometimes undoubtedly due to carelessness, but in other 
instances occurs without any appreciable cause.



In (’use 8389 an interstitial myoma, about 6 cm. in diameter, was found at the 
junction of the cervix and corpus on the left. The nodule was removed. The 
patient developed a severe cystitis, although she was never catheterized in the 
ward. It had not entirely subsided when she left the hospital, and although her 
health was good six years later, she still suffered from “bearing-down pains" 
in the vesical region.

In Case 8462 many myomata, the largest 7x7 x 14 cm., were removed. 
Convalescence was complicated by a cystitis. The patient was well six years 
later.

In Case 6762 a myoma, 6 x 6 x 7.5 cm., lay between the vesical reflection and 
the uterus. Catheterization was necessary up to the twenty-third day < n 
account of retention. A cystitis developed and lasted for two years. At present, 
eight years later, there is no bladder disturbance, but the patient has tabes

In this case the persistent retention was an undoubted factor in the causation 
of the cystitis, and in the removal of the myoma from beneath the bladder the 
vesical blood-supply may possibly have been injured.

Nephritis Aggravated by Abdominal Myomectomy. In Case 7753 a myoma. 
3 cm. in diameter, was shelled out. a hysterotomy done for a polypoid condition 
of the endometrium, and the perineum repaired. Later the patient was trans­
ferred to the medical side for treatment for a chronic nephritis. The nephritis 
had been present before the operation, and it is interesting to see how much a 
patient can sometimes stand even when the kidney function is impaired.

The acute nephritis in Case 0. operated upon at the Hebrew Hospital, was 
evidently due in part to the acute infection following the sloughing of the anterior 
uterine wall. With removal of the necrotic tissue the renal symptoms subsided, 
and the patient is well five years later.

Free Escape of Pus from the Urethra. In Case 6474, in which the uterus ex­
tended for two-thirds the distance from the pubes to the umbilicus, a large inter­
stitial myoma was removed per abdomen. The temperature reached 103.2° F. 
on the eighteenth day. and a persistent phlebitis developed in the left leg. 
Sixty cubic centimeters of pus escaped from the urethra. Its source could 
not be definitely ascertained, but possibly it came from a small pelvic abscess 
that may have opened into the bladder. Such an evacuation of an abscess is 
well instanced in Case 5359. described on page 553.

A Foul Uterine Discharge Following Abdominal Myomectomy. In Case 10394 
the patient, thirty-four years old, had a submucous myoma, 2.5 x 5 x 9 cm. 
A drain was carried down through the uterus to the vagina, and a small drain left 
in the lower end of the abdominal incision. On the third day the temperature 
reached 103° 1\, and on the removal of the uterine drain a foul discharge came 
away. On the nineteenth day the patient had a chill, and the temperature was 
104° F.

The tumor, on removal, was found to be lobulated, dirty gray in color, and
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had a foul smell. Histologic examination showed an acute inflammation. 
There was much degeneration of the tissue, and infiltration with polymorphonu­
clear leukocytes. The infection from the degenerated submucous myoma 
readily accounts for tin* offensive discharge. The patient was well three and 
one-half years later.

In CaseC. II. 1. S., admitted .lime ft. 1903, a soft, cystic, submucous myoma, 
10 cm. in diameter, was removed. On the sixth day the temperature reached 
103.0° 1\, but then dropped to normal. There was a most offensive* uterine dis­
charge. The patient's health was fair four years later.

In Case ()., operated upon in the Hebrew Hospital, nearly all the anterior 
uterine wall came away, and there was naturally a most offensive and abundant 
uterine discharge.

In each of these cases the uterine cavity was opened up at operation, and in 
the first and third cases the cause of the offensive discharge was readily explained.

Sloughing of the Anterior Uterine Wall After Removal of a Large Interstitial 
Myoma. In this case, although the patient's urine contained much albumin, we 
were forced to operate on account of the pressure symptoms. The globular 
uterus extended almost to the umbilicus. During removal of the tumor the uterine 
cavity was slightly opened. Persistent nausea and vomiting followed the opera­
tion, the vomited material at times being of a chocolate color. The urine con­
tained much more albumin and many casts after operation. A vaginal dis­
charge having appeared, the cervix was split and (plant it ies of the necrotic anterior 
uterine wall were removed. Had it not been for this evacuation of the uterine 
contents, the patient would undoubtedly have died of infection.

Why the anterior wall sloughed it is, of course, impossible to determine with 
certainty. Opening into the uterine cavity during operation naturally provides 
an avenue of infection if the uterine cavity contains pus-organisms. In this 
case also the nephritis naturally reduced the patient’s resistance.

Had it not been for the fact that the suture line in the uterus was brought into 
intimate contact with the anterior abdominal wall as the result of the fixation 
ithe patient being near the menopause and single), the thin and rotten shell of 
the anterior uterine wall would certainly have perforated and the patient died 
of peritonitis.

0., Hebrew Hospital.
Sloughing of t h e A n tori o r V tori n o W a II Foil o w i ng 

A b d o ni i n a 1 M y o in e e t o in y .
()., admitted to the Hebrew Hospital July 14, 1902. The patient had been 

suffering for several years with a myomatous uterus, and for the last four or five 
days her legs had been markedly swollen and she had been forced to remain in 
bed. The urine contained much albumin and many casts. ( )peration, however, 
could not lie avoided, as there were distinct pressure symptoms. When the ab­
domen was opened, a myoma was found extending almost to the umbilicus, and



MYOMATA OF THF I'TRIM'S.552

situated in the anterior wall. It was peeled out without difficulty. It was 
fully II cm. in diameter, and there was a good deal of' Heeding. At two points 
the uterine cavity was opened. The cavity was closed with catgut sutures, and 
the uterus firmly fastened to the anterior abdominal wall. The appendages were 
normal.

•Inly 17th: Kver since operation the patient has been vomiting. The votni- 
tus has a chocolate color. The stomach has been washed out, and since then 
the nausea has been much less marked. To-day the pulse is better, and the 
patient shows some improvement. The urine still contains many casts.

.Inly 29th: The urine contains quantities of albumin and casts. She has 
improved very little and for the last few days has been delirious. There has been 
a most offensive uterine discharge for several days. ( )n examination under anes­
thesia we found fetid pus escaping from the cervix. On stretching the cervix 
and curetting, only a slight amount of tissue came away, but on careful examina­
tion of the anterior uterine wall where the myoma was situated, and on making 
a little traction, masses of necrotic uterine tissue were brought away. We re­
moved in all fully a large handful of the necrotic uterine wall, without, however, 
causing any hemorrhage. To insure free drainage we split the cervix )>osteriorly 
back as far as the internal os, and controlled all bleeding points with catgut. 
The uterine cavity was then irrigated thoroughly and packed with iodoform 
gauze. The patient made a gradual recovery.

July I, 1907: The patient is in excellent health five years after operation.
Pelvic Peritonitis Following Abdominal Myomectomy. Where there have been 

pelvic adhesions associated with a myomatous uterus there is liable to be slight 
pelvic peritonitis following operation if all oozing is not checked and no vaginal 
drainage is provided for.

In Uyn. No. 5829 two large myomata were removed from the uterus. One 
of these was partially covered with omental adhesions. After the operation the 
patient had a slight bronchitis, and her temperature reached 101° F. At the 
time of her discharge there was some slight induration and tenderness in the 
posterior vaginal fornix. The patient was well nine years after operation. 
Such thickenings often disap|)enr spontaneously in a short time.

In Case 4587 a colored woman, forty-two years of age, had an interstitial 
myoma. 5 x (i cm., and a tubo-ovarian cyst, which was densely adherent to the 
posterior surface of the uterus. Both were removed. A month later the pelvis 
was opened through the vagina and about 8(H) c.e. of encysted aero-hemorrhagic 
fluid came away. ( )n account of prolapsus the cervix was removed and the peri­
neum repaired. The patient was in fair health nine and one-half years later.

Intestinal Obstruction Following Abdominal Myomectomy. In only one of 
our 2-S0 abdominal myomectomies in which recovery took place did we have 
intestinal obstruction. In Case 1258.8 the patient was thirty-seven years old. 
At operation the left appendages were liberated from adhesions, and the right 
appendages removed on account of a corpus-luteum cyst: two interstitial myo-
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muta, the larger 2.5 cm. in diameter, and the appendix, which was slightly con­
stricted near its hase, were also removed. On the third day signs of intestinal 
obstruction developed. When the abdomen was opened, no evidence of general 
peritonitis could be found, but a loop of gut had become adherent to the posterior 
surface of the uterus. The intestine at this point was thickly coated with fibrin. 
Recovery after the second operation was uneventful. The patient is well 
eighteen months later.

Where obstruction can be definitely diagnosed there should not be any delay 
in opening the abdomen.

For the fatal cases of obstruction sec p. 533.
Leukocytosis Following Abdominal Myomectomy. When a purulent accumu­

lation is present, one naturally expects to find an increase in the number of leu­
kocytes. We have had one case in our series, however, in which the leukocyto­
sis developed and subsided without our being able at any time to detect the puru­
lent focus. In Case 8773 the patient was thirty-eight years old and single. 
Many myomata were present, thirteen separate incisions being made through 
which to remove them. The patient, who was extremely nervous and had had 
fits of depression prior to operation, did well for a few days after operation, but 
from the eleventh to the twenty-first she ran a temperature, reaching 102.8° F. 
on the fifteenth. On the nineteenth day the leukocytosis reached 18,000. She 
rapidly improved, and left the hospital on tin* twenty-fifth day in excellent con­
dition. and with the nervous depression seemingly relieved.

Abscess in the Broad Ligament Developing After Removal of a Myoma. 
Spontaneous Evacuation into the Bladder. In the following ease a large intra­
ligamentary myoma lay partly in front of the uterus, but chiefly to the left, be­
tween the peritoneal folds. Knucleation was easy, but closure of the resultant 
space difficult. Several days after operation an abscess developed in the space 
formerly occupied by the myoma, and soon opened into the bladder.

In this case it would have been wiser at the time of operation to have carried 
a small retroperitoneal drain from a point just above Poupart s ligament down 
to the |M)int at which the myoma had been removed.

Vaginal drainage was not attempted earlier on account of the danger of in­
juring the left ureter or the uterine artery. The patient was well ten years later.

Gyn. Nos. 5359 and 5560.
Abscess of the broad ligament developing after 

r e m oval of a m y o in a ( Fig. 329).
L. W.. single, aged thirty-five. Admitted .June 27, 1897 ; discharged Septem­

ber 6, 1897. Operation, June 28, 1897, myomectomy and suspension of the 
uterus. A myoma, 7x9x 12 cm., was shelled out of the left broad ligament 
(Fig. 329). The temperature rose1 steadily after operation, reaching 104.6° F. 
on the fourth day. It then fell slowly, reaching 100° F. on the sixteenth, and 
becoming normal on the forty-eighth day. Several days after operation there
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was a sudden escape of pus from the bladder, with an improvement in the con­
dition. The urine contained quantities of pus for a considerable time. Shortly 
afterward the pelvis was drained through the vagina, and on November 22. 1897. 
it again became necessary to open the pelvis through the vagina, about (H) c.c. 
of thin grayish pus escaping. On January 14. 1898. the vaginal opening was 
again dilated, but no pus came away. In November, 19(H). all vestige of the 
former trouble had disappeared, and the pelvis was absolutely free from any 
thickening. The patient was perfectly well ten years after operation.

Tonsillitis. This complication is a bv no means rare one. particularly in old 
institutions, and the sudden rise of temperature, especially after an abdominal 
myomectomy, may alarm the surgeon until the cause of the fever is ascertained.

In only one case (Ô873) did tonsillitis develop. In this case five small my­
omata and the appendix had been removed, and a radical cure for left inguinal

hernia had been done a month later. Re­
covery was satisfactory.

Bronchitis. The anesthetic employed 
in the early years of the department was 
chloroform, but since 1891 ether alone or 
preceded by nitrous oxid or ethyl ehlorid 
has been the anesthetic in common use.

In two out of the 280 successful cases 
a bronchitis developed. In Case 8389 an 
interstitial myoma, about 0 cm. in diameter, 
was removed. The patient developed a 
severe cystitis and a slight bronchitis, 
neither of which was absolutely cured when 
she left the hospital.

In Case 082(i two fairly large myomata 
were removed. The patient developed a 
marked bronchitis that lasted several days.

Pleurisy. In 3 of our 280 successful eases pleurisy occurred during convales-

In Case 441.’> a wedge of adenomyomatous tissue. 2 x cm., was excised from 
the posterior uterine wall. During convalescence the patient had phlebitis and 
pleurisy with effusion. With the development of the pleurisy the temperature 
rose to 102° l\ The patient remained well for two years, after which the uter­
ine hemorrhages recurred.

In Case 8704 four myomata were removed. ( hi the twelfth day the patient 
complained of a sharp pain at the lower angle of the right scapula. At this 
point there were impaired resonance and a slight friction rub. The pulmonary 
dullness disappeared completely in five days.

In Case I.">70 seven myomata were removed. Convalescence was interrupted 
by a definite attack of pleurisy, with effusion in the right chest, accompanied by

„s>Hr——^

<!>'ii. N" The myoma lay partly be­
tween the blaililer ami uterus, but eltielly in the 
left bruail llitumeni. After removal of the my­
oma per ab Ionien an abscess developed in the 
left broad liuameni and opened into the bladder.
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a cough, fulness of that side of the chest, and a temperature of 102.2° F. Eleven 
years later the patient “died very suddenly from hemorrhages she vomited 
hlood.” The letter strongly suggested death from pulmonary tuberculosis.

Bronchopneumonia. In Case 11052 the patient was twenty-seven years old. 
A myoma, it cm. in diameter, was removed from the fundus. She developed 
bronchopneumonia; the temperature rose to 104.5° F. on the second day, and 
slowly dropped, reaching normal on the eleventh day. The subsequent course 
was uneventful.

Lobar Pneumonia. In Case 000 a large pedunculated myoma and the left 
tube and ovary were removed from a woman thirty-six years old. The myoma 
was enveloped in many omental adhesions. The temperature on the second 
day was 101.4° l\, but below 101° until the fourteenth day, when she had a 
chill, a cough, and a temperature of 105.2° F. A few days later a consolidation 
in the right lower lobe was made out. Finally she made a perfect recovery.

In Case 8704 several myomata were removed and the uterus was suspended. 
The patient, a white woman, aged thirty, on the thirteenth day complained of 
sharp pains at the lower angle of the right scapula. Resonance was impaired, 
tin* respiratory sounds were harsh, a slight friction-rub was detected, and later a 
distinct area of consolidation. This entirely cleared up before she left the 
hospital.

Phlebitis Following Successful Abdominal Myomectomy. -From the accom­
panying table it will be seen that in six out of 280 cases a phlebitis developed. 
In five of these the thrombosis was situated in the left leg. In Case 4415 the 
history note does not mention which leg was involved.

PHLKBITIA KOI.I.ow I N<; SI (CKSSI I I. ABDOMINAL MYOMK.t TOM IKS.

Ca>ks. Suk or Myomata.

IJôOl Four myomata, largest 4 cm. in Seventeenth clay, 
diameter.

I Jill’s Several small myomata. ...
II 107.4 Multiple myomata, largest about Seventeenth day.

7 cm. in diameter. (Hemo­
globin. 4S per cent.)

!WJ«) Myoma, a cm. in diameter. Re­
pair of complete perineal tear.

11474 Myoma. 10 cm.
Ill'» Adenomyoma: removal of wedge

L. saphenous vein.

L. femoral vein.
L. saphenous vein.

Slight phlebitis in left leg. 
Phlebitis in left leg obstinate. 
Phlebitis (side not noted). 

Pleurisy.

Bedsore Following Abdominal Myomectomy.—In Case Me A. (p. 512), in which 
an St I-pound myoma was removed, the patient had edema of the buttocks and 
legs. On account of marked dyspnea the operation was performed with the 
patient in the sitting posture. Notwithstanding the greatest care a bedsore 
developed a few days after operation. It retarded her recovery only very 
slightly.
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Abdominal Operations Necessary Subsequent to Abdominal Myomectomy. 
As a result of the many letters sent out we have information eoneerning the 

greater number of the 2X0 myomectomy patients, with the following results:

12504. Releiise of vesical, intestinal, and ovarian adhesions..  1
7500. Relief of intestinal obstruction..................................................................................... 1

27091+ 5035. Repeated myomectomy................................................................................................. 1
4517 7073. Removal of ovaries........................................................................................................  2
5359 + 5500. Evacuation of pelvic abscess........................................................................................ 1
7tMi.4320.4925. 5070. 5840, 0700, 7779. 7880. 8220, 8930, V. R. I. + ('. H. !.. San. No. 
1582, Hysterectomy,..................................................................................................................12

Total...........................................................................................................................18

Release of Vesical, Intestinal, and Ovarian Adhesions. —In Case 12004 a myo­
ma. 4 x 4 \ 3 cm., was removed from the right uterine cornu, and several other 
very small nodules were shelled out. The appendages were normal. Sixteen 
months later the abdomen was opened on account of pelvic pain. Fig. Tit) shows 
the findings. The bladder was adherent to the anterior surface of the uterus. 
A loop of small bowel was partially kinked and firmly fixed to the posterior sur­
face of the uterus on the right side, and also firmly glued down to the inner edge 
of the right ovary.

This case demonstrates clearly the danger of postoperative adhesions. It 
is impossible to prevent the intestines from adhering to the suture line in the 
uterus if the myoma is situated in the posterior wall of the uterus. When 
located in the anterior wall, suspension of the uterus will often cover in the raw 
area completely.

Gyn. No. 12504.
A b d o m i n a I m y o m e c t 0 m y . S u b s e <| u e n t o p e r a t ion 

for release of vesical, intestinal, and ovarian ad- 
lie s i o 11 s (Fig. 330).

A. S., single, aged thirty-eight, white. Admitted November 10. 1005; dis­
charged thirty-two days later. A myoma, 4 cm. in diameter, was removed from 
the vicinity of the right uterine horn, and the opening closed with through-and- 
through sutures of plain catgut; other small myomata were also enucleated. 
On the seventeenth day the patient complained of pain in the left leg. with some 
swelling. On November Hi, 1007, the abdomen was again opened. We re­
moved the which was enlarged and injected. There were numerous
adhesions to the ascending colon. The bladder was drawn up over the anterior 
surface of the uterus (Fig. 330). These adhesions were easily liberated. A loop 
of small bowel was adherent to the posterior surface of the uterus by numerous 
exceedingly vascular adhesions, which were also easily separated, and the same 
loop was adherent to the right ovary over an area 1.5 cm. in diameter. The re­
lation between the ovary and the bowel was an exceedingly intimate one. After

^584
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loosening up adhesions we found that the outer coat of the bowel had been sac­
rificed to a slight extent. The raw surfaces were approximated with Pagen- 
stecher sutures.

This complication is of great interest. At the previous operation the moms 
was free from adhesions and the ap|>endages were normal. The intestine hail 
undoubtedly become adherent to the uterus over the area of the myomectomy, 
probably as the result of the irritation produced by the ends of the catgut su­
tures. W hy the intestine became adhèrent to the ovary it is inqtossible to say.

Fin. 330. -Pelvk' Annehionw Following Abdominal Myomectomy.
<iyii. No. 12Ô04. Thin whs the condition fourni sixteen months after a myoma, 4 cm. in diameter, Imd hern 

remove»I from the vicinity of the riitlil uterine cornu. Several other small nodules were also enucleuted. The 
bladder is adherent to the anterior surface of the uterus. A loop of small bowel was firmly tixed to the posterior 
surface of the uterus, ami also to the riulit ovary

Intestinal Obstruction Following Years After Abdominal Myomectomy. We
have ha«l one case of this character. In 18N6 a conservative |x»lvic ojxTation, of 
the nature of which we know nothing, was performed. Fourteen years later the 
patient entered the Johns Hopkins Hospital and a myoma, three times tin* size 
of the uterus, was removed. Intestinal adhesions were released, and the uterus 
was suspended. The following year another surgeon removed the appendix, and 
subsequently had to open the abdomen for obstruction, releasing many adhesions, 
and resecting a portion of the small bowel. A few months ago the patient had 
typhoid fever. In January, PH)7, she reported that her health was not good.
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Iii this case the* myomectomy was in no way responsible for the adhesions, as 
these were present before the operation.

Gyn. No. 7566.
A b el o in i n a I ni y o m e e t o in y w i t h s u b s e <j u e n t r e in o v a I 

of tlie appendix: later dense adhesions producing 
intestinal o h s t r u e t i o n a n d r e q u i r i n g r e s e c t i o n of 
the bo w el. It e e o v e r y .

M. F., white, single, aged forty. Admitted February 10; discharged March 
It). I(.)()(). She said that a conservative abdominal operation had been done four­
teen years before, the nature of which we do not know. At operation various 
intestinal adhesions were released, a myoma was removed from the uterus, and 
the uterus suspended. The uterine tumor was about the size of a two months 
pregnant organ. The tubes and ovaries were not diseased. In a letter re­
ceived from her seven years later she states that in the following year her appen­
dix was removed, and that later on, on account of dense adhesions and intestinal 
obstruction, it was necessary to open the abdomen again and remove a portion 
of tin* small intestine. I11 1900 she had typhoid fever.

Repeated Myomectomy. In one case in which a myoma was situated in tin* 
left cornu, the cornu and the left appendages were removed after liberation of 
many adhesions. Three and a half years later, after release of adhesions, two 
small myomata were removed from the anterior wall of the uterus.

Gyn. Nos. 2709I and 5635.
C. It., aged fifty-six, white, widow. Admitted April 9: discharged May 5,

I SIM. A myoma, f)x0x7.‘> cm., was removed from the left cornu. Felvie 
adhesions were liberated, and the left tube and ovary were removed.

The patient returned to the hospital (No. ”>040) on October 27. 1X97, and was 
discharged November 24th of the same year. The o|>cratinn this time consisted 
of a myomectomy with removal of the right tube and ovary. Adhesions were 
present between the uterus and omentum, small intestine, and bladder. Two 
small myomata wore removed from the anterior wall of the uterus near the cervix. 
The pat ient made a good recovery.

Removal of Ovaries Subsequent to Myomectomy. In Case 4 ”>17 four small 
myomata were removed and the uterus was suspended. The appendages were 
normal. About ten years later she had another abdominal operation, of the 
character of which she knows nothing. A few months later she hail her ovaries 
removed, for what reason we do not know.

Ill Case 707.4, after release of the adherent appendages, an interstitial myoma. 
7 cm. in diameter, was removed. A few months later she came under the care 
of another physician, and her ovaries were removed, with temporary benefit.
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Gyn. No. 4517.

R <* in o v a I of o v a r ion aft <• r 111 y o in 0 0 t o ni y .
F. T., single, aged thirty-nine. Admitted July 17: discharged August Id. 

1 S0(i. Operation, July 18th. Myomectomy and suspension of the uterus. Four 
small myomata were enucleated. The appendages were normal. On June 10. 
1907, we received a communication from the patient saying: “The operation did 
lull little good. It only patched me up for about a year. From then on I have 
been a great sufferer.” Last year she had an operation performed at another 
hospital, and in April of this year had her ovaries removed. Their condition we 
do not know. Of course, in this case it is quite that the adhesions of
the ovary were in no way the result of the previous operation, especially as the 
patient remained well for the first year.

Gyn. No. 7073.

M y o m e c t o m y with s u b s e q u en t r e m o v a 1 of t h e

M. S. 11., aged thirty-six, white, married. Admitted July Id: discharged 
August 22. 1K99. Operation, myomectomy with release of adherent tubes and 
ovaries; suspension of the uterus. The myoma was sub vesical. After its re­
moval a good many sutures were necessary on account of the bleeding from the 
stitch holes.

April 29. 1907: A letter from Dr. A. F. Brant, of Ileathsville, Va., says 
that the patient experienced little relief from the operation. She returned to 
another hospital within a few months and had both ovaries removed.

Of course, in this case the adhesions in the pelvis already existed. An at­
tempt was made to rectify matters without sacrificing the organs.

Evacuation of a Pelvic Abscess Months After a Myomectomy. In Case 01159. 
in which a broad ligament myoma was removed, an abscess developed. This 
opened into the bladder. Before the patient left the hospital it was necessary to 
drain the pelvis through the vagina, and on several occasions after she left the 
hospital it was found expedient lo reestablish the pelvic drainage. This case is 
reported in full on p. 553.

Hysterectomy Subsequent to Abdominal Myomectomy.
In the following pages several cases are described in which removal of the 

uterus became necessary later. These cases naturally fall into two definite

1. Hysterectomy on account of pelvic adhesions.
2. Hysterectomy on account of the development of other myomata. 
Hysterectomy on Account of Postoperative Adhesions. —Cases 5079, 5X40, and

3546
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Sail. 1582 belong to this group.* In Case 5076 an interstitial myoma, 6 x 7.5 x 9 
cm., was removed, and portions of both ovaries wen* resected on account of an 
ovarian cyst. Two years later Dr. George Ben Johnston, of Richmond, found it 
necessary to remove the uterus and appendix.

In Case 5S46 a reference to the history shows that a myoma, 2 cm. in diameter, 
was removed, adhesions were released. Five years later hysterectomy
was done for pelvic adhesions.

The uterus in San. 15S2 contained a myoma, 4 cm. in diameter; this and the 
were removed. Later a hysterectomy was required on account of 

dense pelvic adhesions, probably gonorrheal in origin.
Adhesions may be due to so many different causes and are so frequently 

associated with myomata before operation that it is difficult to attribute pelvic 
adhesions to the myomectomy unless the adhesions are chiefly around the uter­
ine incisions from which the tumors have been enucleated, and even then, where 
adhesions have once existed, there seems to be a marked tendency for them to

Gyn. No. 5076.
Abdominal myomectomy with subsequent hyste­

rectomy on account of pelvic adhesions.
M. ('.. white, married, aged forty-five. Admitted March 7; discharged 

April 20, 1N97. Operation, March 8th, myomectomy; cystectomy. An elliptic 
incision, 0 cm. long, was made in the anterior wall of the uterus, and an interstitial 
myoma, 0 x 7.5 x 9 cm., enucleated. A Graafian-follicle cyst of the right ovary 
was dissected out. O11 February 21. 1907, we received the following letter from 
the patient: “My health was not improved by my stay in the Johns Hopkins 
Hospital. Two years later I went to I)r. Ben Johnston, of Richmond, who re­
moved the uterus and appendix.”

Gyn. Nos. 5846 and 10183.
A b d o m i n a 1 m y o m e e t o m y w i t h s u b s e q u e n t h y s t e r - 

eetoiny on account of adhesions.
F. L. A., white, aged thirty-three, married. Admitted February 4; dis­

charged March 4. 1N98. Operation, February 5, 189S. Two small vaginal cysts 
were removed, a subperitoneal myoma 2 cm. in diameter was enucleated, 
pelvic adhesions were freed, and the uterus was suspended.

Gyn. No. 10183. For two years after leaving the hospital the patient was in 
very good health, but during the last three years there has been a gradual in­
crease in the menstrual discharge. Now the patient is in bed most of the time. 
She has a great deal of pain, especially in the left side*.

* lu (iyn. Nu. 8220, after liberation of tlie adhesions, two small myomata were removed from 
the uterus. Examination of the scrapings (Path. No. 44021) showed tuberculosis. Four months 
later the uterus was removed on account of the tuberculosis. The hysterectomy was in no way 
rendered necessary by the myomata.

76
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•January 14, 1903: Abdominal hysterectomy on account of somewhat dense 
adhesions.

Hysterectomy on Account of the Development of Other Myomata. The
following eases are of some interest, inasmuch as they not only show the num­
ber of myomata that may develop after a myomectomy, but also enable us to 
determine with relative accuracy the rate of growth of some of the myomata.

( H'ten during a myomectomy minute white specks are seen either on the sur­
face or in the musculature of the uterus. These are usually myomata, not 
over O.ô or I mm. in diameter, and may be readily overlooked.

Fortunately, relatively few of our patients have required a secondary hyster­

ia Case 70(i (also 1033 and 8415) a small subperitoneal myoma situated near 
the cervix was removed in I SOI. Ten years later the uterus was everywhere 
studded with small myomata and filled the pelvis. Hysterectomy was per­
formed.

In Case 4025 (also 0430) an interstitial nodule, 12x21 x 27 cm., was removed. 
Fifty catgut sutures were necessary to close the resultant space. Five years 
later the uterus seen in Fig. 331 (p. 562) was removed.

Case 7770 (also 12080) affords a very interesting example of the sub­
sequent development of large myomata. A subperitoneal myoma, 0 x 10 \ 12 
cm., and several smaller ones, were removed in 1000 (Fig. 332). A little less 
than six years later the uterus was again enlarged, measured 12 x 13 x Hi cm., 
and contained numerous myomata. These were subperitoneal, interstitial, 
and submucous, the last of large size (Fig. 333 p. 504). Hysterectomy was 
performed.

In Case 7880 a pedunculated myoma, about 7 cm. in diameter, and several 
small interstitial nodules were removed in 1000. About six years later hyster­
ectomy was performed, chiefly on account of dense adhesions between the uterus 
and surrounding structures. The uterus contained three small myomata, the 
largest I cm. in diameter. There was also some diffuse thickening of the inner 
muscular layers of the uterus, with early adenomyoma.

The left ovary and a myoma were removed in Case 8030 in 1800. Five 
years later hysterectomy was performed on account of dense pelvic lesions and 
interstitial and submucous myomata.

In V. l\ 1. Case (1., five1 interstitial myomata, the largest 5 cm. in diameter, 
were removed. Seven and a half years later (C. H. I. Cast* (!.) the uterus was 
densely adherent and contained several myomata. Hysterectomy was per­
formed.

•bulging from these cases only, one would doubt the wisdom of doing a myo­
mectomy, but the cases requiring a second operation form a small percentage 
of the total number.
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Case 706 11033 and 8415).
A h il o 111 i 11 a 1 in y o in vc t o in y w i t h Bubncq 11 e 111 h y s t c ro - 

in y o 111 e c t o 111 y .
This initient entered the hospital on April 28, 1891. when a dilatation and 

curettage was done. She returned to the hospital 11033) oil < )etol>er 28th of the 
same year, when a cervical myoma, 2 \ I.Ô cm., was removed from the uterus 
through an abdominal incision.

Gy 11. No. 841Ô. Again December 29. 1900. On vaginal examin­
ation the cervix was found to be normal in size and in good position. Numerous 
nodules fillet 1 the pelvis. The uterus bulged forward, pushing outward the an­
terior vaginal wall. A hysterectomy was done. The patient made a perfectly 
satisfactory recovery.

fA

I VI ERHTITI At. M VIFive Yea its after HemovAppearance of

< ivn. No. !im. Path. No. .Ml 10. Five years ago an interstitial myoma. 12 x 21 x 27 cm., was temoved 
The appendage* a ml llie cervix are normal. The scar on the anterior surface of the uterus shows clearly some 
of the transverse suture lines, ami at the u|i|ier eml of the scar is an oval area showing where the uterus was at­
tache. I to the anterior abdominal wall. The enlargement in the fundu* is caused by several myomata, and pro­
jecting from the fundus, near the right lulie, is a large myomatous nodule. See Fig. #0, p. 77. for the appearance 
of the uterus at the first operation.

Path. No. 4">9f>. The specimen consists of the uterus, which is approximately 
13 x 10 x 11 cm. Surrounding it on all sides are myomata, sessile and peduncu­
lated. It also contains interstitial antl submucous nodules.

Gyn. Nos. 4925 and 9439.
M y o 111 e c t o ni y w i t h h y s t e r o 111 y o 111 e e t o in y five y e a r s 

later (Fig. 331).
S. J. L, white, single, aged forty-three. Admitted January (>; discharged

1660
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January 28. 1807. Operation, January 0. 1807. myomectomy. The uterus was 
twisted to an angle of 00 degrees (Fig. (it), p. 77). It contained one myoma 
12 x 21 x 27 cm., in the anterior wall. The resultant space was closed with AO 
catgut sutures.

(ivn. No. 0430. The patient was readmitted March 3, 1002. and operated 
upon on March 5th, a complete hysterectomy and appendectomy being per­
formed. As soon as the abdomen was opened the sear of the old myomectomy 
was seen on the left anterior surface of the fundus (Fig. 331 ). The fundus itself 
was greatly enlarged, especially to the right, and there was a rounded tumor 
in the right cornu. The first glance at the specimen suggested a uniformly en­
larged hicornate uterus. The patient made a perfectly satisfactory recovery.

Path. No. ."><>40. The specimen consists of the entire uterus with the 
appendages. Its general form is 
seen in Fig. 331.

Gyn. Nos. 7779 and 12689.
A b d o m i 11 a I ni y o in e c - 

t o ni y w i t h h y ster o ni y o - 
m e c t o in y n early six y c a r s 
later (Figs. 332 and 333).

It. \Y., aged thirty-one, white, 
single. Admitted April 30; dis­
charged May 20. 1000. Operation,
May 3, 1000, myomectomy. The 
largest tumor was situated in the 
posterior wall of the uterus, and 
was very offensive, apparently under­
going degeneration. Several other 
smaller myomata were removed 
from various portions of the uterus 
(Fig. 332). The patient made an 
uninterrupted recovery.

Path. No. 4038. The large myoma measures 0 x 10 x 12 cm. Its surface is 
rough and shaggy, and on section presents an area of degeneration consisting 
of a soft disintegrating mass.

Gyn. No. 12080. Readmitted February 10, 1000. The patient had some 
discomfort for a year following the previous operation, but remained perfectly 
well for four years. A few months ago she began to have pain in the iliac fossa 
and in the hip, aching in character. One month ago the menstruation lasted 
nearly thirty days.

Operation, panhystereetomy. The peritoneal surface of the uterus was 
everywhere smooth. There was one small hand of adhesions from the pelvic 
wall to the region of the left ovary. On superficial examination there were no 
signs whatever of the previous operation. The patient made a perfect recovery.

5tl3

Fig. 332. Myomata He mo»;»
mectomy.

Gyn. No 7770. Path. No. 403S. The large sub- 
peritoneul nodule projecting from the posterior surface of 
the uterus measured 11 x 10 x 12cm. Projecting from the 
fundus, and also from the anterior surface, are other 
small nodules. For the appearance of the uterus about 
six years later see Fig. 333.
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Path. No. 955N. The uterus is 15 cm. in length, l.'i cm. in breadth, and 12 cm. 
in its anteroposterior diameter (Fig. TW). Attached to one point is a small 
tag of omentum. Projecting from the posterior surface is a pedunculated 
myoma, 2.5 \ 1.5 cm. The enlargement in the uterus is due chiefly to one large 
and several smaller submucous myomata. The large myoma is 0 cm. across.

This case is particularly interesting, as it shows the possible developments in 
the course of six years.

t ''

it y V \
ut Cavity

sm

1 -A.

Fui. :*:*:*. \ I'tkhu* Amur Sin Vi ah- Am. 11 Aiiikiminai. Hkmovai. ok ai.i. Myomata tiiatCoui.d iik Dkteitkii .

I iyn. No I Jflv.i. 1'iitli. No. 1I55H. The uterus measures 15 x 13 x 12 em. The chief increase in size' is 
causeil hy siihinueoUB myomata. The ii|>|M>n<lnges are normal. For the ttpiiearitiice of the uterus when myomec­
tomy was |H>rformiNl nearly six years lief ore see Fig. 332.

Gyn. No. 7886. San. No. 2178.
A bd o in i n a I m y o in e c t o m y foil o w e d six y e a r s 1 a t e r b y

h y s t e r o ni y o in e c t o in y .
('. S., aged forty, white, married. Admitted June 9; discharged July 7,

1900. Operation, multiple myomectomy. A myoma 7 cm. in diameter was re­
moved from the posterior surface of the uterus, and several smaller scattered 
ones were also enucleated. Convalescence was complicated by nervousness 
of an extreme type.

San. No. 217-S. The patient was re ’ on May 2, 1906. In addition4600
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to the myomatous uterus, there were marked adhesions around the left tube 
and ovary and to the surrounding structures. The rectum and intestines were 
slightly adherent on the right side.

Path. No. 9803. The uterus, both anteriorly and posteriorly, is envelop'd 
in adhesions. It is very little increased in size, and contains three myomata, 
the largest I cm. in diameter. The right tube is bound down to the uterus. Its 
fimbriated end, however, is free. The ovary is little altered. The left tube 
and ovary show few adhesions, but the fimbriated end of the tube is normal. 
Microscopic examination in this case shows commencing adenomyomatous 
formation in the body of the uterus.

Gyn. Nos. 8936 and 9203.
M y o m e c t o m y folio w e d b y a b d o m i 11 a 1 h y s t e r e c - 

t o m y .
S. lb. aged thirty-six, white. Admitted July 22, 1901. Five years before 

the patient had been operated on for sterility, and at that time a myoma was 
removed from tin- body of the uterus, and the left ovary also extirpated. The 
patient on admission was extremely pale; the hemoglobin was 15 per cent. 
She remained in the hospital for some time, and was sent home to recuperate.

She was readmitted on November It, 1901, and discharged on December 7, 
1901. Her hemoglobin had risen to 46 per cent. In the lower part of the 
abdomen, on the left side, was a hard mass made up of two distinct nodules 
that reached half-way to the umbilicus. This was very movable and tender* 
Operation, November 11, 1901, hysteromyomectomy ; removal of the right tube 
and ovary; cure of ventral hernia. The sigmoid was densely adherent to the 
posterior wall of the fundus. This was cut free by leaving the outer sheath of 
the myoma and round ligament against the intestines. O11 the right side the 
pus-tube and cystic ovary were gradually pulled out of their bed of adhesions. 
The patient, on her discharge, had a hemoglobin of 75 per cent.

U. P. I., G., also C. H. I., G.
Myomectomy with subsequent development of 

o t h e r in y o m a t a .
This patient was seen in consultation with Dr. Thomas Linthicum, Savage, 

Md., on February 19, 1898. She was forty years old, and complained of profuse 
and frequent menstruation. On February 23d a myomectomy was done. The 
uterus was the size of that of a three and one-half months'pregnancy, nodular, 
and contained live interstitial myomata, which were removed through three in­
cisions. The largest myoma was 5 cm. in diameter. O11 March 23, 1899, the 
uterus was only slightly enlarged and freely movable.

On December 11, 1902, the patient was admitted to the Church Home and
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Infirmary. On examination we found a nodule, fully 10 cm. in diameter, on 
the left side. The adhesions were broken up and the uterus was removed. 
The patient's health live years after the second operation was “ tolerably good."

Immediate Return to the Hospital on Account of Adhesions.
In Vase 0700 a partially submucous myoma. If) cm. in diameter, was removed 

per abdomen. The patient madea fair recovery, but two days after her discharge 
returned to the hospital. The abdomen was reopened and dense adhesions 
were found between the ileum and fundus along the myomectomy line. During 
their liberation the ileum was torn. Hysterectomy was performed, but the 
patient never reacted satisfactorily and soon died. Examination of the mucosa 
showed a marked endometritis, and it is quite probable that the pelvic infection 
was due t<> the wide opening up of the uterine cavity to permit the enucleation 
of the myoma.

Gyn. Nos. 6760 and 7036. Path. Nos. 3052 and 3315.
Intestinal obstruction folio w i n g shortly after 

a b d o m i 11 a l ni y o m e e t o m y .
Mrs. L., admitted March 13, 180V. At this time abdominal myomectomy 

was performed and an interstitial myoma, encroaching upon the uterine cavity 
and measuring about lf> cm. in diameter, removed. The patient improved fairly 
rapidly, and was discharged April 23d. Two days after leaving the hospital 
she had a return of the uterine hemorrhage. There was constant oozing, and 
the uterus was increased in size. At tin1 second operation it was found that 
the fundus was twice the normal size. The appendages were bound down and 
the ileum was adherent to the fundus along the line of the former incision. 1 luring 
the separation of these adhesions the ileum was ruptured. The sigmoid and rectum 
were also densely adherent to the floor of the pelvis and the posterior surface of the 
fundus. Complete hysterectomy was done, and the rent in the bowel sutured. 
The patient died on July (i. 1890.

Path. No. 331 f). Histologic examination of the mucosa shows a marked 
endometritis.

Pregnancy Following Myomectomy.

Letters were sent to all patients upon whom an abdominal myomectomy had 
been performed, in order to learn not only about their subsequent health, but also 
whether they had borne children after the operation. A large number of answers 
were received.

After ruling out those that died immediately after operation, unmarried 
patients, widows, women over forty-five, and those patients upon whom a sub-
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sec)lient hysterectomy was performed, we still have 04 patients in whom 
pregnaney was jtossible.

As we all know, the menopause oeeurs early in some and late in others, con­
sequently we took a middle ground in assuming forty-five as the arbitrary age 
at which the menses should cease ; otherwise it would have been impossible to 
obtain an even approximate basis for our calculation. The accompanying table 
shows that 13 of the 04 patients have been pregnant 12 proceeding to term, and 
one miscarrying. In S of the cases there has been only one pregnancy, but in 
Case 10257 two children, and in Case 7150 three children, were Inirn. In Case 
2042 the patient, who was single at the time of operation, is now the mother of 
four. The patient in Case 4S56 was single when operated upon. Over three 
years later she became pregnant; the labor was long and tedious, and finally 
Cesarean section was performed, with delivery of twins. The patient died 
apparently of shock. It will be noted that in this case suspension of the uterus 
had been performed.

When a long suture-line is left in the uterus after removal of a myoma, the 
chance of omental, intestinal, and other adhesions is great; on the other hand, 
if a suspension is done, the union with the anterior abdominal wall is liable to be 
very firm. In either case there is considerable danger. After carefully weighing 
the advantages and the disadvantages, we have decided that in those cases where 
it has been impossible to draw the round or broad ligaments up over the suture­
line it is, as a rule, wiser to suspend the uterus after the myomectomy, provided the 
suture-line is in tin* upper part of the fundus orsituated anteriorly. If fardown 
posteriorly, the uterus is dropped back. True, there are numerous disadvantages 
associated with the suspension, but when we remember that in the majority of 
cases the patients do well, and further that, if malposition of the pregnant 
uterus should by chance exist, we can readily and promptly release it with 
little danger, we shall not hesitate to choose the lesser of the two dangers, and 
suspend the uterus in suitable cases.

In the accompanying table the size and situation of the myomata are given. 
Some of them were small and removed when the abdomen had been opened for 
other causes. The majority of the tumors were interstitial. It is particularly 
interesting to note that in Case 7150, in which a submucous myoma about 8 cm. in 
diameter was present and the uterine cavity was widely opened, the patient 
subsequently had three children. Of the 13 women that became pregnant suit- 
sequent to operation, 7 had previously been pregnant, 3 sterile, and 3 were 
single at the time of operation.
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CASKS (>!•' I'llK<iXAXCY AFTKR MYOMK(ToMY.

Xu. Auk Da i k m Oi'kii atiox. I'HKUN YNCIK.M
III 1 Hill 1 Il'I.H - S,«k or Myomata. Ni Min,u ok ("mi.mo.\ 

BINCI 1 >11 RATION.

12(H) II. 30 March. 1892. ( >ne. One myoma, 2 cm. 
in diani. (sitspen- 
sion of uterus).

( hie.

nsa \\. 3.1 July, IhllJ. Nun... ( hie interstitial, 
about 0 cm.

One.

2042 It.

II.

June, 1893. Single, since 
marricil.

Subjieritoneal pe- 
duuculated my-

48.10
1*.

II.

28 l)c‘(*enil»(T. 1890. Single, since 
married.

Myomu, 1 x S cm. 
interns s u s -

Died about four years 
later in twin labor. 
Cesarean section per­
formed in a distant 
city after "a pro­
longed and exhaust­
ing labor.”

.1303 10 May. 1897. Subperitoneal my-

(suspension of 
uterus, repair of 
perineum).

One miscarriage, nine 
years later.

31 January. 1898. ( >nc mis.i?) Two nodules, sub- 
peritoneal and pe­
dunculated. 1.1 X 
IS x 20 cm.: inter­
stitial, 2..1 x 3.') x

One.

71.in 31 September, 1899. Partly submucous, 
about s cm. Cav­
ity widely opened.

Two small intersti­
tial myomata (re­
lease of adhesions, 
removal of right 
tulie and ovaty).

Th™*-

924:4 X. 28 November. 1901. < hie.

9329 K.

It.

38 January.1902. Myoma. 4 cm.', in 
right cornu (repair 
of complete peri­
neal tear; suspen­
sion of uterus).

One

102.17 23 February. 1903. Single; since 
married.

Several small inter­
stitial myomata.

Two

10479 W. .43 May. 1903. 1 wo. in ) Submucous my­
oma, 2 cm.; (/>) 
interstitial, 1 cm.

One.

ll(MM)

San.

30 January.1904. Three myomata: (</) 
2cm.,(/»)3 «■m., (ci
1 cm. Removal of 
left hydrosalpinx. 

Interstitial. .1 x (i x

One.

1.14.1 II. 32 March. 1903. One. One.

Present Condition of Patients after an Abdominal Myomectomy.
Letters were sent out to all patients, and from many replies were received. 

Where no response was forthcoming the family physician often kindly furnished 
the necessary data. Finally, in a good many eases the patients were visited 
in their homes and their present condition was ascertained.
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Out of the 280 successful cases, we have accurate data of the subsequent 
history in 210.

137 patients are well at periods varying from a few months to sixteen years. 
Is are in only fair condition. Some are suffering from pelvic trouble, hut 

the large majority from lesions remote from the pelvis.
13 required subsequent operation for various troubles.
IN died chiefly from intercurrent affections.

210

Patients Remaining Well Years After an Abdominal 
M y o m e c t o m y . We have endeavored to he as uni iased as possible in the 
grouping of these cases. In a few of the cases in the following table the patients 
were not absolutely well, but said that they were greatly benefited, and that their 
general health had been much better since operation, or that the operation had 
been the means of saving their lives.

Patients well Hi years after operation.

.. .. || ..
.. I3 ..

“ - II.........................
“ " III .............................

less Ilian a year after operation.

I ease

:t “ 
Hi "

II
11 "

19 “
1(1 “
i:t “ 
IS ••

14 “

137 eases

The reason that there are so few between the tenth and the sixteenth year is 
because at that time hysterectomy was performed much more frequently than 
myomectomy.

Patients in Fair Condition After an Abdominal 
Myomectomy. In this group we have included those patients that are 
at present not well.

In Cases9024 and 9329 there is a persistent cystitis; in Cases 590"), 9470, 11111, 
excessive menstrual bleeding, and in Cases 6773, 12028, and C. II. I., Petli., from 
thedata received, we would not be surprised if the uterus contained more myomata. 
Thus in only 8 of 48 cases in which the patient is not well is the trouble definitely 
attributable to the pelvic organs. Of the remaining 40 patients, in Case 0070
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there wore symptoms of some spinal lesion, and in Case (>i)f>0 of asthma and em­
physema. In Case 72 IS there was a renal lesion, and in Case 7N72 a gastric ulcer. 
1 he rest of the patients were either below par or complained of indefinite symp-

Causes of Death in Patients Succumbing after Leaving the Hospital.
eighteen of the 210 patients concerning whom we have late records are dead.

Xo assigned cause (fuses 515. 1455,* and 77211 3 cases
Typhoid fever, three years later (Case 921">)............................................................................  \ ,.use
Spinal meningitis, five months after operation (Case 4055) |
Liver abscess, several years later (Case 4100).......................... I ••
Pneumonia. (Ivaries removed in another hospital several months later. Died next year 

of pneumonia (Case 7073) 1

Pulmonary tuberculosis, four years later suddenly (Case 1576).
eleven years later (Case 1821)..........
several years later (Case 1916).........................
five years later (Case 2189)........................................................ ** eases
ten years later (Case 2500).....................
two years later (Case 6145)...........................................................

Operation for release of adhesions (dense intestinal adhesions following shortly after
patient left hospital; ileum torn during operation (Case 6760) I ease

Intussusception. Well after operation, sudden intussusception three years later (Case
8698).............................................................................................. ' | ..

( esarean section for twins several years after abdominal myomectomy (Case 4856).......... I “
< tbscure uterine lesions. 11 Died from uterine trouble" seven years later (Case 1685). -,
Died app arently from some pelvic lesion six years later (Case 4814).................................. - cases

Died suddenly eleven years after operation, aged sixty-four.
18 eases



CHAPTER XXX.

VAGINAL MYOMECTOMY.

In 84 of our eases vaginal myomectomy was performed. In several other 
cases a submucous myoma was enucleated preparatory to an abdominal hyster­
ectomy. The latter cases are described elsewhere.

Age. Submucous myomata, in our experience, are most common during 
the child-bearing period, as is indicated by the accompanying table, dealing 
with the age in SO of the cases :

Between 20 ami 30 years of age........................................... N eases
•* 30 and 40 “ “ “ '-'«I “
“ 40 and 50 " " “ 32
“ 50 and 56 “ “ “ 11"

SO eases

The youngest patient (Case 4)182) was twenty years of age. Three years
previously she had liorne a child. On admission, the uterus was found to be 
soft and thin. Projecting from the cervical canal, and filling the upper part of 
the vagina, was a sloughing mass, approximately 0 cm. in diameter. The patient 
made a good recovery.

Our oldest patient (Case 8159) was fifty-four years of age. A submucous 
myoma, 0 cm. in diameter, was twisted off, and the patient was well six years 
later.

Color. In 83 cases we have data as to the color of the patient. ( >f this 
number, (>4 were white and 19 colored.

Symptoms of Submucous Uterine Myomata. The chief symptoms are hem­
orrhages and its sequences, and those due to pressure.

Vaginal Discharge. —If we bear in mind the various forms of sub­
mucous myomata, the various |x>sitions of submucous nodules, and tin* gradual 
disintegration of the myomata, the character of the uterine discharge will be 
readily understood.

Profuse menstruation is, as a rule, the first sign of a submucous nodule; the 
periods are also prolonged. Menorrhagia, as a rule, develops gradually, but, as 
in Case 7050, may be copious from the first. In some eases the hemorrhage may 
assume alarming proportions, as in Case 12591, in which tin* patient estimated 
a loss of from three to four pints. The flow may be bright red in color, dark, or 
even brownish; when excessive, it may be clotted, the patient passing pieces of 
tissue resembling liver.

In the majority of the cases bleeding is the most prominent symptom;
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nevertheless, in a lew. this phenomenon is entirely wanting. In (’uses 10X72 
and 11010 no excessive flow was noted, and in Case 122.')7 tin* last period had 
occurred forty-six days before the patient's admission. In Case 14X0 the flow 
was scant.

I. e ii k o r r h e a . In several Cases (2201. 5687, 0875, and 1124.3) the dis­
charge was leukorrheal in character, in some of the cases being very offensive.

Profuse Yellowish Discharge. In quite a number of cases the 
flow was yellowish in color, thick or thin, and most offensive.

\\ ate r y Discharge. In Cases 738.3 and 10X72 the discharge was 
watery in character, and in Case 1150 it was watery and blood-tinged.

T h e h e m o r r h a g e usually indicates that a large area of uterine mucosa 
has been put on tension by the submucous myoma which acts as a foreign body. 
The offensive yellowish or watery discharge means that the tumor is undergoing 
necrosis and disintegration. The odor in some of these cases is so offensive that 
it takes hours to remove it from the hands.

Willi the loss of blood, secondary manifestations are noted. In Case 10376 
the patient, on account of excessive hemorrhages, was compelled to remain in 
bed all the time. Her hemoglobin was only 30 per cent.

hi Case 003X the loss of blood was so great that the patient’s vision was 
blurred and she was dizzy. Her hemoglobin was reduced to 21 per cent.

In Case 11XXV the bleeding was severe, many clots being passed. Functional 
heart murmurs were heard, and the hemoglobin had fallen to 14 per cent.

bos s o f Weight. When the patient has had a constant loss of blood 
for years, there is likely to be a marked loss in weight, but when the symptoms, 
although severe, are of short duration, the patient may still he stout, although 
suffering from anemia.

F e v e r a n d Chills. When a sloughing submucous myoma is present, 
it is but natural that absorption should occasionally follow, with a subsequent 
rise of temperature and acceleration of the pulse. We have seen the tempera­
ture reach 106° F.

P r e s s u r e S y in p t o m s . Submucous myomata must of necessity be 
or become much smaller than the pelvic cavity, in on 1er that expulsion may 
take place through the vagina. Occasionally they reach the size of a “child’s 
head." as in Case 1317. In Case 4663 the myoma was IX cm. long, but much 
smaller in its other dimensions. When pressure symptoms are present, they are 
due either to large interstitial or subperitoneal nodules, or to a large tumor mass 
caused by a multiplicity of smaller nodules. Pressure symptoms are fully de­
scribed on p. 448.

Vaginal Myomectomy.
It is only necessary for us to remember that we are usually dealing with a 

tumor partially or completely filling the vagina, and attached somewhere in the
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uterine cavity by a pedicle varying from 1 to 3 cm. in diameter, to at once think 
of the appropriate surgical procedure. The cases naturally fall into two main 
groups.

1. Noil-infected submucous myomata.
•_\ Infected and disintegrating submucous myomata.
Non-infected Submucous Myomata. If the vagina is large and the myoma of 

moderate size, it is often possible to place a curved clamp on the pedicle, and at 
once cut the myoma off. The pedicle is then whipped over with two or more

Fig :m A I.ahok Sviniurorw Myoma. Fm. :«■'> A Scbmccouh Mu.m» Okkatly Oihtenhinq the 

(iyn. No. 2N7.'i. Thv patient hail lost a «rent
.leal of IiIihhI, ami for one wwk before ailmission (iyn No. 2.Vi:i The uterus ....... a simile my.......
a ...............us myoma lunl pro! mile. I from the This hail heroine submucous. ami finally pe.li.....ulute-l. It hail
vulva. |i meusiireil II xl.i cm. The patient been foreeil mil of the uterus, ami markedly ilislemleil the vagina, 
was very pule, cachectic, hail a rapiil ami ex- The only way to remove such a tumor satisfactorily is to «rasp 
i rrmelj weak pulse, ami accéléraieil respiration, it firmly with mesoforceps ami remove successive we.I«es until the
hut an o|ierat..... affnnleil the only l...|..- \ mass i- ... diminished in else that it can be delivered Du
«inal myomectomy was «lone, the ptslicle lieing pedicle then can lie easily claui|ieil. ami the tumor removeil. 
severe.I at the point imlicuteil by the ilolleil Tlie peillcle is then controlleil with catgut sutures, 
lines. The pulse soon rose to 172, ami the tem­
perature to 102.11° F. She died within twelve 
hours after the operation, apparently from

catgut sutures. When the myoma is still larger, it may be grasped with meso­
forceps and delivered, a finger in the rectum materially assisting in its expulsion, 
or it may be possible to deliver the tumor with obstetric forceps as in Case 3000. 
In Case 2N73 (Fig. 334) the large myoma already protruded from the 
vagina.

When the tumor is too large (Fig. 335) and the vagina relatively small, the 
tumor may be seiznl with two mesoforceps and bisected to the pedicle ( Fig. 330). 
If half of the tumor is now cut off, the other half will still serve to steady the ped-
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iclo and prevent it from slipping. After half 
tlie pedicle has been sutured, the other half 
of the tumor is removed and the rest of the 
pedicle sutured.

When bisection is not feasible, a wedge 
of the myoma may be removed (Fig. 3437). 
If the tumor is still not sufficiently reduced in 
size, successive wedges are taken out (Fig. 
33S) until it can be delivered and the pedicle 
controlled with catgut.

In a virgin the vagina is often so small 
that removal of the myoma by any of the 
methods suggested is not feasible. In such 
cases the perineum may be incised, as was 
done in Vases Kilt) and 171(>. After the 
necessary room has been obtained, the my­
oma is removed in the usual way.

In Vase 3t)f>(> the patient was a widow, 
aged thirty-five and had never been preg­
nant. The vagina was filled with a sub­
mucous myoma. Ox 11 x 11 cm. The 
perineum on the right side was incised 

down to the rectum and the tumor delivered with obstetric forceps.
When the myoma has not been completely expelled into the vagina or lies 

partly in the cervical canal, it may be necessary 
to split the cervical lips both anteriorly and pos­
teriorly or laterally until the pedicle is reached.
The remainder of the operation is then relatively 
easy. This method was employed in Cases .">242 
and 5290.

Sometimes, notwithstanding the care used, the 
pedicle is so friable that the stitches will not hold 
or it may slip through the artery forceps. It im­
mediately retracts, and its subsequent control is 
impossible. In such cases, as a rule, it suffices to 
pack the uterine cavity tightly with iodoform gauze, 
which is removed after twenty-four or forty-eight 
hours.

Occasionally the pedicle of the myoma is at­
tached to the cervical lips instead of projecting 
through the cervical canal. In such a case a 
Wixlge-shaped incision is made in the cervix, the 
myoma withdrawn and the resultant space cloned as indicated in Figs. 339 and 340.

I'n.. :»:»7 Mkthoii or Rkmovimo 
Vkhy Lahuk Si hmicdi s Myoma

When the submucous myoma 
greatly distend* the vagina, as in 
this rase, a weiige may be removed 
as indicated by the dotted lines. If 
the remaining portion is still too 
large, surressive segments are cut 
away, as indicated in Kig. 338.

Flo. 330. Vauinai. Himkitiox or a Sub-

The myoma is firmly grasped with meso- 
forceps on either side, and cut in two, us 
indicated by the arrow. Half is then re­
moved, and the corresponding half of the 
pedicle controlled with catgut. The other 
half is then removed, and its vessels are con­
trolled, the sutures already introduced mean­
while serving us a tractor.

ü*
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Years ago it was the custom to remove submucous 
écraseur, and then it was very important for the 
operator to determine with absolute certainty whether 
partial inversion of the uterus was present. Several 
years ago I saw a surgeon remove a submucous my­
oma with the wire. To his great astonishment, after 
removal of the tumor, he found, where the pedicle 
should have been, a hole fully 2.5 cm. in diameter, 
communicating directly with the abdominal cavity. 
The weight of tin* submucous nodule, together with 
the usual expulsive movement, had occasioned par­
tial inversion of the uterus. He had removed fully 
half of the fundus. Fortunately, no intestines had 
dropped into the cup-like depression, otherwise these 
also would have been severed by the écraseur.

With the abandonment of the wire and the em­
ployment of the simple method of operating under 
sight, such a complication could hardly be encoun­
tered.

In four of our cases (1010, 1716,2878, and 7188)

myomata bv means of an

Fio. 338.- -Mkthod ok Ukuvkr-

rov* Myoma.

The tumor is altogether too 
large to be removed intact from 
the vagina. It is grasped with 
forceps, ami successive wedges are 
removed in the order indicated. 
In this way the pedicle is finally 
dearly exposed and controlled 
with catgut.

slight inversion of the uterus was noted at operation.
In some instances, as in Vase 4007, in which a submucous myoma projected 

from a large multinodular uterus, it may 
be possible to do a vaginal myomectomy 
and then immediate removal of tilt- 
uterus from above.

Removal of Infected and Disintegrat­
ing Submucous Myomata. -A reference 
to p. 572 will show how foul a condition 
of the vagina may be caused by infected 
and disintegrating myomata, and it will 
be readily seen that no amount of pre­
paratory cleansing will give the operator 
a clean field for operation. He must ac­
cordingly ojx-nite in such a way that the 
vagina or cervix is in no way injured, 
otherwise a serious general infection may 
result. When themyoma infirm, it maybe 
bisected and removed, or its size may be 
materially reduced by first taking away 
one or more wedges of tissue. Under no 
circumstances, however, should the jkti- 
neum be incised or the cervix split.

The pedicle nf u submucous myoma is usually 
ntlucheil high up in the cervical canal or in the uter­
ine cavity, hut occasionally springs from the cervix. 
In such cases it is removeil as a wedge from the cer­
vix, anil the resultant space dosed with formalin and 
plain catgut. If the incision has extended high up 
laterally, cure must be exercised not to pierce the 
uterine artery with the needle.



570 MYOMATA OF TIIK ITKKVS.

In many cases a degenerated myoma resembles a tough piece of beef that 
has lain in water for a longtime. Such tissue is very soft and boggy. It cannot, 
however, be easily torn, but can be readily eut away with the scissors. When 
the tissue is very friable, it can be brought away piecemeal with placental forceps. 
Sometimes it is possible to control the stump with catgut, but when this will not 
hold and when bleeding occurs, the thermocautery may be employed. After

removal of these myomata it is 
well to give a vaginal douche of 
bichlorid solution and to pack 
lightly with iodoform gauze.

Complications Occurring During 
Vaginal Myomectomy.

1. Uncontrollable bleeding 
from the pedicle.

"J. Rupture of the uterus. 
Hemorrhage. I n ( 'use (>(>04 t he 

patient was thirty-four years of age 
and single. A wedge was removed 
from the submucous myoma which 
filled the vagina. Suddenly, the 
tumor tore away from its pedicle 
and was delivered. The pedicle 
was far up in the cervical canal. 
As there was steady bleeding from 
the uterus and as it was impossible 
to draw the cervix down so that the 
bleeding are exposed, the
uterine cavity was tightly packed 
with gauze, but the bleeding still 

continued. The abdomen was then opened, and both of the uterine arteries were 
tied. On the right side this procedure was difficult on account of dense adhe­
sions. which bound the tube and ovary and the uterus to the pelvic floor. The 
patient eight years later wrote that she was in good health.

This case is another striking example of the necessity of always being prepared 
to do an abdominal operation whenever any important vaginal work is under­
taken. We always make it a point to have the abdomen cleaned in such cases 
so that no delay will be necessary if its exploration should suddenly be found 
imperative.

Rupture of the Uterus. In Case 0137 the woman was forty-eight years of 
age. The outlet was small, and a hard oval mass, (> x 10 cm., filled the vagina. 
The cervical canal was fully I cm. in diameter, and the pedicle could be felt

i i ok Tin. Ck.rvix Aktkk Hi.mu 
Myoma that II xn Hi i n Att.v 
Portion ok tiik Ckrvix-

• v n

841^
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extending up into the uterine cavity. The tumor was partially bisected and 
twisted off. A sound passed up into the cavity at the point of the pedicle went 
directly into the abdominal cavity. A small gauze drain was carried into the 
uterus, but nothing further was done. The patient, in writing five years later, 
stated that she was well.

In such a case it would, of course, be much wiser to clamp and cut the pedicle 
instead of twisting it off.

In this connection it may be interesting to mention Case 12323. The patient 
was thirty-two years of age and complained of amenorrhea. Although the ut­
most care was used in curettage, the instrument suddenly passed into the abdom­
inal cavity. Anterior vaginal section was done, and a small perforation found 
just on the edge of the subperitoneal myoma, not over 3 mm. in diameter. The 
minute nodule was removed, and the rupture closed. The patient suffered no 
ill effects from the mishap.

Vaginal Myomectomy on a Patient Almost Moribund. Recovery. The follow­
ing ease demonstrates that even when the patient has profound toxemia as a 
result of a sloughing gangrenous myoma, she may rally if the tumor is removed. 
Dr. Gerry It. Holden, of Jacksonville, Fla., who was resident gynecologist at the 
time, felt almost certain that the patient would succumb, but took the only 
chance. Tla* speedy recovery was little short of marvelous, and the patient 
wrote, two years later, that her health was better than ever.

Gyn. No. 11889. Path. No. 8297.
L. V. G., colored, aged thirty-two, admitted February 13. ltK)">. She had had 

one child, and no miscarriages. During the last year she had experienced a 
great deal of pelvic pain at the menstrual period, and had had to remain in bed 
frequently during the flow, which had been excessive. For the last three weeks 
she had been in bed. Ten days before her physician packed the uterus with 
iodoform gauze, and gave ergot to control the hemorrhage. The patient be­
came very weak and anemic from the repeated hemorrhages, and had a high 
fever and one severe chill.

On admission she seemed to be in an almost moribund condition. She was 
markedly delirious, suffered great pain, and had a rectal temperature of 104.2° F. 
The pulse was weak, irregular, 140 to the minute, and could not he felt in the 
right wrist. The respirations were 40, and a loud systolic murmur could be 
heard at the a|>ox and was transmitted to the midaxillary line. Her hemoglobin 
was 14 )M*r cent. She was stimulated at night, and in the morning the tem]>cra­
ture was somewhat lower and the pulse better. On abdominal examination it 
was found that a rounded tumor filled the i>elvis and extended as far as the um­
bilicus. The abdomen was very sensitive. On vaginal examination the cervix 
was found to be dilated, the external os being 4 cm. in diameter. Projecting 
from the cervix was a nasty, grayish-white, necrotic, submucous myoma. The 
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hunt! introduced within the cervix palpated a myoma which reached high into 
the abdomen.

Operation under nitrous oxid anesthesia. The cervix was well exposed. 
The tumor was seized with a heavy mesoforceps and an effort made to take it out 
piecemeal. Over one-quarter of the tumor was gotten away in this manner. 
The tissue was foul-smelling and necrotic. An iodoform gauze pack was in­
troduced into the uterus. The prognosis was exceedingly grave. Recovery was 
slow, owing to thrombosis of the right femoral vein and also to nephritis. On her 
discharge, one month and twenty-five days after operation, her hemoglobin was 
<50 per cent., her general condition good. She refused further operation.

Path. No. «S297. The largest piece of tissue was 2x0x9 cm. Even after the 
specimen had been in alcohol for a year and a half the odor was most disgust ing, 
and sections showed that the tissue was necrotic. The surface was covered with 
polymorphonuclear leukocytes, and in the blood-vessels were what appeared to 
be myriads of micro-organisms.

January 9, 1907 : We are just in receipt of a letter from the patient in which 
she says : “My health is better than ever. I am healthier than ever and stouter.” 
Of course, in this case a large portion of the submucous myoma is still in the

Other Operations. In the majority of our cases the vaginal myomectomy 
was the only oj>e ration performed. In Case (>N55, however, after removal of 
a submucous myoma, 3.5 x 4 x N cm., a vaginal cyst, 2 x 3 cm., was excised from 
the left side and a tubo-ovarian abscess containing about NO c.c. of lion-fetid pus 
evacuated. The pus from the pelvic abscess might very readily have infected 
the wound from which the vaginal cyst had been removed.

In Case 10314 a submucous adenomyoma, approximately 7x7x11 cm., 
was removed from a patient having a double vagina and a double cervix. The 
vaginal septum was removed. This case is rejiorted at length in “Adenomyoma 
of the I tems,” ]). 101.

Complications Following Vaginal Operations for Uterine Myomata.
1. Elevation of tenijierature and pulse.
2. Phlebitis.
3. Erysijielas.
4. Delirium.
Elevation of Temperature and Pulse. In 57 of our successful vaginal myo­

mectomies we have accurate data as to the jiostoperative temperature. From 
the accompanying table it will be seen that 21 of the patients had a tempera­
ture of 191° F. or over, after the o|>eration. It will be further noted that in 
nearly all these cases the myoma removed was disintegrating and naturally, 
therefore, was infected.
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The highest temperature (105.5°) was noted in Case 4382. The patient had 
suffered from fever and chills before the ojx'mtion.

The maximum temperature was usually present on the second or third day. 
With the rise in temperature there was naturally a coincident rise in the pulse- 
rate.

CASKS OF VAGINAL MYOMECTOMY WITH A POSTOPERATIVE TEMPERATE RE OF 
OVER 101° F.

Cab* No. Hiuhkbt Tkmpkratvrk. Day Aktkk Operation. Chahactm» ok Myoma.

301 101.0° Third. Rlaekish red.
1317 104° Third. Strangulated.
HN!t 102.2° Third.
1551 102.2°

(Restless, delirious.)
Third. Sloughing.

Hill) 102.0° Second. Smooth.
17H» 102° Second.
4382 105.5°

Chills and fever before operation; 
Temp, reached normal 20th day.

First. Sloughing.

4704 101.9° First. Sloughing.
5290 102.6° First. Sloughing.
5490 103.0° Third. Sloughing.
5622 101.4° Sixteenth. Smooth.
587IJ 105° Fifth. Smooth.
0441 101.2° Necrotic.
0004 101.2°
0833 102° Fifth. Sloughing.
7050 102° Sloughing.

10370 101.8° Sloughing.
10618 105° Sloughing.
10035 102° Smooth.

102.2° Third. Sloughing.
13011 101.4° Sloughing.

Phlebitis. In Case 10314, after removal of a submucous adcnomyoma, the 
patient developed a phlebitis in the left leg on the twenty-first day. Her highest 
temperature was 100° F. It is interesting to note that in none of the 21 cases 
in which the postoperative tcni|>erature exceeded 101° F., did phlebitis develop.

In Case 11880 the patient entered the hospital with a large sloughing stil>- 
mucous myoma. Her hemoglobin was only 14 jkt cent. Despite the fact that 
she was almost moribund, vaginal myomectomy was undertaken and she made 
a good recovery. The case is rcjxirted in detail on p. 577. During convalescence 
she had thrombosis of the right femoral vein, and also of the sujiertieial veins of 
the neck.

Erysipelas. In Case 12070 the patient, forty-six years of age, had a sloughing 
submucous myoma. Vaginal myomectomy was jxTformed, and the uterus was 
dilated and curetted. On the eighth day following the second anesthesia there 
was a sudden rise of temperature, and erysipelas develojx*d at the point at which 
a subcutaneous infusion had been given.

The pathologic report (8655) showed that the surface of the myoma was 
composed of typical granulation tissue, and that many of the blood-vessels were
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tilled with organisms. It is possible that the infeetion came from the uterine 
tumor. The patient, however, had had an attaek of erysipelas four years before 
her operation, at a time when no uterine tumor had been detected.

Delirium. In Case I.Vil the patient, aged forty-seven, white, gave a history 
«if a vaginal myomectomy four years before admission. On examination a myo­
matous uterus was found filling the pelvis and extending almost to the umbilicus. 
A very offensive gangrenous mass filled the vagina. The patient was noisy, 
restless, and had a rapid pulse on admission. As much as jxissible of the slough­
ing myoma was removed, and an iodoform pack introduced. After o])cmtion 
the patient was still restless, delirious, and noisy at times. The maximum tem­
perature was 102.2° I’., on the third day. Twelve days later more of the suli- 
mucous myoma had been forced into the vagina, and this was twisted off. With 
the removal <if the submucous nodule the patient speedily recovered, although 
the uterus contained other myomata. The restlessness, delirium, and tempera- 
ture were undoubtedly due t«> septic absorption from the sloughing submucous 
myoma.

Immediate Death Following Vaginal Myomectomy.
In 84 cases submucous myomata were removed through the vagina; 79 

patients recovered and "> died.
On referring to the history of Case 1441 it will be seen that the operation was 

a simple one, and that, under ordinary circumstances, we should have expected 
recovery. The woman died in a state of profound asthenia on the thirteenth 
day. We are not clear as to the cause of death, but infection may possibly have 
been spread from a primary focus in the myoma.

In Case 2873 the woman was in a desperate condition on admission, not only 
on account of the great loss of blood, but also from septic absorption. < fperativc 
interference offered tin* only jxissible chance of relief. Although the o|X‘ration 
itself was a simple one, she died in profound shock twelve hours later.

In Case 3426 the condition was a most complicated one. Not only was there 
infection in the vagina, but an ovarian abscess was also present. It is little 
wonder that the patient died of general peritonitis. With our present knowledge 
of these cases we never do an exploratory abdominal operation when a sloughing 
submucous myoma is present. The necrotic submucous growth is removed 
through the vagina. After several weeks, when the vaginal discharge has ceased 
and when the dangers of infection arc greatly reduced, an abdominal hysterec­
tomy is done if necessary. In the case under discussion any ojxTative measure 
would have been accompanied by the greatest danger.

In Case ,‘1508 death occurred six weeks after operation. The patient, on 
admission, was much run down, and recently had been vomiting. The operation 
was not responsible for her death, but failed to tide her over, her vitality having 
become too low.
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The history of Case 6185 reveals the desperate condition of the patient on 
admission. She had a moderate fever, a rapid pulse, and a foul, sloughing, 
hrownish-grocn, myomatous mass projecting down beneath the thighs. There 
is little wonder that she succumbed on the fourth day.

In this case it might have been wiser to leave the clamps attached to the pedi­
cle instead of attempting to suture the stump.

Gyn. No. 1441.
Vaginal m y o in e c t o ni y . 1) e a t h .
S. L., white, married thirty-two years. Admitted June 20; died July 3, 

1802. ()peration, June 21, 1802; removal of a submucous myoma by mor-
cellation. The uterus was packed with gauze to control hemorrhage. After 
the operation the patient had a considerable quantity of seropurulcnt discharge, 
interspersed with a few hemorrhages of small amount. Toward the end there 
were vomiting and periods of extreme restlessness, usually followed by uncon­
sciousness and feebleness of the pulse and respiration. The patient died in a 
state of profound asthenia on the thirteenth day. Her temperature reached 
102.8° V. on the third day, but was below VO.5° F. after the ninth day.

Gyn. No. 2873.
Vaginal myomectomy. Dca t h .
C. 1)., aged forty-nine, white, married. Admitted June 23; died June 23,

1804. The patient, on admission, gave a history of having had a submucous 
myoma removed a week before admission. She had lost a great deal of blood 
recently, and was very cachectic and weak. On admission she was found to be 
|H>orly nourished and very pale ; she had a rapid and extremely weak pulse and 
a rapid respiration. A large myomatous tumor, 11 x 15 cm., projected from the 
vulva. It was attached by a pedicle 4x5 cm., and the uterus was partly in­
verted. Vaginal myomectomy was done,and a second nodule, 2x3 cm., was 
removed from within the cervix. Thirty catgut ligatures were required to con­
trol the oozing. The cavity of the uterus was packed with gauze. The patient’s 
pulse rapidly rose to 172, her temperature to 102.0° F., and she died within 
twelve hours after operation in a condition of marked shock.

Gyn. No. 3426.
Vaginal myomectomy for a sloughing submucous 

myoma. Death fro m general peritonitis.
A. S., single, aged forty-five, colored. Admitted April 7; died April 17,

1805. For the past year the menses have been less regular and scant. Her last 
period commenced four weeks ago, and the flow since then has been continuous. 
Twelve years ago the patient noticed a small lump in the right side. This has 
grown gradually larger. Four weeks ago she began to have severe pain accom­
panying the copious discharge.
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Operation, April II, 1805, exploratory celiotomy; myomectomy through the 
vagina. When the alxlomcn was opened, a large myomatous uterus was found 
densely adherent to the pelvic floor. The alxlomen was at once closed. The 
cervix was distended by a sloughing submucous myoma, which had been partly 
expelled through the vagina and was removed as far as possible with the écraseur 
and euret ; the uterus was then packed.

The patient developed signs of general peritonitis—constant abdominal pain, 
nausea, and vomiting. The temperature gradually rose to 103.7° F. on the sixth 
day, falling suddenly to normal just before her death on the seventh day.

Aut. No. (153. Anatomic diagnosis: Sloughing uterine myoma, infection 
of the vagina, cavity of the uterus and Fallopian tubes. The right ovary was the 
seat of an ovarian abscess, and there was wide-spread fihrinopurulent peritonitis. 
Both ureters were dilated. At autopsy cultures yielded Streptococcus from 
the peritoneal cavity and also from the vagina.

Gyn. No. 3508.
Vaginal myomectomy for a sloughing submucous 

m vo tua. Death six weeks later.
L. M., aged thirty-five, colored, married. Admitted May 13; died July 

30, 1805. For three weeks prior to admission the patient has had an offensive 
bloody discharge containing shreds of broken-down tissue. High teen months 
ago she first noticed an abdominal tumor. It has been gradually getting larger, 
and for the two months there has been some abdominal pain. Recently the 
patient has been vomiting considerably.

Operation, May 15, 1805. A sloughing submucous myoma was removed, 
and the uterus dilated, curetted, and washed out. The patient’s highest tem­
perature was 103.2° F’„ on the third day. She gradually grew weaker and died 
six weeks after operation.

Gyn. No. 6185. Path. No. 2441.
R e mo va 1 of a (iangr e n o u s S u b m u cous M y o ma (Fig. 

341). Death.
A. W., aged fifty-four, colored, married. Admitted June 21; diet! June 25, 

1808. The patient was admitted as an emergency case. Between the thighs 
was a large ovoid tumor, dark brownish-green in color. This was covered with 
a bloody, foul-smelling discharge, and measured 8 x 15 cm. It projected from 
the cervix, the pedicle being 2.5 cm. in diameter.

Operation, June 22, 1808. It was impossible to clean the vagina thoroughly. 
The pedicle of the tumor was clamped, and the sloughing growth removed. 
Several sutures were passed through the cervix to stop the oozing, as it was 
impossible to satisfactorily control the pedicle. A smaller myoma was also 
grasped with mesoforceps and twisted off. The uterine cavity was then tightly 
packed with iodoform gauze. The uterus itself after removal of the tumor
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was about 11 cm. in diameter. The patient did not do well after operation. 
Her temperature on admission was 90° F. ; after the operation it rose to 101.8° 1*. ; 
on the second day it dropped to 99.5° F. ; on the third day it rose to 103° F., 
and on the fourth day it reached 100.2° F. shortly before death. The pulse on 
her admission was 115; shortly before death it rose to 158.

Path. No. 2441. The specimen consists of a pear-shaped submucous nodule, 
approximately 7x12 cm. Its surface is slightly roughened, and on section it 
presents the typical myomatous appearance. Sections from the surface of the 
tumor show no trace of mucosa. The surface is covered with myriads of poly­
morphonuclear leukocytes and necrotic tissue. Beneath this is a very vascular 
zone, coni|x>sed of large 
and small blood-vessels 
( Fig. 341). So abundant 
are the vessels that in 
places they occupy half 
the field. Some of these 
vessels contain organizing 
thrombi. The surround­
ing stroma shows a con­
i'* " amount of hem­
orrhage, or is infiltrated 
with many polymorpho­
nuclear leukocytes. The 
tumor consists of non- 
stripcd muscle-fibers cut 
in various directions, and 
presenting the characteris­
tic myomatous appear­
ance. In some places there 
is hyaline degeneration, 
with a gradual melting 
away of the myoma, noth­
ing but a delicate reticulum 
being left. We are dealing 
with an ordinary submucous myoma, the surface of which has become necrotic 
and disintegrated. It is exceptional to find so many blood-vessels in a myoma. 
They readily account for the free hemorrhage noted.

Aut, No. 1112. Anatomic diagnosis. Gangrenous submucous myoma ; 
acute vegetative aortic and mitral endocarditis; septic infarction of the lett lung; 
acute localized pleurisy; old pleuritic adhesions; chronic interstitial splenitis; 
> ' ute glomerular nephritis; miliary abscess in the left kidney. Chronic 
adhesive pelvic peritonitis.

In this case the weakened condition of the patient was certainly caused by

•V/%<?•*•

'[ ;»>•

Fm 341.—A Vehy Yawi i.ar Sioiohimi Si bmvcovs Myoma.
, X 100 ilium.)

Gyn. No. HISS, l’ulh. No. 2441. The surface of the myoma 
consisted of nee rot ic tissue coveml ami infiltrated with polynmr* 
phonuf'lear leukocytes. Beneath this was an exveeilingly vaaeulur 
«one. As seen from the picture, nearly half the field is made up of 
large anil small markedly dilated veins. The muscular elements have 
to a great extent disappeared, and the tissue is infiltrated with small 
round cells and fragmented nuclei. There has also been much hemor­
rhage into the tissue.
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the profuse hemorrhages; the acute endocarditis and the miliary abscesses can 
likewise easily be accounted for by infection from the foul sloughing and infected 
myoma. The death can certainly be attributed to the submucous myoma in 
this case.

A Fatal Case in which Vaginal Myomectomy was Impossible.

Gyn. No. 8804.
From the following history it is seen that the patient was suffering from a 

most profound anemia and from absorption from a large sloughing myoma. 
Vaginal myomectomy was impossible, and only a palliative operation was ven­
tured upon.

M. 1’., aged forty-five, white. Operation, June 1,1901 ; death on the same day. 
This patient had had frequent hemorrhages for three and one-half years before 
her admission. On May 8, 1901, her last period began, and continued until her 
admission to the hospital. She had grown very weak, and had been losing 
ground. For the previous two weeks she had had symptoms of fever. She was 
a very large, fleshy woman. Her lips and mucous membranes were markedly 
blanched ; the respirations were shallow, and she looked very ill. There was 
a blowing systolic murmur at tin* apex. The hemoglobin was 20 per cent. On 
palpation a rounded tumor was found filling the entire abdomen. The cir­
cumference of the abdomen measured 115 cm. On vaginal examination the out­
let was found greatly relaxed. There was a free bloody discharge. The cervix 
was in the normal position. The external os was greatly dilated. Palpation 
through the external os revealed a necrotic mass near the anterior surface. Under 
light anesthesia thorough curettage was done, and fully a liter of foul blood-clots 
removed from the uterine cavity. The cavity was then irrigated with salt 
solution mid lightly packed. The patient was returned to tin* ward in fairly 
good condition. Toward evening the pulse became irregular, the respirations 
shallow, and she soon died.

Final Results after Vaginal Myomectomy.
Letters were sent out to all patients that recovered from the original operation, 

and in 48 of the 79 cases we have data as to the subsequent history:
Subsequent hysterectomy necessary............................................................................................. 2 cases
Subsequent operation, nature not known...................................................................................  1 case
Development of carcinoma of the body five years later............................................................ 1 “
Recurrent fibroids.................   1 "
Death from intercurrent affection fourteen and fifteen years later............................................ 2 cases
Patients not well................................................................................................................................ X “
Patients well at periods varying from a few months to fifteen years.......................................... 33 “

Subsequent pregnancy.
48 cases
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Hysterectomy Subsequent to Vaginal Myomectomy. —In ('use 1817 the patient 
was thirty-three years of age. On April 11, 1892, a blackish-red, strangulated 
myoma, about 11 cm. in diameter, was found filling the vagina. This mass was so 
friable that the greater portion was easily broken down with the finger. On the 
third day the temperature reached 104° F., but she left the hospital after a month, 
feeling well.

When the patient reentered the hospital eighteen months later (Gyn. No. 
2183) the vagina was filled with a large, sloughing, offensive mass, which pro­
truded from the cervix. This was removed, and twenty days later the large 
myomatous uterus, which extended as high as the umbilicus, was taken away 
through an abdominal incision. The patient left the hospital very much 
improved.

Fifteen years after the first operation she wrote: “My health is very bad/’ 
She was very weak and nervous, and often had attacks in which she fell. The 
nervous phenomena, however, had been prominent before her first admission 
to the hospital.

In Case 9196 the patient was forty-seven years of age and entered the hospital 
on November 5. 1900. Projecting from the cervical canal was a pedunculated, 
smooth, submucous myoma. This was readily removed, and with the curet a 
large amount of mucosa was brought away. Recovery was without incident. 
Several months later the patient entered a hospital in Staunton, Va., and was 
curetted on account of uterine hemorrhage. This gave relief fora few weeks. 
She then returned to Baltimore and had her uterus removed.

Path. No. 0319 demonstrates clearly the cause of the persistent bleeding. 
The uterus was the seat of a typical diffuse adenomyoma. The complete details 
of the gross and histologic examination of the uterus are found in “ Adenomyoma 
of the Uterus,” p. 99.

Other Operations Subsequent to Vaginal Myomectomy. In Case 5133 the 
patient was forty-eight years of age. She entered the hospital on March 26,1897. 
Projecting from the cervical canal, and attached by a pedicle 1 cm. in diameter, 
was a submucous myoma 3 x 5 cm. This was readily removed, and tin; patient 
made a good recovery. In a letter from her ten years later she said that she had 
since had two other operations, but further inquiry failed to elicit their nature. 
Her general health was fair.

Vaginal Myomectomy ; Hysterectomy Five Years Later on Account of Adeno­
carcinoma of the Body of the Uterus. —Gyn. No. 3295. Aged forty-five. Entered 
the hospital on January 24, 1895. The vagina was filled with a smooth, hard 
conical mass. This was readily removed and the patient discharged on 
February 23d.

Gyn. No. 7699. On April 4, 1900, a complete abdominal hysterectomy 
was done for adenocarcinoma of the body, which apparently had originated just 
above the internal os. Situated near the right cornu was an interstitial myoma,
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3cm. in diameter. This ease is reported in detail in the chapter on Adeno­
carcinoma of the Body of the Uterus, p. 280.

“Recurrent Fibroids.” On p. 585 we mentioned Case 1317, in which, after 
the removal of a large submucous myoma, the patient reentered the hospital 
eighteen months later and had a second submucous myoma excised. A few 
weeks later hysterectomy was performed.

In Case 5496 the patient, aged forty, first entered the hospital on September 
3.1897. Filling the vagina was a large, cauliflower-shaped, sloughing and friable 
submucous myoma. The removal of this was excessive hemor­
rhage. The patient rapidly gained strength and left the hospital on September 
30, 1897. On several subsequent occasions other submucous myomata were 
removed. The ease is described in detail in the chapter on Sarcoma (p. 252).

The patient wrote on January 9, 1907, more than nine years later, that her 
general health was good, but that she had a constant uterine discharge.

Late Deaths Following Vaginal Myomectomy. Two of the 48 patients con­
cerning whom the subsequent history has been learned are dead. ( )ne (Case 909) 
died fifteen years after operation, of some unknown cause. The other (Case 
1551) died fourteen years after o| K-ration, of cerebral hemorrhage. Neither 
of these deaths can he in any way attributed to the operation.

Patients Alive, but not well After Vaginal Myomectomy. -From the accom­
panying table it will be seen that 8 of the patients are not well, but in only 2 of 
these (No. 12079 and San. No. 1593) is there evidence of pelvic disease. In 
San. No. 1593 it looks very much as if the uterus contained other myomata.

No. Y K**» Since Oi'kr- Pelvic Disease. Cache of Illness.

4,463 Ten. No.
5242 Ten. No. Pain in chest and knees.
8410 Six. No.

10370 No.
10872 No. Nervousness.
12079 < hie. Pain in left side of pelvis.
12591 One. No.

Sun. 1593 Three. Yes. Still menstruating at fifty-four;
weak and dizzy.

Patients Remaining Well After Vaginal Myomectomy. ~( >f the 48 patients 
alnmt whom we have been able to obtain the necessary data, 33 are well at 
periods varying from six months to fifteen years. This demonstrates conclusively 
that in many cases the uterus contains only one myoma, and that after its 
removal the patient may have no further uterine trouble.

A3/.:B
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TABLE OF VA< UNAL MYOMECTOMIES--PATIENTS R EM AI XIN( i WELL.
Y

Uperation. ('ask No. Operation.

11."lO 80(H) Six.
1489 8831 (Now a myoma Six.
1010 Fourteen. 1 cm. at junction 

of cervix and 
body.)

17 Hi i Weight at operation 70 Fourteen. 9137 Five.
pounds, now l(M).)

2182 Thirteen. 9875 Three.
2588 Thirteen. 10618 Four.
2066 San.1497
4165 Eleven. 10635
5296 Ten. 11243
5687 C.H.I.J.
0002 C.H.I. 4(H)
614:1 Nine. 11889 (Almost 

moribund.)
Two.

0441 Eight. 12257 One.
0004 Eight. 13014 < )ne-half.
0833 Eight. C.H.I. 1201 One-half.
0855 Eight.

Seven.
8156
8517 Six.

Pregnancy Following Removal of a Submucous Myoma. In two of our 48
patients pregnancy has occurred. One (Case 1480), aged thirty-five, was ad­
mitted on July 23, 1802. Her menses had been irregular, occurring at intervals 
of from four to nine weeks. Six weeks previous to her admission she noticed 
a tumor in the left ovarian region. This was not tender, hut apparently in­
creased rapidly in size. On vaginal a small submucous myoma
was found. The uterus was the seat of an early pregnancy. The myoma 
was readily removed. On the third day the temperature reached 102.2° F., hut 
dropped to normal by the tenth day. The pregnancy was in no way interfered 
with.

The patient, writing fifteen years later, stated that her health was good, 
and that she had been delivered of the one child. The conception in this case, 
or course, antedated the operation.

In Gy it. No. 0002 the patient was thirty-four years of age. She entered the 
hospital on April 5, 1808, complaining of a more of less continuous bloody 
vaginal discharge, which she had had for three years. The vagina was filled 
with a large, hard, firm, rounded mass, alxmt 11 cm. in diameter. The uterus, 
which was small, was perched on the top of the mass. The tumor was removed 
chiefly by morcellation and the pedicle controlled with catgut. Recovery was 
prompt, although the patient was anemic.

Nine years later the patient wrote that she had had perfect health ever since. 
She also said that since the operation she had had one child, and that the birth 
was an easy one.

556653
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ABDOMINAL HYSTEROMYOMECTOMY.

SWAII For Nil IN 
tub Cavity op a
M HIM Mill s Vtk-
bvh. i Nut. size. i

Local Applications as a Means of Checking Hemorrhage. —A few years ago it 
was eustomary to apply astringents to the uterine mucosa, with the idea of cheek­

ing the bleeding. When the uterine cavity was small and 
readily accessible, this doubtless had some temporary value, 
but in the majority of the eases it is im|>ossihlc to reach all 
portions of the uterine cavity with any instrument, and then 
there is always the danger of losing the cotton pledget of the 
applicator, as in Fig. .‘112, or of setting up a pelvic inflamma­
tion. With the splendid technic as now perfected, operation 
certainly gives the patient a much better prospect of recovery 
than does any method of local treatment. When the uterus 
is freely movable, the operative mortality is very low. Where 
pus-tubes are associated with myomata, local applications are 
contraindicated.

Electrical Treatment for Myoma Cases. ( )ur experience in 
this field has been practically nil. It is supposed that electric 
applications check hemorrhage and in some instances diminish 
the size of the tumor. A glance at the various figures showing 
the sizes and shapes of the uterus and the distorted uterine 
canals that are thus so frequently found in myoma cases will 
convince the reader that, even if electricity has a beneficial 
effect, in many cases it would be impossible for the physician 
to reach any appreciable portion of the uterine cavity with 
his instrument.

The following ease that was under Apostoli's care for a 
considerable period is of interest. Klectrieity certainly had 
a temporary effect, but it will be noted that after cessation of 
the treatment the bleeding recurred and he finally advised 
hysterectomy.

Our examination of this uterus after removal showed little 
or no alteration in the myomata, and the mucosa was practi­
cally normal.

millier Ifi, 1110». At 
operation we found a 
fmil, offensive uterine 
ilisehurge nml an ir­
regular, greenish mass, 
about 1.(1 em. in dia- 
nieter, lying free in the 
uterine cavity. The 
artist in skelehing 
ilie liunleueil specimen 
chipped off the outer 
layer ami detected the 
gauze network as seen 
at a. At h the coagu­
lated blood is still

The consultant 
who had attempted 
to cheek the uterine 
hemorrhage had ap­
plied chromic acid to 
the uterine mucosa, 
and the pledget had 
evidently dropped off 
the probe. The foul 
discharge greatly in­
creased i lie dangers of 
the operation. J. Path. No. 3674

.1. .1., seen December 1). 1899. In issô the patient suffered 
from a severe degree of prostration and had fever for sixty days. She had constant
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alMloiiiiniil pain and profuse menstruation. The bleeding shortly after this became 
excessive, and she had almost total loss of memory. Dr. A|x>stoli gave her electric 
treatment, and she returned much improved. In INK? she went back to Paris 
for more electric treatment, and again experienced relief, but later, at Carlsbad, 
she had profuse menstruation. This was again cheeked by electric treatment.

In 1891 Dr. Apostoli found her very ill, and did not expect her to recover. 
In 1897 electric treatment was again started and the bleeding ceased during the 
treatment, but recommenced and continued when the electricity was stopped. 
A|mistoli advised operation, but the patient refused. When she came under our 
care the patient had constant headache and profuse hemorrhages, and had been 
in bed one week of each 
month. The uterus was 
removed by one of us
1 Kelly) December 9. 1899, 
and the patient recovered.

Path. No. 3074. The 
specimen consists of a myo­
matous uterus, slightly ir­
regular in shape, measuring 
10 x 10 x 13 cm. (Fig. 343).
The outer surface is smooth 
and glistening, and some­
what roughened. Scat­
tered throughout the uter­
ine wall are numerous 
myomata, the largest 7 
cm. in diameter.

The uterine cavity is 
approximately 10 cm. in 
length, and in places, es­
pecially in the neighlxir- 
hood of thecervix, is almost 
obliterated, as well as much distorted by the submucous nodules. To introduce 
a stiff catheter or an instrument far up into such a uterine cavity would be 
almost an impossibility. The uterine mucosa is smooth. Over the submucous 
nodules it is as thin as parchment, but where not subjected to pressure, reaches
2 or 3 mm. in thickness. None of the myomata gives any macroscopic evidence 
of disintegration.

Histologic Kxnmination. The uterinemucosa presents a wavy and undulating 
appearance, and has an intact surface epithelium. Over the prominent |x>rtion 
of the submucous myomata the mucosa is thinned out and consists merely of a 
narrow layer of stroma covered with epithelium, but devoid of glands. In the 
protected areas between nodules the mucosa is slightly thickened; the glam Is

l'ii;. :u:t. A Myomatovh Vtkri* akor Yt ah* or Ki.mtric Trkat-

I’ttlh. No, This patient was givi-n intra-uterineelectric treat­
ment hy Apostoli in 1885 with relief, ami again in 1887, 18111. anil 18117 
respectively. Hysterectomy was performed thy Kelly) in 181MI.

As »een from the history, the electric treatment temporarily checked 
the bleedings, hut they recurred. The uterus, on removal, was 10 x 1(1 x 13 
cm. From the contour of the uterine cavity it is evident that no local 
applications could |io*sihly have reached all portions of the interior of 
the uterus. It must he admitted that the grow th was a slow one, as it 
had been under observation for fourteen years.
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are numerous, convoluted, and in places moderately increased in caliber. The 
gland epithelium is intact, slightly swollen, but somewhat flattened. These en­
larged glands have little tufts of stroma projecting into their cavities, and these 
tufts are also covered with epithelium. The picture is one of gland hypertrophy. 
The stroma of the mucosa is sparsely sprinkled with small round cells, and in 
the superficial portions there is some hemorrhage. The mucosa, taken as a whole, 
is normal. The myomata show a few areas of hyaline degeneration, but are other­
wise unaltered.

It will be seen from the foregoing that the electric treatment had caused no 
permanent alteration in either the mucosa or the myomata. Gland hypertrophy 
is a common accompaniment of uterine myomata, and hyaline degeneration 
of the tumor is invariably found.

Indications for Operative Interference. —Long experience has taught that 
myomata, if let alone, may reach large proportions and give rise to pressure 
symptoms, and that if they become submucous, alarming and occasionally 
fatal hemorrhage may ensue. In some of our cases the subperitoneal or intra­
ligamentary myomata had suppurated and opened into the intestines or caused 
a peritonitis. Submucous tumors occasionally undergo disintegration that in 
some instances leads to a fatal issue; hyaline and cystic changes have been 
frequently noted. In over 1 per cent, of the eases sarcoma had either de­
veloped in or been associated with the myomatous growth, and in nearly 2 per 
cent, of our cases, carcinoma of the body of the uterus in addition to the 
myomata was found.

Judging from these findings, the surgeon would naturally infer that all 
myomata should be removed. It must be remembered, however, that many 
patients have small myomata that occasion no discomfort whatsoever, and are 
detected only during the routine examination made when the woman is being 
treated for some intercurrent affection.

If a patient has a small myomatous uterus that is apparently quiescent 
and occasioning no discomfort, it is wise to let well enough alone; but should 
the periods be increasing in duration and be very free, submucous myomata arc 
probably present, and the advisability of a myomectomy or hysterectomy should 
be carefully considered while the patient is still in good condition. Again, 
whenever the tumor appears to be growing rapidly, it should be removed. The 
presence of a myomatous uterus two or three times its natural size, when un­
accompanied by any discomfort, is no indication for operation. The patient 
should, however, be kept under observation, reporting to the physician at least 
four times a year.

The Anesthetic. In nearly all our eases at the present time ether, preceded 
by gas or ethyl chloride, is the anesthetic used, the ether being administered 
by the drop method. Since doing away with the cone we have been surprised 
at the marked diminution in the amount of posto])erativc vomiting.



A HIM >MIXAL HYMTKIU>M V< »MK('T()M V. 591

Occasionally when the patient has * ' '< or an old pleurisy chloroform 
is used.

In Case 11944 the abdomen was opened with the patient under the influence 
of Sehleich's solution, the incision extending from the ensiform to the pubes.

y < -y

XcienT q i■ irfj.

Fia. 344.—Thf. Myomatoib It frit* Prior to Kkmovai..

A lilierul incision gives good exposure, facilitates the operation, ami prevents the bruising of tissues that may 
occur where very strong traction is necessary. Where it is advisable to remove the appendages with the tumor, 
the round ligament» are first dumped and cut, and then the ovarian vessels are doubly dumped, a» indicated, 
and cut between the damps The uterus can then be lifted farther upward, and the uterine vessel» located 
after the bladder has been pushed down.

251
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After the tumor was delivered, the patient complained bitterly of an indes­
cribable feeling of unrest and annoyance, although there was no pain. The oper­
ation was completed under general anesthesia.

In San. No. *211*2 the patient had a mitral insulliciency. The entire operation,

I'm. 345. Amputation Throuuii tiik Ukrvix.
"1'Iip li'fl round lignniPiit, the left ovarian vessels, ami llm left uterine vessels have been cut between clumps. 

The right round ligament and the ovarian vessels have likewise been controlled. The cervix is being drawn 
strongly upward and to the right with inesoforeeps, and I* being severed. When the amputation is completed, 
it will only be necesanr.x to clamp the right uterine vesse s and the tumor can be removed.
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which lasted an hour, was performed with nitrous oxide gas as the anesthetic, 
with thorough satisfaction.

Taking all in all, we have found ether the safest and most satisfactory anes­
thetic.

I'n. :tI».—Tin: Appeahance up Tin: I'klvis Whi n ai.i. Tin; Cardinal Vessels have been Clamped and Tin: 
Tumor Removed,

Tin-anterior lip of ilio cervix is grasped with Jacob's forceps, ami the uterine vessels with Wert helm's clamps, 
"variai! vessels with Kocher-Ochsner clamps, ami the round ligaments with eurveil artery forceps. For the 

appearance of the tumor with its attached damps see Fig. 347.

Supravaginal Hysterectomy and Panhysterectomy in Myoma Cases. Con­
siderable difference of opinion exists as to whether supravaginal hysterectomy 
or total removal of the uterus should be carried out when myomata exist. After 

38
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carefully weighing the advantages and the disadvantages of each operation, we 
have adopted supravaginal hysterectomy as the usual procedure.

Supravaginal amputation is the easier operation, esjwcially in difficult cases, 
where it is almost impossible to expose the cervix and the uterine vessels. In 
this operation there is much less danger of injuring the ureters, and less tendency 
to the production of cyst it- When a portion of the cervix is saved, the ends 
of the round ligaments may be inserted into it. and a good buttress for the pelvic 
contents is thus formed, which diminishes the tendency to prolapse of the pelvic 
contents. Panhysterectomy is much safer whenever sarcomatous degeneration 
of the uterus is suspected (p. 195) or when carcinoma of the body of the uterus 
complicates uterine myomata (p. 270).*

When, as in Case 8114, the cervix is so small that no stump can be left, com­
plete hysterectomy is not only a wise procedure, but the- only possible one. In 
other cases the cervix may be unfolded by a large submucous cervical myoma, 
as in Case 9798 (Fig. 40. p. 57). Here it was necessary to completely remove 
the uterus.

In some cases large submucous myomata filling the vagina distend it and lift 
the uterus up. In such cases the vagina is easily " and it is manifestly 
simpler to do a complete hysterectomy. Cases 10995 and C. II. I.. R. are good 
examples of such a condition.

Taking all in all, and making due allowance for the possibility of occasionally 
encountering sarcoma or carcinoma, we feel that supravaginal hysterectomy 
is the better operation to adopt in the majority of the cases.f

Simple Abdominal Hysteromyomectomy with Preservation of the Tubes 
and Ovaries.

Where abdominal hysterectomy is deemed advisable in patients before the 
menopause, and where the appendages are normal, it is our duty to save the 
ovaries on both sides if possible. If the uterus is relatively movable, it may be 
removed in one of two ways:

1. Bv first tying the cardinal vessels as they are encountered and then re­
moving the uterus.

* Inspection of tla I h rim ('iii'ity for Carcinoma ami lia Mi/nmala far Sarcoma before Suturing 
tla I'crris. We have elsewhere strongly emphasized the necessity for opening up the uterine 
cavity just as soon as the tumor is removed, to exclude the presence of carcinoma of the body, 
as it lias been associated with myomata in 2Ô of our cases (see p. 277).

Oil p. UN) is described in detail a case in which we had amputated through the cervix and a 
typical sarcoma was present in the myoma. Section of this myoma would have instantly demon­
strated the malignant growth. It was overlooked, and the patient, two years later, had an in­
operable growth in the cervix. Whenever a malignant growth is found, the cervix should he 
excised at once.

111 rou O/u rations. On p. .VJli we have considered tla various other operations that were 
performed in addition to a myomectomy. In ipiite a number of our hysterectomy eases other 
disorders required surgical interference. The necessary procedures were undertaken at the same 
time. or. when the patient was too weak, after an interval of several weeks.

^845
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2. By clamping the cardinal vessels as they are encountered, removing the 
uterus, and then applying the ligatures.

I i'.. :»47.- Tin Vterv# ab it Appear# os Removai. Wiies ai.l the Vehhels have bees Contriii.i.eii with

I In- ivrvix is grus|ied with inewiforeeiie, » lie uterine vessels with Wertlieim vliunps, the rininil ligaments with 
eurved artery furee|is, ami the nvariun vessels with Kuelier-Orhsner forceps.

Tying the Cardinal Vessels as They are Encountered and Then Removing the 
Uterus. The usual steps are:

1. Tying the left round ligament on the distal and clamping on the proxi­
mal side anti severing.
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2. Ligating the left ovarian and tubal vessels on the pelvic side near the
uterus, clamping on the uterine side, and cutting between the clamps.

Separating the vesical peritoneal fold from the anterior surface of the 
uterus, from the round ligament on the left to the round ligament on the right.

4. Separating the folds of the left broad ligament until the left uterine 
vessels are seen or felt. Ligating the uterine vessels on the pelvic side, clamping 
on the uterine side. Severing the uterine vessels between the clamps and ligating.

5. Ligating and suturing the right round ligament.
(i. Ligating the right ovarian and tubal vessels near the uterine horn and

cutting the tube and ovary from the uterine cornu.

|.'n,. :iis, Ai'I’kah vm i in- tiik I’m.vis aktuk alu thk Vahiuxai. Vkkski.h mavk bkkn C'untkoi.i.ki». 
Tin' nvurian ami uterine vessel* mi both sides have lieen tieil. ami the anterior ami |i<islerior lips <>f the 

cervix are being a|i|»mximale.l by a ligiire-of-S Mit lire of catgut, which ha* not yet been tieil. The round 
ligaments are temporarily clamped prior to their insertion into the cervical sunup.

7. Separating the right broad ligament and exposing the uterine vessels, 
ligating and then cutting these vessels.

S. Amputating through the cervix.
9. Closing the cervical Haps.*
10. The final toilet of the |telvis includes bringing the ends of the round 

ligaments to the cervical stump and covering in the cervical stump with the 
redundant vesical peritoneum, thus leaving a perfectly smooth pelvic cavity.

* The cervical flaps are nearly always brought together with catgut. In a few of the early 
eases silver wire or silk was used. As a rule, the cervical stump is not over 3 or t cm. in diameter. 
hut in a small number of cases the raw area to lie approximated may he very large.
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Bv tying and severing the left round ligament the broad ligament is at once 
opened up, and the uterus can be lifted still further out of the abdomen. The 
"clear space’’ beneath the tubal vessels is well exposed, and a ligature is at once 
carried through it, the ovarian and tubal vessels being controlled a short dis­
tance from the uterine horn. In this ligature are included the inner end of the 
tube and the utero-ovarian ligament, in addition to the vessels. The combined 
mass is, however, relatively small. Some employ only catgut for this ligature, 
but it is safer to use, for all cardinal vessels, a fine Pagenstecher reinforced by a 
second consisting of catgut, (’lamps are now " to the uterine horn, and 
the tube and ovary severed from their uterine attachment It is necessary to 
have forceps that, when once applied, will remain in situ and not spring off or

\ ■ 1

I'm. 349. IlHtwixii nu: Vrmm. Vkwkui into thi: Cihvicw. Sti mi- 
Tilt' uterine ami ovarian veswel* on Imlh Mile* have lieen ligiiteil, ami I lie rotiml ligament* are rontrolleil 

with forceps. The left uterine vessels have lieen ilrnwn over ami inchiihsl in the last cervical ligature on that 
siile. The right uterine vessels are being ilruwn over preparatory to inclmling them in the last suture on the 
light siile. This met hoi I is frequently mlopteil, ami offers ailililioiml security against hemorrhage from the 
uterine vessels.

-lip. Ochsncr’s modification of Kocht-r’s forceps answers this requirement 
perfectly.

In opening up the left broad ligament only a scant amount of connective 
tissue is encountered. This is rapidly snipped with the scissors, or can be readily 
dissipated by gently separating with the two index-fingers drawn away from 
each other. If the jtosterior peritoneal layer of the broad ligament is cut down­
ward toward the cervix for about half an inch, the uterus can be brought still 
further upward, and the uterine vessels are better exposed. During this dis­
section it is advantageous that a light be placed on the opposite side of the broad 
ligament, so that, if any inqMirtant structures are in danger, they can be seen by the 
transmitted light. When cutting the posterior |>eritoneal flap, it is well to keep

44
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close to the uterus and not to cut too far down, as the ureter might he severed. 
The left uterine artery with its accompanying veins is now exposed and can he 
readily tied. A round curved needle is used. It is inserted close to the cervix, 
so that tlie vessels are not punctured; in fact. it may pass through the outer 
margin of the cervix. After both ligatures have been tied, a clamp is applied 
about an inch above, and the vessels severed between the clamp and the liga­
tures.

The steps on the opposite side are similar to these already described.
Prior to cutting across the cervix, the abdominal incision and the surrounding 

pelvic contents are carefully walled off with gauze. The operator makes strong 
traction on the uterus and cuts across the cervix with a knife, or preferably with 
a Kelly spud ( Fig. .‘14")). As he does this, lie cups out the cervix slightly or leaves

Sut. inserting rd. 
in cerv. slump

I'n;. .'1.10. Inmiitiov m mi K\n nt tiik Himm. I h.wiivt into tiii Ci hvh ai, Sti mp.

I lii' central part of the cervical Mump ha* liccn approximated. On the rigid ilie round ligament lia- heen
11 rough I into the angle of .......... ervix. On the left, the Mil tire which accomplidii- lins has heen inlnwltieeil.
Imi noi drawn lain and lied. The remaining raw areas are then approximated, as shown in Fig. TVJ. The 
stump» of the ovarian vessels are seen

a concave surface, so that it really forms the anterior and posterior flaps, which 
can lie approximated. There should be very little bleeding, as all the main 
vessels have already been controlled. The cervical stump is grasped with a 
Jacob's forceps and drawn upward. If the remaining cervical mucosa shows 
any signs of inflammation, it is advisable to dilate the cervical canal well, so that 
there may be good drainage, or, still better, remove most of the cervical mucosa 
with the uterus, as advocated by one of us (Kelly), and as shown in Figs. 
:m. :t:>4.

The anterior and posterior surfaces of the cervical stump are now approxi­
mated with catgut. The last suture on the right ' it on the left includes46
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tin* stump of the corresjionding uterine artery (Fig. .'HIM, thus doubly minimizing 
the chanee of seeondary hemorrhage from these vessels.

The round ligaments are now,if of sufficient length, brought down and fastened 
In each other and to the cervical stump (Figs, dot), .'Til. dT>2). The stumps 
comprising the inner ends of the tubes and the utero-ovarian ligaments with the 
vessels arc covered over with broad ligament peritoneum, and the cervix is

Fi*:. 351. \m \H»M i. iik no I'ki.vi* »rrm Hero a vaiiixai. Hymtkkmtomv.
Tli«* cervical »iitiire linv i* umiuII.v from left in right. Imt here il has been in the anleni|Hwlerinr iliivetinn. 

The fikIi nf tin1 rniiinl ligament' lire hmuglii i-igcther hehiinl tIn* cervix, in minimize ilie -langer ->f |iriila|wua, 
mnl llie inner emit nf Ilie h varie» have l-eeii a|i|irn\iinalei|. All raw area* have lieen cnlllrnlle-l, sn thaï lliere i- 
lillle ilanger nf |m»tn|ieralive intettiiial a-lhe-inns. l or the u*ual ineiln»l nf rlneure see Fig. 352. t

covered over with vesical peritoneum. In this final covering over of the areas 
with peritoneum fine needles and fine catgut are necessary, on account of the 
delicate character of the peritoneum, and care must be exercised not to pierce 
any artery with the needle-point or to prick the ureter or include it in one of the 
|M-rituneal flaps.

Prior to closing the cervix, the ojierator has, of course, requested an assistant 
to open the uterine cavity to exclude the jMissibility of cancer of the body. The
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uterine myomata have also been examined to see if, |x*rchanee, a sarcomatous 
degeneration can be found. It either early process should happen to be present, 
the cervix should be removed at once. For a full discussion of this jxiint see 
p. 17th

The ap|x‘ndix is now examined and the abdomen closed.
Clamping of the Cardinal Vessels, Removal of the Uterus, and the Application 

of the Ligatures. If the surgeon has had little experience in abdominal hysterec­
tomies, it is advisable to tie the vessels as he encounters them, but one xvho is

Buried stump of ov. vess,

Bladder-per It,.cove ring 
c er v. stump

Fu,. d.'iL'. Aim’mmam i. or Tin. I'm.vim aitkk Innkrtion or Tin: Hoi ni» I.iuamknt into tii». Cihvu ai. Sti min

The riiiiml ligament* luive lieen hri night into the angle* of the cervix, as indicated in Fig. HfiO. The Madder 
peritoneum is then drawn over the cervix and Miugly sutured to its jHiMerinr surface. The slump of the ovarian 
vessels and the remaining row areas are covered in At it It peritoneum liy means of continuous sutures.

tiding hysterectomies fret (tient lv can save much time by temporarily clamping 
the vessels and tying them after the uterus has been removed.

W here clamps alone arc used, it is absolutely necessary to employ those that 
will not slip, otherwise alarming hemorrhage may result. Figs. 344. 345, 340 
show the most satisfactory kinds of artery forceps. The various steps in the 
operation are:

I. ('lamping the left round ligament on the outer side and clamping on the 
inner side, severing the round ligament and then o|x*ning up the left hrond liga­
ment.
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2. (’lamping the left ovarian and tubal vessels near the uterus, separating 
the tube and ovary from the uterus.

.‘Î. Ojwning up the left broad ligament and freeing the bladder from the

4. Doubly clamping and cutting the left uterine vessels.
5. Clamping and severing the right round ligament.

ixTt NSIVK RkMOVAL OK TilK. ('KBVK AI. Ml
Wlii'ii ilie I'linii'iil findings strongly -uizirii-i aii iufectini of iln- cervical mucosa, it is advisable to reniovi* if 

mil'll of this ns is feasible. The uterus is freed on nil sides, and the cervix severed circularly almost to the mucosa. 
Thr dissection is continued downward until most of the mucosa lining the canal Inis been freed, as indicated. Two 
provi iiinal sutures held in the directions of the arrows prevent retraction of the cervix. A clamp across the cervix 
preveii'a any escape of the uterine contents. The uterus, which is held merely by the cervical mucosa, is liberated 
by means of the thermocautery. The operation is finished in the usual niunner. One of us (Kelly) has been 
using thi- method with much .satisfaction for several years.

0. Clamping and severing the right tube and ovary from the uterus at the

7. Spreading the right broad ligament and damping the uterine vessels.
s. Amputating the uterus at the cervix.
0. Ligating ‘he left ovarian, left uterine, right uterine, and right ovarian 

vessels in the order mentioned.
10. Closing the cervical stump, bringing the ends of the round ligament into 

the suture line if possible.
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11. Cowling over all raw areas with iN-ritonetim.
It is always wvll to clamp and cut the round ligaments at once, as cutting 

them permits the ojtcrator to lilt the uterus? r out of the abdomen and,
furthermore, the clear space in tin- broad ligament is at once seen. < )ne blade of 
the artery forceps may be at once pushed through this, " - ovarian 
vessels controlled. A clamp is now applied to the uterine cornu, and the uterus 
is severed from its tubal and ovarian attachments. The bladder reflect ion is 
now picked up and easily separated by slipping the scissor blade beneath the 
bladder |>eritoncum. and severing it from left to right or the reverse. The peri-

Mucosa

x,t Ie-

w

Flu. .‘I54. I".xtkx*ivk KmoVAL or Ckhvicai. MrvoeA.
\X ln'ic ihvrv neeiiis lu In1 ilangvr uf irifwliun frum tin* rerviral niuro*a, the munui* meiiihrniif i- sometime» <lis- 

seeteil out, in the manner imlivaiixl, amt removed |iriur In closure of the rerviral li|i*.

toneitm is very thin and translucent, and if it carries blood-vessels of any appreci­
able size, these are seen at once.

The left broad ligament is now widely opened, and the uterine vessels, after a 
little blunt dissection, are readily seen or felt. They are now doubly dain|>ed 
with Wertheim parametrial forceps, and the vessels cut between the clamps 
(Fig. ,140). The structures on the right side are handled in the same order, and 
the cervix can then be cut across with little or no hemorrhage.

The damps controlling the vessels are now replaced by ligatures. For each 
group of vessels we usually employ one Pagenstecher reinforced by one catgut 
ligature.

Wherever there is the slightest danger of infection from the cervical canal, the 
abdominal incision and the pelvic contents should be most carefully walled off 
before the cervix is severed. The cervical Haps are now brought together, 
and, when* possible, the ends of the round ligaments sutured into the cervical

6622
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stump. All raw areas are now covered over with peritoneum, and after careful 
sponging of the pelvis the abdomen is closed.

The Employment of the Hound Ligaments in the 
S u s j) e n s ion o f t h e V e r v i c a 1 St u m p . —In those cases in which the 
cervix tended to sag down into the vagina, after bringing the cervical flaps to­
gether we have drawn the ends of the round ligaments down to the cervix and 
sutured them there, as indicated in Figs. 350,351,352. The peritoneum has then 
been sutured over the cervix. By this means the cervix has been held well up 
in the vaginal vault. This method is similar to that advocated by other surgeons.

The Preservation of One or Both Ovaries in Cases of Hysteromyomectomy. In 
at least 125 of our cases one or both ovaries were saved. That we might ascer­
tain the effect of such preservation upon the general health, letters were sent out 
to these patients. Fifty-six (37 white and 10 colored) replied, giving fairly 
ci " -te answers. The chief object was to ascertain in what percentage of the 
cases an artificial menopause had been avoided, special attention being paid to
the presence or absence of hot flushes. In order to absolutely exclude any ab-
normally early appearance * of the menopause we 1 iave included only those cases
in which the patients were not over forty-one years of ago. A study of the
accompanying table will sihow the essential data obtained.

TIUN. 'v-™ Kurlifxt \|i|M-!min<'v 
After 0|ierutioti. .......

3340 36 48 IWnt.
months.

Four years. (loud.

4635 37 4M Not mentioned. Still nersist. Very good.
4832 28 39 Several years. Still persist Variable.

5239 39 49 A few months. Still occasionally Kxcellent.

31 41
5325 35 45 Several months. Several months. Poor.
(1372 4(1 49 Kiglit years. Occasionally pres- (mod.

6972 38 46 Five years. One year. Poor.
7096 3(1 37 Al will. Very good.
7703 29 36 Present TV" yi'iin*. Still occasionally Very good, 

present.
8306 36

39 45 Very good.
.38 41 Soon after. Still |M*rsist. Good.

(H)7N 30 42 A””" Good except for 
ovarian pain 
at |ieriod.

9286 37 43 Perfect.
9527 36 41 Fairly good.
9788 32 37 Prwent Immediately af­

ter operation.
Six months. Poor.

9K18 4(1 45
9843 29 34
9928 4(1 45 IWit Six months. Three to four Good.

3
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No. I’lO Ht XT
1' hi lir-i \|i|ieiirHiir<. IIkai.tii.

Aiment. After « l|ier#linii. Dural...»,

loa:»7 as 42 Four years. Still |iersist. ( Sood.
104.1a 40 At wilt.
I0.1.1.S 42 Still persist. Fair.

-41 Al win.
10007 as 42
ll-.'io an Two months. Still persist.
11217 41 44 Uwnt Very good.
II.W2 at Three weeks. Still |>ersist.
11172 41 < hie year. Still occasionally Mood.

present.
1 tost aa ao A1 wnt. Fairly good.1 IONS ao 42 Two months. Still (M'easionally (looj.

11722 aa Alwnt. Fairly good.
MOM it 4a Very g.... 1.
I20SO a7 as Mood.
121x1 as 40
12.401 21 20 Pnwiit. Not mentioned. Not mentioned. Fair.
12-400 20 Alwnt.
12 INS it ta Prt - mi < «ne month. Four months. Perfect.at ao Sixteen months. Still occasionally Fair.

12.12.1 < hie month. Still jiersist.
I2IHMI 2N ao Alwnt.
12704 21 Mood.
I20:>7 II 12
120 It 4a it X few weeks. Still jsTsist. Mood!
laoa'.i 2S Six months. Still |s-rsist. Fair.
Il l

10 Three months. Four months. Mood
il I
:«i2 Alwnt.

Il I .

H. 1
07.4 a«i as Present. ( tne month. Still |>ersist. Fair.

040 41 Alwnt.
Il 1
100.1 20 ao Present < tne month. Still persist. Mood.

loot to 4a Alwnt. Mood.

1702 40 la Mood.

177a a7 10 Pn-sent. After Six months. X’ery good.

2141 ao 40 Several months. Still (H-rsist. Mood.

2104 as ao Alwnt. Fair.

II o i 1' lushes. Twenty-nine, or 51 .S jht vent., of the patients suffered 
from hot flushes of varying severity and duration. These in most installées 
appeared at the time the menstrual How would normally have been present. In 
I <>f the *29 eases (4N.T2, H.‘t72, HH72, and IOH57) the hot flushes did not appear for 
several years after operation. Of these patients. 2 were forty-nine and forty- 
seven years old resjiectively when the hot flushes occurred. This was un­
doubtedly the period when, under normal conditions, their menopause would
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have Ini'» reached. In Cases 0072 and 10307 the women were forty-three and 
forty-two years old res|M*ctiveIy when the hot flushes ap|M*ared, and although 
they were still under forty-five years of age, the phenomena strongly suggested 
tin* onset of the normal menopause. By excluding these 4 eases from our tabu­
lation we find that in only 25, or 44.0 percent., of the 50 were hot flushes or indi­
cations of the menopause present.

In Case 992K the patient was forty years old. Hot flushes appeared six 
months after operation and lasted only a few days. She is now forty-live years 
old, and has had no reappearance of symptoms suggestive of the menopause.

In 3 cases hot flushes up|M'urcd only occasionally. In 0 cases hot flushes 
occurred after operation, but continued only for a few months.

In several cases, however, the hot flushes occurred more frequently and were 
of much longer durât ion. In Case 3340 the woman was thirty-six years old. Hot 
flushes ap|M*ared fourteen months after operation, and were present each month 
for four years In Cases 9020 and 1055s hot Hushes appeared soon after operation 
and still persisted six and four years later respectively. In 12 cases hot flushes 
appeared during periods of from one to three years after operation, and still 
persisted. Thus in only 15 of the 50 cases were there hot flushes of moderate 
severity which |M*rsisted for a long period.

10ven if we exclude the 4 cases in which no hot flushes were present for several 
years and were not noted before what appeared to be the normal menopause, we 
still have 27 eases, or IN. I percent., in which no hot flushes have ever been noted. 
This, to our mind, demonstrates conclusively that the surgeon should, wherever 
possible, save every normal ovary. In some instances, of course, when the 
ovaries are lying high in the abdomen, although it might be surgically feasible to 
spare them, their retention might materially increase tin* risk.

V i c a r i o u s M e n s t r u a t i o n . Kfforts were also made to ascertain 
if in any way the menstrual function was retained. In 2 cases (N705 and 9527) 
bleeding from the nose was noted at the time menstruation would normally 
have been present. Both of these patients prior to operation had not been 
subject to bleeding from the nose. In one of these cases (N705) bleeding oc­
curred at the second month after operation, but never reappeared. In Case 
9527 bleeding from the nose ap|>eared each month for several months. In 
neither of these cases, however, is mention made of the duration or the amount 
of bleeding.

In 4 cases vaginal bleeding was present. Indoubt «illy in these cases there 
had been a high amputation of the uterus, a small |Million of the uterine mucosa 
remaining, which at the menstrual period continued to perform its normal func­
tion. In 3 of these cases the vaginal bleeding was irregular and lasted but a 
short time. The fourth case (92NH) is most interesting. Three years after 
operation menstruation reappeared, and has continued each month for the past 
two years. The quantity of flow is slight.

Present Health of Patients. In 3(i of the cases the health
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is "good’ : in 13, “fair”; and in 7, “poor.” In only 4 casus were the symptoms 
directly referable to the pelvis

Simple Left to Right Abdominal Hysterectomy with Removal of the Appen­
dages. When it is deemed advisable to remove the tubes and ovaries with the 
uterus, the technic carried out may be similar to that described on p. (MM), the 
only difference being that the ligatures or clamps applied to the ovarian and 
tubal vessels control these vessels to the outer or pelvic side of the ovary, instead 
of near the uterine horn.

wm
WST'j

Fl<.. Sfifi. X DlV.llxMM.mv Hi HKKHIA'TATlllX OK Till: I.KKT TO HliillT Ol'KIt ATKIN.
Ihis represents n hysterectomy after lh«* mpimimuse, otherwise the ovaries would not have been removed. 

I irsi the l«-ft ovarian vessels are rontrolled anil cut, then the left round ligament. The Madder is now freed, 
and the left uterine vt—els are controlled. I he cervix i* eut across, the right Uterine vessels are rlnin|>ed and 
severed, and the uterus is rolled out The right round ligament is clniti|ied and rut. Tim right ovarian vessels 
are controlled, and the uterus is removed.

I he numbers and arrows indicate elearlv the line of |irorcdurc. i After Howard A. Kelly. I

Several years ago one of us (Kelly*) described a method which materially 
simplifies hystcromyomectomy. It is usually spoken of as the "left to right," 
or "right to left,” operation (Fig. 355).

The usual steps in the operation are the following:
I. Suturing and severing the left round ligament.
-• Ihiubly damping and cutting the left ovarian vessels (Fig. 344).
3. Freeing the bladder from the uterus.
4. Blunt dissection of the left broad ligament and double clamping of the 

left uterine vessels.
* II. A. Kelly, Johns Hopkins Hasp. Hull.. February, 1890.
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5. Amputation of the uterus through the cervix (Fig. 345).
0. Clamping the right uterine vessels and severing these vessels.
7. Clamping the right round ligament and right ovarian vessels, severing 

them, and removing the uterus.
8. Tying all cardinal vessels (Fig. 348).
V. Closure of the cervix, with insertion of the round ligaments into the 

cervical stump ( Fig. 350).
10. Covering over all raw areas with peritoneum (Figs. .351 and 352).
In this operation the aim is literally to roll the tumor out of the abdomen. 

When the left round ligament is severed and the left ovarian vessels are ligated 
and cut, the bladder is freed from the uterus; the uterus is then drawn strongly 
to the right, and with gentle dissection the left uterine vessels are seen or felt, 
and must be controlled by the most trustworthy clamps—preferably Wertheim's. 
When the cervix is cut across, the uterus can be drawn still further outward. 
The lower part of the cervix is meanwhile firmly grasped with mesoforeeps by an 
assistant to prevent it from receding. As the knife severs the final cervical 
fibers on the right, great traction is exerted and a certain amount of stretching 
of the tissues enables the operator to grasp the uterine vessels at a higher level. 
These once severed, the uterus can be rolled out, and after the round ligament 
and the ovarian vessels have been clamped, the uterus is free. All cardinal 
vessels are now controlled, the cervix is closed, and all raw areas are covered 
over with peritoneum.

In each case some minor modifications may be necessary. For instance, in 
some cases when there is not room to apply two forceps to the left ovarian vessels, 
it may be necessary to ligate the vessels and then cut, the vessels on the uterine 
side being grasped as they are cut. Again, when the operation is likely to be 
a long one or when it may be necessary for the operator to withdraw without 
doing a complete operation, it is often wise to tie all vessels as they are encoun­
tered. Where it is very difficult to got a point of cleavage on the left side, the 
removal may be start<*d on the right and carried to the left. In this operation 
the more difficult side is always left until the last, and in the end it really 
becomes the easier side, as after severance of the cervix the uterus can be rolled 
out without difficulty.

Hysteromyomectomy Followed by Immediate Removal of the Appendages.

In certain cases the appendages are so glued down to the surrounding struc­
tures that their removal is not only fraught with much danger, but it is almost 
impossible to get a point of cleavage. Where such a condition exists, the uterus, 
as a rule, is not very large. This is readily understood, because if the uterus had 
reached large proportions, the appendages would have been lifted high into the 
abdomen, and then control would have been easier.

In such cases two methods of treatment are available:
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1. Hysterectomy with immediate removal of the appendages.
2. Bisection of the uterus.
Wherever possible, hysterectomy is preferable, bisection being reserved for 

those cases in which hysterectomy is otherwise impossible.
Hysterectomy with Immediate Removal of the Appendages. The uterus is 

firmly grasped with strong mesoforeeps, and any vantage once gained by the 
traction is never yielded. The following steps are then taken :

1. Clamping and cutting of the left appendages at the uterine horn.
2. Tying and severing the left round ligament.
3. Separating the bladder reflection.
4. Kxposing, clamping, and severing the left uterine vessels.
5. Cutting across the cervix.
(>. Clamping and severing the right uterine vessels.
7. Clamping and severing the right round ligament, the right appendages 

at the uterine horn and removing the uterus.
•V Liberating the left appendages from below upward, clamping the ovarian 

vessels, and removing.
9. Liberation of the right appendages. Clamping of the ovarian vessels; 

removal.
It). Tying all the cardinal vessels.
11. Closure of the cervix, with insertion of the round ligaments into the 

stump if feasible.
12. Closure of all raw areas.
13. I )rainage through the vagina if raw areas cannot be covered, or if there is 

much danger of infection.
By removing the uterus first, the adherent appendages can be gotten at from 

the under side and dissection carried on under sight. Before this procedure was 
adopted the rectum was much more frequently injured. Naturally, clamping 
the vessels instead of tying them during removal of the uterus is preferable, as in 
the later steps of the operation the tying of the vessels further out would make 
the first ligatures superfluous.

Recently one of us i Kelly) has cupped out the cervix to a marked degree in 
those cases in which inflammation of the cervical mucosa is suspected. From 
I'igs. 3">3 and 3ÔI it will be noted that the cervical mucosa is dissected free almost 
to the external os. It is then clamped, so that none of the cervical contents can 
escape to contaminate the cervical stump, and then cut across below the clamp.

Bisection of the Uterus.
In a certain number of eases tin* operator, on opening the abdomen, feels 

completely baffled to find the uterus sitting on the top of a myoma, 
which fills the pelvis (Fig. 30(1). or that the uterine tumor fits the pelvis so 
accurately and is so fixed by adhesions that the usual operative pro-
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mlures are futile. Or. as in Case %7N, a large pelvic abscess may a<lil to 
the difficulty.

In such eases bisection, as described bv one of us (Kelly),* in 1WM). enables 
the operator in a few minutes to overcome the chief obstacles, and enucleation 
can then be effected.

As seen on p. (>S3. the mortality in this operation is high. In myoma cases 
it is never to be resorted to when the uterus can be removed intact, and is to be 
si odiously avoided whenever the chance of sarcomatous degeneration of a myoma 
exists, or when there is a possibility of carcinoma of the body being present.

It is but natural that the mortality should be high, as it is only in desperate 
and otherwise inoperable cases that the 
operation is to be performed. The steps 
of the operation are as follows:

1. Clasp each side of the fundus with 
strong mesoforeeps and make firm traction 
upward (Fig. 357).

2. Cut directly through the center of 
the tumor until the vesical reflection is 
reached.

3. Dissect down the vesical reflection, 
the assistant meanwhile keeping up the 
strong traction.

I. Continue the bisection until the cer­
vix is reached (Fig. 358).

5. Cut to the left until the uterine 
vessels are nearly exposed, meantime 
making very strong traction on the left 
half of the uterus (Fig. 350). Doubly clamp the left uterine vessels and cut 
between forceps.

('». Itoll out the left half, clamping in succession the left round ligaments and 
the left ovarian vessels (Fig. 3<i0).

7. Cut across the right half of the cervix until the tumor is nearly free. Clamp 
the right uterine vessels and cut.

v Clamp the right round ligament and the right ovarian vessels in succession 
and deliver the right half of the uterus.

0. Ligate the cardinal vessels.
10. Close the cervical flaps.
II. Cover all raw areas with peritoneum, and drain through the vagina 

if it be deemed necessary.
It is a well-known fact that strong traction greatly diminishes hemorrhage.

* Howard A. Kelly, A Preliminary Report on the Surgical Treatment of Complicated 
I'iliroiil Tumors of the Womb, with a Description of Two Methods of Operating, Johns Hopkins 
llosp. Bull., 1900, vol. xi, p. 56.

Fui.arat. Hihmtiox oktiik Vtkkvs. 
The arrow indicates the line of bisection.

C%v
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so there should In* no let m|> on the mesofon*eps from the time Insertion is com­
menced until the two halves of the uterus have lieen delivered.

Sometimes it is only necessary to continue the incision until a large myoma 
has lieen Inserted and shelled out ( Fig. Ml ). In such cases the uterus may then 

. and the operation is converted into a simple one l I'ig. M2), the uterus 
being easily removed in the usual way from left to right.

J i*.. 357. Fihht 8tk.hu in Biwkcthin ok tiik Ftkhvw 
The fundus has hwn lirinly graspi-d on I lie right and left with mewifoiTHp*. The hlm hier in being 

di-swlvd free nml |•ii~)i.-<I down |ire|iarutory to bisvvliun of the orgiin. The myomatous uterus has purposely 
been drawn small, so that the various steps van be more readily followed.

In other cases, even after bisection and shelling out of the uterus, dense ad­
hesions are found fixing it to the pelvic floor. These adhesions are now carefully 
disserted free from below upward under sight.

As a rule, the operation is not accompanied by much hemorrhage, but if in the 
bisection the knife cuts too far to one sit It*, large venous sinuses or big branches 
of one or other uterine artery may be cut, and alarming hemorrhage follow.

8533



A HIM f.MINAI, 11 VST KIH l.MYl >.M K< T< ).M V.

We cannot he too emphatic in saying that this operation should he employed 
only where no other method is feasible.

On the other hand, bisection is of the greatest assistance to tin* surgeon in

(ill

FlO. H.Ï8. UlHKtTION OF Till. VtKHUS.

The uterus lias l»«*en bisected al mi» I t<> the cervix The tnesoforceps now grasps each half of the uterus 
«■•out its miihlle. A pair of artery forceps in the uterine cavity insures cutting in the midline, thus avoiding 
cither uterine artery. The appendages are einlnxlded in adhesions.

cases in which hysterectomy is necessary, on account of densely adherent pus- 
lubes. In such cast's there is. as a rule, little danger from splitting the uterus. 
The adhesions are then attacked from their under side, and a very difficult 
«>r impossible removal of the uterus is rendered comparatively easy. For such
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cases bisection is the easiest operation, and yields the lowest
mortality.

Abdominal Hysteromyomectomy from Below Upward, Transverse Section 
of the Cervix being the First Step. One of us (Kelly*) when operating upon 
a very complicated myomatous uterus, found it so firmly fixed that its removal by

Diagram showing incisions

Fiu. SiW, • Mihkction ok tiii: Vtkhvh.
Tin* left half nf I lie uterus Ini' lieen iini|iuiiiliil ihrmigli tin* cervix. This |inrtiim "f llie cervix ia ilrawn 

strongly u|iwnni with nieanfiirce|M, ninl I lie left uterine vessels are claiii|Hil. "I"lie left half of the uterus is now 
rolleil coni|ilelel> out. el:tni|iiil at the uterine horn, ninl retnoveil

any of the usual methods, or even l>v bisection, was out of the question. A 
novel plan was then adopted. Fortunately, the cervix was fairly accessible. 
The bladder reflection was at once separated, and the cervix firmly grasped with 
mesoforceps (Fig. .'{(>.'{). Il was then severed transversely, and the uterine

* Howard A. Kelly, A Preliminary Hcport on the Surgical Treatment of Complicated Fibroid 
Tumors of the Womb, with n Description of Two Methods of ( Iperaling. Johns Hopkins Hosp. 
Hull., I IN hi, vol. xi, p. .Tl».

8993
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vessels were grasped on either side (Fig. 304). The cervix having been cut 
through and the broad ligaments opened, the round ligaments were next cut. the 
ovarian vessels damped and cut and the densely adherent tumor was then freed 
from its pelvic attachments. The abdominal complications were then readily 
dealt with, first because they could be studied both from in front and also from 
behind, and—equally important because there was now little bleeding, the 
cardinal vessels of the tumor having been tied.

Tube ani 
ut. ov I i

Pin. 380. Birkction ok tiik Vtkrv*.
TIiv left half of ilu- uterus has linen removed. The left uterine vessels have been lied. The left round liga­

ment and the left till ml and ovarian vessels are controlled with forceps. The right half of the uterus is removed 
in the same manner. The adherent upiieudagcs are now carefully disserted free under sight, and removed if ner-

\V<* cannot better show the value of this operation than by giving in detail 
the first case that led to its employment.

In Case 704b the patient, when placed on the table, had a small, rapid pulse 
which soon reached 140. After the release of some omental adhesions a largo 
myomatous tumor was found glued down by extensive adhesions. The trans­
verse colon was so intimately attached to it (Fig. 100. p. 143) that it soon became 
evident that continued dissection would finally necessitate an extensive resection
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of the bowel. An attempt was then made to leave a thin layer of the tumor 
attached to the , as had been successfully e ’ in the previous case* 
The bleeding became so profuse that this plan of procedure had to be abandoned. 
The operator then turned to the lower pelvic pole of the tumor. The cervix 
was grasped with strong mesoforceps and pulled up within reach. The vesical 
reflection was dissected back, and the cervix grasjwd low down with a second pair 
of mesoforceps. The cervix was now cut transversely from before backward, con-

Zww'
Fm. -ViI -Bibectiox wiihik thk Uteri?* Completely Fills tiie I’elvi*.

TIip myomatous uteru* filled tin- pelvis so accurately that il would have lieen absolutely impossible to get 
ut i!»• uterine vessels. The vessels at the uterine horns have been runlrolleil temporarily to partially check the 
hlooil-Mipply to the tumor. The bladder |ieritoiieuin is being pii'hed down prior to bisection of the bisly of the 
uterus, m the line indicated b> the mum The bisection with removal "f the large mvoina its shown in Fig. 
:titL‘. iAfter Howard A. Kells,

tinned traction being mat le on both portions. The cellular tissue to the left 
of the cervix was then exposed, and the uterine vessels, although not yet seen, 
were doubly damped and severed. The uterine vessels on the right side were 
next controlled in the same way.

When these important vascular trunks had thus been secured, the larger 
forceps were used to forcibly drag up the tumor and the uterine body, rotating 
them on a transverse axis, exposing first the round ligament, then the ovarian 
vessels on the left, and then those on the right side. These structures were

* Howard A. Kelly, Johns Hopkins llosp. Hull., I sill, vol. ii, p. Hi.

4 5393
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plainjM'd, anil the whole mass was disconnected from its pelvic attachment. 
The tumor now remained fixed only by dense adhesions at its upper pole.

The next occurrence was the rupture of a large abscess lying behind and ex­
tending from the center of the tumor into a sac. bordered posteriorly by the lumbar 
vertebra*, and above by the mesocolon, and discharging through a large opening 
into the transverse colon.

The specimen ex * ' showed that the abscess was in reality a suppurating

Km. 8(12. -Tiib Value ok Bisection of thk Uterus.
I ig. 8i>l show* iIn- appearance of the uterus liefore the bisection. We now see the uterus .split in two. The 

large myoma which occupied the anterior wall nml blocked the pelvis has been shelled out. leaving plenty of room. 
The cardinal vessels can now be controlled with ease, and the hysterectomy completed in the usual manner. 

Xfter Howard A. Kelly.)

myoma, which had become adherent and had discharged into the large bowel. 
The tumor was now shelled out and enucleated from behind upward without any 
injury to the bowel. The contaminated abdominal cavity and the abscess cavity, 
which contained at least a liter of thick yellow pus, were closed. The opening 
in the bowel was sutured. An abdominal drain of iodoform gauze was carried 
down to the point of this sac and the abdomen closed. The patient made an 
excellent recovery, and only a small, rapidly closing fistulous tract remained.

41
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Had thv operator not hit upon this method of first amputating through the 

cervix and then working from Mow upward, any radical procedure would have 
been out of the question, and the patient's death would at have been a 
matter of only a short time.

- W'

■- ■' mV

L

Fin. 3tW. THA.XHVKH.-n. SmTIOX OK THK VkHVIX AH THK FiIIhT «TKP IX IIYHTK.HOMYOMKCTOMV.

It wan impossible to separate the inyoinutous uterus from the onientiim iiml transverse colon without great 
•lunger of losing the iialient on the table. Forlunalely, the cervix was accessible. The overlying bliuhler peri­
toneum was wvemI, the cervix gruspol with two pairs of mcsoforceps, ami several transversely. Tlie complete 
separation of the cervix is seen in Fig. MtH. After llowanl A Kelly.

Panhysterectomy.

W hen complete reiimval of the uterus is decided upon, we have found it wiser 
to control all vessels as they are encountered. We will describe the method
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of hysterectomy where it has been found advisable to remove both ovaries with 
the uterus.

1. The left round ligament is tied with catgut and cut.

Fill. 3IU. AllDOMlNAI. UvaTKROMYOMKl'TOMY " FROM IL.I.OW l l'WAHIi." 

rhi* cervix wii.h separated transversely. The uterine vessel* were dumped and cut and the ovarian vessels 
rlani|ii'<l. The uterus wan then lilieruted from it* |ielvie alliiehmenl in the manner indicated by the arrows. 
It wa- then rolled out. walled off from the alidominal content* with gause, and the adhesions to the transverse 
colon were attacked from their posterior and easier side. Hail the ahsceas n|ieiiing into the Imwel ( Fig 109, p. 
I4:t ruptured before the uterus had lieen freed from the pelvis, the dangers of a fatal termination would have 
been infinitely greater. (After Howard A. Kelly.)

2. If the left ovarian vessels are accessible, they are tied with PagcnstcchoT 
thread, reinforced with catgut and cut.

8. The right round ligament is tied and cut.



(ils MYOMATA OK TH K I TKIU S.

4. The right ovarian vessels are tied and cut.
">. The bladder reflection is dissected free and pushed down, 
(i. The left uterine vessels are tied and cut.
7. The right uterine vessels are tied and cut.

• •

«•V

Fill. dtlfi. Al'I'MHIM K or TIIK Cl.I.VIH AITKR CoMIM-HK HymTERKITOMY.
The viiiciim is walled off will, a piece of gtiuze; the vtiginul walls lire hel<l taut by provisional suture* (or artery 

forcep*) to prevent infection from the vagina. The ligated stump* of the ovarian anil uterine vessel* and the 
round ligutuents are seen. In some cases, as indicated in the drawing, the ureters are also clearly visible. The 
vaginal walls are whip|ied over to check bleeding and the vagina is either drained or closed. The raw areas are 
then covered over.

S. The evrvix is gradually disserted free until the vaginal wall is seen on all 
sides.

V. The cervix is freed from the vagina on all sides and the uterus removed 
(Fig. 305).

10. The vaginal margins are whipped over with fine catgut to control all 
bleeding, and if it is deemed safe to close the vagina, the anterior and posterior 
raw vaginal surfaces are approximated.
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11. The raw areas in the pelvis are covered over with peritoneum.
The plan of operation differs little from that employed in the supravaginal 

hysterectomy, until the cervix is reached. The uterine vessels are ligated liv 
passing a needle threaded with Vagensteehcr thread close to the cervix, so as to 
avoid piercing the vessels. A second suture of catgut is then introduced in the 
same way.

After the uterine vessels have been cut, the dissection is carefully carried 
downward until the vagina is encountered, 
veins which may cause troublesome bleed­
ing. In catching these vessels great care 
must be taken to avoid the ureters.

After the right uterine vessels have been 
controlled and the dissection has been 
carried down to the vagina, little difficulty 
is usually encountered in severing the cer­
vix from the vagina, but, should there be 
any, a pair of artery forceps pushed up 
into the vagina from below may be cut 
down upon and the vagina thus easily 
opened (Fig. 3(>D).

It is wise to drain the pelvis in all cases 
where there is likelihood that the uterine 
cavity has been infected.

Raw Areas. The surgeon aims to pro­
duce as few raw areas as |>ossihlc, and 
when finishing the operation, if feasible, 
leaves everything covered with perito­
neum (Fig. 352). This minimizes the 
possih'lity of intestinal loops becoming 
adherent, kinking, and causing intestinal 
obstruction.

Raw areas after an abdominal hvstero- 
myomectomy are usually due to an accom­
panying pelvic infection. Thus, in Case ft IDS the uterus was firmly fixed to the 
rectum. After operation it was found impossible to cover the cervical stump, 
and it was left bare. In Cases NftDO and 1213D the raw areas were so extensive 
that it was iin|)ossihlc to cover them.

Sometimes the capillary oozing from the roughened peritoneum, whence an 
adherent tube or ovary has been liberated, is persistent. This oozing may be 
controlled with hot gauze left on for a few minutes while the operator is engaged 
in liberating or tying other structures. If the bleeding is not checked, a suture 
which puckers up the peritoneum may control it perfectly, as in Case 7739.

Here one frequently finds vaginal

Km. 36H.--A Lariik Haw A hi: a I.hit Aiti.h Hi 
movai. or a Cystic Myoma.

Gyn. No. 4N2H. The abdomen was tilled with 
■ cystic myoma which Imd curried the .sigmoid 
flexure above the umbilicus. The sigmoid, us now 
seen, bus dropped buck into the pelvis.

In dosing such u raw area the large vessels 
or the left ureter might be very easily pricked 
with the needle.
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Wlii'ii the hlm ling area is small and the needle prick causes much oozing, the 
point may he lifted up and tied, as indicated in Fig. 'Mu.

A large raw area in Vase 7(M>4 was completely covered in by drawing the 
hroad ligament over it. The bladder may also he pressed into a similar service, 
especially where, as a result of an extensive myomectomy, the surface of the 
uterus is much roughened. In some of these cases we have drawn the bladder 
over such an area and sutured it. ‘ hilling the suture line. Oc­
casionally we have drawn the bladder peritoneum back, and attached it to the 
peritoneum of the rectum.

In suturing the peritoneum (Fig. IttKi) delicate needles and fine catgut should 
he employed, and great care exercised to avoid piercing blood-vessels or one or 
other ureter.

Where thickened and indurated areas are felt, as after the evacuation of a 
pelvic abscess, it is not only ini|M>ssible, but unwise, 
to attempt to cover them over with peritoneum. In 
such cases a gauze drain laid in the pelvis and brought 
out through the vagina will yield the best results.

Irrigation of the Abdominal Cavity. In many of 
the myoma cases operated u|hiii in the early days of 
the hospital the alu Ionien was irrigated with salt sol­
ution just prior to closure. Sometimes this was done 
to wash out any blood that might have escaped into 
the alidominal cavity : in other cases to cleanse the 
intestines when pus had escaped during the hyster-

Witli our more careful technic in walling off the 
tumor from the general cavity with gauze, the alidoiu- 
inal contents are rarely soiled, and if contaminated, 
they are carefully wiped off with gauze slightly moist­
ened with salt solution. When it is inijHissible to 

cleanse the pelvis, the infected area is lightly packed with gauze, the lower end of 
which is brought down into the vagina. The patient is then put to bed. and is 
kept in Fowler's position for several days.

She is permitted to drink all the water she desires from the moment she 
recovers from the anesthetic.

We have entirely given up abdominal irrigations after hysterectomies for 
myomata.

Hemorrhage During Abdominal Hysteromyomectomy. When the uterus is 
small and uniform, the ovarian and uterine vessels are easily gotten at and 
controlled; but when the tumor has reached large proportions, not only are the 
vessels displaced, but of necessity they are also much larger. Sometimes the 
uterine artery on one side may be carried up into the alxlotnen, while on the 
opposite side it is deep in the pelvis. The vessels may reach tremendous pro-

Sometimes a bleeding point 
lii*- directly over a ureter or a large 
vessel, anil any at tempt to suture
the area might entail injury to the 
vessel from the |Miinl of the neeille. 
liy lifting up such an area with a 
pair of curved forceps the operator 
ran effectually control the bleed 
ing without using the needle.

351184
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port ions. In (’use 7474, for example1, the uterine arteries were fully as large 
as the femorals. A corresponding augmentation in tin* diameters of the veins 
has also been note'll.

The great increase in tin* size of the ovarian vessels is described on p. 352.
Hemorrhage from the Pedicle of a S u b p e r i t o n e a 1 

Myoma. During a hysterectomy much traction is naturally employed, 
and sometime's ritoneal, pedunculated nodules are partially or completely 
pulle'd away from the uterus (Fig. 368). In such cases free hemorrhage follows 
unless the pedicle is quickly clamped. This condition was present in Case 11., 
admitted to the Church Home and Infirmary, March 10, 1003.

Hemorrhage Due to General Oozing. When the myoma­
tous uterus is adherent to the surrounding structures, free hemorrhage often 
accompanies the liliemtion of the tumor. This is due chiefly to capillary ooz­
ing. and not to bleeding from vessels of any appreciable size. The more recent 
the adhesions, the more marked 
is the tendency to bleed.

T e a r i n g of t h e 
Ovarian Vessels. In 
Case 7270. during the release of 
adhesions, one of the ovarian 
vessels was torn. Free hemor­
rhage followed, but was quickly 
controlled with forceps.

In Case 7004 the hysterec­
tomy was a most difficult one, 
owing to dense vascular adhe­
sions, and because the tumor so accurately filled the pelvis. The vessels were 
damped as encountered and tied later. The right ovarian vessels were tied and 
the clamps removed. The ligature was not tight enough, the artery retracted, and 
the free bleeding immediately produced a wide-spread hematoma, obscuring the 
situation of the artery. It was necessary to tie the vessel high above the brim 
of the pelvis, at the point at which it crossed the ureter. The hematoma was 
then shelled out, and the peritoneal surfaces were approximated.

Hemorrhage from the ovarian vessels is usually a minor complication, as these 
vessels are easily accessible.

Hemorrhage from the Fieri ne Vessels. In Case 0722. 
after the left uterine vessels had been tied and severed, the cervix was cut 
across. Suddenly the right uterine artery was torn, and there was excessive 
and almost uncontrollable bleeding for half a minute, after which the artery 
was successfully damped.

The myomatous uterus in Case 7200 was densely adherent and wedged in the 
pelvis. During the operation the left uterine artery was torn, and free hemor­
rhage followed before it could be controlled.

Fi«. 368.—Temporary Control ok Blekihno krom a Si m- 
ri ritonkai. 1‘kiivncti.ated Myoma.

During un alnl<iiniiiul hysteromyoinectomy « eul>|>erit<>ii<‘ul 
myoma may In- partially torn away from the uterus, ami trouble­
some oozing follow. If thv alteration is a long one, a mattress 
suture will effectually check the bleetling. H is a si.le view 
showing the suture securely tied.

89
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After tying off the omental adhesions in Case (>200 the operator delivered 
the myomatous uterus and then began enucleation on the left side. The left 
ovarian vessels and the left round ligament were controlled and Severn I, and the 
bladder, which was high upon the surface of the tumor, was freed. As the tumor 
was being pulled up to get at the left uterine artery, this vessel, together with 
several large veins, was suddenly torn, and there was a tremendous gush of 
blood. The bleeding was, however, quickly checked.

During removal of the densely adherent myomatous uterus in Case 11034 
the left uterine artery ruptured at a point just external to the ureter. In this 
case, on account of the oozing, it was necessary to drain through the vagina.

During removal of a small densely adherent myomatous uterus in Case 7120 
the uterine artery was torn while the bladder was being liberated. The tear was 
in such close proximity to tin* ureter that it was necessary to carefully dissect 
out the ureter to avoid injury to it. The artery was then ligated near the pelvic 
floor.

Alarming Hemorrhage from Vessels on the Pelvic 
Floor. -In Case 0702 the uterus was found perched on the top of a large 
myoma. The normal appendages on each side and both round ligaments were 
tied and severed. The bladder was then freed and pushed down, and the uterine 
arteries on Imth sides were controlled. The uterus with the appendages was 
then removed. The tumor was then shelled out of the loose cellular pelvic 
tissue. It came out easily, but with tremendous hemorrhage, the blood almost 
filling the pelvis. After much difficulty it was found.that the hemorrhage came 
from a large vessel on the pelvic floor. This was ligated, but the general oozing 
was still so profuse that the anterior branch of the internal iliac artery was tied. 
The raw area was now covered in. care being taken not to injure the ureter, 
which was placed toward the median line.

After all bleeding had been checked, several gall-stones were removed. The 
patient left the hospital well.

The myomatous uterus in Case (V.llô was as large as that of an eight months’ 
pregnancy, and the alxlominal walls were very thick. Ti*o bladder reached al­
most to the umbilicus.

Knueleation was begun from right to left, and large masses of ovarian 
vessels were raised with difficulty and tied off, in a narrow space between the 
tumor and the pelvic brim. After section of the round ligament the bladder was 
dissected free on the right side and a large mass of knotted veins passing from 
the uterus to the bladder was revealed. These were ligated and cut. The right 
uterine vessels were exposed and tied without difficulty; the cervix was cut 
across, and the left uterine vessels controlled. As the uterus was being care­
fully drawn up there was a sudden uncontrollable hemorrhage. The bleeding 
point could not be gotten at, and nothing remained but to remove the uterus with 
the utmost > notwithstanding the bleeding. The tumor, which still held 
by its ovarian attachment, was rolled out of the abdomen, the blood rapidly

9
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ladled out of the pelvis, ami a large spurting vessel caught on the pelvic floor. 
During the necessarily speedy removal of the uterus the bladder was torn from 
the trigonum to the symphysis. The rent was closed, and the operation completed 
in the usual way. The patient was discharged well on the thirty-third day.

Hemorrhage Due to Slipping of a Ligature. In Case 
HITS the ligature around the left uterine artery slipped and free hemorrhage 
followed for several minutes. The vessel was caught and retied.

.lust as the abdomen was being closed in Case 5734 free blood was noted in 
the pelvis; the ligature controlling the left uterine artery had slipped. The 
vessel was retied.

Hematoma in t h e Broad Ligament. In Case 5103, at the 
close of the operation a hematoma, 4 x 5 cm., was noted in the left broad ligament. 
The clot was turned out and the bleeding vessels were controlled.

II e m a t o in a V n d e r the S i g m o i d F 1 e x u r e .—After removal 
of a large myomatous uterus in Case 7583 a hematoma. 3x5 cm., was detected 
under the sigmoid flexure. It was opened and the bleeding vessels were con­
trolled.

Almost Fatal Bleeding from an Accessory Branch 
of the Ft e r i n e A r t e r y . The myomatous uterus in Case 4731 filled 
the entire lower abdomen. The cervix was represented as a mere button. 
Abdominal hysterectomy was performed without difficulty, notwithstanding 
intestinal adhesions and the marked vascularity of the tissues. Just as the 
patient was ready to leave the table she became pulseless and markedly blanched ; 
a large clot was found filling the vagina.

On account of the collapse, internal hemorrhage was suspected, and the 
abdomen was at once explored. No blood being found, the cervical stump was 
reopened, and an accessory branch of the uterine artery found spurting. The 
blood from this found its way into the vagina through the cervical canal. Al­
though the patient was pulseless at the wrist, she soon rallied and left the hos­
pital well at the end of five weeks.

The above cases yield some very important practical suggestions:
1. In cases in which much difficulty is expected, tie vessels and cut as you 

go. When the emergency arises, the field will not be entirely obstructed by 
artery forceps.

2. Doubly ligate all the cardinal vessels.
3. If a hematoma forms, shell it out and catch the vessels.
4. Inspect all stumps carefully to see if bleeding has been effectually checked.
5. Whenever there is danger of including the ureter in a ligature, dissect it 

out to be sure that it is intact.
0. In whipping over the pelvic peritoneum be careful not to puncture a 

vessel, as a hematoma will result.
Vaginal Drainage. Where, on account of raw areas in the pelvis that cannot 

be satisfactorily covered, or where, as a result of pelvic infection, it is deemed
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Mill. Mum in

advisable to drain the jM'lvis, vaginal is naturally preferable to alxloininal drain­
age.

The easiest wav to accomplish this is to have an assistant carry a pair of artery 
forceps high up into the vagina. The operator then cuts down ii|h>ii the 

forceps from above (Fig. 3«9). The opening 
thus made is stretched with the forceps, the 
pelvis is <|iiirkly wiped out, and one or more 
long pieces of iodoform gauze are introduced. 
The ends of the gauze are grasped with the 
forceps ami drawn down until they are seen 
at the vaginal outlet. The pelvic |>ortion of 
the drain is snugly applied to the raw area, 
and the rectum allowed to drop down over it, 
so that no small bowel can become adherent 
to the gauze. A piece of rubber tissue around 
the drains, at their exit from the pelvis, will 
facilitate their removal later.

In introducing the forceps the assistant 
must push them up directly behind the cervix. 
If introduced to one or other side, the vessels 
of the broad ligament may be cut or the ureter 
injured. Sometimes the rectum is adherent 
to the posterior surface of the cervix. In 
such a case, if it is not previously liberated, 
when the forceps are cut down U|>on. the in­
cision will first open up a fold of the bowel, 
and then the vagina.

The artery forceps should be introduced 
into the vagina under sight. In one case 
(('. II. !.. 949), in which a small uterus was 
studded with myomata, a pelvic inflammation 
was also present. On account of the pelvic 
inflammation it was decided to drain through 
the vagina, but not remove the uterus. The 
assistant experienced much difficulty in push­
ing the artery forceps up into the vagina direct­
ly behind the cervix. Finally, however, the 
mameuverwas accomplished, and theojiemtor 
cut down upon the forceps from above. He 

remarked that the vagina had not been carefully wiped out, as a small amount of 
clear fluid escaped. After two pieces of d-inch iodoform gauze had been laid in the 
pelvis and their lower ends brought out below, the abdomen was closed. To our 
astonishment the end of the gauze was found emerging from the urethra, and not

When, mi innumi nf raw area* nr
vuiiiiimiil niiïing, ii i* deei..... advisable
In ilrain I lie |ielvi* llinmgli I he vagina, I lie 
taller is carefully wi|ied nul ami any »ecre- 
I ii in* t liai may have escaped frnni ilie 
litem* iluring n|ieraiinn are in I hi* way 
reuiuveil. A lung curveil artery force|w 
i* then intmiliu'eil into the vagina under 
"iglit, and |iu*hed up directly lichiud the 
cervix, a* indicated liy a. At I hi* pnint 
the fnrcep* i* cut duwu upmi and then 
pu*hed up into Itinigla*' punch. The 
npvning i* then enlarged hy separating the 
fnrcep» liladc* nr with a dilatur frinn almve 
The end* nf the neee»*nr\ drain or drain* 
are nuw caught wth the fnrcep* and 
drawn down into the vagina, rare I icing 
exercineil nut In include the rectum nr 
any ligature* in the fnrcep*. The upper 
end of the drain is held taut until the |ielvis 
has again been wiped dry, and is then snugly 
applied In the |ielvi*. The rectum and 
bladder usually ilrup down and completely 
cover over the game, effectually preventing 
any limp* of small bowel from adhering
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from the vagina. Naturally, the assistant had had much difficulty in bringing 
the tip of the forceps up behind the cervix, but finally had done so by greatly 
stretching and distorting the bladder. The abdomen was at once ojiened, the 
gauze was drawn out from below, and a complete hysterectomy jierfortned, 
the ureters being at the same time carefully dissected out. as it was imjiossible 
to tell whether they had also been injured. They were found intact ; the hole 
in the base of the bladder was closed, and the patient made a perfect recovery.

A similar example is furnished by Case C. II. I.. 1552, December 31, 1900. 
In this case, after removal of a densely adherent ovarian cyst. an artery forceps 
was introduced from below and cut down upon from above. Next morning 
the ends ol the two pelvic drains were found emerging from the rectum instead 
of from the vagina. The abdomen was at once opened, and the drains with­
drawn from the rectum. Only with great difficulty xvaa the oi>ening in the bowel 
closed, as the hole in the rectal mucosa was at a point 4 cm. below that in the 
outer or |H*ritoneal coat. Finally, we reproduced the conditions present when the 
bowel was injured, by carrying the index-finger of the left hand up in the rectum 
to the hole, and then pushing it up until it was op|M>sitc the hole in the peri­
toneum. The o|N'ning was thus closed from above, and a drain introduced. 
The patient made an uninterrupted recovery.

Successful Hysterectomy in a Constitutional Bleeder. InCase 1 1919the patient 
was forty-seven years old. She gave a history of nephritis, was weak and 
anemic, and had a hemoglobin of 40 |>er cent. Kver since a child she had bled 
profusely from the slightest scratch or cut. Her sisters also had a marked pre­
disposition to hemorrhage. She entered the hospital on account of a myomatous 
uterus, which reached to tin* umbilicus. There was severe uterine bleeding. 
After her hemoglobin had risen to 00 per cent, hysterectomy was |>erforinod, 
and the patient made a good recovery. The tendency to bleeding in no way 
retarded her convalescence.

Abdominal Hysterectomy in a Syphilitic Patient. -In Case 0791 a woman, 
aged forty, was the mother of two children. She had had syphilis for several 
years. On admission she was very weak, and had a soft systolic murmur at the 
a|H-x.

The myomatous uterus was removed through the abdomen. The re­
moval was rendered difficult on account of chronically inflamed and adherent 
adnexa and dense vesical, intestinal, and ap|x‘iidicular adhesions. Notwith­
standing these complications, the luetic taint did not apparently retard the 
patient's progress and she made a good recovery.

Hysteromyomectomy in Patients with Renal Lesions. We shall here discuss 
only those eases in which the patients recovered. The others are dealt with 
in extemo in their appropriate chapters.

In Cases 1009, 1383$, and 1072, albumin without easts was noted before 
operation. After removal of the uterus the albumin disappeared.

In Case 1940 albumin was noted before opérât ion. Immediately after removal 
40
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of the uterus it increased in amount and then disappeared. In these eases we 
cannot say definitely that the kidneys were diseased, but the albumin certainly 
indicated an abnormal condition.

When a hysterectomy is contemplated and the urine found to contain al­
bumin and casts, we have to consider whether the patient can successfully 
withstand the operation. It is a well-known fact that any patient having neph­
ritis has a lowered resistance, and that the dangers accompanying any operation 
are much increased. On the other hand, the local pelvic condition in some cases 
is becoming so serious that the patient will in all likelihood succumb if operative 
relief is not given.

The following cases show what may be accomplished: In Case «5103, a white 
woman, aged fifty-four, had for four years been losing a good deal of blood. 
The last hemorrhage, she claimed, amounted to two or three quarts. The lower 
abdomen was filled with a globular uterus. The urine contained albumin and 
casts. After an abdominal hysterectomy the urine diminished in amount, while 
the albumin increased and hyaline and granular casts were very abundant. 
Convalescence was otherwise uneventful. The bleeding was due to a sub­
mucous myoma (i cm. in diameter.

In Case 0272, a colored woman, aged thirty-six, entered Dr. Osier’s service 
suffering from nephritis and mitral insufficiency. Later she was transferred 
to the gynecological department on account of a myomatous uterus. When the 
abdomen was opened, a considerable amount of ascitic fluid was found. The 
multinodular uterus filled the lower abdomen and was firmly fixed in the pelvis. 
After removal of the uterus the appendix was amputated. The patient recovered 
perfectly from the operation, and was returned to the medical side for further 
treatment.

These two cases demonstrate clearly that much may be accomplished even 
in most unfavorable subjects.

General Hints in Operations for the Removal of Uterine Myomata.
The following procedures we have found of especial value, I adore, during, 

and after hysteromyomectomy.
If e f o re O p e r a t i o n . When the patient is very anemic we build her 

up with rest, good food, iron, strychnin and plenty of fresh air, and ojwrate before 
the next period, if this is likely to be profuse.

Inoperable cases may later become operable.
Remember that almost moribund patients may recover if operated u|m»ii.
Never operate without full permission to do all that is necessary, and then 

be as conservative as possible.
Never tell tla* patient that there is no danger in the operation.
Have the bowels well emptied before operation.
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During Opérât i o n .—Always determine the upper limit of the bladder 
with the catheter before opening the abdomen.

When a pelvic abscess exists, drain through the vagina and do a hysterectomy, 
if necessary, two or three months later.

A good long abdominal incision saves time in the end. Cut down almost to the 
symphysis.

Km ploy the operation offering the quickest and easiest removal of the uterus, 
and involving the least danger of loss of blood and of infection.

A tumor wedged in the pelvis can sometimes be pushed up by the hand in 
the vagina.

Rotate or “lateralize” a tumor to facilitate its delivery from the abdomen. 
A corkscrew introduced into the tumor answers as a good tractor in some 
cases, but should not be used where malignancy is suspected.

(let at dense adhesions from the under surface if possible.
Where dense intestinal adhesions are present, sacrifice the outer coats of the 

tumor (Fig. 377, p. 035). Do not injure the bowel.
When large omental vessels enter a myoma, ligate and tie distallv and 

proximally. These vessels are very friable, and may tear if clamped.
The ovarian and uterine vessels in difficult cases may be more easily exposed 

by rotating the uterus.
Treat the cervical canal as if it were an infected area.
When the tumor involves the cervix, do a complete hysterectomy.
Cover in all raw areas when feasible.
If a large raw area involves several inches of small bowel, short circuit by 

means of a lateral anastomosis, and then roll in the raw area (Fig. 378, p. 635).
A f t er - t reat m e n t .—(live enough morphin to relieve pain during 

the first twenty-four hours.
Let the patient drink all the water she desires from the time of operation, 

provided there are no especial contraindications. If she vomits, the stomach 
will be thoroughly washed out. If she retains the water, the excess of mucus 
will be carried into the bowel.

Get the patient on the back-rest in two or three days after operation, if 
feasible.

Vso little catharsis—rclv chiefly on enemata.
If there is the slightest sign of intestinal obstruction, give no cathartic by 

mouth, as it may increase the kink. Coax the intestinal contents down with 
enemata.

A low enema of two ounces each of glycerin and water will almost invariably 
relieve abdominal distention if not due to obstruction.

Open the abdomen at once if there are definite signs of peritonitis or 
obstruction.
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Bladder- attachment

Fiu. Ü70. An I.niuvatiox for Aiiimimixai. Inhtkao of Yauixai. Hystkhoxi r omkc.tomv. ij nat. sue. i 
Path. NU. 11HII). Some surgeons advocate vaginal removal of the myomatous uterus as a routine procedure, 

hut in our experience the enlarged uterus is often adherent to the omentum or to the liowel, ami removal from 
below would prove a hazardous procedure. In this ease we have a large left pus-tube which did not lie in the 
pelvis, but high in the abdomen. Its removal from below, even in the absence of the large myoma in the 
left broad ligament, would have been fraught with grave danger. As we are never absolutely sure what we will 
find on exploring the abdomen in these cases, it certainly seems that abdominal hysteromyomectomy is. ns a rule, 
the more surgical procedure.

(VJS

Omentum,
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Vaginal Hysteromyomectomy.
Vaginal removal of the uterus is easily carried out provided the myomata 

are few in "1er ' small size, and provided there is a certain amount of 
prolapsus.

In about one-half of the cases the appendages were adherent (see p. 337), 
the adhesions adding materially to the difficulty of removal through the vagina.

The uterus may be removed intact by the usual method; but, if too large, 
may be drawn down, bisected, and removed, as has been so brilliantly done by 
Dôderlein. Segond, Krônig, Wertheim, and others.

Our findings at operation have only served to strengthen our opinion that 
when the uterine myomata are of sufficient size to cause trouble, it is wiser to re­
move the uterus from above, especially as in some instances there are other and 
unsuspected pathologic conditions in the abdomen requiring treatment (Fig. 
370), lesions that might be totally overlooked unless the abdomen were opened.

We must admit that the recovery after vaginal hysterectomy is a more 
speedy one, and that the immediate discomforts are infinitely less, but in the end 
we feel that the patient’s condit ion is much better after the abdominal operation.

Out of the total of 993 hysteromyomectomies only 24 were by the vaginal 
route.

5 2
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DIFFICULT ABDOMINAL HYSTERECTOMIES.

Thick Abdominal Walls. -The thickness of the abdominal wall plays an im­
portant rôle in all difficult abdominal operations for myomata. If the walls 
arc thin and lax, c\|sisnrc of the nlidominn! contents is easy, but. when much 
ndi|x>se tissue is present, removal of the uterus is often fraught with the greatest 
difficulty. The thickened abdominal walls naturally increase the distance to the 
pelvis, and in these eases there is liable to be much subperitoneal pelvic fat, and 
also much fat in the omentum. Moreover, these patients usually breathe badly.

(iyn. Nn. 3338. The enlargement wits 
title tu » myoma in the posterior wall. If 
the myoma is soft, as in this ease, the car­
dinal vessels are easily controlled, but when 
the tumor is very dense, it may lie impossible 
to reach the ovarian or uterine arteries. 
In the latter case myomectomy, with subse­
quent hysterectomy or bisection, would have 
to be resorted to. This uterus could not be 
dislinlged from the pelvis prior to operation.

An Incarcerated Myomatous Vtkrui

(iyn. No. 31 HI. The pressure symptoms were so 
severe just prior to operation that the patient, aged 
thirty four, could not work. In order to get at the cardi­
nal vessels and to deliver the tumor it was necessary to 
have an assistant press up from below. Kven then de­
livery of the uterus would have been exceedingly difficult 
had not one of the myomata been soft us the result of 
degeneration.

The amount of adipose tissue may he marked. Thus in Case 2713 the ab­
dominal walls were (> em. in thickness.

Uterine Myomata Adherent to the Abdominal Wall. When the myomata 
are undergoing suppuration, they naturally become adherent to the surrounding 
structures, and. if near the abdominal wall, the nodule may become densely 
adherent to the peritoneum of the lateral or anterior wall, as was pointed

o:to
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out in Chapter IX. Pelvic adhesions are very fre(|uent. If the inflammatory 
reaction has been marked, adhesions between the alxlominal wall and the 
myoma will be found in a few cases. In the following cases, in which the my­
oma had not undergone suppuration, adhesions to the abdominal wall were 
noted—Gyn. Nos. 2691, 3140. 4870, 7237, 7730, and San. No. 1040.

Raw areas on the abdominal peritoneum naturally cause the surgeon much 
concern. His aim is to draw over the peritoneum and completely cover them, 
but if the process has been a recent one, there is liable to be considerable indu­
ration, and the peritoneum is brittle in­
stead of elastic and pliable. In such a 
case it is almost impossible satisfactorily 
to eliminate the formation of intestinal ad­
hesions at these points.

Myomata Snugly Filling the Pelvis.
Fig. 371 represents the type of a myoma 
that is often difficult to remove. It fills 
the pelvis snugly and cannot be dislodged 
upward into the abdominal cavity. Con­
trol of one or other uterine vessel is diffi­
cult, but when one side has been tied and 
cut, the cervix can be cut across and the 
tumor rolled out. If this plan is not feas­
ible, it may become necessary to shell out 
the large tumor and do a hysterectomy, or 
bisection may be resorted to.

In Fig. 372 we have a very large un­
wieldy tumor, which not only completely 
fills the lower abdomen, but also the pel­
vis. In such a case shelling out of the 
myoma or bisection is out of the question.
The only chance of removing the uterus 
lies in so rotating the tumor that the uter­
ine vessels on one side can be controlled.
The cervix is then cut across and the uterus removed.

Fig. 373 shows a rather unusual condition. The chief myomatous develop- 
inent having taken place between the folds of the broad ligament, it has become 
necessary to split the broad ligament on each side and carefully strip it off. 
Moreover, when the myomata develop in such a manner, the ureters may be 
displaced forward, outward, or downward, and their location must be ascertained 
most carefully. In this case the tumor was loosely adherent to the bladder and 
rectum.

Fig. 374 represents one of the most difficult cases the surgeon can encounter. 
The operation was begun from “ right to left.” Large masses of ovarian veins 
having been with difficulty tied and cut, and the bladder freed by dissection,

Fin, 873.—Rktropkhitonkal Development of
Myomata.

Gyn. No. 401)7. The myomatous uterus 
reached above the brim. The greater part of 
the myomatous development had been retroperi­
toneal. The rectal peritoneal reflection passed 
over to the myoma at the pelvic brim. Over the 
anterior surface the bladder reflection passed to 
the surface of the tumor, far above the level of 
the symphysis. Both the bladder and the rec­
tum were displaced high into the abdomen, and 
during the liberation of the rectum a tear, 2 cm. 
broad and 12 cm. long, was made in its outer

In such a case there is great danger of injur­
ing the ureters, which, as might be supposed, 
are displaced by the tumor.
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a large mass of knotted veins was revealed passing from the bladder to the uterus. 
All these were tied, and the right uterine vessels were then exposed and ligated 
with much difficulty. The cervix was cut across. The uterus was drawn up 
carefully, hut a > n and uncontrollable hemorrhage immediately followed.

Fui. 374.—A Vkiiy Difficult Hystkromyomkctomy. <1 nut. size.)

Ov. vessels
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Oyn. No. #015. Path. No. 3170. The body of the uterus reached the level of the umbilicus and lay sur­
rounded by myomatous nodules. The bladder hud been drawn upward almost to the umbilicus. The letters 
a indicate the limits of the peritoneal covering of the tumor.

It now became necessary to enucleate with the utmost speed. The tumor was 
liberated on the left side and shelled out. Blood was literally ladled out of 
the pelvis, and all spurting vessels were caught. The tumor was cut away en­
tirely and removed. The bladder was torn from the trigonum to the symphysis 
and drawn out in a long thin flap. It was sutured, and the raw pelvic areas
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were covered over. Apart from a mild phlebitis in the left leg on the twenty- 
third day, the patient made a perfect recovery. If the uterus had not been re­
moved with the utmost speed, the patient in a few minutes would have bled to 
death on the table.

In Fig. 375 the myomatous uterus accurately fills the pelvis and, viewed 
from the abdominal incision, would seem difficult of removal. A previous care­
ful bimanual examination, however, would have demonstrated that the uterus

l ■
f I

s-Sfc.

Fio. 375. A Myomatous Utkiivh Blocking the Pelvis.
Autopsy specimen, January 15, I8!)7. The uterus tills the pelvis snugly and has crowded the greater part of 

the blmltler above the symphysis. Viewed from the nlsloiuiuul cavity, it seems almost impossible to lift the uterus 
out of the pelvis, but from Fig. 3711 we see that it could be readily dislodged either by upward pressure from 
below or by means of a corkscrew from above. (After Howard A. Kelly.i

could be readily dislodged into the abdomen (Fig. 376), and myomectomy or 
hysterectomy, according to the age of the patient, rapidly carried out.

Intestinal Adhesions. When we consider in how many cases the appendages 
are adherent (see p. 337) and, referring to the chapters dealing with parasitic 
myoma and suppurating myomata, follow the details of those cases in which the 
myomata were densely adherent to the rectum, or where hysterectomy was 
rendered exceedingly difficult on account of the uterus being bound down, we can 
readily understand why intestinal adhesions are commonly found.*

* Pronounced intestinal adhesions were noted in the following eases: Gyn. No. 515, 1151, 
•2108, 2091, 3394, 3842, 3921, 4370. 4731. 4732, 4870. 4917. 5123, 5200. 5392, 6183, 0324. 0432. 
0521,0791,7004,71 SI,7220,7549. SOOK. 9027.907S. 9342,9078,9730.10651,11472,12209,12488.
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The bowel may become adherent to the myomatous uterus, to one or both 

appendages, or to the abdominal wall; or, as a result of a general peritoneal 
infection, the intestinal loops may become adherent to one another.

If the peritonitis has been of recent date, the involved intestinal loops are 
much injected, frequently edematous, and are easily parted, but their separation 
is followed by very profuse bleeding from capillary oozing.

Where the intestines have been long adherent, if loosely attached by fan-like 
adhesions, these can be readily cut without any hemorrhage. In some instances,

■
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Flu. 37«. A Myomatous Vtkki's that Tknoku to Sau Down and Cohplbtki.y Fill tiik Pelvis. 

Autopsy, January 15, 1S07- For the uterus before being dislodged from the pelvis see Fig. 375. (After Howard

however, the intestine is so glued to the tumor that it is necessary literally to cut 
it away. In such a case the wiser procedure is carefully to dissect through the 
outer layers of the tumor, leaving them attached to the intact bowel (Fig. 377).

When a large raw area is left on the intestine, it is usually advisable to short- 
circuit the gut just beyond and turn the raw areas in upon themselves, as 
indicated in Fig. 37-S. The treatment necessary when suppurating myomata 
open into the bowel is described on p. (ill?.
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Myomatous Uteri Associated with Pelvic Abscess. In sonic of the cases the 
operator can definitely outline the myomatous uterus from ulxive, while on 
vaginal examination induration 
of the vault can be detected.
This board-like thickening can 
usually be readily distinguished 
from the globular bulging of a 
myoma in Douglas’ sac. When 
such an induration is present, 
hysterectomy is for the time 
being contraindicated. An in­
cision should lie made behind 
the cervix, and Douglas’ pouch 
drained. Usually the patient 
will improve rapidly, and the 
vaginal tissue soften materially.
She may be sent home for a few 
months, and then return for the 
hysterectomy. It is astonishing 
to note how much the nodular 
uterus loosens up as a result of the drainage, and what would have been a for­
midable and dangerous operation now becomes relatively easy. The following 
case illustrates such a plan of treatment.

Fir.. 378.—Method of Dealing with Extensive Intestinal Adhesions.
A iiulirntes three raw areas—points at which the bowel has been adherent to the myoma. To cover them 

in successfully necessitates much narrowing of the lumen of the bowel, with the danger of postoperative obstruc­
tion. One of us (CullenI in such cases does a lateral anastomosis as a routine procedure In Fig. u, at a. the
line of the anastomosis is indicated. The raw areas of the bowel are then turned in upon themselves, leaving a
perfectly smooth, tongue-shaped projection, c. The results have been most satisfactory.

V r e 1 i m i u il r y c v a c u a t i o n <> f a p e 1 v i e a b s c e s s ;
sequent h y s t e r o m y o in c c t o m y .

Fig. 377.—Leaving tiie Ovtkh Layers of the Myoma At­
tached to the Bowel.

In some cases when the bowel is densely adherent to the 
myoma, as at A, the outer layers of the tumor can he left 
attached to the intestine, as indicated by the dotted line a b. 
The freed bowel then presents the picture It. The bowel-wall 
is thus preserved intact, and the lumen is encroached upon 
only slightly.
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Mrs. H., thirty-eight years of age, was admitted to the Church Home and 
Infirmary on March 31. 11)01. She had for a long time complained of a pain in 
the lower abdomen. Occupying the entire lower abdomen was a hard mass 
which reached almost to the umbilicus. Through the rectum a distinct bulging, 
irregular in character, could be detected.

( )n opening Douglas' sac through the vagina we encountered a smooth pocket, 
0 cm. in diameter. On the left side was a pus-cavity containing f>00 c.c. of 
grayish-yellow, non-odorous pus. Both cavities were drained. The patient 
left the hospital with instructions to return later for hysterectomy.

July 20, 11)01: She had improved greatly in health, but the pain in the left
side had been persistent. On opening the 
abdomen we fourni many adhesions, and a 
myoma 0 cm. in diameter. The right tube 
and ovary were much enlarged and densely 
adherent. The left tube and ovary formed 
a mass <S cm. in diameter. We amputated 
from light to left with much difficulty, but 
were able to control the vessels perfectly. 
Vaginal drainage was employed, and the 
patient made a good recovery.

While it is, as a rule, advisable to drain 
an abscess ami do a hysterectomy later,

I'm. .'mi. a i.xin.I-, aiiki khh i.vim; antmuor there are certain cases in which this is not
AimMAim s i .m,, s. feasible. In Fig. 379. for instance, the pel-

IHIK. I he imtienl wu.« forty-one 1
nl colored. Three weeks before vie al)SC('SS hlV antei'io!' to tllC UtCITlS. ailll

admission, while washing clothes, she hail severe . . , . , ,
pain in the lower abdomen, and on the follow- XNltllOUt ail nbtloillillUl OpCIUtlOll COllltl llOt

,l"'; ""V1 ........  ttl.l',"ii»a| .w.llin*, .ll.. ||nV(, |HV„ ilitl'lligOlt!v 111111111111. Ill this
was m bed for two weeks before admission.

At operation the bladder wan found ex- case it Was wist‘1’ to (Id a hysterectomy at
tending half-way to the umbilicus, ami the intes- .
tines were everywhere adherent. Anterior to ‘lie SHIUC tllllt*.
the globular myomatous utems lay the large ab- The Treatment of Apparently Inoper-
scess indicated by the shaded area. Both tubes r
were tilled with clear fluid. Hysterectomy was able Uterine Myomata. (îrcat difficulties
performed, and the abscess druined through the 
vagina. Recovery. are occasionally encountered when the in­

testines have been imperfectly t , or
when the abdominal organs are so loaded with fat that exposure of the field 
of operation is almost impossible. In a few instances the pelvis has been so 
deep that great difficulties were experienced in removing the uterus.

We are here chiefly interested in those cases in which, on account of dense 
adhesions or the coexistence of a purulent collection in the pelvis, hysterectomy is 
almost impossible.

Case 71 SI is an example of that class of cases in which the operator, on opening 
the abdomen, feels almost hopeless. Kverything is so glued down and covered 
with adhesions that few, if any, of the familiar landmarks are visible. Finally, 
he finds one point of vantage, and after loosening up this area, another is exposed, 
until in the end the uterus can be removed.
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Gyn. No. 7181.
A d e 11 s v 1 y b (1 h (- r e 111 m y « m a t o u .s u torus.
A. R. L., marriod, white, aged forty-two. Admitted S<‘pteml)er 4; dis­

charged October 1, 1899. On section of the abdomen the omentum was found 
drawn out into a cord-like mass, 9 cm. broad. This was spread out over the 
surface of the tumor and had become adherent to the bladder. The tumor was 
wedged in the pelvis and immobile; a nodule, about I I cm. in diameter, extended 
upward and lay against the right costal margin. A hand was passed under the 
mass, and by rotation the nodule was brought out of the abdomen. The main tumor 
mass was then partially raised out of the jielvis. The uterus was everywhere 
surrounded by adhesions, and jiosteriorly no opening could be found on the left 
side. The left tube and ovarv were densely adherent and were plastered on the 
side of the tumor: the left broad ligament lay spread out over the surface. 
Posteriorly, the small intestines were everywhere densely adherent to the tumor, 
and it was itnjiossiblo to pass a hand beneath the tumor on account of adhesions 
to the large bowel.

(>n the right side everything was glued down. The ileum and appendix were 
adherent to the infundihulopclvic ligament. The right broad ligament was very 
much thickened, and was drawn up over the mass; beneath it, in the angle be­
tween the pelvic wall and the fundus, was a small cystic tumor. The bladder 
was drawn high up over the tumor and covered a myomatous nodule.

()peration. The omentum was ligated and released, the small gut freed along 
the posterior border. The left tube and ovary were dissected free with scissors. 
It was still ini}H)ssible to budge the tumor. Finally, an opening was made and 
the ovarian vessels were caught about 8 cm. above and under the sigmoid, which 
also had to be dissected back. The right round ligament was next caught and 
severed, and now, for the first time, the tumor commenced to yield. The bladder 
was most carefully outlined and pushed down with a sponge. The engorged 
left uterine artery was exjxiscd, caught, and ligated with heavy silk. Kven 
then the tumor was so immobile and so densely adherent posteriorly that it 
was deemed best to control the vessels on the right side. This was accomplished 
with the greatest difficulty. The right ovarian vessels were controlled after the 
most careful dissection. An attempt was made to control the right uterine 
vessels, but they could not be exposed. The subvesical vessels were large and 
bled actively. The cervix was amputated: free hemorrhage followed, but the 
right uterine vessels were then caught with clamps and the right broad ligament 
was clamped and cut. After removal of the uterus the right tube and ovary 
were gradually dissected loose. The remainder of the operation was carried out 
in the usual manner. The patient made a very satisfactory recovery.

C. H. I., Case K. March 14, 1903.
I'ferine myomata associated with an ovarian ab­

scess, an abscess in the omentum (Fig. 3X0), partial
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o I) s t r u c t ion, r v 1 i e I" I) y v x p 1 o r a t o r y o p v rati o n . 
II y s t e rcc t o in y t w o w e c k .s later.

Case K.. seen in consultation with I)r. A. Barr Snively, of Waynesboro, Pa., 
on March 14. BIOS, is an excellent example of what may he accomplished by 
completing the operation in two stages. When the patient was first seen, there 
were symptoms of obstruction. These were relieved, and the abdomen was

’if -A,

■ y

mm

Fin. 380.—CiRcvMsnuiiKD Abscess in the Omentum Associated with a Henhei.y Adherent Myomatous 
Fteri s and an Ovarian Aiisces».

C. H. I., K., March llli, 1903. The uterus reached to the pelvic brim. In the longitudinal section of the uterus 
three myomata are seen. It also contained others. Projecting into the uterine cavity is a polyp. The posterior 
surface of the uterus is densely adherent to the rectum. One ovary had been converted into an abscess sac. This 
is not, however, visible at this level. The omentum is markedly thickened and contains an abscess.

drained. After a delay til nearly two weeks il was possible to do a complete 
hysterectomy. Had we attempted a radical operation when the patient was first 
seen, she would have undoubtedly died on the table.

This patient had been ill for about a year, and several months before had 
had an attack of pelvic pain, very severe in character. For the previous two 
days the temperature had been from 100° to 101° F., and the pulse had been
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rapid. On tin* night before 1 saw lier sli<‘ collapsed, and her pulse was almost 
imperceptible. She was too weak to be removed to the hospital, and operation 
was imperative. A median incision was made, and the uterus found extending 
slightly above- the- pe-lvie brim. It was everywhere we-elge-el in the* jx-lvis and 
covered with de-nse aelhe-siems. Over the surface of the tumor the- omentum and 
several loops e>f small bowe-l had grown fast. To relieve the pain, we loosened 
up the intestinal loops and then closed the abdomen.

March 20, 1903: The- ute-rus cemtaine-el se-vend myennata; lx>th tube-s we-re- 
fille-el with pus ami glue-el to the pelvic He>or. On the* le-ft siele- was an ovarian 
absce-ss containing a cemsiele-rable- e plant it y of ve-ry fe-tiel pus. Fnuele-ation was 
ceaninence-d from the- le-ft side, ami was feiunel to be- impracticable-. The right side- 
was gradually liberated, the ute-rus cut fremi right te> le-ft, and also pulle-el away. 
The walls of the- absce-ss still re-nmine-el, and tlie-re was cemsiele-rable- ble-e-eling fremi 
the- pelvic floor. A pe-lvie drain was carried eleiwn through the- vagina.

Pre-paratory to closing the- abelome-n we- care-fully e-xamined the* omemtum ami 
found that it cemtaine-el a mass abend 10 cm. in diame-te-r. The- emientum was 
ve-ry hard, and the condition suggested a foreign beiely. In e>rele*r that there might 
be as little* e-scape- e>f pus as jieissible- we* incised the* le-ft re-ctus, continuing the- in­
cision five inche-s to the- le-ft. The e>t ntum was tied off and removed. The 
thickening was found to be- due to an isolatedemie-ntal abse-e-ss (Fig. .'ISO). At one* 
point the absce-ss re-ached the* pe-ritone-um, ami he-re*, over an are-a 1 x 2.5 cm., 
the* surface had be-e-ome m*cmtic. The* patie-nt maele* a ve-ry satisfactory rece)very.

There- are othe-r case-s in which the- eipe-rator, once he- has commemcid the- ope-r- 
atiem, from the- character of the- comlitiem, is force-el te> it, not being able*
to abandon it at any stage. One* patie-nt came* with a large* umbilical hernia, 
densely adhere-nt omentum, anel a large* myomatous uterus filling the- gre-ate-r 
part of the alwlemie-n, and assex-iate-el with a large* eivarian abse-e-ss eommunicating 
with the* bowel. This is a typical example- of such a group e>f e-ases. This patie-nt 
was, fortunate-ly, in g<>ed condition, anel made an e-xce-lh-nt recovery. In many 
of these cases, he>we-\ . the- surgeon is in a epiandary as to what shemhl be- elone-, 
realizing, on the* om uid, that the- patient is eemtinually leising ground, and, on 
the- other, that oj it ion is fraught with gre-at ehuige-r. As a rule, the* e>|x-ratiem 
e»ffe-rs the end y ihility e»f re-lie-f.

Gyn. No. 5123.*
V m b i I i c a 1 h e r nia: m u 11 i n 0 el u 1 a r in y e> m a tous u t e r u s ; 

large* 0 v a r i a n a b s c e* s s c e) m m u n i c a t i n g w i t h t h e s 111 a 11 

b o w e-1 ; h y s t e* r e- c t e> m y : r e- c o v e* r y . ( Fig. 381.)
R. L., eoloreel, age-el fe>rtv. Admitted March 23, 1897. The patient had 

first notie-e-el a tumor ten years befem*. At times she hael hael a great ele-al e>f 
abdominal pain, and on one occasion had been confined te> be-el for three months.

* Thomas 8. Cullen, Johns Hopkins Hosp. Hull., S, 1H97, vol. viii, p. 217.
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On account of the irregular hernial protrusion the abdominal incision was com­
menced at a point midway between the xiphoid and the umbilicus, and continued 
downward to within a short distance of the pubes, the hernial sac being encircled 
and removed. At the umbilicus the omentum was firmly adherent. Presenting 
at the incision were several subperitoneal myomata. To these the omentum was 
also firmly adherent. After these adhesions had been loosened up the nodular 
myomatous uterus, 21 x *2N cm., was delivered (Fig. UNI).

mm \
Omentum

‘usTuke

Km. 381. A l.oM.m insM Smtiiin ok tiik Ahihimkn hiiowim. a\ I'miiii.iiai. IIkhma, a I.akok, Dkxhki.y 
Anmitivr Mvomatoi m Vti hi h. ami ax Ovarian Ahhckhh.

CJ> ii. No 51211. Thi' section shows, from above downwiinl, an umliilicnl hernia, a large mulliniHliilar myoma 
toils uterus, on the upper anil anterior surface of which the omentum is mIherenl, a pus-tube, ntul an unusually 
large ovarian abscess, which couiinuniealeil with a loop of small intestine. The abscess was more on the right 
sit If of the hotly, bill has I.... .. drawn on the same level to bring it out more clearly, i After Thomas S. Cullen. <

< fecupying the posterior part of the pelvic cavity was an elastic tumor, 17 cm. 
in diameter. This looked like an ovarian cyst, and was intimately adherent 
to two loops of the small intestine. During an attempt to shell off the outer 
layers of the cyst, leaving them attached to the intestine, the cyst ruptured and 
was found to contain about 900 c.c. of grayish, fetid pus. After removal of the 
uterus the ovarian abscess was freed: it was necessary, however, to leave a small 
part of the sac attached to the intestine, and on careful examination an opening,
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I cm. in diameter, was found between the intestine and tile abscess sac. The 
margins of the intestinal opening were almost as dense as cartilage, but very 
triable. After a good deal of dissection it was possible to turn in the edges,and the 
opening was closed with line silk sutures. These were now supported with a second 
and a third row. The abdomen was closed without drainage, and the patient 
made a good recovery.

The Gradual Absorption of Adhesions after Abdominal Sections. The mere 
opening of the abdomen is in some cases followed by partial absorption of dense 
adhesions. Case \Y. affords a striking example of such an amelioration of the 
condition. On opening the abdomen we found dense adhesions everywhere, 
and the operation had to be abandoned at once on account of the patient’s 
precarious state. She gradually improved, and on several occasions, in the 
course of the next few months, she was brought to the operating-room, but 
each time to no avail. Finally we were able to open the abdomen, and were 
greatly surprised to note how the tumor had loosened up. Hysterectomy was 
performed, and the patient was well several years after. In this case she would 
certainly have succumbed on the table had we attempted a radical operation 
when the abdomen was first opened.

A. W. Path. No. 8932.
S u c c e s s f u 1 h y s t e r e c t o m y aft e r s 0 v e r a 1 u n s u e c e s s - 

f u 1 a t t e m p t s .
A. \\\, aged forty-five, colored, seen in consultation with I)r. Brice (iolds- 

horough, at the Cambridge, Mil., Hospital, May 24. 1905. For four years her 
physician had boon endeavoring to have her submit to an operation for a large 
myoma, but she had persistently refused. When 1 saw her there was a great 
deal of abdominal distention: her pulse was weak and rapid. The history 
was strongly indicative of an accompanying peritonitis.

On opening the abdomen we found what appeared to be a lobulated myoma, 
everywhere adherent to the abdominal wall and also in the pelvis. The tumor 
bled on the slightest touch. As her condition was desperate, we thought it 
wiser to close the abdomen, hoping that at a later day we might remove tla­
nterns.

< >n several subsequent occasions she was brought to the operating-room, 
but as soon as the anesthetic was started her pulse would run up to between 120 
and 150, and become very weak. Finally, on August 17, 1905, she was again 
brought to the operating-room. Since the previous operation she had improved 
markedly, and the tumor showed much mobility. On opening the abdomen we 
found we were dealing with a multinodular myomatous uterus: one large nodule, 
fully 14 cm. in diameter, presented at the incision, and was adherent to the 
abdominal wall. It was shelled out, damped, and removed. A second nodule 
appeared on the left side. It was treated in a similar manner, and a third was 
removed from the pelvis. During liberation of the first large tumor we encountered
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an abscess which lay along the edge of and in a cleft of the tumor. The left tube 
contained a quantity of milky pus. We amputated through the cervix, removing 
the entire growth. The pelvis was drained, and the made a slow but
uninterrupted recovery, and in the course of a few months was able to resume 
her work.

The histologic examination showed that the abscess cavity noted in the cleft 
of the large myoma was lined with typical granulation tissue.

February 20, 1907. The patient's condition is excellent.

15
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' PREGNANCY AND UTERINE MYOMATA.

In the chapter on abdominal myomectomy \vc have considered those cases 
in which a myomectomy was performed during the course of pregnancy, and on 
p. ,">2H we have given data relative to the number of pregnancies or miscarri­
ages the patients had had before being operated upon.

In five other cases we encountered myomata and pregnancy at operation. 
In Case ('. II. !.. 620, the woman was thirty-five years old. and during fifteen

I n;. 3X2. A I.AHOK I'mi \< l"| ATKf> Sl'IIPl RITONF"Al. MYOMA CoMPI ICATINl. PllKUXANf'Y. i Hill. tile.

I’ttth. No. 740. iSpecimen seul by the bile l)r. Sinnsbury Sutton, of Pittsburg.) The uterus measures 0.5 
x || x 12 nil., the increase in size being ilue In the pregnunev. The lubes ami ovaries are normal. Attache»! 
to the posterior surface of the uterus by a very broad base is a markedly nodular myomatous mass, which meas­
ures 0x11x12 cm. For the interior of the uterus see Fig. 383.

years of married life had never been pregnant, but had missed her last two 
periods. For months she had been aware of a nodular growth in the lower 
abdomen. When the abdomen was opened, a large subperitoneal nodule was 
noted. The uterus was slightly enlarged and rather soft, so that a pregnancy 
was suspected. As the cervix, however, was very hard, and as the patient 
had remained sterile throughout fifteen years of her married life, we excluded



MYOMATA OF THF I TFUl'S.

a pregnancy and performed a hysterectomy. As will he seen from the accom­
panying history, the uterus contained a small fetus.

In Case 0508 the pregnancy was recognized clinically, and an attempt was 
made to remove the large myomata without disturbing gestation. The bleeding 
was so alarming, however, that complete removal of the uterus was deemed 
necessary in order to save the patient's life.

In Case 12002 a widow, forty-four years of age, gave a history of having missed 
her period five months before admission and of some distention of the abdomen. 
A large multinodular uterus was detected, and the breasts were full of colostrum. 
After carefully weighing the condition, the operator decided to remove the uterus,
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Fill. UST A XnltMAL VllKliNASfV Afhill I m il WITH A I.AIliil: Si lll’KRITOM \i. Myiimi. i, mil ai«e.)
Path. Sn. 740. .Specimen s«‘iit liy I hi1 late 1 »r. It. Slunaliury Sullmi.i The |iiclure represents the uterus 

in Fig. WJ after living u|)eiie<l. The uterine walls appear normal. The plaeental attachment presents the usual 
appearance, ami the fetus, which measure* 11.8 cm. in length in ils <louhleil-np position, is perfectly normal.

The myoma iliil not appear in any way to lie impeding the growth of the fetus. The only suspicion of a myoma 
s furnished by a small «uliperiloneal nodule on the left

feeling that, from the position of the tumors, delivery of a normal child would 
be impossible.

The pathologic report shows that the largest myoma was 12 cm. in diameter, 
and that there were also several submucous nodules.

Fig. 386 shows the enlarged uterus in Case 12587. The patient had missed 
two periods, but on admission the breasts contained no colostrum, and there was 
a brownish vaginal discharge. The cervix was larger than normal, but firm. 
Hysterectomy was performed, but when the uterus was opened a small fetus 
was found. In this case a continuation of the pregnancy would hardly have been 
possible.
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In Case 2434 the patient was over seven months pregnant. In the fundus 
were several myomata, and blocking the pelvis was a cervical myoma, 10 cm. in 
diameter. The patient complained of constant pain in the lower 
Normal labor was out of the question. The pregnancy was allowed to advance 
as far as possible, and Cesarean section, followed by supravaginal hysterectomy,

Fim. 384. A Prkonant Mvi.tixoih i.au Mvomatovh Vtkrvu. i$ not. size.'
Path. No. 8325. (Specimen sent by Dr. George Iten Johnston of Richmond. Va. > This pear-shaped uterus 

measured Hi x 10 x 25 cm. Scattered over its entire surface an- large and small suli|»eritoneal myomata. The 
appendages on both side* are normal, but the left tube is inserted on a higher level than is that on the right. 
For the upiienrnnce of the interior of the uterus see Fig. 38.r>.

was performed. The mother made a good recovery, but the child died suddenly 
without apparent cause twenty hours after operation.

The specimen shown in Figs. 3S2 and 3K3 was sent to us by the late Dr. It. 
St ansi mry Sutton, of Pittsburg, Pa. : and that in Figs. 3S4 and 385 by Dr. 
(ieorge Hen Johnston, of Richmond, Va.

Changes in the Myomatous Uterus Due to Pregnancy.—(î r o s s C h a n g e s . 
The cervix is usually much softer, but in some of our cases it was very hard.

6393
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On opening the abdomen one is instantly impressed l>v the marked increase 
in vascularity, as noted in Case 0508, in which, on account of the alarming 
bleeding, myomectomy had to be abandoned and hysterectomy performed. 
The tremendously increased blood-? may give the uterus a dark, purplish- 
red color, as was seen in Case 12587.

Whether the pregnancy is in any way mechanically interfered with will 
depend, of course, on the position of the tumors. In Fig. 882 we see an enlarged 
pregnant uterus, with a broad-based, lolmlated, subperitoneal myoma attached 
to its posterior surface. From Fig. 388 we see, however, that the tumor in no 
way had encroached upon the uterine cavity, and the development of the child 
was proceeding normally.

Fig. 884 shows a uterus fairly riddled with myomata, small and large nodules 
projecting forward from the surface. The interior of this uterus, as seen in Fig. 
885. shows that there were also interstitial and submucous myomata, and that, 
where the myomata were submucous, the placenta was atrophic or missing. 
Nevertheless, pregnancy was proceeding in an orderly fashion.

Fig. 880, from Case 12587, shows a dense, multinodular uterus, with one small 
submucous myoma and an early pregnancy. A full-term pregnancy was almost 
out of the question in this case, and the premonitory signs of miscarriage were 
already present. If the child had become viable, the cervical myoma (a) would 
have prevented delivery by the normal channel.

Nature has, however, the happy faculty of sometimes accomplishing what 
seems most Case 7549 affords a brilliant example. Seven weeks
after a normal labor a large, densely adherent myomatous uterus was removed. 
Filling up the entire uterine cavity was a sloughing submucous myoma, 9 x 15 cm. 
This case is illustrated on p. (15.

Histologic Changes. The individual muscle-fibers are considerably 
swollen, and the nuclei are usually more vesicular. They may, however, stain 
more deeply and be irregular in outline, as was noted in Case 12587.

In addition to the changes in the muscle-fibers, there is usually swelling of the 
stroma cells between the muscle-bundles.

Hyaline areas in the myomata seem to show an increased tendency to melt 
away when associated with pregnancy. This is strikingly seen in Fig. 84 (p. 
109).

Disappearance of Myomata after Pregnancy. It is claimed that in a few 
instances myomata that were clearly palpable before and during pregnancy dis­
appeared shortly after labor. We have never seen any evidence supporting this 
view, but our experience with pregnancy associated with myomata has been 
too limited to enable us to speak with any degree of certainty on this point.

I’m. 385.— I’ltKusAxrv in a Mvi.Tixonvt.Ait Myomatoum I'mirs.
I’ath. Xu. 8325. (Specimen sent by Or. George Hen Johnston, of Hiclmiond, Vu.) For I he u|>|ienrnnee of 

the intact uterus see Fig. 384. Scattered throughout the walls are interstitial and submucous myomata. The 
fetus looks normal, and from the head to the buttocks measures HI cm. in length. Where the myomata pro­
ject into the uterine cavity the placenta is very thin or entirely wanting. This is particularly well seen at a and a1 •

1
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Myomata associated with Pregnancy.

Gyn. No. 6508.
Karl y Pregnancy in a Myoma tons Items : Myomec- 

t o m y w a s a t t e m p ted. I) 111 II y «ter e c t o ni y li a d t o b e p e in­
form ed on account of the alarming hemorrhage.

A. married, aged thirty-four, white. Admitted November 14: dis­
charged December 20. 1898. There has been no How for the last six weeks. 
The entire right side of the abdomen is on a higher lev< " left.

Kxamination under Kther. An irregular tumor, approximately 11 x 12 cm., 
is felt low down on the right side of the abdomen. The mass is very hard, 
and appears to be made up of a number of superficial bosses with shallow sulci 
between them. The tumor is freely movable, and can easily be pushed over 
to the left side. On vaginal examination the outlet is found to he ? y 
relaxed. The cervix is well back, is soft and flabby, and instantly suggests 
pregnancy. In the anterior fornix is a small, hard nodule. The uterus itself 
apparently contains a three or four months’pregnancy. Operation, hystero- 
myomectoiny.

On section of the abdomen, the fundus is found to be dark purple in color, 
much enlarged, and traversed by greatly distended vessels. Springing from the 
upper anterior surface of the fundus is a pedunculated myoma, about 12 cm. in 
diameter. Projecting from the anterior surface of the uterus is a smaller myoma, 
about 8 cm. in diameter. Myomectomy was decided upon, and the small myoma 
was removed through a circular incision. Itemoval was instantly followed by a 
profuse hemorrhage, which was at once controlled by grasping the incision with 
the lingers. Attempts were made to control the bleeding with sutures: but 
there was much oozing from the needle punctures. Bleeding points were grasped 
with artery forceps, but a broad, deep sinus was opened, and a terrific hemorrhage 
followed. The uterine muscle tore wherever the forceps were applied. It was 
found that the only hope of saving the patient was to remove the uterus. 
An assistant grasped the cervix tightly with his hand, and thus controlled the 
bleeding. The uterus was removed in the usual manner. The patient made 
a satisfactory recovery.

Gyn. No. 12587. Path. No. 9348.
II y s t e r o m y o in e c t o in y . T he V t e r us (' o n t a i 11 e d a T wo

M ont h s ’ F e t u s ( Fig. 389). 1) e a t h o n the Fifth D a y ,
f r o m B r o n c h o p n e u m o nia.

S. ,1.. married, aged thirty-nine. Admitted December 30. 1905; died Janu­
ary 7, 1900.

For the last year and a half the periods have been increasing in length, 
sometimes lasting thirteen days. Seven months ago a tumor was noticed in the 
lower abdomen. Her last period was two months before admission, but two

5
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weeks ago there was a bloody discharge for two or three days. For the last two 
weeks she has been losing her appetite, and has had some nausea and vomiting. 
She has been forced to remain in bed for the last ten days. The breasts contain 
no colostrum. The lower part of the abdomen, as far as the umbilicus, is filled 
with a firm, nodular mass. A brownish, mucous discharge (‘scapes from the 
vagina. The cervix is larger than normal and is firm. The history is suggestive 
of pregnancy with myoma, but the examination is not conclusive.

Operation.—<>n section of the abdomen a dark, purplish-red, myomatous 
uterus was encountered. The uterus was boggy and suggested pregnancy. 
The vessels of the ovarian ligaments were greatly distended.

Hysterectomy was carried out in the usual manner, the uterus being am­
putated through the cervix.

The operation was a very difficult one. The patient left the table in a poor 
condition. On the following day her leukocytes were 30,600; the temperature 
was 102.6° F. She developed a pneumonia and died on the fifth day.

The autopsy showed, however, that a general peritonitis was the immediate 
cause- of death. There was an acute fibrinous pelvic peritonitis; thrombosis of the 
uterine and vesical veins, thromboses in the pulmonary arteries, pulmonary 
abscesses, bronchopneumonia, acute bronchiectasis and bronchitis, acute 
fibrinous pleuritis, acute diphtheric colitis, cloudy swelling of the viscera.

Path. No. 9348. The uterus (Fig. 38b) measures 1(1x13x14 cm., and is 
markedly nodular. Covering the posterior surface are many adhesions, and 
springing from the fundus is a sessile, mulberry-shaped nodule, 4 x ô cm. 
There are also numerous other nodules springing from the anterior and pos­
terior walls. Scattered throughout the uterus are nodules of various sizes. The 
uterine cavity contains a small fetus, which lies just beneath the small sub­
mucous myoma (d). The myoma projects a short distance into the sac.

Histologically, the uterine mucosa presents the typical picture of pregnancy. 
Over the submucous nodule, which projected into the uterine cavity, there is 
considerable decidual formation, but no glands. It is interesting to see the 
swelling of the muscl(‘-fibers and the stroma cells between the muscle-bundles.

In this case signs of miscarriage had already appeared, and had the child 
come to term, the myoma (a), as seen in Fig. 386, would have prevented delivery 
through the natural passages.

Gyn. No. 12902. Path. No. 9840.
A Multinodular Myomatous Uterus Containing a 

Pregnancy Between Two and Three Months.
I. L. P., white, widow, aged forty-four. Admitted May 5; discharged May 

27, 1906.
The patient has had no menstrual disturbance until a few months ago, when 

the flow began to increase. Four months ago the periods ceased, and it was 
thought the mse was coming on. During the last five months the 1.2054D-C
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hits rapidly increased in size. She experienced no pain until a month ago, when 
she was confined to bed for ten days. The pain was “jumping and gnawing’’ 
in character. The breasts were large and full of colostrum. On examination 
under ether the tumor is found to extend two inches above the umbilicus, and on 
the left side reaches the umbilicus. There is some blueness of the mucosa. The 
cervix is firm, the os slightly patulous. The fundus cannot be made out dis­
tinctly. but it appears to be continuous with the abdominal mass.

The history and the examination pointed to pregnancy at about the fourth 
month, but on account of the markedly myomatous condition of the uterus, 
it was thought that the patient would not be able to go to term.

Operation. On section of the abdomen the irregular and myomatous uterus 
showed at least fifteen myomata scattered over its surface. All the uterine 
vessels seemed dilated, and the body of the uterus was rather boggy. All the 
tissue was so vascular that even the smallest bleeding point had to be tied. 
The patient stood the operation well and made a good recovery.

Path. No. US ft). The uterus has been amputated through the cervix. It 
measures approximately l(i cm. in breadth, 21 cm. in length, and Id cm. in its 
anteroposterior diameter. The great increase in size is due to the presence of 
many myomatous nodules, the largest of which is approximately 12 cm. in di­
ameter and ." ' ritoneal. There are also numerous small ones, some of which 
are submucous. The uterus contains it fetus which is between three and four 
months old.

Sections from the endometrium show typical decidua, and we have here 
and there in it areas of coagulation necrosis and infiltration with small round 
cells an indication that a miscarriage would soon have occurred. The muscle- 
fibers in the myoma show a slight increase in size.

C. H. I. 620. Path. No. 8827.
An Karl y Pregnancy Discovered after It cm oval of 

the Iterus.
K. S.. married, aged thirty-five, white. Admitted May 2U: discharged 

June 24, l!N)f>.
The patient had been married for fifteen years, but had never been thought 

to be pregnant. She had missed two periods, however, just before admission. 
Cpon pelvic examination a myomatous uterus was diagnosed and an operation 
advised, as there had been a great deal of abdominal pain. On opening the 
abdomen we found what appeared to be a large myomatous nodule. The uterus 
was slightly enlarged and rather soft. We considered the possibility of preg­

in.. UXIl. An Ivvil.v I’ltlliNANCV IN a Myomatous I I I Ill s, I j lint. size.i

Uyn. N». I-*iN7. Path. Xu. 11348. Tim entire specimen measured 13 x 14 x HI rm. There are numerous 
subpcritoncul nml interstitial myomata. The s|ieeimeii has been opened front the front, a is a eervieal myoma 
ihat would have certainly prevented a normal labor; It is a shaggy placental covering of the fetal sac; e, a blood- 
clot; d is a small submucous myoma that encroaches on the embryonic sac; e is the thickened uterine mucosa.

In the right lower corner is a sketch showing the relation of the submucous myoma to the umniotic sac.
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nancy, but the cervix was very hard. The uterus was removed, and the patient 
speedily recovered.

Path. No. 8827. The specimen consists of a myomatous uterus, amputated 
through the cervix. The uterus contains a small fetus, 1.5 cm. in length. The 
uterus itself is nodular, and is 1(1.5 cm. broad, 8 cm. in length, and 8.5 cm. in 
its anteroposterior diameter. The largest myoma is approximately 11 cm. 
in diameter, and there is a diffuse myomatous thickening in the other portions of 
the wall.

Sections from the endometrium show the typical picture of pregnancy. The 
muscle-fibers, particularly beneath the mucosa, show some thickening.

Sections from the myoma show typical and wide-spread hyaline degenera­
tion, only a few fibers remaining here and there. The interspaces are divided 
by a substance that is granular (Fig. 84, p. 106). In places it stains slightly, 
at other points, deeply, the intensity of the stain indicating the density of the 
fluid filling tin* spaces.

Diagnosis: interstitial uterine myomata, complicated by a pregnancy of 
between two and three months.

Gyn. No. 2434. Path. No. 186.
P r e gn a n c y i n a My o m a t o u s V terns. Ce s a re an Sec­

tion folio w e d b y S u p r a vagi n a 1 II y ste recto m y.
Mrs. I). S., aged thirty-six, white, admitted November 28. 1898; discharged 

April 2. 1894. The patient had had one child and one miscarriage. Fetal 
movements were first noticed on October 16th. The patient was not positive 
when the menses had ceased. She complained of constant pain in the lower 
abdomen. After waiting nearly two months, Cesarean section was performed, 
as a large cervical myoma, 10x8x8 cm., choked the pelvis. After delivery 
of the child the uterus was amputated at the cervix. The patient made an 
uninterrupted convalescence. The child died twenty-four hours after operation, 
without any apparent cause.

Path. No. 186. The contracted uterus is 16 x 16x18 cm. In addition to 
the large cervical myoma there are several others scattered throughout the uterine 
walls. The largest of these is 5 cm. in diameter. Apart from the numerous 
myomata the uterus presented the usual appearance.

After studying the histories the reader may feel that poor surgical judgment 
was shown in some of the eases. In one case the myomatous uterus reached 
large proportions, and in the cervix was a myoma that would have effectually 
blocked normal delivery. In other cases there were already premonitory signs 
of miscarriage. It is easy to look back and see where improvements might have 
been made. In some instances it is difficult accurately to determine the con­
dition until the abdomen is opened. With the exact condition before him the 
operator, on the one hand, wishes to be conservative and not interfere with
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gestation, but, on the other hand, lie realizes that there is a peculiar proneness 
for these patients to miscarry, and lie also knows that if submucous myomata 
exist, they are liable to become infected. Furthermore, he cannot lose sight of 
the fact that, if radical procedures are deferred, in the near future it will Ix-come 
necessary to again subject the patient to an abdominal operation. In one 
or two of our cases it would have been wiser had we watched the patient, for 
a few months at least.

The aim in each case should be to effect a normal delivery at term, if that be 
possible, after which, if it be deemed necessary, the myomata or tin* uterus 
can be removed.

Recently Rland-Sutton has drawn to what lie terms red degenera­
tion of myomata occurring during pregnancy. Our experience with myomata 
in pregnancy has been so limited that we have had little opportunity of study­
ing this form of degeneration.

2359
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COMPLICATIONS FOLLOWING ABDOMINAL HYSTEROMYOMECTOMY.

Hemorrhage. Secondary hemorrhage after abdominal hysterectomy has. 
fortunately, been comparatively rare in our series. In recent years we have 
made it a rule to tie all the cardinal vessels twice, so that if, by any chance, 
one ligature is not tight enough, the second will effectually prevent bleeding.

In Case 3997 a densely adherent myomatous uterus, IS x 8 x 10 cm., was re­
moved through the abdomen. After operation the pulse become very weak 
and rapid. Hemorrhage was suspected, although no other signs of bleeding 
were noted. The abdomen was reopened twenty-four hours after the operation, 
and a large quantity of free and clotted blood was found. The bleeding was from 
the left ovarian artery. This was retied securely. At the end of the operation 
the pulse was Kit). A liter of saline solution was introduced under the breast. 
The patient was discharged well.

In Case 7330 the multinodular uterus extended half-way to the umbilicus. 
One of the nodules had encroached markedly on the anterior vaginal wall. On 
the tenth day a hematoma was detected, which lay in front of the cervix and 
filled both broad ligaments as far as the pelvic brim. Through a vaginal opening 
the clot was removed and the cavity lightly packed. The patient was discharged 
well on the twenty-seventh day. In this case the bleeding was in all probability 
due to a continuous ooze from small vessels, and did not come from an artery 
or vein of any appreciable size.

In Case 9730 a boggy, adherent, myomatous uterus was removed, together 
with the adherent appendages. The abdominal wound broke down. In the 
pelvis was an accumulation of blood, and in both broad ligaments, clots. 
The thickening was more marked on the right side. Vaginal section was done, 
the pelvis drained, and the clots were removed. Rapid recovery followed. In 
this case also the bleeding was ‘ due to oozing rather than to any free
hemorrhage.

In Case 3977 the catgut ligature controlling the left uterine artery absorbed 
too rapidly, and the patient died from hemorrhage on the eighth day. This ease 
is described in detail on p. 081.

Symptoms Suggesting Hemorrhage. -In Case 3492 hystero- 
myomoetomy was done and the patient had a sudden fainting spell on the 
nineteenth day ; the pulse rose to 130, the respirations became rapid, the hands 
were clammy, and she presented the picture of hemorrhage. The abdomen 
was opened with negative results. The ease was later supposed to be one of 
pulmonary embolism. It is reported in detail on p. 009.

D3/C



COMPLICATIONS FOLLOWING ABDOMINAL 11YHTK HOM Y OM KCTOM V. (>55

In such cases as this it is usually much better to explore the abdomen at once. 
Naturally, the already existing depression is intensified to some extent by the 
anesthetic and the exploration, but through a very small opening one can at once 
determine whether the abdomen contains free blood or not. If there is hemor­
rhage and prompt action is deferred, the patient may be too weak to stand 
any operation when the diagnosis becomes certain. Where there are definite 
signs of hemorrhage, the abdomen should be opened at once.

Elevation of Temperature. -In reading the postoperative histories of patients 
from whom a myomatous uterus had been removed through the abdomen, we 
have often been surprised to see it stated that the patient had absolutely no 
elevation of temperature. This has not been our experience. From the ac­
companying tabulation of 100 uncomplicated abdominal hysteromyomectomies, 
taken in their regular sequence, it will he seen that in only 15 per cent, did the 
temperature remain below 100° F. In over half of the cases it at one time 
reached some point between 100.2° and 101° F., and in five cases it was over 
102° F.

From the statistics, as frequently published, the operator would be alarmed 
if the teiiqiemture reached 101° F., but, as .«-en from the table, it is of common 
occurrence, and in the absence of complications should occasion little uneasiness.

TABLE SHOWING MAXIM I'M TEMPERATI RE IX 100 CASES AFTER AN ! Nm.MI’ll 
CATEI) IIYSTEIR>MY<>ME(T(>MY.

99 to 100 in Li per cent, of the cases
100.2 to 101 in 01 per cent. “ “ “
101.2 to 102 in 19 per cent. “ “ “
102.2 to 103.8 in f> per cent. “ “ “

100 |H-r cent.

The maximum temperature usually occurs within four days after operation. 
It was present on the second day in 52 per cent, of the cases, as seen from the 
second table.

DAY OF MAXIM I'M POSTOPERATIVE TEMPER ATVRE.
day after operation in lf> per cent.

Second
Third If) per cent.
Fourth 4 per cent.
Fifth 0 per cent.
Sixth 3 per cent.
Seventh 2 per cent.
Eighth 2 per cent.
Ninth 1 per cent.

Total........... I(M) per cent. “ “ “

Hot \V c a t h t* r a s a Cause of Post o p e r a t i v e l1» 1 e vat i o n 
o f T e m p t-rat u r e . We have occasionally noted an unusual postoperative 
rise of temperature in patients operated upon in excessively warm weather.
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Whether this rise- is dependent upon the atmospheric condition or not it is impos­
sible to say, but the repeated coexistence of these two phenomena strongly sug­
gests that hot weather predisposes to a postoperative elevation of temperature.

Pulse. With the elevation of temperature that usually follows an abdominal 
hysteromyomectomy, there is naturally an acceleration in the pulse-rate.

Hanoi: of the maximim postoperative rt lse-hate in ickisimple and svc-
CESSFIL ABDOMINAL HYHTEROMYl>MEt’T<i.MIES.

00 to 100 in 82 jH-r rent, of the rases
102 “ 120 “ 55 per rent.................
122 “ 130 “ 7 per rent. “ “ “
132 “ 140 “ 0 per rent. “ " “

Total ....... 100 per rent. “ “ “

In nearly ON per cent, the pulse reached 102 or over shortly after operation. 
The table giving the day of most rapid pulse-rate shows that it occurred most 
frequently on the second and third days after operation.

DAY OF MAXIMI M POSTOPERATIVE PVLSE-HATE.
First day after operation in 13 per rent, of the rases.

Third

Fifth

“ 20 per rent.................
“ 11 |M-r rent. “ “ “ 
“ 5 i>er cent. “ “ “

Seventh
1 per rent 
I per cent

Eighth
Eleventh

Total

A It a p i d I* u 1 s e. -When tin- myoma has been complicated by pus-tubes 
ora pelvic abscess, it is perfectly natural that the pulse-rate should be rapid not 
only during, but also after, operation. A quickened pulse is likewise usually 
noted when peritonitis is developing.

In Case 8405 the patient ha in of the heart and shortness of breath,
associated with, and probably dependent on, an enlarged thyroid. Spinal 
cocain anesthesia was employed, and the abdomen opened. The pain was so 
severe that et her had to be substituted. Hysterectomy was then performed. On 
leaving the table the patient had a very rapid pulse and rapid and shallow res­
pirations. The pulse varied from 180 to 200 for the first twenty-four hours, 
and then gradually became slower.

It is difficult to determine whether the spinal anesthesia, the goiter, or both 
were in any way responsible for tin- rapid pulse.

These figures will naturally vary somewhat in different clinics, but it is 
readily seen that, even in the simple uncomplicated abdominal hysteromvo- 
mectomies, there is usually a definite rise of temperature and pulse at some period 
during the convalescence.
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Postoperative Retention. Retention of urine following the average hystero- 
inyomoctomy has not been very eonnnon in our experienee. Where the bladder 
has been drawn high up on the surface of the tumor, it may be several days be­
fore it regains its normal power of contractility, and temporary retention may 
occur. When the bladder-walls are greatly hypertrophied, retention may occur, 
as was noted in Case 3445.

As a result of the removal of the uterus, the position of the bladder is naturally 
altered, and this tends to produce retention for a short period. Supravaginal 
hysterectomy causes much less alteration in the location of the bladder than does 
a panhysterectomy, and hence the tardy vesical evacuation is less frequent after 
the supravaginal operation.

When the patient finds it very difficult to void, a hot-water bag may be 
applied over the bladder, and hot douches given. Contractions of the bladder 
may also be favored by making the patient sit up, if it is deemed safe. Catheteri­
zation should be avoided whenever possible.

Partial Suppression of Urine. In Case 7240 a large myomatous uterus was 
removed from a white woman aged thirty-eight. Prior to operation she had had 
frequent and profuse uterine hemorrhages. She had a mitral stenosis, with an 
accompanying hypertrophy. Her hemoglobin was (>() per cent. She did well 
until the tenth day, when slight dyspnea was noted. There was some edema 
of the face and legs, and a rapid pulse. During the twenty-four hours she voided 
only 300 e.c. The cardiac dulness had increased, and the heart’s action resembled 
the fetal type. Digitalis and Epsom salts were administered, and the patient 
drank freely of cream of tartar water. She was discharged on the twenty-fifth 
day in excellent condition.

The partial suppression was undoubtedly secondary to the cardiac lesion.
Cystitis. -Inflammation of the bladder very frequently follows abdominal 

hysterectomy for carcinoma of the cervix. This is primarily due to the fact that 
it is impossible to perfectly sterilize the carcinomatous growth, and, secondly, 
because the extensive dissection not only necessitates free handling of the bladder, 
but often also the cutting off of a portion of the vesical blood-supply.

Where the myomatous uterus is removed supravaginally, the bladder is 
usually little disturbed, and provided there has been no previous abnormality 
in this viseus, no trouble follows. We have had relatively few cases of cystitis 
after hysteromyomectomy.

Nephritis. We shall consider here only those cases in which recovery took 
place. Definite signs of renal insufficiency were noted in several of the patients 
who died of general peritonitis. These cases are discussed at length on p. 673.

In Case 4869, after removal of a large myomatous uterus, a trace of albumin 
and some hyaline casts were noted. The convalescence, however, was not in any 
way disturbed.

In Case 10194 the urine was normal before operation. After removal of a 
multinodular uterus, which reached the umbilicus, the urine contained a trace 
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of alhimiiii, and some hyaline and granular casts. Tin* temperature reached 
102.5° F. twenty-four hours after operation, and on the eleventh day reached 
103° F. The patient was discharged in good condition.

Case 7703, in which a severe postoperative nephritis was associated with a 
large hod-sore and acute mania, is reported in detail on p. 661.

Edema of the Legs. In Case 7240 hysterectomy was performed for a very 
large cervical myoma, 16 x 17 x IS cm. The patient was anemic, and the cardiac 
dul ness was increased. The heart-sounds also suggested dilatation. The patient 
did well until the tenth day, when the pulse became weak, intermittent, and rapid. 
There was slight dyspnea, and some edema of the face and legs.

Tincture of digitalis and Kpsom salts were administered, and cream of tartar 
water was given liberally. The patjent improved rapidly and left the hospital 
twenty-live days after operation. The edema in this case was evidently due 
to the cardiac insufficiency.

Nausea and Vomiting. Formerly nausea and vomiting were looked for after 
nearly all serious abdominal operations, but since the introduction of the drop 
method of administering ether, the giving of large quantities of water to the 
patient as soon as she desires it after operation, and the raising of the patient’s 
head on pillows, thereby tending to carry the gastric contents downward in­
stead of upward, our experience with nausea and vomiting has been remarkably 
diminished.

Some patients, however, show a peculiar tendency toward nausea and vom­
iting. In Case 266V, in which the operation was simple, the patient had almost 
constant nausea for forty-eight hours. In Case 212V there was nausea for ten 
days, but only slight vomiting. In Case 2VIV there were obstinate nausea and 
vomiting for the first six days.

S t e re o r a c e o u s Vomiting. Fecal vomiting is relatively common 
in cases of intestinal obstruction and in peritonitis, but not very often met with 
in patients that recover.

In Case VV7I the patient had carcinoma of the cervix and adeiiomyoma of 
the body of the uterus. For several days after the necessarily extensive hyster­
ectomy she had excessive nausea, vomiting, and diarrhea, and also fecal vomiting. 
For the first ten days after operation her life hung in the balance, but after that 
the convalescence was rapid.

Stercoraceous material was washed from the stomach in Case 2508, several 
days after an abdominal myomectomy. This case is reported in detail on p. 548.

Dark- b r o w n V o m i t u s . In very ill patients small or large quanti­
ties of a dark-brown material are frequently ejected from tin* stomach. This 
fluid resembles coffee-grounds to a certain extent. The coloring is in part due 
to partly digested blood. Whenever such vomitus is noted, a grave prognosis 
should be given, as nearly all these patients die.

Case 7560, in which an abdominal myomectomy, and Case 585S, in which
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an abdominal hysterectomy, had been performed afford typical examples: 
both patients died.

Intestinal Worms. -In two of our cases lumbrieoid worms were detected after 
operation. In Case 7400 the myomatous uterus nearly filled the abdomen. 
Hysteromyomcctomy was performed, and the patient made an uneventful re­
covery. On the eleventh day she passed a lumbrieoid worm, 35 cm. long. 
Ten days later santonin was administered, with the result that a large number 
of round worms and many eggs came away.

The convalescence in Case 2700 was not quite so smooth. After a hystero- 
myomectomy the patient had persistent nausea and vomiting until the fourth 
day, when, after an ascaris lumbricoides, 14 cm. long, had been vomited, the 
nausea and vomiting ceased.

In 1894 Stavely * gave an interesting account of the symptoms produced by 
lumbrieoid worms after abdominal operations. He found that the most con­
stant and alarming feature in such cases was a peculiarly persistent nausea and 
severe vomiting, accompanied by colicky pains, disturbed breathing, an anxious 
expression, palpitation of the heart. and a general feeling of malaise—a complex 
of symptoms quite different from the simple persistent nausea and discomfort 
frequently observed after anesthesia.

Occasionally, in our abdominal work, when we have detected worms at 
operation, they were squeezed between the fingers, later a cathartic was given, 
and the parasites usually came away dead and somewhat macerated.

Obstipation. With the patient in the recumbent position it is often difficult 
to secure a proper evacuation. We usually rely on cncmatn for the first few 
days, followed, later by some mild laxative. The tendency to obstinate con­
stipation is especially noticeable in very stout individuals.

In some cases the tardy bowel evacuation amounts almost to intestinal 
obstruction. This was especially noticeable in Case 4172. If there arc signs 
of obstruction, cathartics arc contraindicated absolutely. A harmless but effi­
cient laxative is castor oil. The safest plan is to rely entirely on enemata.

Rectal Tenesmus. In Case 3320 the multinodular myomatous uterus extended 
above the umbilicus. For the first thirty-six hours after operation there were 
pronounced symptoms of shock, and the patient had marked rectal tenesmus.

Intestinal Obstruction. — For the fatal cases of obstruction following hystero- 
myomcctomy see p. 677.

In Case 10969 the patient had noticed a small abdominal tumor for over 
thirty years before admission. At the time of operation the uterus reached to 
the umbilicus. On the sixth day after operation a loop of small bowel was 
brought out and opened on account of intestinal obstruction. An unsuccessful 
attempt was made to close this opening four days later. Finally, however, it

* Albert L. Stavely, Intestinal Worms as a Complication in Abdominal Surgery, Johns 
Hopkins Hosp. Reports. 1894, vol. iii, p. 371.
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was closed two months after operation, and the patient discharged perfectly 
well.

In Case 12489 the large multinodular uterus was adherent to the bowel in 
Douglas' cul-de-sac. During liberation of adhesions -nt accumulations in 
the appendages on both sides were opened up. The surrounding structures 
were walled off as carefully as possible, to minimize the danger of infection. Dur­
ing the operation just prior to closure of the abdomen the pelvis was drained 
through the vagina.

On the third day the patient vomited and hiccoughed a good deal. Her 
general condition was worse, and she had a spot of marked tenderness near the 
umbilicus. In the abdominal incision was a small amount of slightly blood- 
tinged turbid fluid. The intestines were moderately distended, and had lost 
their glistening appearance. A loop of distended small bowel was brought out, 
sutured to the abdominal wall, and opened several hours later. The fecal 
fistula persisted for over two months. Finally the patient was discharged in 
good condition.

Both of these patients would in all probability have died had not the enter­
ostomy been done. In all eases in which there are definite signs of obstruction 
the safer procedure is to at once explore the abdomen and. if necessary, do an 
enterostomy.

Fistula in Ano. In Case 7X59, the patient, aged fifty-two, white, as a result 
of the excessive menstrual flow, had become very weak. Her hemoglobin was 
80 per cent, and a soft systolic murmur was audible over the entire precordial 
region. A large multinodular and adherent myomatous uterus was removed. 
At the time of her discharge from the hospital her hemoglobin had risen to 
59 per cent. One inch to the right of the anus was a small fistulous opening 
from which a dark grayish material was discharging. The surrounding tissues 
were indurated.

Cardiac Complications. We shall include here only those cases in which re­
covery took place. As noted on p. 458, many of our patients have had a very 
low hemoglobin, and it is remarkable that so few manifested abnormal cardiac 
symptoms following operation.

In Case 7240 there was a grave anemia. The heart was enlarged, and a 
diastolic rumble was heard. A very difficult hysterectomy was performed. 
The patient did well until the eighth day, when she manifested a slight 
There was some edema of the face and legs, and a rapid and weak pulse. The 
area of heart dulness was considerably larger than on admission, but on auscul­
tation no murmurs could be heard. The heart’s action was rapid and approached 
the fetal type. She was given liquid diet, Epsom salts, cream of tartar water, 
and tincture of digitalis. She was discharged in excellent condition.

InCase 10164 what appeared to be a pseudo-angina developed on the sixteenth 
day. The pulse became rapid, small, and weak, and there was considerable 
precordial pain. The attack lasted only a few hours.

1
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In Case 12704 an attack of syncope occurred on the third day. It was thought 
to be hysterical in character.

In Case 12690 fainting occurred on the second day during the removal of a 
pelvic drain.

Nervous Phenomena. -In a few of the cases the patients manifested marked 
mental depression or excessive nervousness prior to operation, but after removal 
of the uterus these phenomena usually disappeared. Marked nervous symptoms 
following hysteromyomeetoiny are rare. They arc divisible into two main groups:

1. Nervous symptoms apparently dependent upon local causes.
2. Nervous symptoms without any definite assignable cause.
Nervous Symptoms Dependent upon Local Causes.—

In Case2070 a simple hysteromyomeetoiny was performed. The patient, a white 
woman, aged thirty-four, did well until the third day, when her pallor became 
more marked; the pulse rose to 130, and the temperature to 102.4° 1\ There 
were abdominal distention and restlessness. The patient was delirious and 
nauseated, but on the seventh day a decided improvement was noted, and she 
made a good recovery. In this case there was probably intestinal atony or a 
partial obstruction, with absorption from the stagnant intestinal contents.

N e r v o u s S y m p t o m s w i t h o u t a n y A s s i g n a b le C a u s e .— 
On }). 547 it was noted that in Cases 2710, 7NS6, and 8259, marked hysterical 
manifestations developed after an abdominal myomectomy. In Cases 3449, 
3535, and 3918 intense nervousness followed the abdominal hysteromyomeetoiny.

In Case 2806 the nervousness was so severe that it at times bordered on 
delirium.

Hallucinations.—In Case 11294, the patient, aged fifty, white, 
had a definite systolic murmur at the apex. As soon as the abdomen was opened, 
the condition became precarious, and a speedy hysterectomy was imperative. 
The patient lost a considerable amount of blood and was much shocked after 
operation.

On the fourth day she began to have hallucinations. These gradually in­
creased in intensity until she became practically insane. Her temperature 
never rose above 100.5° 1\, and her general condition was good.

On the fourteenth day after operation she was transferred to the isolation 
ward. Eleven days later her mental condition was again clear, and she was dis­
charged apparently well. Ten months later her physician reported that she 
was perfectly well.

This patient was naturally hysterical, exceedingly devout, hypersensitive, and 
petulant. The loss of mental control was in no way due to an intoxication, but 
must be attributed to a weak mental balance.

Acute Mania.- In Case 7703 an abdominal hysterectomy was per­
formed for a myomatous uterus of moderate size. Prior to operation the 
patient, a white woman, aged twenty-nine, had had great difficulty in keeping 
her mind on the subject under consideration, and gave irrational answers.
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After operation she com plained a great deal and showed hysterical symptoms. 
On tlie sixth day restraint was necessary. Dr. Henry M. Hurd saw her in con­
sultation and diagnosed acute mania. For some days after this she voided and 
defecated unconsciously, and as a result a very extensive bed-sore developed, not­
withstanding all the precautions exercised. She also developed an intense 
nephritis. She was placed in a continuous bath, and gradually improved mentally 
and physically. During convalescence she fully appreciated her condition, and 
referred to the periods of excitement as "bad dreams." When discharged on the 
forty-fourth day, she seemed quite rational.

In this case also there was a lack of mental poise before operation. We have 
seen patients go violently insane after minor operations, such as perineal repair, 
and it is rather remarkable that we have encountered so few postoperative 
mental disturbances in such a large number of severe abdominal operations when 
the patient's reserve force is so fully taxed.

Suppuration of the Abdominal Wound. Inlection of the abdominal wall may 
be limited to a small area or may involve the entire length of the incision. In 
some eases it is superficial; in a few it involves the entire adipose tissue and ex­
tends to the fascia. It is more prone to occur in stout than in thin individuals.

In some cases, in addition to a myomatous uterus, there are pus-tubes or 
a pelvic abscess. In other instances a submucous myoma has commenced to 
ulcerate, or there is an endometritis. In all such cases there is a danger of in­
fection of the abdominal wall from the already existing pelvic focus. To avoid 
such infection the abdominal incision is carefully protected with gauze, and the 
instruments that have been employed in the pelvis are discarded during the 
closure of the abdominal incision.

Brea I ng down of the incision is in some cases undoubtedly due to injury 
of the tissues by strong traction with the retractors, too small an abdominal 
incision having been made. Our experience coincides with that of other clinics 
in that we occasionally have an incision break down when we can find no adequate 
reason for the infection.

On p. ()7d a case is reported in which, on the fifth day, the entire abdominal 
incision gave way and the omentum was exposed. The patient died a few hours 
later.

Bed-sore. -In Case 77(W, after removal of the uterus, the patient developed 
acute mania on the sixth day and restraint was necessary. She subsequently 
voided and defecated unconsciously, and as a result an extensive bed-sore de­
veloped. She finally made a good recovery.

Pelvic Infection. In Chapter XVIII it is recorded that in many of our cases the 
tubes and ovaries were the seat of an acute or chronic inflammation, and it is 
little wonder that, after a supravaginal hysterectomy, there should occasionally 
be a subsequent pelvic accumulation. In the greater number of these cases we 
guard against a subsequent pelvic abscess by draining through the vagina before 
closing the abdomen.

We shall here consider only those cases in which no evidence of a recent in-
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lection was noted at the time of o|>eration. In all these eases it is, of course, 
necessary to cut across the cervix, and if, perchance, the uterine cavity is infected, 
there is great danger that the cervical stump or the surrounding pelvic tissue will 
become implicated. Again, if a myoma extends far out in the broad ligament 
and impinges on the lower pelvic wall, it is at times difficult completely to obliter­
ate the resultant cavity, and if there is any oozing into this cavity, the contents 
are prone to become infected. Such a condition existed in Case5093, and it was 
subsequently necessary to drain the abscess through the vagina. In Case 5359 
a myoma in the left broad ligament was shelled out : an abscess developed in the 
broad ligament and opened into the bladder. This case is described on p. 553.

CASKS OF PELVIC INFECTION FOLLOWING ABDOMINAL IIYSTKIloMYo.MKCToM V.

No.

3614 Diffuse myomatous 101.0°
thickening of uter­
ine wall. Septic 
temperature.

4193 Large, densely ad- 106.0°
lieront myomatous 
uterus. Septic tem­
perature noted on 
twentieth day.

6093 .Myomatous uterus 101.2°
size of a six months' 
pregnancy. Tumor 
spread out in left 
broad ligament. Mild 
septic temperature.

Inflammation Cervix di- Recovery,
of cervical lated; 70 e.e.
stump. of pus es­

caped ( Figs.
38, and 388).

Inflammatory No operation. Exudate ^rad- 
exudate on ually disup-
right side of peared.

Pelvic abscess. Opened per Patient per-
iHujinam on feet ly well
twenty-sixth eleven years

6036 Vterua about II cm. 102.0°
in diameter. Cer­
vical myoma shelled 
out. Septic temper-

0039 Uterus extended 3 103.6°
cm. above umbili­
cus. Broad cervix.

7237 Densely adherent my- 103.0°
omutousuterus. Ad­
nexa unusually ad-

10666 Myomatous uterus; 101.0°
subperitoneal nod­
ule 10 cm. Adhe­
sions; slight tear 
in outer coat of

San. No. 1944 Myomatous uterus, 100.1° 
8 x 12 x 12 cm.

Encysted pel- Opened per Recovery, 
vie perito- mginam on 
nit is. fourteenth

Inflammatory 
mass, 4.6 cm. 
in diameter, 
to left of

Abscess in cer­
vical stump.

On eighteenth 
day indura­
tion on right 
side of pelvis, 
e x t e n ding 
from cervix 
to pelvic wall. 
Tenderness.

T hicken i ng 
around cer­
vix for thir­
teen days.

Opened per 
m-jimm on 
foilrt cent h

Cervix dilated; 
90 e.e. of pus 
e s c a p e d 
through ex­
ternal os.

No operation.

No operation.

Recovery.

Recovery.

Disappeared 
in ten days

quent use

douches.

Recovery.
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Treatment . In some eases it is marvelous how the induration will 
literally fade away under frequent hot douches. This was well exemplified in 
Cases 419.4 and 1 ()/>">">. From the surgeon's point of view these eases should be

divided into two main groups:
1. Infection limited to the cervix.
2. Infection involving the broad liga­

ment or extending to Douglas' pouch.
Infection Limit e d to t he 

Cervix. If the area of induration is in 
the cervix and not marked in the broad 
ligament, it is probable that the infection 
has come from the cervical canal, as in 
Fig. 387. In such a case it is only neces­
sary to carefully dilate the cervix and pus 
escapes ( Fig. 388). This method was 
adopted in Cases 3014 and 7237.

Drainage of Douglas' pouch in either of 
these cases would have been of little or no

Infection 1n v o1vin g the 
Broad Ligament or Douglas’ Sac.—In these cases vaginal 
drainage, as described on p. <>23, should be carried out.

Multiple Abscesses.—(Case H.) The patient was admitted to the Church 
Home and Infirmary in June, HK)3. On 
opening the abdomen one of us (Cullen) 
found a globular myomatous uterus 
wedged in the pelvis. It was removed in 
the usual way from left to right, but with 
considerable difficulty on account of the 
dense adhesions and the thickened and 
adherent Fallopian tubes. At the time of 
operation the patient had a very bad va­
ginal discharge.

Shortly after operation the temperature 
rose, and on the eleventh day it reached 
103° F. On pelvic examination a definite 
indurated mass, about 8 cm. in diameter, 
was felt on the left side. A small transverse incision was made through 
the vaginal mucosa, just behind the cervix, and blunt dissection continued 
upward and to the left with the finger. A blunt uterine dilator was in- 

* Infection Limited to the Cervix. In Case 1499. «luring convalescence the patient had several 
attacks of pain in the lower abdomen, with a rise in temperature. Following this there was a 
profuse discharge of pus from the vagina. There had evidently been a purulent accumulation 
in or near the cervical canal.

> CkHVIX TO H K MOV K AN 
K I’llH llKTWKKN Till

CkHVICAL St VMM AND THK I'KI.VIC I’kHI- 
tom.i m. i After Thomue S. Cullen. )

Ckhvicai. Stiao- Followino Supravagi­
nal HvhTKKI UToMV.
< iyn. No. Util4. After supravaginal removal 

of an aillii'i'i'iit myomatous uterus the patient 
hail a temperature ranging from 100° to 101° 
for several days. On the fifteenth day tin- cer­
vix was dilated i Fig. H88 i and ahout 70 e.e. of 
pus escaped. The abscess developed between 
ilie cervical stump and the overlying pelvic 
peritoneum. * After Thomas S. Cullen, i
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tinduced, and a considerable amount of bloody fluid and pus escaped. During 
the afternoon there was a good deal of oozing, and when 1 returned to the city, 
after a few hours'absence, the pulse was 130 and the patient had lost a great deal 
of blood. She was immediately anesthetized. The oozing was found to come 
from the left side of the cervix, just at the normal site of the uterine vessels. 
It was impossible to check the bleeding without placing ligatures in very close 
proximity to the ureter. The abscess cavity was accordingly quickly packed 
with iodoform gauze which was sewn in place with catgut, the vaginal walls 
being drawn over it as far as possible. The pulse after operation varied from 
150 to Kit). Saline infusions and strychnin were employed. On the following 
day the pulse had dropped to 120 and was of good volume. A few days Inter 
an area of induration was noted just posterior to the anus. This gradually in­
creased in size. The overlying skin, although pale, was somewhat edematous. 
An incision was made, and a pocket of pus containing at least 100 c.c. was found 
deep in the adipose tissue. The temperature steadily dropped after the abscess 
had been opened and soon became normal.

A few days later there was pain in the right forearm. The patient had 
frequently had rheumatism, and her husband, a physician, thought that the pain 
was similar to that she had previously experienced. We were, however, sus­
picious of an abscess. The temperature again rose. We made an incision in 
the right forearm and let out a considerable quantity of pus. Four years later 
the patient was in excellent condition. We had done our best prior to operation 
to check the offensive vaginal discharge, but had been unable to do so. The 
original infection noted in the pelvis at the time of operation and during the 
hysterectomy had evidently become disseminated.

Phlebitis. In the accompanying table are the records of 27 cases of phlebitis 
following abdominal hysteromyomectomy. In 17 the left leg was involved; 
in (», the right leg, and in 3 there was thrombosis on both sides. In one case the 
records are not clear.

In some cases only the saphenous vein was implicated; in others there was 
definite thrombosis in the femoral vein.

In ( ase 4055 the myomatous uterus was densely adherent. During convales­
cence the abdominal incision broke down almost completely, and on the sixteenth 
day a very severe phlebitis developed in both legs. The patient finally made a 
good recovery.

In Case 12154 the myomatous uterus extended above the umbilicus and 
was very adherent. Phlebitis developed in the left leg on the ninth day: 
in the right on the twenty-third day. The patient made a good recovery.

In two of these cases thrombosis had been noted prior to operation.
In Case 7ô(i!) a phlebitis had developed in the left leg after the birth of the 

second child. During convalescence, after removal of a small myomatous uterus 
and the repair of a left ureterovaginal fistula, phlebitis developed in the right 
leg.
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In Case 12199 an ovarian tumor had I icon removed eight years before ad­
mission, and during convalescence there had been thrombosis of both femoral 
veins. After the removal, by abdominal section, of a myomatous uterus the 
size of that of a four months’ pregnancy, thrombosis in both femoral veins again 
developed.

PIILKMTIS FOLLOW INC HYSTKKOMYOMIXTOMY.

s°- Size or Vtkhvh. Ukmooi.obix. 1>\Y AKTMl 
OPKHATION. VMh.h1(T“« Kr marks

um Nearly tilled ab­
domen.

Kith Left saphenous Swelling of glands in 
vein. groin. Edema of foot

and leg.
201)8 Abdomen half 

filled.
22d In left leg and Pus in uterine cavity at 

thigh. operation; evidently
slight infection after 
operation. Temper­
ature fl».(i° to 108.0°.

844.5 10th In left leg. Very difficult operation.
4801) Very anemic. Kith Left saphenous.
4872

4017

Reached umbili-

Reaehed unibili-

10th In left leg.

In right leg. Discharge of foul-smell­
ing pus from vagina 
for a long time after 
operation.

I.IIL Filled large part 
of abdomen.

1.5th Right femoral Pleurisy on right side 
vein. during convalescence.

Filled two-thirds 
of abdomen.

llth In right leg.

Moderate size, 
densely ad­
herent.

Kith Severe in both Abdominal incision
legs. broke down almost

completely.
.5700

0872

Sizeofsix and one- 
half months’ 
pregnancy.

Fills pelvis.

20th Left internal 
saphenous.

Slight phlebi-

groin, thigh, 
leg. and foot.

01)1.5

7.501)

Size of eight 
months' preg-

Small. (Adeno- 
myoma.l

28d In left leg. Desperate operation.

In right leg. Had had phlebitis in
left leg after birth of 
second child.

$421 Fills pelvis. 14th Slight swelling 
in lower right 
leg.

1011)1) (Small pelvic
myoma.) 95 per Nth Left saphenous. Temperature rose to 

102° on twelfth day.
10211 Contained myo­

ma about 7 cm. 
in diameter.

T" 10th Right saphe-

1022» Reached umhili- 7.5 per cent. 22d Right saplie-

10281 1 lalf-way to um­
bilicus.

77 percent. 10th Left femoral. Temperature 100 108.5° 
from thirteenth to 
twenty-first day.

10828 Half-way to um- 41) per cent. .5th Left femoral.

108.57 Reached to with­
in 4 cm. of um­
bilicus.

titli Left femoral.
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Pulbhitih Following U vhtkromyumkctomv. (Continued.)

('ahk No. Hizk or Vtkbvh. IIkmoiu.ouix. Day akthic Vus Thrum- 
Ohkration. BOHKI».

1(1778 Reaches 5 cm. 21st Left femoral.
nixive umbili-

10870 Several small (M) per vent. 20th Left femoral.
myomata; bi- 
lateral ovari­
an cysts.

12154 4 cm. above imi- 

12199 Size of four and

! In both leg*.
? Roth femorals. After removal of ovarian

one-half months'
pregnancy.

tumor eight years be­
fore slu- had had phle­
bitis on but li sides.

C. II. I. Size of four and 
(W) one-half months'

pregnancy.
■ ' ii i i.:m ,...i..:".

12811 Fills pelvis. 14th Left femoral. 
11th Left femoral.

(.'. II. I. Fills pelvis.
(A)

Few days 

eration.

In (’use 8492 symptoms suggestive of pulmonary embolism developed, and 
subsequently there were signs of phlebitis in both legs and the left arm. On 
account of the laek of dearness in the diagnosis, this ease is not included in the 
tabulation.

As will be seen from the table, thrombosis occurred as early as tin- fifth 
day and as late as the twenty-third day. The most common period was between 
the tenth and the twenty-third days.

In Vases 2098, 4017, and 4955 the phlebitis was associated with infection, and 
in Vase 4902 with pleurisy. In a few of the cases faint hemic murmurs were noted, 
but in only one case (10828) was there any organic lesion—a mitral insufficiency.

It was impossible to determine the cause of the thrombosis in the above cases. 
It seemed to develop in certain cases irrespective of whether the tumors wore large 
or small, free or adherent, and whether infection was present or not at ojieration. 
It is particularly interesting, however, to note that the greater number of cases 
of phlebitis developed in four isolated and distinct periods in the history of the 
hospital. For instance, the table shows that they were most prevalent in the 
fifth, seventh, eleventh, and thirteenth thousands. All of the patients recovered.

For phlebitis following abdominal myomectomies see p. 555. For those 
cases complicating vaginal myomectomy see p. 579, and those occurring in 
the fatal cases, p. 075.

Treat ment .—-The leg was wrapped in absorbent cotton and elevated, 
and every precaution taken to avoid much movement of the part. Massage, 
of course, was prohibited.

Pleurisy.—Three of our patients showed definite signs of pleurisy after the 
operation.
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In Case 84112 a white woman, aged thirty-nine, had a myomatous uterus 
filling the lower abdomen. For eight days after operation the temperature 
varied from 11!)° to 101° F. It then rose to 108.5°, and a dry pleurisy was de­
tected. Suddenly, on the eighteenth day, the patient had a fainting spell and 
showed symptoms suggestive of intra-abdominal hemorrhage. None was, 
however, found, and the general consensus of opinion afterward was that the 
patient had had a pulmonary embolism. After the exploratory section the 
patient developed phlebitis in both legs and the left arm. She finally made a 
good recovery.

In Case 4002, during convalescence after removal of a large myomatous uterus, 
a dry pleurisy developed on the right side, and on the fifteenth day a mild phlebi­
tis of the right femoral vein. Recovery was otherwise uneventful.

In Case 8294 the patient was forty-five years of age and white. The myo­
matous uterus, which extended 8 cm. above the umbilicus, was easily removed, 
(las and ether anesthesia was employed. The same evening the patient com­
plained of pain on the right side. Her temperature was 101° F., and a distinct 
friction-rub could be made out in the right lower axilla. By the tenth day the 
temperature had reached normal, but a faint rub could still be heard.

In Cases8492 and 41)02 the pleurisy may possibly have arisen from a secondary 
infection. In Case 8204, however, it came on too early, and was evidently an 
entirely independent process.

Bronchitis. In three instances we encountered a bronchial inflammation 
during convalescence. In Case 4022 the uterus filled the lower abdomen and 
the bladder was displaced upward. For eleven « lays after the operation the 
temperature ranged from 00° to 101.2° F. On the twenty-first day it rose again, 
reaching 108.0° F. This rise was apparently due to a bronchitis. The patient 
was well when she left the hospital.

The myomatous uterus in Case 4804 reached 8 cm. above the umbilicus. 
On the seventeenth day after the operation the temperature rose to 102° F. 
A hard, indurated mass was detected in the pelvis, and the patient had a definite 
bronchitis. The temperature soon fell, the bronchitis disappeared, and the 
patient made a good recovery.

In Case 12788 a myomatous uterus filled three-fourths of the abdomen. 
Hysterectomy was rendered difficult on account of intestinal adhesions. On the 
second day the patient had a temperature of 108° F., due to an acute bronchitis. 
She was discharged well twenty-eight days after operation.

Whether the bronchitis in the last case was due to the anesthetic or was merely 
an accidental accompaniment we are unable to say.

Bronchopneumonia. In the following table are given the cases in which 
a bronchopneumonia complicated convalescence. In two of the cases the oper­
ation had been very difficult, and in a third the patient's heart was dilated and 
the hemoglobin was only 85 per cent. In the two remaining cases the oper­
ation was relatively easy. All these patients recovered.
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In Case 11 ISO tlivrc was a bronchopneumonia probably secondary to a 
pulmonary abscess. This ease is mentioned on p. ($81.

CASKS OF BHOXCHOVNKVMONIA AFTER ABDOMINAL HYSTKROMYOMECTX)MV.

!asf. No. Operation. Bronchopneumonia.

6792 Difficult; severe hemorrhage. Bronchopneumonia ami 
right pleurisy.

Recovery.

10204 Easy. Developed oil eighteenth 
day.

Recovery.

10287 Easy. 1 leveloped oil sixth day. Recovery.
10426 Heart dilated; hemoglobin, 

d") per cent. Operation diffi­
cult on account of intestinal 
adhesions. Hemoglobin, 60

Developed on second day. Recovery.

11869 Easy; double pyosalpinx. Bronchopneumonia. Recovery.

Pneumonia after Hysteromyomectomy. In addition to the two eases in 
which recovery took place art* Cases 7381, in which the patient died of lobar 
pneumonia on the seventeenth day, and Case 6997. in which an intercurrent 
double basal pneumonia developed during convalescence and death from dysen­
tery took place in the eleventh week. These eases are recorded on p. 681.

. x .. .. i Day After HkuikrtTkm-Cask No. Operation. Part Involved. Operation. peratcre. «mult.

984 Easy. I'pper l«*ft lobe. i .‘$<1 104.8° Recovery.
12194 Easy. Posterior pari of 17th 100° Recovery,

right lower lobe.

Pulmonary Abscess. In Case 6933 the patient was thirty-nine years old and 
white. The greatly enlarged myomatous uterus was removed without difficulty. 
On the fifteenth day the patient complained of pain at the lower angle of the 
sc " on the right side. On the seventeenth day there was an elevation of tem- 
perature and pulse, slight moaning on deep inspiration, and a cough. On 
the twenty-eighth day she coughed forcibly once, and there was an immediate 
escape of several ounces of purulent material which consisted of pus-cells. The 
patient was much relieved after expectorating the fluid. She left the hospital 
two days later, still weak, but free from pain.

For pulmonary abscess occurring in the fatal cases see p. 682.
Symptoms Suggesting Abdominal Hemorrhage, but Probably Due to a Pul­

monary Embolus. In Case 3492 the patient, aged thirty-nine, white, had 
profuse uterine bleeding due to a submucous myoma, 10 cm. in diameter. The 
multinodular myomatous uterus was removed per abdomen. Her temperature 
varied from 99° to 101° F. for eight days, when it rose to 103.5° F. and a “dry 
pleurisy” was dectected. Suddenly, on the eighteenth day, she had a fainting

5
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spell. The pulse rose to 1 .‘10, the respimtions became rapid, the hands were 
elaininy, and the patient presenti-d a typical picture of hemorrhage. The 
abdomen was at once opened, but the area of operation was in a perfect condition. 
The temperature varied from 90° to 101.5° F. for the next ten days, when it again 
rose to 1 ().'{.2° with symptoms of phlebitis in both legs and the left arm. She 
was discharged well. Pulmonary embolism was probably the cause of the sudden 
collapse.

The fatal cases of pulmonary embolism are described on p. 680.

Complications following Vaginal Hysterectomy.
Transitory Lack of Recognition. In Cast* 8961 a small myomatous uterus 

was bisected and removed through the vagina. The patient, aged forty-eight, 
recovered slowly on account of weakness and anemia.

On the twenty-second day she was irrational, had tingling pains in the right 
arm, and did not recognize the nurses. This condition lasted for a day or two 
and gradually disappeared. When discharged, she was in good condition ex­
cept for the weakness.

In this case we can only surmise as to the sudden and temporary clouding 
of the intellect.

Delusional Insanity. In Case 1852, the patient, aged forty-seven, white, had 
a small retroflexed adherent myomatous uterus removed through the vagina. 
Two and a half weeks later a strangulated inguinal hernia was reduced and the 
opening closed.

After the operation the patient developed delusional insanity. Before 
operation she was weak mentally.
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RESULTS OF OPERATIONS FOR UTERINE MYOMATA.

Our material consists of the patients operated upon at the Johns Hopkins 
Hospital up to July I. 1900, those coining under the care of Howard A. Kelly 
at his sanatorium, and those operated upon by Thomas S. Cullen at the Church 
Home and Infirmary, the Cambridge (Mil.) Hospital, and a few at the Emerg­
ency Hospital, Frederick, Mil.

Cases admitted to the gynecological department of the Johns Hopkins 
Hospital from the opening of the hospital in 1880, to July I,
19(H) 1267

Sanitarium (Kelly) 64
Church Home and Infirmary, Cambridge, and Frederick (Cullen) 97

Total. 1428*
In 55 of the cases no radical operation was attempted on account of the 

weakened condition, or on account of refusal on the part of the patient. In some 
cases a simple exploratory operation was done, and the hopeless character of the 
case determined. In some cases no operation was deemed advisable.

Among these 55 cases 21 deaths occurred in the hospital.
In 7 cases death followed an exploratory abdominal section.
In 2 cases death followed a vaginal section.
In 1 case death followed a combined vaginal and abdominal exploration.
In 11 cases no operation was performed.
Total, 21 cases.
When we deduct those cases in which no radical operation could be performed, 

we still have 1373,t in each of which one or more uterine myomata were removed.
IMMEDIATE RESULTS IN OPERATIONS FOR UTERINE MYOMATA.$ 

Abdominal myomectomy.... 290 cases, 280 recoveries. Hi dent lie. Death-rate. A. 4 percent.
Vaginal myomectomy H4 “ 79 “ A “ “ 0
Abdominal hysteromyomec-

tomy. . .. 901 “ 851 “ 50 “ “ 5.55
Abdominal hysteromyomec- 

tomy with bisection of
uterus................................... OS 11 tit) " S “ 11.70+ “

Vaginal hysteromyomectomy 24 11 24 “ 0

* In addition to this number quite a number of other eases are mentioned in the book. These 
are all interesting, and either occurred since July 1,1906, or have been operated upon by others. 
Two hundred and forty-six eases entered the Johns Hopkins Hospital between July 1,1906, and Jan. 
1, 1909, thus making a total of 1674 myoma eases that have come under our personal observation.

t At least 13 patients were admitted to the hospital more than once, but in the total number 
of cases only the first hospital number was considered. Each number thus stands for a different 
individual.

(The death-rate in the last two anil a half years has been less than one per cent, (see p. 087 ).
071
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In the remaining 55 cases, no radical operation was performed.
Of these patients, 10 died as the result of the exploratory operation.
Eleven died upon whom no operation was performed.
From the above table we see that, of 1873 patients operated upon. 1294 

recovered and 70 died an average death-rate of over 5.75 percent.
Immediate Results in Abdominal Myomectomy Cases. Out of 200 patients, 

280 recovered and 10 died, a death-rate of 5.4 per cent. Naturally, abdominal 
myomectomy is performed only in suitable cases; in other words, in eases in 
which there is a strong chance of preserving a normal uterus. Under these 
circumstances we would naturally expect a lower death-rate than in the group of 
abdominal hystcromyomectomies, which included many desperate cases. The 
rate is slightly lower, but the difference is less than one might expect. We are 
all aware of the fact that myomectomy offers much more chance for subsequent 
infection than does hysteromyoinectoiny.

Abdominal myomectomy is considered in detail in Chapter XXIX, Here also 
are given in extenso the postoperative complications, the causes of death in the 
fatal cases, and a list of the patients that have subsequently borne children.

Immediate Results Following Vaginal Myomectomy. From the tabulation 
it is seen that of 84 cases, 79 patients recovered and 5 died a death-rate of <> 
percent. In Chapter XXX these fatal cases are recorded in detail, and it will be 
seen that in 4 out of the 5 cases the patients were in a desperate condition and 
operation gave the only hope of even temporary salvation. In only one case 
were we surprised at the fatal issue. This patient had a small submucous myoma 
twisted from the interior of the uterus. She did well for a short time, and then 
rapidly grew weaker and died. This case is described in detail on p. 580.

Results after Abdominal Hysteromyomectomies. In 001 cases an abdominal 
hysteromyoinectoiny was performed: 851 patients recovered and 50 died—a 
mortality of 5.55 per cent. In the majority of the cases the uterus was ampu­
tated through the cervix. In only 50 cases was a panhysterectomy done.

Causes of Death following Abdominal Hysteromyomectomy.
This table is as accurate as we can make it, but every surgeon will realize 

that there are numerous chances for error. In some cases we have been forced 
to rely on the postoperative history for the probable cause of death, no autopsy 
having been granted. In other cases the patients died of peritonitis, but whether 
the septic factor was primary or secondary to an obstruction it was difficult to 
determine.

Probable cause :
General peritonitis in.................................................................................................2'2 ruses
Intestinal obstruction in ...................................................  .">

Pulmonary embolism “ ....................................................................................  4
Other causes “  12 “

. . Ô0 eases
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Deaths due to Peritonitis Following Abdominal Hysteromyomectomy.
The tabulation of deaths duo to peritonitis after abdominal hysteromyomectomy 
shows that in quite a number of eases it was impossible to trace the source of 
infection, but in the majority the operation was either complicated by very 
dense adhesions, sometimes leading to injury of the bowel during the operation, 
or was associated with an infected uterus, a suppurating myoma or a ‘lit 
collection in the adnexa.

In Case 1707 death seemed to be due to separation of the abdominal wound. 
Removal of the uterus, which reached the umbilicus and contained thirty 
myomata, was difficult. On the fifth day the abdominal incision was widely 
separated, and the omentum was bulging up into the incision. Studding the 
margins of the incision were little foci of pus. The patient, before operation, 
had many sonorous and whistling rales and severe paroxysms of coughing which 
continued after the operation and may have been the cause of the giving way of the 
abdominal sutures. She died with definite signs of peritonitis on the eighth day. 
In this case it would have been much wiser to have delayed operation until the 
pulmonary symptoms had entirely subsided.

Infection from a sloughing submucous myoma was noted in Case 460V. The 
uterus was the size of that of a five months' pregnancy. Examination of the 
specimen after removal showed, in addition to subpcritoncal and interstitial 
myomata, several submucous nodules. The largest of these was 4 cm. in diam­
eter, and its surface had been converted into a greenish-yellow suppurating tissue. 
The uterine mucosa near the internal os was hemorrhagic and covered with 
necrotic material from the suppurating myoma. In addition to the compli­
cations already mentioned the urine contained albumin and casts. In this ease 
operation was delayed for eleven days in the hope- that the discharge might be 
lessened and the abdominal operation rendered less dangerous, but the dis­
charge did not abate, and hysterectomy was undertaken.

In such eases the operator is often confronted, on the one hand, by the abso­
lute certainty of the patient's speedy death if she is not relieved, and, on the other 
hand, by the great risk of infection if any operative interference is attempted.

In Case 7158 the fatal peritonitis was due to a sloughing subperitoneal myoma. 
The patient at operation was markedly emaciated and was in a most critical 
condition. Her pulse varied from 120 to 130. The tumor was about the size 
of a five months' pregnant uterus. When the hand was passed around to the 
right of the umbilicus, several ounces of thick green fetid pus which had a garlicky 
odor escaped. It was quickly sponged up. On removal of the uterus this large 
abscess was found to be due to the breaking-down of a suppurating subperitoneal 
myoma. The patient was in a desperate condition when she left the table, and 
died on the third day. In such a case the surgeon has no alternative but. to 
operate. This case is reported in detail in the chapter on Suppurating Myomata 
(see p. 150).

1
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l v \. No. Aitoi'SV Xu. Day aktkr 
Operation.

CUI.TI HKB. SOVRCB OK InKM TIOXH AND CoMPU-

09 « 51 It Staphylococcus Volvulus of ileum.

Till 4th
729 I9S 51 It (.icncrnl It. coli. Diphtheritic enteritis, slight peri­

tonitis.
i«« 2a7 3d Cultures from ....

uImI. cavity neg-

1707 385 8th Staphylococcus Separation of abdominal wound, 
aureus. and omentum seen. Cough con­

tinuous before and after opera-

271 aaims 50 i Ith Cultures nega- Dense pelvic adhesions.

:mis 595 2.1 Streptococcus. Abdomen reopened.
3493 17th Staph, aureus. . .
ass-j 1 Ith .... Slow general infection.

0th .... Dense adhesions, tear in external
coat of ileum, with subsequent 
perforation.

0th .... Sloughing submucous myoma.
954 tilth It. coli. Dense adhesions with perforation

of sigmoid.
.’w,is 2.1 Streptococcus. Carcinoma ol body ol uterus. (See

Cullen's "Cancer of the Uterus,” 
p. 454, Fig. 237.)

7 IAS 3<l .... Suppurating myoma.
7soa St It ... Slow general infection.
8732 1734 7th Streptococcus. Sarcomatous degeneration of my-

10009 2102 4th (leneral peritonitis. Rent in rec-

1117191 ith
12209 7lh Dense intestinal and pelvic adhe­

sions ami rupture of an ovarian 
abscess.

12 As 7 2051 5th
II 1. K. 10th .... Advanced carcinoma of body (Fig.

ISO. |>. 286).

Cases 5X58 and ('. II. I. K. (see p. 280) afford typical examples of peritonitis 
developing when a supravaginal hysterectomy has been performed in cases of 
supposedly simple myoma, but where carcinoma of the body was;,also present. 
The foul discharge is very prone to infect the field of operation, and peritonitis 
speedily follows. Death in Case 5858 occurred on the second day and was due 
to a streptococcic infection. This case is reported in detail in Cullen's “Cancer 
of the Uterus," p. 454 (Fig. 287). In Case 8782 peritonitis resulted from acci­
dental soiling of the peritoneum with sarcomatous tissue. After we had tied 
the left ovarian vessels and round ligament and had begun to work down to 
the left uterine vessels a slight tear in the large tumor allowed a brain-like 
material to ooze out near the uterine vessels. Sarcoma was at once diagnosed, 
and complete, instead of supravaginal, hysterectomy performed. The patient,
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however, died of general peritonitis on the seventh day. Large sarcomatous 
areas are esp-eially prone to undergo coagulation necrosis and heroine infected. 
The ease is reported in detail on p. 215.

In Case 12209 the death was certainly due to infection from a large ovarian 
abscess. The pulse before operation was between 150 and 100. Filling the en­
tire right lower abdomen was a tumor. Above this the intestines and omentum 
were everywhere adherent. On gradually loosening up the mass we found it to 
be composed of a myomatous uterus with a densely adherent ovarian abscess 
on the right. The abscess was firmly adherent to the intestinal loops. Its walls 
ruptured, and about ten ounces of greenish-yellow pus were evacuated, with little 
soiling. Abdominal hysterectomy was performed. The patient's condition 
was desperate, ami that night her temp-rature reached 105° F. On the fifth 
day she developed phlebitis in the left leg. She died on the seventh day. In such 
a case little else could have been done. Where there are signs of an abscess low 
down in the pelvis, however, tin* better plan is to attempt evacuation through 
the vagina, and it is astonishing to see how the densely adherent p*lvic structures 
loosen up and the tumors that at the first operation were so firmly fixed that their 
enucleation would have been impossible can now be removed with relatively 
little difficulty. The disappearance of the induration is often as striking as that 
noted when evacuation of an appendix abscess is followed months later by the 
easy removal of the app-ndix. In the ease just cited, however, the abscess was 
too high up to be readily attacked from below, and immediate op-ration was 
imp-rative.

In Cases 3898 and 5302 the peritonitis was, in a large measure at least, due 
to injury of the bowel at operation. In Case 3898 the omentum, rectum, and 
loops of small bowel were densely adherent to the enlarged uterus. During the 
liberation of adhesions the outer coat of the small bowel was injured at one point. 
This tear was closed with three sutures. The température and pulse rose gradu­
ally after operation, and on the second day the patient complained of excruci­
ating pain on the right side, over the site of the intestinal suture. This pain 
became so intense that the abdomen was op-ned, and perforation of the bowel 
found at the point of suture. Death soon followed. It looks very much as if 
the injury at the time of op-ration had involved not merely the outer, but also 
the middle and inner, intestinal coats. We have noted that where dense intesti­
nal adhesions exist, tin- lumen of the bowel may be drawn out as a filiform tube 
for a considerable distance into the abdomen. Such adhesions should be as 
carefully turned in as an appendix stump, otherwise there may be danger of 
general peritoneal infection.

In Case 10749J a colored woman, aged forty-three, had marked pain in the 
lower abdomen. The myomatous uterus reached to the costal margin on the 
right side. The p-lvic portion of the tumor was embedded in adhesions. Ac­
cordingly, the hysterectomy was very difficult. Two vaginal and two abdominal 
drains were On the evening of the third day an enema consisting of549
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500 c.c. of soapsuds was given. This was expelled clear. Just at this time 
the patient complained of acute pain in the lower abdomen, Hanks, and also 
beneath the right costal margin. The pulse rose to 140, but the temperature 
remained at 00.5°. The patient vomited much clear fluid and was in a profuse 
perspiration. Two hours later she was lying with the legs drawn up; the res­
pirations were rapid. She became delirious, the pulse gradually grew weaker, 
and she died early on the following morning. The autopsy showed a general 
fibrinous peritonitis, and at the junction of the sigmoid with the lower portion 
of the rectum an opening in the bowel .4 cm. long. Through this the enema had 
been injected into the abdominal cavity.

At times the pelvis presents such a ragged appearance as a result of the 
dense adhesions that a hole in the bowel may be readily overlooked. In every 
case in which there had been the slightest possibility of injury the most careful 
inspection should be made.

In Case 5302 the lower two-thirds of the abdomen was filled with a myomatous 
growth. At operation dense adhesions were encountered. There was an ap­
pendix abscess, a right pyosalpinx, and an abscess of the right ovary. The 
tumor was firmly fixed to the pelvic floor, rectum, colon, sigmoid flexure, and 
anterior abdominal wall. The urine before operation contained a moderate 
amount of albumin and some hyaline casts. After operation it showed many 
casts. The patient died on the tenth day. At autopsy perforation of the sig­
moid flexure was found. This had first given rise to a localized peritonitis, and 
later the general peritoneal cavity had become involved.

The patients who succumbed to peritonitis usually died within the first 
six days, but in some cases the infection was a slower one: in (’ase 3882, for in­
stance, the patient lived until the fourteenth day, and in Case 3493, until the 
seventeenth day. Where the infection is streptococcic, as in Case 5858, the 
termination may he appallingly rapid, this patient dying on the second day.

We regret that our bactériologie examinations are not complete. In those 
cases in which the second operation was undertaken the patient was usually 
in such a desperate condition that all efforts were directed to doing what was 
necessary and getting the patient off the table at the earliest possible moment.

In the rapid streptococcic peritonitis cases operation avails little unless per­
formed within the first few hours, before the infection has become general. Care­
ful wiping off of the pelvic walls and the intestinal loops in the vicinity, with 
wide-spread drainage of the pelvis with gauze, occasionally yields good results. 
In the slow peritoneal infections wide-spread drainage is practically all that can 
be accomplished. Where it is necessary to reopen the abdomen, we have found 
it wiser to make a new incision instead of opening up the old abdominal wound.

From the foregoing it will be seen that in many of the cases peritonitis un­
doubtedly developed from an already existing pelvic infection, and in nearly 
every case the hysterectomy was a very diflicult one.
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Deaths from Intestinal Obstruction Following Abdominal Hysteromyomectoiny.
In Case 6217 great difficulty was experienced in covering in the raw areas on 

account of the marked distention of the intestines. Finally, it was necessary 
partly to eviscerate the patient before the parts could be properly approximated. 
This maneuver was probably responsible for the subsequent obstruction, as in 
replacing the intestine some kinking might have taken place, and. as was pointed 
out at a recent meeting of the American Medical Association, much handling 
of the bowel is often followed by prolonged atony. There are certain patients 
that have marked distention of the intestine notwithstanding the most careful 
preliminary preparations.

In Case 104X6 the patient left the operating table in good condition, but on the 
third day the temperature rose to 101.6° F. and the pulse to 104. On the fourth 
day an enterostomy was done. The intestines were enormously distended, owing 
to the presence of a stricture in the small bowel, 10 cm. from the ileocecal valve, 
a loop of bowel having become adherent to a raw area near the pelvic brim. 
This case again emphasizes the great importance of covering over any raw areas 
with peritoneum, thus leaving no point at which intestines may adhere.

In Case 12216 we were dealing with a large myomatous uterus. A suhperito- 
neal nodule had suppurated (Fig. 104, p. 136) and become adherent to the anterior 
abdominal wall. Our attempts to draw the peritoneum over the raw area left 
on the anterior abdominal wall were not very successful on account of the indurated 
condition of the surrounding tissue. Partial obstruction developed on the sixth 
day. On the eighth day the gut was found adherent to the anterior abdominal 
wall, and kinked at this point. Death followed the same day. In this case 
we are certainly open to criticism, as, knowing the dangers at operation, we 
should have opened the abdomen as soon as the obstruction commenced. Our 
reason for delay, however, arose from the fact that the bowels had been thoroughly 
moved a few days “ ieration.

DEATHS DVK TO INTESTINAL OlWTHKTlON FOLLOW 1X<1 AN ABDOMINAL 
HYSTKKoMYO.MmoMY.

Day A ft k h Skcondary Opkh- 
Opkration. ation. Complications.

0217 118 5th. Non,..

0521 8th. Exploratory.

10480 4th. Release of ol>- 
st ruction.

42210 8th. Exploratory.

8. 1500 8th. None.

( iront difficulty in getting :t proix*r 
exposure on account of distended 
intestines.

Partial obstruction before hyster­
ectomy.

Ileum adherent to edge of pelvis 
after operation.

Suppurating myoma adherent to 
anterior abdominal wall. Post­
operative intestinal adhesions at 
that point.

51
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Deaths from Shock Following Abdominal Hvsteromyomectomy. The cause 
of death in Case 1703 is not clear. After removal of the uterus, which extended 
up to the ribs, a Mikulicz drain was introduced and tin* abdomen closed. The 
patient never rallied satisfactorily after the operation, notwithstanding the fact 
that little blood was lost. The pulse rapidly rose to 16S and the respirations 
to 40. She died fourteen hours after operation.

Case 1007 was one of carcinoma of the cervix associated with a submucous 
myoma. When the necessary extensive hysterectomy had been completed, the 
pulse was hardly perceptible. In this case the tuberculosis of the hip prevented 
the necessary flexion of tin* thigh, and rendered the proper exposure of the pelvic 
structures difficult. Much blood was lost. The patient never recovered from the 
effects of the operation and died twelve hours after leaving the table.

In Case 5010 the patient entered the hospital in a precarious condition. 
Operation was delayed in the hope that there might be some improvement, but 
she steadily lost in strength. The abdomen having been opened and the omentum 
drawn gently back, free pus welled up out of the pelvis. The condition present 
was exactly as if one had poured half a liter or more of pus into a jk*1vis partially 
filled with a multinodular and firmly adherent myomatous uterus. It was 
impossible properly to drain the various pockets. Hysterectomy was attempted, 
but the tissues were everywhere almost like cartilage. The pulse, which was 120 
and weak, rapidly increased as the operation progressed, and tin* patient died 
just as the abdomen was being closed. Had we known of the bisection method 
at this time the operation could have been performed much more speedily, 
and it is possible1 that the patient might have been saved.

DEATHS DI E TO SHOCK FOLLOWING ABDOMINAL HYSTKKOMYOMECTOMY.

,, .. , .. Timk AKTKH OpKHA- ,,
Gyn. No. Autopsy No. tion. Complications.

itou 14 hours.
41)07 12 hours. Carcinoma of cervix; tubercu­

losis of hip.
5010 90S On tuble. Abscess in myoma; chronic ad­

hesive pericarditis; fatty de­
generation of liver.

Ml 7 On table. Bronchitis, “weak heart."
0017 Secondary. Sloughing submucous myoma.
6760
7036 / 1387 On table. Abdominal myomectomy two 

months before: later profuse 
hemorrhage: intestinal adhe­
sions to uterine wound.

9030 8 hours. Rupture of large infected ovarian 
cyst into abdominal cavity.

In Case 5617 there was weakness and shortness of breath. The pulse1 was 130 
and fee‘ble. On account of bronchitis, chloroform was first used, but the respir­
ations eease'el. After resuscitation ether was administered. The pulse- rose to 108,



RK8VLT8 OK ul'KRATK>NS FOR I'TKRINK MYOMATA. 679

becoming weaker and irregular, and the patient died on the table. The large 
myomatous tumor had suppurated and broken through into the uterine cavity. 
The wisdom of operating on such a case may be questioned, but it is perfectly 
clear that without operation death was certain, and in other apparently more 
desperate cases patients have survived the operation and have been restored 
to perfect health.

In Case (>017 there were great weakness, shortness of breath, and swelling of 
both legs. The vagina was filled with a large, rounded mass, slightly gangrenous 
in several places. This tumor was continuous with the myomatous uterus, which 
extended to the umbilicus. At operation vaginal myomectomy was done and the 
uterus removed from above. The hysterectomy was very difficult, the growth 
being to a great extent behind the bladder. The entire operation occupied three 
hours. After infusion the patient steadily improved until 4 a. m. on the next 
morning, when she suddenly felt faint. The pulse and respirations became very 
rapid, and she presented the typical symptoms of hemorrhage. The abdomen 
was opened, but there was no sign of bleeding. She died just as the abdomen 
was closed.

We are certainly open to criticism in this case. When a sloughing submucous 
myoma is present, this should he completely, or as far as possible, removed. 
Under no circumstances should the hysterectomy be undertaken until the dangers 
of infection from the necrotic submucous growth are past.

The operation in Case 7036 was secondary to a myomectomy done two months 
before. The patient was so weak as a result of the intestinal obstruction that she 
died on the table. For the full details of this case see p. 566.

In Case 9030 the patient was so weak and anemic on admission that operation 
was deferred. Later a large myomatous uterus was exposed, and filling the right 
lumbar region and extending to the right side of the uterine mass as far as the 
costal margin was a large cystic accumulation with walls varying in thickness. 
This was everywhere adherent to the intestines. During its liberation the cyst 
ruptured, and a large amount of foul-smelling purulent material was scattered 
throughout the abdominal cavity. This was immediately flushed out with a large 
amount of salt solution, and the uterus quickly removed. Immediately after the 
operation the patient was in a state of collapse. She soon rallied, and a few hours 
later the pulse was easily counted. Toward evening there were signs of collapse. 
The pulse could not be counted. The patient was gasping for air and was very 
cyanotic. She died eight hours after operation.

In this case also operation offered the only hope. With our present knowledge 
of the operative technic we would wipe out the pus that had escaped, and under 
no circumstance run the risk of spreading it by flushing the abdominal cavity.

From the above it is seen that in six of the seven deaths from shock following 
abdominal hyst cromyomectomy the fatal termination was not unlooked for, all 
being desperate cases. In Case 1703 we are at a loss to account for the death.
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Fatal Pulmonary Embolism, Following Abdominal Hysteromyomectomy.
In lour of tli<‘ 901 abdominal hystvmtnyomcetomivs the patients died of pul­
monary embolism.

In Case 7d(il there was a simple, uneomplieated, supravaginal hysteromyo- 
meetomy. The appendages, which were normal, were left in situ. The patient 
did well until the fourteenth day, when, while talking to another patient , she com­
plained of feeling ill. grew pale, and suffered from dyspnea and suffocation. The 
face was covered with beads of perspiration. She responded to questions and 
complained of a “weight” on the chest. The pulse was slow and full, but 
irregular. About an hour later dilatation of the left pupil was noted, and the 
patient responded to questions by nodding the head. There seemed to be paraly­
sis of the left arm and the right side of the face. The breathing was now very 
stridulous. The condition improved somewhat during the day, but toward 
evening the pulse became irregular and dropped a beat frequently. Shortly 
after midnight, just fifteen hours after the onset, the patient gave a gasp and 
died. Autopsy showed embolism and thromboses in the pulmonary arteries, 
and old tuberculous lesions in both lungs.

DEATHS FROM PVLMONARY K.M HOLISM FOLLOW INC AN ABDOMINAL
iiysteromyomkctomy*

tHs. No. Ai toi*sy No. CltAilACTK.K OK 
Ol'KKATIOK.

POSTOI'KHATIVK
Condition. Day ok Dkatii.

7301
9075

1445
1930

Hjwtple.
Thrombosis of left

Fifteenth.
Fifth.

8. lOK'J
S. 1K72

«nï:
ovarian vein.

Twelfth.
Fourth.

In Case 9(>7"> the patient was a stout, rather weak woman. She had a chronic 
nephritis. The uterus was free from adhesions, and could have been easily 
removed had it not been for the difficulty in obtaining the necessary exposure. 
The patient did fairly well for two days, but grew weak on the filth day, and 
died apparently as the result of profound asthenia. At autopsy thrombosis of the 
left ovarian vein was found. The left pulmonary artery was normal, but on open­
ing the right a large thrombosed mass was found lying in the branch to the lower 
lobe. This thrombus did not completely fill the vessel. It was rough, of a grayish 
color, and had other clots attached to it. Its central portion was apparently 
undergoing softening.

In San. No. 1 (>N2 the uterus was easily removed, and the appendages were 
normal. The patient died suddenly, apparently of pulmonary embolism, on the 
twelfth day.

* In Cu.se 1-.")N7 death was due primarily to a general peritonitis. At autopsy, in addition 
to thrombosis of the uterine and vesical veins, pulmonary embolism was noted. The lungs were 
also the seat of abscesses, bronchopneumonia, acute bronchiectasis and bronchitis, and there 
was an acute fibrinous pleuritis.
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In San. No. 1872 the patient was a very frail woman, fifty-one years old, with a 
hemoglobin of 50 per cent. The myomatous uterus was removed without diffi­
culty. ()n the fourth day she was as bright as usual, when suddenly she screamed, 
became unconscious, and died within a few minutes. Kmbolism was probably 
the cause of death.

In not one of the four eases in which the patient died of pulmonary embolism 
had we any evidence of the embolus being due to pelvic infection. In each case 
the operation was a simple uncomplicated one and the convalescence was normal 
until the symptoms of embolism developed.

Other Causes of Death Following an Abdominal Hysteromyomectomy.
In addition to the deaths following abdominal hysteromyomectomy and due 

to general peritonitis, intestinal obstruction, shock, and pulmonary embolism, 
there were 12 other cases. The cause of the death in these cases is shown in 
the following table:

OTHER CACHES OF DEATH FOLLOWING AN ABDOMINAL HYSTEROMYOMECTOMY.

OTN. NO. Ai.tohhï No. Caisk ok Death.

3977 742 Fatal hemorrhage from a uterine artery on the eighth «lay 
due to too early absorption of the eat gut ligature.

7381 Lobar pneumonia on seventeenth day.
11180 2293 Abscess of lung and bronchopneumonia. Death on twen-

0997 Convaleseence interrupted by double basal pneumonia. 
Symptoms suggestive of gastric carcinoma. Death from 
acute dysentery in eleventh week.

8021 Did well till twenty-first day. then developed severe diar­
rhea and died on twenty-eighth day.

9652 Persistent nausea. Abdomen opened on fourteenth day. 
No signs of obstruction or peritonitis. Death the same

10593 Persistent nausea : abdomen reopened, no signs of obstruc­
tion or peritonitis. Death on third day.

12011 Chronic diffuse nephritis. Death on fifth day. Abdomen

C. II. I.,
511

reopened; no |>eritonitis or obstruction.

Acute suppression of urine, due to a chronic diffuse neph­
ritis. Death on the second day. Operation: complete 
removal of uterus by the Wertheim method for carcinoma 
of the cervix. The diffuse adenomyoma of the body was 
discovered only in the laboratory. (Reported in full in 
•• Adenomyoma of the Vterus," p. 211.)

8183 Found dead in bed on twenty-fifth day. Had had previ­
ous attacks of syncope.

10095 Probable myocarditis; death on fourth day. No autopsy.
13016 Myocarditis; death on twelfth day.

Fatal Secondary Hemorrhage. In Case 3977, as a result of too early absorp­
tion of the catgut ligature controlling the left uterine artery, the patient died of 
sudden and fatal hemorrhage from this vessel on the eighth day.

In this ease the pelvis was filled with a large globular mass about the size 
of a fetal head and the cervix was drawn up high. The myomatous uterus
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reacheil tin* umbilicus. The operation proved to he relatively simple. On the 
eighth day the patient called a nurse, saying that she felt faint. Her pulse 
rapidly became imperceptible, she was gasping for breath, her face was cyan­
otic. the extremities were cold: death resulted in a few minutes. At autopsy 
a considerable amount of fluid, especially clotted blood, was found in the ab­
dominal cavity. The hemorrhage appeared to have come from the left uterine 
artery, probably as result of too early an absorption of the catgut ligatures. 
There was slight atheroma of the coronary arteries and faint evidences of a 
myocarditis. Death was undoubtedly due to the hemorrhage.

Pulmonary Abscess. In Case 11 ISO a large multinodular myomatous uterus 
was removed. On the fourth day an area of dubious could be detected in the 
right lung. It was demonstrable both in front and behind. The temperature 
varied from 102° to 104.5° F. for a week, and when the patient was transferred 
to the medical ward on the sixteenth day, it was about 100.5° F. The pulse 
was rapid and the general condition unfavorable. She died eighteen days 
after operation. Autopsy revealed a bronchopneumonia of the left lung, with 
a large encapsulated gangrenous abscess in the lower lobe. There is no evidence 
that the operation was in any way responsible for the pneumonia or for the pul­
monary abscess.

In Case 12587 the patient was a negress, thirty-nine years of ago. After 
removal of a large myomatous uterus she developed a bronchopneumonia and 
died on the fourth day. At autopsy acute fibrinous pelvic peritonitis, thrombo­
sis of the uterine and vesical veins, embolism of the pulmonary arteries, pulmo­
nary abscesses, bronchopneumonia, acute bronchiectasis and bronchitis, acute 
fibrinous pleuritis, and acute diphtheric colitis were found. The pulmonary 
abscesses were probably secondary to the emboli. This case is included among 
the deaths from peritonitis on p. 074.

Acute Suppression of Urine. The death in case C. II. I. 511, from acute sup­
pression, followed a Wertheim operation for carcinoma of the cervix in a patient 
with chronic nephritis. The exact conditions and dangers were explained to the 
patient before, and she chose operation.

The adenomyoma was not recognized until after removal of the uterus. This 
case in a sense should not be included under deaths following operations for myo­
mata, but, as it forms one of our total number of myoma cases, it hardly seems 
fair to include it in one place and omit it in another. In order, therefore, to 
remove even the slightest possible suggestion of bias and to be on the safe side 
we have included it. The same may be said of Case .8185, in which the carci­
noma of the cervix was the dominant lesion and the myoma was not large.

Myocarditis. The clinical picture in Case 10095 suggested myocarditis, 
but the exact condition could not be ascertained, as no autopsy was obtainable.

In Case 15010, a negress, thirty years old, was well nourished and healthy 
looking. There was marked pulsation in the arteries on the right side of the 
neck. There was a faint, blowing, systolic murmur heard most distinctly in the
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second left intercostal space. It was traceable to the vessels of the neck. Filling 
the lower abdomen was a myomatous uterus. This was removed without 
difficulty, and up to within five minutes of her death, on the twelfth day, the 

Two hours before she had complained of pain in 
the right leg. This, however, was not severe. The patient suddenly gasped for 
breath, became semiconscious, and died in five minutes. The coincident pain 
in the right leg and the sudden death naturally suggested pulmonary embolism, 
but at autopsy acute myocarditis (degenerative), chronic fibrous myocarditis, 
and cardiac dilatation, together with lymphatic hyperplasia, were fourni.

Death Following Bisection of the Uterus.

In (is of the abdominal hysterectomy cases, prior to removal of the uterus, 
it was bisected. ( )n account of the newness of this operation, we have considered 
these cases by themselves. Fight of the patients died, an exceedingly high 
mortality, namely, 11.76 per cent.

CaI'HKH UK DkATII. Nl MIIK.lt ok Cahkh.

(ienoritl peritonitis..............................................................................................................  3
Intestinal ohstruetion......................................................................................................... I

Pulmonary embolism.......................................................................................................... 1
Bronchopneumonia (wide-spread métastasés from sarcomatous degeneration of a 

myoma)............................................................................................................................. t

Peritonitis. -The death in Vase 7474 was due to the fact that necrotic sar­
comatous tissue in the center of a large myoma was set free by the bisection. 
The case is reported in detail on p. 208.

In Vase 8598 a negress, twenty-nine years old, had a hemoglobin of 24 per 
cent. ( )n section of the abdomen dense adhesions were found between the tumor, 
the pelvic walls and rectum. The right side was first freed and during the 
manipulations an abscess ruptured and a considerable amount of creamy pus 
escaped. The outer coat of the rectum was slightly torn. Bisection was at 
once resorted to to save time. The two halves of the uterus were removed, and 
the pelvis was packed. The patient was markedly shocked. She slowly rallied, 
but two weeks after operation grew weaker, and died on the sixteenth day with 
signs of general peritonitis.

In Vase 9182 a negress, forty-two years old, had a weak and rapid pulse during 
operation. On account of intestinal and general pelvic adhesions the uterus 
was bisected. She rallied slightly after operation, but on the third day grew 
weaker and died on the following day. Aut. No. 1809 revealed a general purulent 
peritonitis.

Intestinal Obstruction. In Vase 9586 the operator found tin* tumor filling 
the pelvis and firmly fixed by dense adhesions. Bisection offered the best

9172119
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prospects. Posteriorly, the tumor was so densely adherent to the rectum that 
:i portion of it had to lie left attached to the bowel. The pelvis was packed with 
gauze, and tlie patient left the table in good condition. 1 luring the next day 
she had severe pain in the left side of the pelvis; the pulse was 110. the temper­
ature 101.5° I '. Vomiting and distention developed, and the patient died on the 
fourth day with definite signs of obstruction. This case is reported in detail 
on p. ISO. Here it will be seen that the entire central portion of a large sub- 
peritoneal myoma had undergone sarcomatous transformation, and that the 
center of the malignant growth had become necrotic. Local infection naturally 
followed, with kinking of the bowel.

Death from Shock Following Bisection. In Case NN3(i the patient was a 
white woman, forty-eight years of age. Filling the pelvis, and extending half­
way to the umbilicus, was a myomatous uterus. On account of numerous dense 
adhesions bisection was carried out. In order to free adhesions as rapidly as 
possible the bladder and rectum were both opened, but Inter accurately closed. 
The patient, on leaving the table, was in a desperate condition : the pulse was 
130, very weak, and irregular: the extremities wore very cold. In spite of stimu­
lation she died within a few hours. In this case the subsequent steps of the 
operation clearly demonstrate that we had shown very poor judgment in opening 
the bladder and rectum, as the time saved by opening them was more than lost 
during the subsequent closure.

In Case SS72 the patient was a white woman, fifty-two years of age, and well 
nourished. After a long median incision through very thick walls had been 
made, a large multinodular uterus was exposed. This tumor was not adherent, 
but had developed mainly in the cervical region. Knueleation was carried out 
by first clamping the ovarian vessels on both sides and then bisecting. The 
hemorrhage was very profuse. After splitting down to the cervix, the operator 
pulled the tumor from its capsule, but the bleeding still persisted. Both halves 
of the uterus were then removed. The patient was almost pulseless on leaving 
the table. Toward midnight she became delirious, and died at (i a. m. Fx- 

tensive development of a tumor usually renders the hysterectomy difficult, 
but with slow and patient traction we would probably have been able to 
remove the uterus intact and to save our patient. Death was clearly due to the 
great amount of blood lost during the operation.

Death from Pulmonary Embolism Following Bisection. In Case 8713 the 
patient was a negress, forty years of age. < >n section of the abdomen the pelvis 
was found filled with a multinodular myomatous uterus. Bisection was easily 
done, and the right structures were removed without difficulty. The left ap­
pendages were very adherent. The gall-bladder was opened, and several stones 
removed. Convalescence was normal until the sixth day. The night nurse 
heard her cough and gasp, and by the time she reached the bed the patient was 
dead. Aut. No. 1733 showed a perfectly smooth peritonea! cavity, but throm­
bosis of the left common iliac vein. Cnfortunately, the pathologist was unaware
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of the apparent cause of death, and the lungs were removed in the ordinary way 
and no embolism was detected. Both lungs showed some petechial subpleural 
hemorrhages.

The clinical picture, coupled with the thrombosis of the iliac vein, leaves 
little doubt that the patient died of pulmonary embolism.

Bronchopneumonia Causing Death after Bisection. -In Case 7604 the patient 
was a white woman, aged forty-four. The enlarged uterus extended above the 
umbilicus, and the bladder was drawn up as far as the umbilicus. The tumor 
was adherent to the rectum, and each tube was the seat of a hydrosalpinx. The 
uterus was bisected. From the cavity blood-stained serous fluid escaped, 
and from the lower part of the uterus a soft stringy substance, softer, darker, 
and more vascular than ordinary muscle tissue. From an accidental rent in 
the bladder infected urine escaped into the pelvis. The patient gradually grew 
weaker and died on the twelfth day. Aut. No. 1505 revealed gangrene of the left 
ovary, sarcomatous métastasés in the lungs, bronchopneumonia, métastasés in t he 
chorda* tcndinea*, on the tricuspid valves, and acute endocarditis. This case is 
reported in detail on p. 220.

The majority of the cases in which death followed bisection were most cliffi- 
cult, and in some instances impossible of accomplishment by any other method. 
A study of the eases, however, shows that wherever there is infection of the uterine 
cavity or malignant degeneration in the myomata, the danger of immediate general 
peritonitis is great. In some cases, also, great loss of blood follows t lie bisection. 
This operation should never be performed in myoma cases, when the uterus can 
be removed intact. In a certain group of otherwise inoperable eases the pro­
cedure. however, is of the greatest value to the surgeon.

Results in Vaginal Hysteromyomectomy.
As seen from the table, we had 24 vaginal hysteromyomectomics with no 

deaths. In practically all these cases the uterus was small and mobile and was 
taken out readily from below. In many of the cases these myomata were 
associated with prolapsus of the uterus, and the operation was for the prolapse 
rather than for the myoma.

In nearly all cases in which the myomata are of moderate or large size we 
prefer opening the abdomen and removing the uterus from above. We are thus 
enabled to see clearly each step in the operation, and to cope successfully with 
the various and unexpected complicating conditions that are so frequently met 
with.

Final Results after Operations for Uterine Myomata.

After abdominal myomectomy the results are, on the whole, very satisfactory 
(Chapter XXIX, p. 506). The dragging sensations in the lower abdomen and 
the backache, so frequently noted, disappear, and the patient feels perfectly
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well. In a few instances, as noted on p. 501, a subsequent hysterectomy may 
be necessary on account of the development of other myomatous nodules.

In eases in which a simple supravaginal hysterectomy has been |K*rformed 
and the ovaries have been saved, the final results are also very satisfactory, 
and in many cases the unpleasant phenomena of the premature menopause have 
been avoided. (See p. 603.)

In cases in which there has been much hemorrhage, the rapidity with which 
the patients improve after operation is often little short of marvelous, and the 
hemoglobin, which prior to operation has been below 30 per cent., rapidly rises 
to 00 or 70 per cent., and in the course of a few weeks is nearly normal. In Case 
M., seen in consultation with Dr. K. W. Meisenhelder, at York, Pa., on January 
2, 1003, affords an excellent example of such improvement. The patient at 
operation was almost colorless, and during the operation the blood on the sponge 
left no deeper stain than if dipped in port wine. There had been excessive 
hemorrhages, due to a very large submucous myoma. At the end of ten weeks 
the patient had improved markedly and had a good color. The improvement 
was so great that her intimate friends, meeting heron the street, did not recognize 
her.

Our death-rate, on the whole, has been relat ively large, but it must be remem­
bered that the series includes the cases from the time the hospital opened in 18,89 
until July I. 1906. In the early days the operative technic for the removal of 
myomata was still in the transition stages and many eases that called for an 
operation, at that time formidable and attended with grave dangers, are now 
relatively easy and can be properly eared for with but little risk. Furthermore, 
many of the patients had passed from clinic to clinic, the condition having been 
regarded as inoperable, so that, so far as we were concerned, removal of the 
tumor was attempted as a last resort. Such patients would now be operated 
upon before adhesions, suppuration, or marked degenerative changes had taken 
place. A glance at the results of the last two and a half years will show that our 
operative mortality has been less than one per cent.

The remarkable improvement that can often be obtained by removing slough­
ing submucous myomata from patients who, as a result of the septic absorption, 
have a high temperature, a rapid and weak pulse, and are apparently almost 
moribund, is simply astonishing. (See p. 577.)

Naturally, the removal of any tumor of considerable size and weight affords 
physical relief, which in some cases is almost indescribable.

Taken as a whole, few operations in surgery give as much permanent satis­
faction as those for the removal of uterine myomata.
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RESULTS IN MYOMA ( ASKS AT THE JOHNS HOPKINS HOSPITAL FROM JULY I 
191)6, TO JANUARY I, ItillB.

Casks. Dkath*. Pkkckntaok.

Abdominal myomectomy 0 0
Yuginnl myomectomy. .. .................................................... <> 9 9
Abdominal hysteromyomcetomy.......  192 2 1 +
Vaginal hyateromyomect omy.................... 2 0 0

Total opérâtions................................ 2dS 2 .S"»

Not treated............................................................................. N

In the series of 240* eases there were It deaths, two following abdominal 
hysteromyoineetomy, and one in no operation Imd been performed.
This gives a mortality of .85, or less than 1 percent.

In the 1!)4 hysteromyomeetomies all but two of the patients (Gyn. Nos. 
14002 and 15252) recovered :t mortality of a little over 1 percent. In Case 
14002 the patient died of postoperative intestinal obstruction on the twenty- 
second day. In ease 15252 the woman was forty-four years of age. At operation 
complicating the myomatous condition of the uterus a general peritoneal 
carcinosis was found. The origin of these papillary carcinomatous masses 
could not lie determined.

In case 15477 the patient was admitted to the hospital in a state of extreme 
asthenia and was markedly anemic. She died in a state of shock on the following 
day. In this ease, of course, operation was out of the question.

The reduction of the operative mortality in the last two and one-half years 
to less than 1 per cent, is particularly gratifying. It is due in part to the fact 
that many patients came to the operation before serious complications developed, 
but in a large measure to the improved methods which naturally follow where 
many cases of the same kind are operated upon in the same clinic.

* A number of eases have been omitted, as the myomata were too small and as the operation 
was performed for some ol her cause.
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INDEX OF CASES ARRANGED ACCORDING TO THEIR 
GYNECOLOGICAL NUMBERS.

This list does not include all the cases operated upon, but merely those that are more or
less fully described in the text. The pathological and autopsy numbers are given in the aeeom-
panying lists.

tiyn. No. 57.............. . 533 1240 530 tiyn. No. 1872.

■au» VII i Xu» ">0S -7n

tiyn. No. till ............. 404.074 (lyn. No. 1317. 572. 579, 585, tiyn. No. 1040. 384.025
(lyn. No. 77 ........354 423.420 580 tiyn. No. 1040 ......... .">04.505

tiyn. No. 1320 440.511 tiyn. No. lOOti 118
(lyn. No. 143............. 504.505 1373 ......... 504,505 tiyn. No. 2005. ............... 445
(lyn. No. 182............ 504.505 1370 ...............  505 tiyn. No. 2039. .........546,548
tiyn. No. 213............ 504,505 1.383 J 35,451,025 tiyn. No. 2042 .........435,508
tiyn. No. 278 415 1105 .........504,505 tiyn. No. 2052. ............... 448
(lyn. No. 2SS............ 1122 ............... 507 tiyn. No. 2070. ............... 001
(lyn. No. 301............ 578 Mil 581 tiyn. No. 2073. 370
(lyn. No. 337............ 77.448 1455 . .340.527.570 tiyn. No. 2098. ............... 000
(lyn. No. 302............ 401.540 1480 . 540, 508. 572, tiyn. No. 2108. 405
(lyn. No. 4S2............ 534 570,587 tiyn. No. 2120 .........403,058
tiyn. No. 515............ .. 570 1 100 ......... 380,004 tiyn. No. 2142. ............... 592
( lyn. No. 510 ... .370 504,505 1551 . 448.579. 580. tiyn. No. 2158. 448
tiyn. No. .">02............ 419 580 tiyn. No. 2172. ............... 340
tiyn. No. 015............ ... 505 1558 •234.440 tiyn. No. 2182. ............... 587
tiyn. No. 050............ 382.401 1570 554.570 tiyn. No. 2183 ............... 585
tiyn. No. 000............ 1570 371 tiyn. No. 2180 570
tiyn. No. 004....... 10 430,440 1508 ............... 580 tiyn. No. 2201. ............... 572
tiyn. No. 701............ .11,074 1610 71.441, 574, tiyn. No. 2432. ............... 270
tiyn. No. 700............ 575,570,587 tiyn. No. 2434
tiyn. No. 720............ 074 1028. ............... 430 tiyn. No. 2500 .........547,570
tiyn. No. 832............. . 420 1687 348,340 ( ivn. No. 2570 0
tiyn. No. 858............ 540,547 1004 4.30 tiyn. No. 2503. .........573,587
tiyn. No. 801 ... 405 504.505 1000. ............... 000 tiyn. No. 2508 .........548,058
tiyn. No. 000............ . . 580 1672 511.543.025 tiyn. No. 2000 444
tiyn. No. 031............ . . 000 1082 . 300,387,430 tiyn. No. 2034 1(15
tiyn. No. 030........... .. 505 tiyn. No. 1085. ......... 451,570 tiyn. No. 2058 314,315
( Ivn. No. 003............ . . 074 tiyn. No. 1001 ...............  288 tiyn. No. 2000 587
tiyn. No. 1033........... 510,502 tiyn. No. I7D3 078.070 tiyn. No. 2001 .............7,631
tiyn. No. 1030 370 1710 71,574, 575, tiyn. No. 2099. .........432,658
tiyn. No. 1040........... . 430 579,587 tiyn. No. 2700 . .311,387,050
tiyn. No. 1000........... 288.025 1752 541 tiyn. No. 2700J .443,558
< lyn. No. 1112........... . . 508 1707. .........073,074 tiyn. No. 2710.
tiyn. No. 1135 . . 204 1782 ............... 288 tiyn. No. 2713 . .451,030,074
tiyn. No. 1150........... 572,587 1787. 447 tiyn. No. 2744 153
( lyn. No. 1161........... . 448 1821 ............... 570 tiyn. No. 2740. ............... 132
<lyn. No. H73........... 410,540 1852 .........403.070 tiyn. No. 2754. 374
(lyn. No. 1212 440,547 (lyn. No. 1802 ............... 535 tiyn. No. 2703a 350,402



IXIlKX UK (iYXKCOMKiK'AI. NTMBKHS.li'MI

X». J77J IIS 402.017 ( iyn. No. 3394 436 No. 4193. 003,004
M07 ( iyn. 332 No. 4203 323.147

302.430 ( iyn. No. 34111 462 No. 42.32 3.79
403,001 No. M4IS 302 No. 4262 . 287

No. 2822 M00 No. 342(1. 130. .381 No. 428.3 457
No. '.'Sits IIS No. 3437 324.4.37 No. 4297 .709
No. 28.72 I2t .317. .32.3 No. 3440 430,404.031 No. «311 77
No. 2s73 71..373. No. 3444 431 No. 1344) 30.7

.37.3. :»S| No. 344.3 370.0.37.000 No. 1341 132
No. jssi II No. 3449 158 311. No. 1361 129.1.32

(Iyn. 17s. MSI. 430,661 No. 4.30.3 .717
MS2.430 No. 34(41 251 No. 4309 000

4.37 No. 3ISS 158 No. 437(1 387.441
No. 29 m M00.0.3S No. MUM) :i-.is No. 1372 . . 000
No. 3(M)8 s. I0S. MIM. No. 3491 307 No. 4.382 435 .771. .779

M20 3411.074 No. 3192 318. 0.34, No. 141.7 89, ill, .3.34.
No. moi i 120.1M2 008.009 555
No. 303s MIS M21.327 No. 3493 298. 441» No. 4411 441
No. 3000 US. 1.33, 074,070 No. 4471 . 527

.373. .374 No. 3.3044 ........ 10.3 No. 14S.7 116
No. 3107 84 No. 3.308. 582 No. 4.317 .3.39

( Sy ii. No. Mill MOS.148 No. 3.33.3 661 No. 4.320 4 48
< iyn. No. Ml 1.3 70, 123, 247, No. 3.3.38 is No. 1537 . 552

291,317.321 371. 38.3. IMS, No. M.38.M 1 19 No. 4.799 377,451
400 No. 3.390. 371.38.3 No. 4007 20.7

No. Ml 19 030 No. MIMHI All No. 4009 073,074
No. 3130 132.328 No. 3011 312.003.004 No. 4007 . 078
No. Ml33 70, 101, 100, No. 3093 189 No. 4017 430.000

301.307,321 MM2 M70.M7II, No. M771 430 No. 4635
387 No. 3778 132 No. 1663 .772. .780

No. 3 lot 443 No. 3842 .30, :I7-’ No. 1099 49.3
No. Ml «.is 409,074 No. MS 14 1.32 No. I7::i 4II. (Cl
No. 3100 I.Yt 302.449 No. 3882 . 074.070 No. 4732 341
No. 3209 M22 No. 398.3 1.32 No. 4701 368
No. 321(1 SC 137.320 No 071,07.3 No. 1771 3.32
No. M2 IS Ml 4 No. 001 No. 1791 .379
No. 3-232 323.324 No 17 132 No. ISOM 130 132.100
No. M‘27'2 382 No 3900 317.349 No. «si I .770
No. M2S1 MI0 MS0, IM0 No 3971 .3.3,379 No. 4828 . .380 449.019
No. 320M Ml.3 No 3971 IS No. 4832 300.003
No. 3204 3.31 No 3977 0.34.081 No. 4814 .709 .308, .770
No. 329.3 280. .38.3 No 398.7 3 No. 48.70
No. 3290 II 1.34.3.3.3 No 3991 97 No. 4809 3.79.0.77
No. MM 10 mm: .330.371 No 3997 0.34 No. IS70 031
No. 3320 10.3, 100, No 4010 III). .327 No. 4873 .748

No 4020 348, 349. No. 4877 4.30
No. MMMS 119.030 308.309 No. 4894 008
No. MM 10 132. 333, No 4022 . 3.32. 308, No. 4902 000.008

130,003 309,008 No. 4903 4.30,000
No. 334.7 102 No 40.3.3 Al 1. .740. .770 No. 492.7 711,519,
No. 3349 104.303 No 4097. 387.031 502
No. 33.33 119 No 1100 132. .370 No. 4929 .740
No. MMÔ7 1.38 No 410.3 .387 No. 1911 327 00.7.000
No. 338.7 320 M2I, IMI No II OS 380.44S No. 49.79 140

(iyn. No. MMS7 MM.409 (iyn. No 4172 0.39 (iyn. No. 490.7 335,330
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PAO i: PAUK
No. 4907 402 .>75 No. 5820 AH, 552, No. 0521 117.677
No. 4972 448 554 568 No. 0570 .... 78
No. 1975 1.32 No. .*>843 III 370
No. HIM) 520 430 500 No. 0004 .. 57< 579.587
No. .">010 10,453 078 283. No. 0007 387.388
No. .">011 387.388 118 674 070 No. 0010 388
No. ">070 500 402 No. 0015 453
No. 5081 530 No. 5871J 579 (iyn. No. 0028 ___ 163
No. 511 No. 5873. 554 No. 0007 32( .357.307
No. 398 101 No. 5007 252 No. 0722 452 .403.021
No. .*>003 003 No. 5043 441 No. 0724 222 540.547
No. ">103 303 020 No. 5040 .78. 329 330. No. 0700
No. ft 121 101 030 375 436 No 0762
No. ft 124. 542 No. 5057 281 (iyn. No. 0773
No. ftl.%1 585 No. 5005 569 No. 0774 44
No. .->111 ftftft 141 391 .*>08
No. ftlftft .*>07 517 147 . . 625
No. .*>103 023 , . 85 587 No. 0792 40.* 022.009
No. *>230 003 No. 0017 371 .451 070 No. 08.3.3 132 579.587
No *>242 .*>74 580 No. 603(1 No. 0843 59.452
No. .*>240 301 No. 0030 003 ( ivil. No. 6855 i;x 1.39. 578,

CJyn. No. 00.3 (iyn. No. 6045 223 587
(îyn. No. .*>270 .*>07 (iyn. No. 6047 .*>07 ( i VII. No. 0803 355,308
(.yn. No. 5289 148 (iyn. No. 0070 500 ( lyn. .302. 172. 022,

No. .*>200 .">71. .*>70 5N7 No. 0120 .354 402 032,000
No. .*>302 . 300.074 No. 6143 587 009
No. .*>30.3 132 No. 6145 570 . 570
No. 532ft. 387 00.3 No. 6100 200 003
No. .*>332 510 370 023 No. 0991 330.464
No 5359 .*>10. 540, 122 . 420 582 009.081

550 553 355 No. 7010
No. 5421 370 111 019 No. 7011 464
No. 5447 .*>00. .*>12 520 No. 0100 301 No. 7014 452
No. 54 A2 509.517 540 No. 6206 022 No. 7025 .*>09
No. *>403 .*>07. .">00 520 No. 6217 077
No. *>400 252. .*>70 580 No. 6240 442 500,079
No. 205 .348 No. 6272 32 4 A3 020 No. 7040. . 212
No. 553 No. 6324 42 No. 7049 108 372.385
No. .>588 547 No. 0330 270 No. 7050 571.579
No. .*>01 1 500 No. 034 1 347 .348 382 No. 7003 343.376

(»yn. No. .*>017 148.307 078 ( iyn. No. 0372 003 000 (iyn. No. 7004 155. 308.
(iyn. No. .*>022 570 (iyn. No. 6376 440 020.621
(•yn. No. 252 5.58 (Iyn. No. 0381 338 110 Nil. 707» 559.570

No. 5038 530 No. 0305 507 517 No. 7080 264
No .">0 11 78 No. 6407 257 No. 7102 . . 415
No. 5647 372 No. 0418 33 38| No. 7120 ... 622
No. 5087 572 5.87 No. 6432 116 404 No. 71.3.3 71.575
No. .*>007 371 391 No. 6433 61 No. 7158. 50. 450,
No. *>734. 300, 151, No. 0130 408 673.674

No.
352 023 No. om 146. 451, No. 7159

5752. 53 570 .*>87 No. 7181 385
No. •><oo 000 No. 6474 550 555 No. 7212 ... 212
No. 57N4 2 .78 No. 0470 130. 132, No. 7210 452

(iyn. No. 5801 548 332 318 No. 7218. 570
li.vn. No. (iyn. No. 0508. 048

■
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(lyn. No. 7220. ......... 21. 437,

( lyn. No. 7220 ..
508,540 

14,158,366
(lyn. No. 7237.. ; ,i 631,

(lyn. No. 7240.
063,664 
5s. 152,

(lyn. No. 7203.
057.058.000 

196
(lyn. No. 7200 452.621
(lyn. No. 7270.. ............... 621
(lyn. No. 7205 . 452,463
(lyn. No. 7313 . . 07,105.355
( lyn. No. 7330. ............... 654
(lyn. No. 7301.. ......... 430,680
( lyn. No. 7381. ......... 000.081
( lyn. No. 7383. ...........00.572
( lyn. No. 7438. .........453,405
(lyn. No. 7441. 111
(lyn. No. 7400. .430,401,050
(lyn. No. 7474 . . . 208,021.083
( lyn. No. 7511. ............. 03
(lyn. No. 7528................... 355
(lyn. No. 75411 . . 05, 09, 142,

401.«13
( lyn. No. 7501) 530,05S
( lyn. No. 7500 ................... 55S
(lyn. No. 750!) 452. 453,

005.000
(lyn. No. 7.5K3..............370.023
(lyn. No. 751)7......................381
(lyn. No. 7000 140
( lyn. No. 7004 220.085
(lyn. No. 7015 04,300. 454 
(lyn. No. 7030 305.370. 452
( lyn. No. 7088 452.402
(lyn. No. 7005................... 78
(lyn. No. 7000................... 003
( lyn. No. 7000 280.320.585
( lyn. No. 7703 ......... 003. 058,

001.002
(lyn. No. 7721 570
( lyn. No. 7730 . 40.010.031
( lyn. No. 7753................... 550
( lyn. No. 7775 132.345.340
(lyn. No. 777l.i 503
(lyn. No. 7705 132.325.342
(lyn. No. 7819 267
( lyn. No. 7810 342
(lyn. No. 7850 350. 152.000
(lyn. No. 7803 ................... 074
( lyn. No. 7872................... 570
(lyn. No. 7880 548.504.001
( lyn. No. 7880 130. 132
(lyn. No. 7078

(lyn. No. 8008. ....... 430,030
(lyn. No. 8024. ....... 303,081
( lyn. No. 8080. 547
(lyn. No. 8100. in
(lyn. No. 8114 504
( lyn. No. 8115 . . 3S7
(lyn. No. 8147. Il 1
(lyn. No. 8150. 571,587
(lyn. No. 8183 . ...........  081
(lyn. No. 8107. ............. 405
( lyn. No. 8220
(lyn. No. 8251. ............. 406
( lyn. No. 8250 ....... 548,061
(lyn. No. 8204 301
(lyn. No. 8200 440
(lyn. No. 8270. 127.132
( lyn. No. 8204.
(lyn. No. 8300 ....... 400.003
(lyn. No. 8310.
(lyn. No. 8321
(lyn. No. 8354 310. 320, 

330.401
(lyn. No. 8308 328.451
( lyn. No. s:t71 362
(lyn. No. 8.380 511,550,554
( lyn. No 8391 ....... 380.381
(lyn. No. Min ......... 04,580
(lyn. No. 8415. ....... 510.502
(lyn. No. 8437 371
( lyn. No. 8402.. 147. 516, 

517.550
( lyn. No. 8470 540.547
(lyn. No. 8477 244
(lyn. No. 8405. ....... 00, 452,

400,050
( lyn. No. 8511 ............... 405
(lyn. No. 8517 ............... 587
(lyn. No. 8520 354
(lyn. No. 8503 083
(Svn. No. 8000
(lyn. No. 8010 231.300
< lyn. No. 8007 165
< lyn. No. 8075 .............  348
(lyn. No. 8000 010
(lyn. No. 8003 334
(Ivn. No. 8008 447,570
(lyn. No. 8705 ............... 003
(Ivn. No. 8713 303.165,684
(Ivn. No. 8720 ......... 500
(lyn. No. 8732 130, 132, 

215.674
( Ivn. No. 8738. .......300,390
( Ivn. No. 8704 .........554.555
(Ivn. No. 8707 ...........  140
(lyn. No. 8773 517.553

(lyn. No. 8804 . 454,450,584
( lyn. No. 8831 . ...............  587
( lyn. No. 8830 220,373.684
( lyn. No. 8844 . .439,500.540
(lyn. No. 8800..
(lyn. No. 8872.. ...............  084
(lyn. No. 8882 ............... 112
(lyn. No. 8807. 531
(lyn. No. 8030. 00. 454, 

455, 505
(lyn. No. 8043. 440
( lyn. No. 8051. ......... 454.070
(Ivn. No. 8003 455
(lyn. No. 8085. 341.342
(lyn. No. 8000. 342
(lyn. No. 0004 ...............  266
(lyn. No. 0012 .............  -200
( lyn. No. 9013 448
(lyn. No. 0024 .........511,509
(lyn. No. 0027 43
(lyn. No. 0020 ...............  003
(ivn. No. 1111311 .340,490.070
(lyn. No. 0057. 376.437
(lyn. No. 0078. 45. 456 

403.003
(lyn. No. 9000. 851 loi
(lyn. No. 0107 502
(lyn. No. 9118 237.507,511
( lyn. No. 9132 326,688
(lyn. No. 0137. ......... 570,587
( lyn. No. 9138. 151
(lyn. No. 01II. ...............  280
( lyn. No. 0100 ............... 585
(lyn. No. 9197. ............... 509
( lyn. No. 0203 .60.454,565
(lyn. No. 0215 ...............  570
(lyn. No. 0221. ............... 547
(ivn. No. 0243 342,520,508
(lyn. No. 9280. ............... 003
( Ivn. No. 0304 540
(Ivn. No. 9320 .555,508,500
(lyn. No. 9430. 562
(lyn. No. 0413 . 277
(lyn. No. 9457 348.340, 

370.402
(Ivn. No. 0470 ............... 509
(Ivn. No. 0527. ............... 003
(lyn. No. 9530 ......... 180,083
(lyn. No. 0540 ............... 40
(lyn. No. 0503 ....... 451. 454,

455,450
(lyn. No. 0008 ............... 408
(lyn. No. 9029 517
(lyn. No. 0030 ...............  330
( lyn. No. 0037 . 134,435.507
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Gyn. No. 9638..
Gyn. No. 9652 .. ........435.081
Gyn. No. 9(i74... ............... 51
Gyn. No. 9675...
Gyn. No. 9078 .. .451,454,009
Gyn. No. 9094 .. ..............  387
Gyn. No. 9707... ... 327, 451, 

454,457
Gyn. No. 9730... ........490.054
Gyn. No. 9707...
Gyn. No. 9709... ..........03,452
Gyn. No. 9780... .............. 50
Gyn. No. 9780 .. .31, 431, 454, 

455,457
Gyn. No. 9788... ..............  003
Gyn. No. 9798 .. ..57,370,594
Gyn. No. 9818... ..............  003
Gyn. No. 9843... ..............  003
Gyn. No. 987.'»... ........572. .">87
Gyn. No. 9924... ..........94,449
Gyn. No. 9928... . .451.003
Gyn. No. 9934.. ..............  293
Gyn. No. 9953...
Gyn. No. 9971 ..............  058
Gyn. No. 10059 . .........540,547
Gyn. No. 10085 ................ 291
Gyn. No. 10095. .349,081,082
Gyn. No. 10102.
Gyn. No. 10104. ................ 000
Gyn. No. 10172 . ........ 454.455
Gyn. No. 10183.. .".till

Gyn. No. 10194.
Gyn. No. 10199 . ........  151,000
Gyn. No. 10204 . 373, 381, 

490,009
Gyn. No. 10211
Gyn. Nn. 10220.
Gyn. No. 10229. ................ 000
Gyn. No. 10237 . 340 :i 11
Gvn. No. 10257 .
Gyn. No. 10281
Gyn. No. 10287. ................  009
Gvn. No. 10300 . 517,547, » Is
Gyn. No. 10311 .155,578,579
Gyn. No. 10323. ................  000
Gyn. No. 10337 .........420,427
Gyn. No. 10351 . ___ 509, 510,

517,537
Gyn. No. 10357 . .........004,000
Gyn. No. 10370 . . 183. 572, 

579,580
Gyn. No. 10394

Gvn. No. 10403.
Gyn. No. 10420 ................  009

10440 488
10453 . 004
10402 . 279
10479 .
10480 . 077
10490 . 480. 487
10491 . 351. 495

( lyn. No. 10497 .
Gyn. No. 10555 ...445. 495,

003. 664
Gvn. No. 10558

10573 517,
10580.. 004
10587 520, 547
10588 . . 518. 537. 538
10593.. 081
10018 457. 579,, .">89
10035 579, 587
10607.. 004
10009 . 303,,074
107491 391,,074 . 075
10778.. 007
10872 , 580
10875 . . 007
10910 .
10917. 340
10909 . 430 . 059
10983 . 547 . 549
10991
10995 594
10997 •281

Gvn. No. 11000 508
Gyn. No. 11010
Gvn. No. 11013 373 .377 . 457

11052 . 540 .547 , 555
11007 . 402
11110 539
mu 509

Gyn. No. 11133 497
Gvn. No. 11139 454
Gvn. No. 11109 518
Gyn. No. 11180 300. 009,

081
Gvn. No. 11210
Gyn. No. 11217. 004
Gyn. No. 11224. 71
Gvn. No. 11243 .440 . 572 . 587
Gyn. No. 11251 463
Gvn. No. 11250 511 . 549
Gvn. No. 11293 200
Gyn. No. 11294 001
Gyn. No. 11290.
Gyn. No. 11337 420. 427,

451 . 155
Gyn. No. 11392. 119 ,403 .004

WW

No. 11422..
No. 11428
No. 11472 604

Gyn. No. 11572. 157
No. 11587 376
No. 11630 350
No. 11634. 622
No. 11647
No. 11681. 604
No. 11688. 604
No. 11694. 155
No. 11722 604
No. 11792 133
No. 11869 669
No. 11889 .454, 455, 572,

.777 , 579, 587
No. 11898 .15.128,,133
No. 11919 625
No. 11927 135
No. 11944 232. 442,

443 . 451 , 591
No. 11949 258
No. 11984 462 . 604
No. 11989 . . .88 . 383
No. 120(H) .392 . 118
No. 12021
No. 12028 . 555 . .769
No. 12034 346 . 527
No. 12036. 110 ,462. 511
No. 12041
No. 12056 263
No. 12079 . 579 . 586
No. 12086 . .306 ,604
No. 12119.

Gvn. No. 12139. . 257 .302 .619
Gyn. No. 12154 419. 451,

665 . 667
( Ivn. No. 12155 .332 .461

No. 12165 . 452
No. 12185.
No. 12194 . 19
No. 12199 .666
No. 12209 674 . 675
No. 12216 135, 435,

117 . 677
No. 12221 302 . 303
No. 12234 332. 451,

452, 454
No. 12257 .. 572 .579 . 587
No. 12291. 465
No. 12293 376 . 452
No. 12297 260
No. 12301.

( ivn. No. 12323 577
( lyn. No. 12369 Htli. 163 ,604
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(lyn. Nu. 12380 342 (lyn. Xn. 14709 30 V. II 1 . F. Mil
Gyn. No. 12439 000 Gyn. No. 14942 145 V. II I.. A. 4#4
(lyn. No. 124.12 160 Gyn. No. 15252 087 ('. II
(lyn. No. 12IKS 004 Gyn. No. 15281 . 139 ('. II 1 . M. 169
(lyn. No. 12490 323 Gyn. No. 15283 51 ('. II !.. Dr. Kriiest John-
(lyn. No. 12504 ........555,550 (lyn. No. 15477 087 Nt< i'h Cum* 180
(lyn. No. 12.120 ............. 387 It. II.. 1 )<-<■. 5, 1908 302 ('. II 1.. P. June 17. 1900. 485
(lyn. No. 12522 103,004 Sun. No. 471 240 ('. II !.. 8. Fell. 1904. 500
Gyn. Xu. 12525 604 San. No. 581 250 ('. II 1.. H. 509
(lyn. No. 12.1X3 547,552 249 ('. II I S 509
(lyn. No. 12585. 511 Sun. No. 836. 103 ('. II !.. It. 510
(lyn. No. 12.1X7 048, 074, Sun. No. 858 339 ('. II 1 8 512

080.082 Sun. No. 941 . 87 ('. II !.. II. 517
(lyn. No. 12.191 491.571.580 Sun. No. 1011......... 101 ('. II 1 \\ 544
(lyn. No. 12011 ............. 081 Sun. No. 1049. 37 4.430.031 ('. II !.. S. Juno9, 1903 551
(lyn. No. 120.10 417 San. No. 1058......... . 303 ('. II I..G. 505
(lyn. No. 12081 438,439 San. No. 1497. ___ 587 ('. II 1.. Pel It. 509
(lyn. No. 12689. San. No. 1530. ('. II I., J. 587
Gyn. No. 12090 004,601 San. No. 1545......... ___ 508 ('. II 1., S. Doc. 15. 1900 588
(lyn. No. 12709. M San. No. 1566 077 ('. II 1 . 11 594

270.459 San. No. 1593 580 ('. II I II Mar. 10. 1903 021
(lyn. No. 12738 San. No. 1082......... 080 ('. II 1.. lx. Mar. 14. 1903 («7
(lyn. No. 12704 .004,001 Sun. No. 1091 . 004 ('. II !.. II. 030
(lyn. No. 12779 133,388 San. No. 1702. 004 (’. II !.. II. Juno. 1903. 064
(lyn. No. 12788 243 004 ('. II !.. A. 007
(lyn. No. 12811 440,007 San. No. 1837 454. 456 ('. II 1 U 007
Gyn. No. 12841 387 San. No. 1847 149 ('. II I., K. 671
fljm. No. Ilium 509,525 Sun. No. 1852 280 ('. II !.. No. 78 184
(lyn. No. 12804 97, 239,373, 200 ('. II 1.. No. 382 004

430 San. No. 1808. 454 ('. II 1.. No. 392 .452,004
Gyn. No. 12800 .330,341,384 San. No. 1872 3(H),300,081 ('. II !.. No. 409 587
(lyn. No. 12890 454 San. No. 1879......... 204 ('. II !.. No. 495. 38
(lyn. No. 12902. 049 San. No. 1924. .94,350 ('. II !.. No. 511 081,082
Gyn. No. 12912 8 io San. No. 1925 108 ('. II !.. No. 020 105.604,
(lyn. No. 12937 604 San. No. 1944 154,003 050
(lyn. No. 12944 ............. 00 4 San. No. 1973 259 ('. II !.. No. 073 . 004
(lyn. No. 12904 452 Sun. No. 2142 (’. II !.. No. 080 200
(lyn. No. 13014 ........ 579,587 San. No. 2144 ('. II 1.. No. 728. 455
(lyn. No. 13010. 271 Sun. No. 2104 . 004 ('. II !.. No. 793.............. 403
(lyn. No. 13010 .370, 449, San. No 2178. 504 ('. II !.. No. 930 . 525

081,082 San. No. 2189 133 ('. II !.. No. 949. 381,004,
(lyn. No. 13025 302.452 San. No. 2308. 339 024
(lyn. No. 13039 28. 152, ('. II. !.. P. 35 ('. II !.. It. No. 1019 509,

453,004 ('. II !.. It. Oct. 25. 1902 02 510.525
(lyn. No. 13050. 268 V. II. !.. V. Aug. 12. 1902 81 ('. II 1., No. 1095 004
(lyn. No. 13007 74 ('. H. !.. W. Jan. 22. 190.3 190, (’. II !.. No. 1201 587
(lyn. No. 13204. ............. 482 44 2. 104,511 ('. II !.. No. 1205 439
(lyn. No. 13272 174 ('. H. !.. K. 280 ('. II 1. No. 1552 025
(lyn. No. 13423 121 ('. II !.. It. 355 ( 'ase Hagerstown. Mil. 24
(lyn. No. 13498 . . .187,488 ('. H. !.. McA. 302 130, 512. Mrs. It., Frederick Miner-
(lyn. No. 13025 1 IS 555 gency Hospital. Oct. 30,
(lyn. No. 13020 438 ('. II. !.. 1 Aug. 10. 1902 120, 1904 24
(lyn. No. 13029 ............. 308 375 Dr. . Mason Hundley's
(lyn. No. 14373 3111 ('. II. !.. R. Oct. 24. 47
Gyn. No. 14002 087 ('. II. !.. 11. April 28,1904 430 C.G. Hagerstown. Mil. 50
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I)r. Curtis Bumam’s ease 70
Professor Raffaele Bas- 

tianelli's case 79
Dr. George K. Holtz- 

Upplp's ease Util
Dr. Houston, Troy, X. V..

Dr. Hu liner's cane 17."»
Dr. Paul ( Iwsley's ease- 270
Dr. Homer (lage's ease 335

Case ( !.. Hebrew Hospital. 451 
A. P.,('aml)riilge Hospital, 

March 4. 190» 170
Dr. T. A. Krck's ease 

( PliilaiIclpliia I 177
I )r. James Bosley's ease 193
V. P. I. 517
S. (Toronto), June. 1903 534
( 'asp ( i., Freileriek 531
<)., Hebrew Hospital 551

(III")

U. P. I 56»
J. (Kelly), Dee.9.1899 588 
A. W.. Cambridge. Md.,

Hospital. May 24, 1905 
Dr. K. W. Mciscnheldcr.

041

York, Pa.. Jan. 2,1903 080
Dr. Statisbury Sutton 643,

644
Dr. (Seo. Ben Johnston 045,

040
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PATHOLOGICAL NUMBERS.

This list includes only those eases that are more or less fully discussed in the text. The 
gynecological numbers and the autopsy numbers are given in the accompanying lists.

Path. No. 101 270 Path. No. 591.. 312 Path. No. 1307 358
Path. No. 119 2711 Path. No. 592. .309,330 Path. No. 1318 358
Path. No. 182 9 Path. No. 005. III Path. No. 1327
Path. No. ITS Path. No. 007. 5.132,333 Path. No. 1382 326
Path. No. ISO 133 032 Path. No. 010... 104,303 Path. No. 1392 132
Path. No. 190... 309 Path. No. 010... 102 Path. No. 1431 359
Path. No. JOl 403 Path. No. 018.. .............. 158 Path. No. 1481 327
Path. No. 213. 81 1 315 Path. No. 034 320.321.131 Path. No. 1499 336
Path. No. 222 405 Path. No. Oil.. 33 Path. No. 1500 132
Path. No. 24.'». 311 Path. No. 059. 332 Path. No. 1521
Path. No. 240. •32 Path. No. 001. 302 Path. No. 1336 10
Path. No. 250. 309 Path. No. 071.. .............. 5,7 Path. No. 1699 147
Path. No. 259. .') Path. No. 082. 254 Path. No. 1628 529
Path. No. 20.'» \ Path. No. 0S3 . 158.314 Path. No. 1631 398
Path. No 08 Path. No. 7u: 158 Path No. 1750 68
Path. No. 270 132 Path. No. 711. 318 Path. No. 1755. 132
Path. No. 2S0 330 Path. No. 713 307 Path. No. 1815 240
Path. No. 312 . .5 Path. No. 715.. ............ 298 Path. No. 1899 252
Path. No. 347 . 124 317 325 Path. No. 719. 105 Path No 1962 148 307

359 4.7 Path. No. 740. 043.044 Path No 1973 252
Path. No. 880 300 Path. No. 742 I1' Path. No. 1990 628
Path. No. 433. S 30S 313 320 Path. No. 788. 812 Path. No. 2034 306 351
Path. No. 443 120 132 Path. No. 828. .............. 489 Path. No. 2055 53
Path. No. 432 318 321 327 Path. No. 872. 132 Path. No. 2101 . .
Path. No. 400. OS Path. No. 910 132 Path. No. 2116 283
Path. No. 172 84 Path. No. 904. .............. 5 Path. No. 2222 . 252
Path. No. 17» 30S 309 Path. No. 970. 182 Path. No. 2238. . 284
Path. No. 487 70, 123. 317, Path. No. 971.. 318,349 Path. No. 2242. . .329 330

329 247 •294 Path. No. 977. .............. 55 Path. No. 2275.. 85
491 70, 104, 100, Path. No. 980. 18 i ,,i, No 2311 223

303.304.305 307 324 332 Path. No. 980.. 3.132 2311 223
Path. No. 199 .3 132 328 Path. No. 990. ........ 97 Path. No. 2372 250
Path. No. 324.. 3 134 302 318 Path. No. 1009 369 2402 249
Path. No. 333.. 313 409 Path. No. 1012. ............ 369 Path. No. 2413 68
Path. No. 334. SO 137 320 Path. No. 1084. 182 Path. No. 2426. . 299
Path. No. 339.. 314 Path. No. 1110 323 Path. No. 2441 . 68,422 582
Path. No. 340 322 Path. No. 1137 287 Path. No. 2530. 32
Path. No. 343 323 324 Path. No. 1152 Path. No. 2538
Path. No. Path. No. 1105. 132 Path. No. 2384 270

580 .. 19 Path. No. I I7(i 129,182 Path. No 2592 347
Path. No 382.. 248 280 Path. No. 1207 .............. 89 Path. No 2053 ill
Path. No 583.. 313 Path. No. 1245 no Path. No 2661 116
Path. No 3S9 .3 103 100 332 Path. No. 1304 •205 Path. No 2700 13*. .332

697
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Path. No. 'JKOX III Path. No. 4878 400 -,7(. .KM)
1*11 III. No. 2WM) 420.4.17 Path. No. 4808 444 Path. No. 7.464 i'.i:
Path. No. 21)40 Path. No. 4941 142.21.1 Path. No. 7118 72.74,75
Path. No. .4002 .100 Path. No. 40.4.1 4X0.400 Path. No. 7555 184
Path. No. 407:»\ 142 Path. No. 40.10 146.314 Path. No. 7X00 157
Path. No. 40X0 .10 Path. No. .1042 220 Path. No. 7867 450
Path. No. 4170 (132 Path. No. .1072 III. 112 Path. No. 789.1 .128.531
Path. No. 4177 OX Path. No. .11.10 411 Path. No. 7904 175
Path. No. 4277 440 Path. No. .1170 266 Path. No. 702.1 24,26
Path. No. 4412 212 Path. No. 6180 Path. No. 70.14 156
Path. No. 441.1 .100 Path. No. 6223 260 Path. No. 8110 144
Path. No. 44lx lox Path. No. .1241 4.1.47 Path. No. 8284 15.128,133
Path. No. 44.14 44.4 Path. No. .1247 104 Path. No. 8207 08.577
Path. No. 4474 201 .102 Path. No. 842.1 645,646
Path. No. 4400 204 Path. No. 6274 247 Path. No. 8440 1 t'.i
Path. No. 3441 1.10 Path. No. .12X0 .426 Path. No. 8347 . 280
Path. No. 4472 212 Path. No. 5412 280 Path. No. 8440 206
Path. No. 4470 21 Path. No. 6478 60 Path. No. 8350 . 242
Path. No. 44X0 It. 1.18. 1.10 Path. No. .1471 495 Path. No. 84.11 . 2.18
Path. No. 4401 68,69 Path. No. .1071 . 277 Path. No. 8470 190
Path. No. 4.102 .18 Path. No. .1740 ISO Path. No. 8442 463.464
Path. No. 4.170 08. 19.1 Path. No. .1700 408 Path. No. 844.1 ___ 88
Path. No. 4001 1 Path. No. .1810 141.144 Path. No. 8447 392
Path. No. 404.1 00 Path. No. .182.1 440 Path. No. 8458 204
Path. No. 4074 07. OX, 10.1 Path. No. .1870 400.401 Path. No. 8502 820
Path. No. 4074 416, .188 Path. No. .1012 427 Path. No. 8579 no
Path. No. 4704 102,164 ' Path. No. .10X2 64 Path. No. 8655. . 579
Path. No. 4700 339 Path. No. 5000 ___ 56 Path. No. 8714 886
Path. No. 4720 208 Path. No. 6014 . , ,17 Path. No. 8723 200,332
Path. No. 47.17 04 Path. No. 0040 120 Path. No. 8727 306
Path. No. 4700 0.1,09,142 Path. No. 01IX 94,96 Path. No. 8750 257
Path. No. 4X0.1 220 Path. No. 6127 •204 Path. No. 8770 it)
Path. No. 4X70 04,400 Path. No. 6220 . 62 Path. No. 8824 94,95
Path. No. 3948 248,2X0.420 Path. No. 627.1 291 Path. No. 882.1 186
Path. No. 4044 132,843 Path. No. 0200 4.12 Path. No. 8827 106.650
Path. No. 40.1.1 142,42.1 Path. No. 04IX 278 Path. No. 8820 260
Path. No. 4071 207 Path. No. 6421 144, 100, 442, Path. No. 8842 808
Path. No. 4000 363 464 Path. No. 8848 108
Path. No. 4114 87 Path. No. 6440 440 Path. No. 8844 882
Path. No. 4122 4.10 Path. No. 6470 Path. No. 8887 200
Path. No. 4140 142 Path. No. 6.141 166 Path. No. 8042 162,641
Path. No. 12.12 4.10 Path. No. 6596 184 Path. No. 0129 250
Path. No. 4404 440 Path. No. 601X Path. No. 0180 423
Path. No. 44.14 142 Path. No. 6044 188 Path. No. 0244 1114
Path. No. 4470 2X0 Path. No. 668.1 279 Path. No. 9448 648
Path. No. 4508 101 Path. No. 6712 495 Path. No. 9349 101
Path. No. 4.140 410.420.440 Path. No. 6727 486 Path. No. 0474 188
Path. No. 4.1.11 428 Path. No. 6740 270 Path. No. 0502 270
Path. No. 4.170 .111 Pal h. No. 0X11 276 Path. No. 0545 82
Path. No. 1.104 04 Path. No. 0908 464 Path. No. 0540 270
Path. No. 4010 404 Path. No. 0020 .14 Path. No. 9558 504
Path. No. 4072 244 Path. No. 70X0 1.14 Path. No. 0642 188
Path. No. 4710 00 Path. No. 7162 307 Path. No. 0002 214
Path. No. 4X24 231 Path. No. 7102 .140 Path. No. 0755 386,884
Path. No. 48.11 180,482 Path. No. 7246 •281 Path. No. 0810 170



um i «it.wi.'Jwi li. No. I HIM 
h. No. 11(iâl 
h. No. 12000 
h. No. 12618 
h. No. 12003 
h. No. 13121 
h. No. 13100

ll. No. OHIO 
li. No. 1001.» 
h. No. I mm 
li. No. 10030 
h. No. 10070 
li. No. 10077 
li. No. 1027N non





AUTOPSY NUMBERS.

PAtiK PAHt: PA«iB
Aut. No. 28 39.» Aut. No. 010....................... 395 Aut. No. 1593 £21,935
Aut. No. 4S 533 Aut. No. 653 ... .395,399.397 Aut. No. 1593 395
Aut. No. 52 .....................  534 Aut. No. 999.....................  974 Aut. No. 1905............. 414,42S
Aut. No. 55.........................  974 Aut. No. 980 ...................... 395 Aut. No. 1990   395
Aut. No. 69 395,397. 423,428 Aut. No. 982 395 Aut. No. 1989 442
Aut. No. 117 . 395.415,428 Aut. No. 989 395.398.428 Aut. No. 1703................... 395
Aut. No. 118.....................  977 Aut. No. 700 .....................  395 Aut. No. 1734 . 971
Aut. No. 139 395,421,428 Aut. No. 722 395 Aut. No. 1745................... 397
Aut. No. 172..................419,428 Aut. No. 742 ...................... 981 Aut. No. 1754 ................... 395
Aut. No. 188 382,395,397 Aut. No. 810 .............. 398,428 Aut. No. 1809 983
tut No 198 674 tost. No. 901 895 Aut. No. 1823 895
Aut. No. 211 420,428 Aut. No. 908 395, 390, 397, Aut. No. 1899 395
Aut. No. 237 ..................  974 078 Aut. No. 1898..............395.428
Aut. No. 277 . .395, 419, 428, Aut. No. 920 ................  398.428 Aut. No. 1939 080

540 Aut. No. 954 ..............  390.074 Aut. No. 2080 395
Aut. No. 288 390,397 Aut. No. 994 390.397 Aut. No. 2088 395,427. 428
Aut. No. 322 895 Aut. No. 1085 223,895,428 Aut. No. 2162 674
Aut. No. 353....................... 234 Aut. No. 1112 . 397, 422, 428, Aut. No. 2202 395
Aut. No. 385 974 583 Aut. No. 2230 395
Aut. No. 474 395.428 Aut. No. 1220 408.428 Aut. No. 2293 981
Aut. No. 451 396,397 Aut. No. 1310 895 Aut. No. 2319 127,428
Aut. Nn. 505 in:.. 128 Aut. No. 1387 365 Aut. No. 2404 895
Aut. No. 519 895 Aut. No. 1368 895 Aut. No. 2426 895
Aut. No. 532 ...................  395 Aut. No. 1371 428 Aut. No. 2558 393
Aut. No. 501 974 Aut. No. 1387.................... 978 Aut. No. 2051 074
tost. No. 579 395 Aut. No. 1407 115,428 Aut. No. 2671 ...417,428
Aut. No. 595 974 Aut. No. 1445 680 Aut. No. 2987.................... 00

701





INDEX

Abdominal cavity, hlvciling into, after hi- 
inaiiual examination for subperitoneal 
pedunculated myoma. 141 

irrigation of, alter alMlominal hystero- 
myomectomy, 020

passage of enema into, after hystero- 
myomeetomy. .'till

Abdominal contour in myoma eases, 130
hemorrhage, symptoms suggesting, after 

abdominal hysteromyomeetomy. 009 
liysteromyomeetomy. ASS. Sec also llyx- 

hriiiiiyiiimrhiiny. ululoin I mil. 
métastasés with myosareoma. 200 

Abdominal myomectomy. 500. Set* also Myth 
limit mi y, 11 lull nil i mil.

operation* necessary subsequent to, 550 
pain after. .">49

Abdominal pregnancy, myoma and. differenti­
ation. 473 477 

veins, enlargement of, 437 
Abdominal walls, lipoma of. associated with 

myoma. 4111
I >cr fora lion of, by myosarcoma of uterus.

170
thick, rendering hysteromyomeetomy ditli-

vcsscls from, supplying nourishment to 
parasitic myoma. 51

Abdominal wound, suppuration of, after 
hysteromyomeetomy. 002 

Abscess beneath broad ligament in myosar­
coma of uterus, 100

between intestines and omentum due to 
suppurating myoma. 130 

burrowing along vagina, 100 
of broad ligament after abdominal myomec­

tomy, 553 
with myoma. 355

of kidney with uterine myomata, 307, 422 
of lung after hysteromyomeetomy, 082 
of ovary with myoma, 314. 300. 037, 039 
omental, with uterine myoma, 037 
on surface of uterus due to |>erforation of 

suppurating interstitial myoma, 1 fit)
Abscess, pelvic, anterior to myomatous uterus.

6M
703

Abscess, pelvic, evacuation of. after abdominal 
myomectomy, 559, 035 

myoma associated with, abdominal hy­
sterectomy in, 035 

with myomata of uterus. 03.">
|lerirectal, 301
pulmonary, after abdominal hysteromyo- 

meetomy. 000,082
tubo-ovarian. associated with myoma, 344, 

390
with carcinoma of Issly and myoma. 290

Abscesses, multiple, after abdominal hystero­
myomeetomy, lit 14

Accessory uterine artery, almost fatal bleeding 
from, 023

Adenocarcinoma of ovary, associated with my­
oma. 348

of uterus, associated with myoma, 274, 275,

early, associated with myoma. 204. 205 
with suspicious changes in myoma. 248 

extensive, overlooks! at operation,280 
following submucous myoma. 248 
growing into myoma. 405 
ins|H'ction of cavity for, 504 
myomectomy in case of, 410 
ran* form of, 480
with métastasés, in lymph-glands 405,

Il I
in left adrenal Issly, 408 
in liver, 408 
in lungs, 408 
in mesentery, 408 
in omentum, 405, 408 
in pancreas, 408 
in peritoneum, 405, 408 
in pleura, 408 
in spleen. 414

Adenocarcinoma of uterus with tubo-ovarian
ibnMi, 290

Adenocystoma of ovary with uterine myoma, 
340,300,417

Adenomyoma of round ligaments with myoma, 
364

of utero-ovarian ligament with myoma, 300 
of uterus, 107, 108



70» IMfKX.

Adenomyoma uf uterus, abdominal myonice- 
tuuiy fur, 'il 1

diffuse, in one Imrn of liieornale uterus,
157

reimivnl of, per uhtlomen, .'il I 
with apparently inde|n>nilenl rimud-eelled 

sarcoma nf uterus, 2X0 
with duulile cervix and double vagina,

153
with squamnus-eelled eareinoma of cervix, 

202
Adhesions, ii|i|iendieeal, affording blood-supply 

to parasitic myoma, 31) 
between liver and myoma, 101 
between myoma and rectum. 380 
gradual absorption of, after abdominal 

liysteroinyomectoiny. till 
in myoma cases, found at autopsy, 31)5 
intestinal. 033

after abdominal myomectomy, 500 
extensive, method of dealing with. 03."> 

of bladiler in myoma cases, rôle played by,

ovarian, release of, after abdominal myo­
mectomy, ô.'iO

to broad ligaments in myoma cases. 351 
vesical, release of. after abdominal myo­

mectomy. 550
Adipose tissue in myoma, 102, 100
Adrenal body, métastasés in. from adenocar­

cinoma of uterus, 408
Anastomosis, uretero-ureteral, 383 

intestinal, 035
Anesthesia in abdominal liysteroinyomectoiny.

Angiomyoina of uterus. 158
Anus, artificial, with complete control, 1110
Appendicitis associated with myoma. 103
Appendix, removal of. in myoma cases, 

403
Areas, raw. with abdominal liysteromyomec- 

tomy, 010
Artery, uterine, almost fatal bleeding from 

accessory branch, during abdominal 
hysteromyomectomy, 023 

fatal hemorrhage from, due to absorption 
of catgut. lis I

passage of silk ligature from, into bladder, 

tearing of. during abdominal myomce-

Aseites associated with myoma. 30
Autopsy, carcinoma of body of uterus and 

myoma found at. 101 
of cervix with uterine myoma 

found at. 31 IS

Autopsy changes found in ureter associated 
with myoma, 3110

condition of Fallopian tubes in cases of 
uterine myoma, 3115 

of ovaries in myoma cases, 3115 
findings in myoma eases, 3111, 428 
myosarcoma ami myoma found at, 120 
perforation of rectum fourni at, after hystero- 

myomectomy, 31)0

Haluittkmknt with uterine myoma, 401) 
Hastianelli. Raffaele, 711
Bed-sore following abdominal hysteromyomec­

tomy. 002
abdominal myomectomy, 555 

Hicornate uterus, diffuse adenomyoma in one 
horn of. 157

Bimanual examination of a subjieritoneal 
pedunculated myoma, bleeding into ab­
dominal cavity after, 414 

Bisection of uterus, 008. See also under ////*- 
teromyonurtnmy. 

dangers of, |K|,ti0i) 
death after, 083
followed by intestinal obstruction, 083 
for submucous myoma, 574 

Bladiler, adhesions of. after abdominal myo­
mectomy, 550

rôle played by, in myoma cases. 300 
adventitious vessels furnished by, 48 
ascent of. with growth of myoma, 300 
blood supply from, to parasitic myoma, 50 
calculus in. associated with uterine myoma, 

375
carcinoma of, secondary to cervical carcin­

oma, 401
displacement of. by myoma. 305, 308 
full, simulated by encysted peritonitis, 371 
in myoma cases, 305 377 
inflammation of. after abdominal myomec­

tomy, 541)
in myoma cases, 377

injury of, during removal of uterine myoma, 
371

loss of control of. 370
manipulation of, in abdominal hysteromyo­

mectomy, 374
passage of silk ligature from uterine artery

pressure on. by myoma, 305 
retention of urine, 370 
sacculation of, in myoma cases, 370 
sarcoma of, with uterine myoma, 420 
spontaneous evacuation of broad ligament 

abscess into, 553
symptoms attributable to myoma, 370
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Bladder wall, condition of, in myoma iws.
370

Bleeder. «'oust it lit ioiuil, successful hystero- 
myomeeiomy on, 025 

Bleeding. Sec lit morrhtiin'.
Bleeding. intcrmenstrual, in myoma eases.

Ill
into abilominal cavity on liimiuiuul examina­

tion of subperitoncal |i<*ilunvulatc(l my­
oma, III

III.... I in uterine cavity in myoma eases, Will
llloi«I supply nf myomata, ti

of parasitic myoma. Hi. its. 1111, 41, IN 
I Hood-vessels of liroad ligament. ililatation of. 

with myoma. 354
of uterine mucosa, alterations in. with 

myoma, ill7
llluish color of vaginal mucosa with myoma. 

NO
Breasts, carcinoma of. associated with myoma. 

450
colostrum in. with uterine myoma. I lit 
condition of. with uterine myoma. I lit 
in differential diagnosis of myoma and preg­

nancy. Hi"
tumors of. Iicnigu. with myoma. 150 

llroail ligament, abscess beneath, associated 
with myosarcoma of uterus, lltli 

abscess in. after removal of myoma. *>03 
associated with uterine myoma, 355 

adhesions to. in myoma cases, 3.ÏI 
alterations in. associated with uterine 

myoma. 3.YI

dilatation of blood-vessels of. with uterine 
myoma. 351

dilated lymph-spaces in. with myoma. 355 
hematoma in, during abdominal hystero- 

myotneetomy, 623
infection of, after abdominal hysteromyo- 

niectomy. (itil
myoma of. ,"i|, .*>3. 351. 510 

abdominal myomectomy for, 510 
secondary nodule in. from myosarcoma 

of uterus, 1(15
thickening of. with uterine myoma, 355 

llronehial lymph-glands, métastases in. from 
adenocarcinoma of uterus, 40"> 

from si|uanious-eelled carcinoma of eer-

llronehitis after abdominal hysteromyoim e- 
tomy, (iliN 

myomectomy, .*>.*> I
Bronchopneumonia after abdominal hystero- 

myomce tinny, tit IN, (>N5 
• myomectomy, «’>55 

45

Cai.i AHKovs nodules in mesentery. Itil 
plates in an arterial wall. I"211 

Calcification of heart muscle associated with 
uterine myoma, 121 

of myoma. Bill, 130, 132, 133, 2<iK 
Calcium salts, how deposited, in myoma. 127 
Calculus, uterine, with myoma, 130 

vesical, associated with myoma, 375 
Capillaries, marked proliferation of endothe­

lium of. in myoma, lilt
Carcinoma of body of uterus, unsuspected 

during abdominal myomectomy, 510 
with myoma, detected at autopsy. It)I 

of breast, associated with myoma, loti 
of cervix, associated with myoma. 202 

found at autopsy, 31 IN 
early, with myoma, 20!» 
simulated by submucous myoma. IN7 
suspicion of. with myoma, 301 
with primary carcinoma of ovary and 

myoma, 271
with sloughing submucous myoma, 3!IN 

Carcinoma of Fallopian tube, secondary, with 
myoma. 3110

of omentum, myoma and. differentiation. Hill 
of ovary, primary, with carcinoma of cervix 

and myoma. 271 
with myoma. 3110 

with carcinoma of stomach, 3110 
of rectum, associated with uterine myoma, 

3111. 117
of uterus, associated with myoma, found at 

autopsy. K)I
histological changes in myoma suggesting,

11)1
myoma and. differentiation. |N.*> 
secondary, with uterine myoma. 295 

Cardiac hyaline degeneration, with necrotic 
uterine myoma, 123

hypertrophy, with uterine myoma. III. 123 
lesions, possibly attributable to uterine 

myoma. 121
sounds in myoma cases, l.*>l 

Cardinal vessels, damping and application of 
ligatures Inter, 000

Catgut, death following use of. in abdominal 
myomectomy. 511

too early absorption of, with fatal heinor 
rhage. after hysleromyomeetomy, (INI 

Cecum, suppurating myoma opening into. Hi 
Cells in myoma. 1»
Cerebral embolus following abdominal myo­

mectomy. 537
Cervical endometritis with myoma. 302 

glands, dilatation of, with myoma. 2!IN 
unfolding of. with myoma 302
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Dkatk after abdominal myomectomy probably 
■ lut' lu infection from Fallopian tulies. fill 

apparently from diarrhea following ab- 
iliniiinal liyslen nnyonicetomy, OKI 

causes of. in patienta suemnnbing years 
after aliilimiinal inyiiineetoiny, .'>70 

ilile ilireetly to myoma, 426, 1-7 
line to liroiieliopiieiiinonia after bisection. OK.'i 
line to |M‘rilonitis following abilominal 

liy.steromyoineetoiny. 073 
following abilominal liysleromyomeetomy. 

«72, 077. 078, 080, 081,081», 081 
inyonieetomy, .1312, .133, .138, .141, .143, 

.114, 072
bisect ion of uterus, 083 
Cesarean section four years after ab- 

ilominal inyonieetomy. .108 
uterine hemorrhage, 300 
vaginal myomectomy, 07l2 

Death from submucous myoma, no operation 
performeil, .184

immeiliate. following aliilominal myomee-

vaginal inyonieetomy, .180 
myoearilitis probable cause of, after ab- 

iluminal inyonieetomy, .144 
on table. .143
years after vaginal inyonieetomy, .180 

Death-rate, markeil reduction in, in last two 
years, 087

Decidua simulated by sarcoma, 1218 
Defecation, painful, with myoma. I Hi 
Degeneration, cystic, of myoma, 83. See also 

Degeneration, hyaline.
Degeneration, hyaline, of myoma, S, 8.3 112.1, 

30.1
Delirium after vaginal inyonieetomy. .180 
Delusional insanity after vaginal hysteromyo- 

mectoiny, 070
Dermoid cysts of ovaries with myoma, 349 
Diagnosis of myoma, 407 .103 
Discharge. See Vagina! discharge.
Discrete myoma. 3
Dislocation of ureters with myoma, 378 
Displacement of bladder, by myoma. 30.1, .308 

of rectum, upward, by myoma, 380 
Diverticula, ruptured, rectal, .100 
Double ureter with myoma. 381 
Drainage, vaginal, following abdominal hys- 

teromyomectonty, 023, 024

Kuk.ma of cervical lips with myoma. 441 
mucosa with myoma. 297 

of legs after abdominal liysleromyomeetomy,
038

Kdcina of lower extremities associated with 
myoma, 4.10 

of myoma, 88
of uterine mucosa with myoma, 322 

Kdemntous myoma, giant-cells in, 2.10 
Kleetrical treatment for myoma, .188 
embolism, pulmonary, fatal, following ab­

dominal hystcronlyomeetomy, ON) 
following bisection, 084 

embolus, cerebral, following abdominal myo­
mectomy. .137

Emulsification of hyaline myomatous tissue, 
92, 124

encysted peritonitis suggesting full bladder, 
with myoma. 371

endocarditis, acute vegetative, with sloughing 
submucous uterine myoma, 422 

chronic, with myoma. 414 
endocardium, métastases in. from myosarcoma 

of uterus, 220
endometritis, cervical, with myoma, 302 

chronic, associated with suppurating inter­
stitial myoma. 148 

with myoma, 148, 302, 334 
endometrium, inflammation of, with myoma, 

334
tuberculosis of, with myoma. 33.1 

epithelium lining uterine cavity, atypical 
changes in. with myoma, 332 

erysi|N‘las following vaginal operations for 
myoma, .179

exophthalmic goiter associated with myoma,

extra-uterine pregnancy and myoma, differ­
entiation. 477

I'Aixoi'iax tubes, adherent, with myoma, 338 
affording blood-supply to parasitic myoma, 

38
carcinoma of, secondary, 396 
condition of, at autopsy, in myoma cases, 

395
with myoma, 337 
with myosarcoma of uterus, 177 

hematosalpinx, with myoma, 338. 396 
hydrosalpinx, with myoma, 338, 396 
infection from fluid liliernted from, .111 
inflammation of, in myoma cases, 338 
mechanical alterations in relations of, with 

myoma cases. 343 
myoma of, 341
nourishing partially parasitic myoma, 38 
operations on, during abdominal myo­

mectomy, 526
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Fallopian tubes, pyosalpinx, with myoma, .‘{{Mi 
rudimentary, with myoma, d 10 
salpingitis, with myoma. Hits 
tiihereulosis of. with myoma, dll. dlHi 

Family history in eases of uterine myoma. IdO 
I-at. emulsified, with eystieareas, in myoma. IK!, 

IJI
Fecal list ilia, temporary, following removal 

of ruptured suppurating myoma, 111! 
Femoral hernia assoeiated with myoma. HU 
Fertility in eases of uterine myoma, l.*»7 
Fetus, dead, resembling myomatous uterus. I7d 

death of. with suppuration and perforation 
of uterine wall. 170 

myoma resembling, in eontour. Hilt 
resembled by myoma. 0 

Fever with siihmueous uterine myoma, 07- 
Fibroids of uterus. I. See also l/yowii. 

recurrent. 17s. 171». J.'U. ,i8ll 
o|s>ration for, after vaginal myomectomy.

Fibroma of ovary. Hid
and myoma, differentiation. Hid HIV 
with myoma, d.'d 

of uterus, I. See also Mijnmu.
Filiromyoina of utenis. I. S«*c also Mifiinin. 
Fistula in ano following abdominal hystcro- 

myomeelomy. 000 
Fluid in cystic myoma, 111 
Flushes, hot. after hysteroinyoineelomy. 00d.

(■ \t.i.-iu.\m>i.k, adhesions to. with myoma. 101 
tiungrenc of ovary after hysteromyoniectoiny.

<langrenoiis submucous myoma, 00
< liant cells in suspicious myoma, JV0 
t ilatid-. See l.ifiiifth-iilmulx.
< ilatid-, cervical, dilatai ion of, with myoma. JUS

unfolding of. with myoma. dOJ 
hypertrophy of. with myoma, dill, dJ.'t 

<Hand-, running parallel to surface of uterine 
mucosa. dIO

unusual sha|N's of. associated with uterine 
myoma. dJI

('■lauds,uterine.dilatation of. with myoma, dJd 
hy|MTtrophy of. with myoma. dJ.V 

(ilyeosuria with uterine myoma. I0."i 
tioiler with uterine myoma. 100 
(iraiifian follicle cysts with uterine myoma, dl I 
(irilty particles in myoma. I JO

11 Al.l.rrin ations follow ing abdominal hyslcro- 
inyomectoiny, 001

Heart cavity, cystic myoma resembling, IJJ

Heart complications after abdominal hystero- 
inyoincctoiny, 000

hypertrophy of, with necrotic myoma. IJd 
in myoma cases, 4,"il
lesions, possibly attributable to myoma,-IJI 
muscle, en Ici fient ion of, with myoma, IJI 

hyaline degeneration of, with necrotic 
myoma, IJd

métastases in, from myosarcoma of uterus, 
170

sounds in myoma cases, 4VI
IIrurt-shaped myoma,."»
Hematoma during abdominal hysteromyomer- 

lomy. OJd
Hematosalpinx with myoma, dds, dltO
Hemoglobin in cases of myoma, I'd, I.'id, I."■.*■,

ÔI7
Hemorrhage, abdominal, from sarcoma of 

cervical stump, lift!
symptoms suggesting, after ubdominu 

by si erou iyi imeet « any. t it ill 
due to general oozing from pelvis, 0JI 
due to -lipping of ligature during abdominal 

Ilystenimyomeel■ miy. OJd 
during abdominal hysteromyomectoiuy, OJll,

during vaginal myomectomy. Ô70 
following abdominal hystemmyomcctomy.

abdominal myomectomy. .VIS 
in cases of submucous myoma, ,*>7J 
local applications as means of cheeking, VHS 
method of controlling, where needle cannot 

be employed. 0J0
secondary, as cause of deatl after abdominal 

hysteromyomectoiuy. lis I
Hemorrhoids with uterine myoma, I Hi
Heredity us cause of myoma. IdO
Hernia, femoral, with myoma, HU 

inguinal, with myoma, HU 
umbilical, strangulated. I JO 

with carcinoma of cervix and myoma, dits 
with myoma. I JO, Hil.lid!»

Hernial sac. postoperative, containing my­
omatous nodule. Hid

Histologic appearance of early myoma, Id I 
of myosarcoma, I7J

Hot flushes after abdominal hysteromyomec- 
lotny, i it 11

Hot weather as cause of postoperative elevation 
of teni|ierature, tin,*»

Hyaline degeneration, advanced, with li<|ite- 
faction and formation of small cysts, SS 

bright yellow areas of. S7 
cases showing various ty|s-s of, ltd 
giving water-core appearance. Il.'i



IXDKX.

Hyaline degmieration in muscle bumlles of 
myoma, 85

«if hlooil-vcsscl walls in myoma. SO 
of heart muscle with necrotic myoma. 123 
of myoma, s, 12, 83 l 2.1

relation to sarcomatous transformation, 
93, m

with formation of large cysts in myoma.

with lii|iicfaction ami cyst formation.

Hyaline material «legeneruteil ami containing 
cholesterin crystals, 92. 121, 12.1 

tissue, gradual li«|Uefaction of, 103 
llydatidiform mole resemliling myomatous 

uterus, 480
Hydronephrosis with myoma. 097 
Hydrosalpinx in myoma eases, 338, 390 
llyilroureter with uterine myoma, 381. 390. 

399, III
Hypertrophy. cardiac, with myoma. Il I 

of bladder wall. 370 
of cervical mucosa in myoma cases, 297 
of cervix in myoma cises. 111 
of round ligaments in myoma cases. 303 
of uterine glamls with myoma, 310,320 
of uterus, with myoma, II 

Hysterectomy for myoma. See IhjHtvrom;/o- 
m return y.

Hysterical manifest at ions following alidominal 
myomectomy. *>47

Hystcmmyumcftumy, alidominal, .*>88, 020, 041 
acciilental ligation of ureter during. 382 
acute mania after, 001 
adenocarcinoma of liody of uterus over- 

lookeil at. 280
after aliilominal myomectomy, 559

on account of development of 
other myoma. ôOI 

after-treatment. 027
almost fatal bleeding from accessory 

branch of uterine artery in. 023 
anesthetic in, .'>90
appearance of cervical slump after, .199 
bed-sore after, 002
bisection of uterus in. 008, 083, 084,1180.

See also Hinertinn of utrni*. 
bronchitis after. 008 
bronchopneumonia after. 008 
cardiac complications afl«‘r, 000 
damping of cardinal vessels ami application 

of ligatures, 000 
closure of cervix in, .‘>90 
complications following, 0ÔI, 008 
constipation after, 0n9 
cystitis after, (157

70! I

Hysteromyomectomy, abdominal, dark-brown 
vomit us after, 0n8

death after, causes of, 072, 073, 081, 082, 
083 . 081. 08Ô 

<litli<*iilt. .18, 030 
edema of l«‘gs after. 058 
employment of round ligaments in suspen- 

sion of cervical slump in. 003 
extensive removal of cervical mucosa 

during, ool
fistula in uno after, 000 
from below upward, 012 
gangrene of ovary and. 222 
gradual absorption of adhesions after, till 
hallucinations after. 001 
heart complications after. 000 
hematoma during, 023 
hemorrhage after, 0.14, 081 

«luring. 020 023
loeal applications as means of check­

ing. ">88
hot flushes after. 003
immediate removal of appendages in, 007 

results from, 072
in apparently inoperable myoma case, 030 
in «•«institutional bli‘i‘«|«‘r, 025 
in intestinal adhesions, 033 
in kidney diseuses, 02.1 
in myoma ailherent to abdominal wall. 030 

associateil with |>nlvir abscess, 03.1 
filling |H‘lvis. 031 

in syphilis. 02.1 
indications for, .190 
infection of cervix after, 004 
injury of bla«l«ler «luring. 371, 374 

to rectum «luring. 387 
to ureter during. 382

inspection of uterine cavity for cancer and 
myoma for sarcoma in, .194 

intestinal obstruction after, 0.19. 077 
worms after. 0.19

irrigation of aliilominal cavity afl«-r. 020 
li-ft to right,with removal of appendages.

location of ureters «luring, 38.1 
multiple abscesses after, 001 
myocarditis as cause of death after. 082 
nausea after. 0.18 
nephrectomy after. 384. 38.1 
nephritis after, 0.17 
nervous phenomena after. 001 
obstipation after, 0.19 
operative complications. 030 
partial suppression of urine after, 057 
passage of enema into abdominal cavity 

after. 391
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llystcmmyomectomy, abdominal, pelvic inl'er- 
t ion after, 002. liii.'i. (iti I 

involving broad ligament or Douglas’ 
sac after, (Mil

limited to cervix after. 604 
perforation of rectum after. 390 
on account of adhesions after abdominal 

myoiiicetomy. 559
peritonitis as cause of death after. 073 
phlebitis after, 005, 007 
pleurisy after, ti07 
pneumonia after, 000 
preliminary treatment. 020 
present health after, 00.» 
preservation of ovaries in. .*>04, 003 
pulmonary abscess after. 000. 0H2

embolism as cause of death after. 0N0 
pulse after. 050 
raw areas after, 010 
rectal tears in. 387 

tenesmus after. ti.VO
removal of tuberculous kidney after,

:ist
resection of sigmoid flexure during, 380 
results, 072
right to left, with removal of appendages.

secondary hemorrhage as cause of death

shock as cause of death after, 078 
silk ligature from uterine artery passed 

into bladder after, 375 
subsequent to abdominal myomectomy, 

.">.Vd
vaginal .............. tomy. 585

suppuration of abdominal wound after.

tearing of ovarian vessels during, 021 
temperature after, 055 
thrombosis of ovarian veins and. 222 
transverse section of cervix in, 012 
tying cardinal vessels and removing uterus 

in, fill.'»
urine, partial suppression after, (i.'»7 

retention after, 057 
vaginal drainage after, 023 
vermicular contraction of ureters during. 

385
vicarious menstruation after, 005 
vomiting after, 05H 
when abdominal walls are thick. 030 
when pelvic abscess exists, 035 

Hysteroinyomeetomy, supravaginal, for my

myosarcoma overlooked during l!MI 
vaginal, 020

Ilysteromyomeetomy, vaginal, complieations 
after, 070

delusional insanity after. 070 
results after, OS."»
transitory lack of recognition after, 070 

Hysterotomy, 509, .'do

Iliac veins, compression of, by tumor, 231 
Incarcerated myoma, 30.'»
Incontinence of urine with myoma cases, 370 
Induration of vaginal vault with myoma, I It) 
Inflammation of bladder after abdominal myo­

mectomy. 540 
with myoma, 377

of cervical mucosa in myoma eases. 302 
of endometrium in myoma eases. 331 
of Fallopian tubes in myoma eases. 33N 

Inguinal glands, métastasés in. from squatnous- 
celleil carcinoma of cervix, 300 

hernia associated with myoma, 402, 403 
lymph-glands, carcinoma of, secondary to 

adenocarcinoma of body of uterus, 405 
Insanity following vaginal hysterectomy, 070 
Intermenstrual bleeding with myoma, III 
Interstitial myoma, I

abdominal myomectomy for, 508, 521 
invaded by squauious-cclled carcinoma of 

cervix, 403 
suppurating, III

results after operation for, 153 
Interstitial myosarcoma of uterus, 171 

pregnancy simulating myomatous uterus, 477 
Intestinal adhesions, 550, 033, 035

abdominal hysteroinyomeetomy and, 033 
Intestinal obstruction after abdominal hystero- 

inyomeetoiny. 050, 077 
myomectomy. 533, 552, 500 

after bisection of uterus for myoma

years after abdominal myomectomy, 557 
vessels furnishing nourishment to myoma, 11 
worms following abdominal hysteroinyomec- 

tomy, 059
Intestine, sarcoma of, secondary to uterine 

sarcoma. 231
small, nourishing parasitic myoma, 47 

ovarian abscess o|iening into, 039 
suppurating myoma o|»ening into, 47 

Intraligamentary myoma, I, 187 
suppurating. 137 
upward pressure of, 305 

Intraligament ary myosarcoma of uterus, 171 
Inversion of uterus with submucous myoma, 71 
Irrigation of abdominal cavity after hyslero- 

myomeetomy, 020
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Johns Hopkins Hospital autopsy records, 391 
canes, ti7l

Kki.i.y sanitarium cases. 071
Kidney, changes in, at autopsy, in myoma cases,

397
complications following abdominal liystero- 

myomectomy, 067
dilatation of pelvis of, with myoma,307 
diseases of, abdominal hysteromyomectomy

miliary abscesses of, with myoma, 307, 1-3 
misplaced, with myoma. 406 
nodules in, with myoma, 40.'» 
removal of. subsequent to injury of ureter. 

3K3
retention cysts in, 437
tuberculous, removal of, after hysteromyo- 

mcctomy, 3X4 
Kidney-sha|»e«l myoma. I

I.aiiiai. cyst with myoma. 43X 
I .at era I anastomosis where extensive intestinal 

adhesions exist. 03.'»
Left to right abdominal hysteromyomectomy.

Legs, edema of. with myoma. 460; after ab­
dominal hysteromyomectomy. 0.'»X 

leukocytosis following abdominal myomec­
tomy, 663

in myoma cases, 163
Lcukorrhea with submucous myoma, .'>71 
Ligament, broad, abscess in, after abdominal 

myomeet omy, .'».'»3 
adhesions to, with myoma, 3.'»I 
alterations in, associated with myoma, 351 
dilatation of vessels of. with myoma, 3.'»I 
dilated lymph-spaces in. with myoma,366 
hematoma in. during abdominal hyslero- 

myomectomy, H33 
myoma of, 364, .'>10
sarcoma in. secondary to myosarcoma of 

uterus. 106
thickening of, with myoma, 366 
used to cover over myomectomy incision, 

525
Ligaments, round, adcnomyoina of, in myoma 

rases, 304
alterations in, with myoma, 301,303 
employment of, in suspension of cervical 

stump in abdominal hysteromyomec­
tomy, 60S, 003

hypertrophy of, with myoma, 303 
myoma of, 303

Ligaments, utero-ovarian, adcnomyoina of. in 
myoma cases, 300 

changes in. with myoma, 350 
cysts of, with myoma. 350 
myoma of, .358
secondary sarcomatous nodules in. with 

myoma. 300
Ligation of ureters, accidental, during hystero- 

myomectomy, 3X3
Ligature, passage of, from cervical stump into 

bladder, 376
slipping of, with hemorrhage, during abdom­

inal hysteromyomectomy, 033 
Lipoma of abdominal wall associated with 

myoma, 401
Lipomyoma of uterus, 103 
Lips, cervical, edema of, with myoma, III 
Liquefaction of hyaline myoma, XX, 80, 103, 

104
Liver, and myoma, adhesions between, 401 

condition of, with myoma. 404 
métastasés in, from adenocarcinoma of 

uterus, 408
myosarcoma of uterus, 170, 301 

sarcoma of, secondary to sarcoma of uterus, 
334

thickening of. associated with myoma. Hi I 
Lobar pneumonia after abdominal hysteromyo­

mectomy, 009 
myomectomy, 555

Lumbar glands, métastasés in, from sarcoma 
of uterus, 333

Lungs, abscess of, and bronchopneumonia, 
after hysteromyomectomy, 0X3 

métastasés in. from adenocarcinoma of 
uterus, 4OX

from myosarcoma of uterus, 170, 195, 330, 
231

from squamous-eelled carcinoma of cervix,

septic infarction of. with sloughing sub­
mucous myoma, 433

Lymphatic activity in parasitic myoma, 11 
Lymphatics, omental, dilatation of, I I, 30. 33 

uterine, dilatation of, associated with myoma, 
73, 70

Lymph-channels, dilated, in myoma eases, 133 
Lymph-glands, bronchial, métastasés in, from 

adenocarcinoma of uterus, 405 
from squamous-eelled carcinoma of 

cervix, 399
cervical, métastasés in. from adenocarcin­

oma of uterus, 405 
from myosarcoma of uterus, 195 

inguinal, métastasés in, from adenocarci­
noma of body of uterus, 405
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Lymph-glands, inguinal, métastasés in, from 
*«|UumoU8-eclle<l carcinoma uf cervix,

lumbar, métastases in, from samuna of

niviliaslinal, métastasés in, from a«lent»carciii- 
oma of uterus. Il I

mesenteric. métastases in, fmm w|iianious- 
celled carcinoma of cervix, 399 
sarcimm of, secondary to sarcoma of 

uleniH. '-Ml
pelvic, métastasés in, fmm M|unmnus-ccllc«l 

carcinoma of cervix. 399 
|H-ricarilial. métastases in. from adeno- 

careinoma of uterus. 40.*»
|HTipancreatic, sarcoma of. ‘Jill 

Lymph-spaces, ililateil. in broad ligament, in 
myoma. 3.V*

Mai.kohmatiox# of uterus, myoma associated 
with, I .*».’», l.*>7

Mania, acute, after abdominal hysleromyo- 
mectomy, Mil

MiMliaslin.il lymph-glands, métastasés in, from 
mlenocnrcinomn of uterus. III 

Menstrual How, retained, enlargement of 
uterus due to, IN.*» 

history in myoma eases. I i:t 
Menstruation in dilïerentiul diagnosis of 

myoma and pregnancy. 107 
inllucnce of myoma on. lid 
vicarious, after abdominal liysteromyo- 

mcctomy. Ml.*»
Mesenteric lymph-glands.sarcoma of. s«.... ndarv

to sarcoma of uterus, '-Ml 
vessels affording blood-supply to parasitic 

myoma, 39
Mesentery, abnormally long, in myoma cases.

mi
calcareous nodules in, with myoma, 101 
métastasé* in. from adenocarcinoma of 

uterus. ION
from si|iiamous-eelled carcinoma of cervix.

sarcoma of, secondary to sarcoma of uterus, 
-Ml

Métastasés, abdominal, with myosarcoma of 
uterus, -00

from adenocarcinoma of uterus to bronchial 
lymph-glands, 40.*» 

to cervical lymph-glands. 10.*» 
to inguinal lymph-glands, 10.*» 
to omentum. 10.» 
to |»ericnrdinl lymph-glands, 10.*» 
to peritoneum, 10.*»

Métastasés from sarcoma of uterus to jieri- 
panereatic lymph-glands, 234 

in adrenal body from adenocarcinoma of 
uterus, ION

in bronchial -glands from sqiiamous-
celled carcinoma of cervix, 399 

in inguinal lymph-glands from st|Uamous- 
celled carcinoma of cervix, 399 

in intestine, secondary to sarcoma of uterus, 
-Ml

in liver from adenocarcinoma of uterus, '-Ml. 
ION

in lumbar glands from sarcoma of uterus. 222 
in lungs from adenocarcinoma of body of 

uterus, ION
from si|iiumotis-cclled carcinoma of cervix

secondary to sarcoma of uterus, III.*», 234 
in mediastinal lymph-glands from adeno­

carcinoma of uterus. III 
in mesenteric lymph-glands, from squamous- 

celleil carcinoma of cervix, 399 
secondary to sarcoma of uterus, 231 

in mesentery, from adenocarcinoma of uterus, 
40N

secondary to sarcoma of uterus. 234 
in omentum. 199

from adenocarcinoma of uterus, ION 
secondary to sarcoma of uterus, 231 

in pancreas, from adenocarcinoma of uterus, 
ION

in peritoneum, from adenocarcinoma of 
uterus, 40N

from Mpinmotis-celled carcinoma of cervix,

secondary to sarcoma of uterus, 19."», 234 
in pleura, from adenocarcinoma of uterus, 

ION,414
from squamous-eellcdcarcinoma of cervix.

secondary to sarcoma of uterus, 231 
in spleen, from adenocarcinoma of body «if 

uterus, 111
in stomach, sc<M»ndary to sarcoma «»f uterus, 

234
of chonhc temlinea' of trhuspiil valve follow­

ing sarcoma of uterus, 222 
Miscarriages in myoma cas"*, I.VN 
Mobility of myomata. 111

ini|Hirlance of <l«‘tcrmining. Indore opera-

Mole. hydatid, myoma and. differentintmn, 
ISO

Mortality. See Ikath.
Mucosa, cervical, changes in, in myoma cases, 

297 , 29N, 302

9
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Mucosa, cervical, extensive removal of. <luring 
supravaginal liysleroniyoineetomy, 001 

Mucosa, uterine, blood-vessels of, alterations 
in. in myoma eases, 317 

condition of. with myoma. 297. 310, 310, 
317, 322, 334

in myosarcoma of uterus, 170 
small myoma developing in, 333 
thrombosis of veins in, with myoma. 3"JO 
unusual gland shapes in, associated with 

myoma, 321
Mucosa, vaginal, bluish color of, in myoma 

cases. 130
Mulberry-shaped myoma, I. 2, .">
Multiloeular cyst adenoma of ovary with my­

oma, 340, 300. 417
Muscle bundles, hyaline degeneration in. 8.» 

extension of, into uterine mucosa, 317 
heart, calcification of. with myoma, 121 
uterine, and myoma, line of junction he-

condition of. with myoma, II 
myoma extending into. 0 

Myocarditis as probable cause of death after ab­
dominal hystcromyomcctomy,082 

myomectomy, ,*>41 
Myoglia in myoma, 0

abdominal contour in, 130
hysterectomy for, .188. See also Ih/stiru- 

mijomecltiiH//, alxloniimil, 
myomectomy for. .KM». See also .!///<»- 

meclannj, tiltilom itml.
abdominal pregnancy and, differentiation,

473
abdominal veins, enlargement of, with, 437 
abnormally long mesentery with, 401 
abscess of broad ligaments with, 3,*»,» 

of omentum with, 037 
of ovary with. 344, 390, 037, 039 

adenocarcinoma of ovary and. 348
of uterus associated with, 271. See also 

Atlrnoctira'nomn of uterus. 
adenocystoma!a of ovary with, 310, 390 

117
adenomyoma of round ligaments with. 304 

of ulero-ovarian ligament with. 300 
adherent Fallopian tubes with. 338

to abdominal wall, abdominal hysterec­
tomy for. 030

adhesions with, found at autopsy, 397» 
of bladder in. rôle played by, 300 
to broad ligaments with. 3.14 
to gall bladder with, 101 
to liver with. 104 
to rectum with 380

713

Myoma, advanced hyaline degeneration of, with 
liquefaction and formation of small 
cysts, 88

age of incidence of, 431 
alveolar ap|waranee of, due to proliferation 

of endothelium of blood capillaries, 99 
apparently inoperable, abdominal hysterec­

tomy for. 030
appendicitis associated with. 103 
areas of adipose tissue in. 102, ItiO 
ascites associated with, 30 
autopsy findings in cases of. 394, 397, 428 
ballottement with, 109
bilateral ovarian cysts and, differentiation.

bisection of uterus for, tit 18 
bladder and, 30<>, 370, 377 
blood in uterine cavity with, 309 
blood-supplv of. 0
bluish color of vaginal mucosa with. 139 
breasts in cases of. 119, l.">0 
calcareous nodules in mesentery in. 101 

plates in walls of artery in, 129 
calcification of. 120, 208 
carcinoma extending into. 40.*» 

of breast associated with, I•">( l 
of cervix associated with, 202, 398 
of Fallopian tube with. 390 
of ovary with, 390 
of rectum with. 391. 117 
of stomach and ovary with. 390 
of uterus with. 104, 18.*»

associated with, cases of. 271 
cardiac hy|»ertrophy with. Il 1 
cause of, 130 
cells of. 9

changes in, suggesting sarcoma, 238, 242, 
243

transition into sarcoma cells, 188, 22.*», 
220. 227, 228 

Myoma, cervical, .13
abdominal myomectomy for, .110 
adenocarcinoma of uterus and. 278, 289 
endometritis with, 302 
polypi with. 298

cervix almost obliterated with, 111
jammed down on |K>rineum with. 441 
up behind symphysis with. Ill 

chorio-cpithcliomu and, 482 
chronic endocarditis with, 414 
cleavage from uterine muscle with, 8 
clinical course of. 431
clinically overshadowing adenocarcinoma of

colostrum of breasts with, 119 
constipation associated with, 41.1
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Myoma, corpus lui cum cysts with, 340 
cystic, abdominal myomectomy for, 512 
cystic degeneration of, S3. See also lli/nlim 

degeneration. 
cystitis with, 377 
cysts of ovary with, 311 

of urachus with, 103 
of utero-ovarian ligaments with, 350 

dead fetus resembling, 473 
death due directly to, 420 
degeneration in. found at autopsy, 395 
dermoid cyst with, 349, 390 
diagnosis of, differential, 407-503 
dilatation of cervical glands with, 29N

of deep uterine lymphatics associated with.

of renal pelvis with. 397 
of superficial uterine lymphatics asso­

ciated with. 72 
of ureters with, 378 
of uterine glands with, 323 
of vessels of broad ligaments with, 354 

diluted lymph-channels in. 123
lymph-spaces in broad ligament with, 355 

disappearance of, after pregnancy, 040

duration of. before o|ierution, 435 
edema of. SS
effect of removal of ovaries on. 501 
electrical treatment of. .588 
elongation of supravaginal portion of cervix 

with, 442
of vaginal portion of cervix with, 441 

emulsification of hyaline material in. 92,124 
encysted peritonitis suggesting a full bladder 

with, 371
endometritis with, 331
extending into uterine muscle, 9
extra-uterine pregnancy and. 177
Fallopian tubes and. 338, 310
family history and. 430
femoral hernia associated with, 402
fertility and, 157
fibroma of ovary and, 351,493
free in broad ligament, 51, 187
gall-bladder with, 401
giant cells in, 2.50
gland hypertrophy of mucosa with, 310,325 
glands, unusual shapes of, associated with.

321
running parallel to surface of uterine 

mucosa with, 310 
glycosuria with, 405 
goiter with, 400 
<Iraafian follicle cysts with, 344 
gritty particles in, 120

Myoma, heart in eases of, 421,451 
heart-shaped, 5 
hematosalpinx with. 338, 390 
hemoglobin percentage with, 451, 453. 455, 

317
hemorrhoids associated with, 440 
heredity and, 430 
histologic appearances of, 7 

changes in, suggesting carcinoma, 491 
hyaline degeneration of, 83. See also 

IIgaline degeneration. 
hydatid mole and, 480 
hydronephrosis with, 397 
hydrosalpinx with, 338. 390 
hydroureter with, 381, 390, 399. 414 
by|)crtrophy of bladder wall with, 370 

of cervical mucosa with, 297 
of cervix uteri with, 441 
of round ligaments with, 303 
of uterine glands with, 325 

hysterectomy for. See Hystcromyomeclomy. 
in contour resembling a fetus, 409 
in old age, 395 
incarcerated, 305 
incontinence of urine with, 370 
induration of vaginal vault with, 440 
inguinal hernia associated with, 402 
ino|tcrahIe, treatment of, 030 

Myoma, interstitial. 1
abdominal myomectomy for, .508 

intestinal obstruction associated with, 447 
intraligamcntar*'. 1,30.5 
irregular growth of, 10
kidney,miliary abscesses in, complicating,397 

misplaced, with, 40.5 
nodules in, associated with, 40.5 

kidney-shaped, 4 
labial cyst with, 438 
large ovary with, 352 
leukocytosis with, 1.52 
lipoma of abdominal wall with, 401 
liquefaction of, 88, 89 
liver and, 404
loss of weight with, 450, 572 
macroscopic appearances of, 1 
malformation of uterus with, 15.5 
menstrual history in cases of. 443 
merging of, into an ovary, 3.53 
mesentery, findings in, associated with,'404 
microscopic appearances of, early, 431 
miscarriages with, 458
mobility of, 444 
mulberry-shaped, 1,2, 5 
mult ieystie, 112 
myoglia in. 9
nausea associated with. 147
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Myoma, necrotic, 153
with cardiac hypertrophy, 123 
with hyaline degeneration of heart muscle, 

423
with pyonephrosis, 423 

Myoma, number of, 3
removed by abdominal myomectomy, .">17 

obliteration of cervix with, I II 
of umbilical depression with, llil 

of broad ligament, 61, 63, 364 , 610 
abdominal myomectomy for, 610 

of Fallopian tubes, 341 
of round ligaments of uterus, 303 
of utero-ovarian ligaments, 36S 
omental carcinoma and. 400 
origin of, 433
ovarian cysts and, 344, 406 
pain with. 448, 410
painful defecation associated with, 440 

urination with, 370 
panhysterectomy for, 603,010 
papillocysloma of ovaries and adenoear- 

cinoma of uterus with. 408 
of ovary with, 340

Myoma, parasitic, 13. See also Parasitic 
in nama.

parovarian cysts with, 363 
pear-shaped. 4 
pedunculated, I, 2 
jielvie abscess with, 036, 030 

molds and, 0
peritonitis with abscess formation and. 311 

perirectal abscess with. 301 
phleboliths in vaginal wall with, III) 
polypi of cervical mucosa with, 208 

of uterus associated with, 326. 328, 320 
pregnancy and, 107, 473, 477, 507, 013 
pressure of, on bladder. 306 

on iliae veins. 234 
on ureters, 381 
pains with, 448 

prolapse of rectum with, 301 
of uterus with, 400 

pruritus nni associated with 440 
vulva1 with, 444 

pyelonephrosis with, 307 
pyomctru associated with, 310 
pyosalpinx with, 338, 340, 300 
rectal diverticula, rupture of, and, 600 
rectum and, 380
removal of. in apparently inoperable eases,

renal colic with, 400 
resemblance of, to fetus, 0 
respiration and, 160 
results of operations for, 071

Myoma, retention cysts in kidney with, 427 
of urine with, 370 

retraction of umbilicus with. 401 
retroperitoneal, development of, 031 

sarcoma and, 601 
sacculation of bladder with. 370 
sacral markings with, 6 
saddle-bag appearance of uterus with, 6 
su is with, 838
sarcoma developing from, 100, 172, 173,180, 

208, 420
of bladder associated with, 420 
of uterus and, 402

secondary carcinfhna of uterus with, 206 
Myoma, sessile, 1,2 

shape of. 4
simulated by chorio-epithelioma, 482 

by extra-uterine pregnancy, 477 
by hydatidiform mole, 480 
by omental métastasés, 100 
by retained menstrual (low, 486 
by retroperitoneal sarcoma, .*>01 
by simple ovarian cysts, 107 

size of, 3
small developing in uterine mucosa, 333 

unattached to uterus and situated between 
tula- and ovary. 304

snugly filling pelvis, rendering abdominal 
hysteromyomeeloiny difficult. 031 

sterility associated with. 467 
Myoma, submucous, 1. 60.671. See also Sub­

mucous myoma.
Myoma, subperitoneal. 1.46, 81, 131, 240, 111, 

508
Myoma, subvesieal. 306. 610 
Myoma, suppurating, 134 163 

cause of, 152 
interstitial. 144 
intraligament ary. 137 
o|>ening into cecum, 45 

into colon, 142 
into small bowel, 47 

subperitoneal, 134, 135. 130 
communicating with bowel, 134 

suspicion of carcinoma of cervix with, 302. 
304

symptoms of. 434 450 
temperature with. 457 
thickening of broad ligaments with. 355 

of left lobe of liver with, 404 
three-leaf-clover-ahaped, 5 
thrill felt on vaginal examination with, 442 
thrombosis of veins in mucosa with, 320 
torsion of cervix with, 77 

of uterus with. 77. 70 
transition of. into sarcoma, 182

B+A
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Myoma, transverse colon, descent of, with, 103 
treatment of. 504, 50Ü, 571, 588. (129, Will. 

«171
lulial pregnancy with, 3 12 
mlK'iculosis of endometrium with. 335 

of li'nllo|iiim inlics with. .'ill. 390 
of uterus associated with. 121 

luliereuloiis peritonitis associated with. Hi I 
tulio-ovarian idisccs* with. 290. dll. 390 

cysts with, dill 
ulceration of vagina with. I HI 
umliilical cyst associated with, 402 

hernia associated with, HU. tidil 
timhilicus and. Hil
unfolding of cervical glands with, 302 
unrecognized sarcomatous degeneration in. 

Hid
ureter* in cases of. d78 dS5 
urination and. 370 
uterine cavity and. 305 

polypi associated with, 325 
stones in, Idtl 

vagina, size of, with. Id!) 
vaginal associated with uterine myoma. 234, 

I lu
cysts with, 4d!l
hysterectomy for. 029. See also Yuijiuul 

hifxliriiin jfnmtetniii if. 
myoma associated with. I HI 
myomectomy for. 571. See also Myn 

niirlmny, ragimil. 
stones in, I HI 

Myoma, varieties of. I 
vein stones in vagina with. 4 HI 
vesical adhesions with, 300 

calculus with. 375
vomiting associated with, 117 
weakness with. 457 
weight of. I 111. 512 

Myomatous tendency. I 
Myomectomy, abdominal. 500

abscess in broad ligament after, 553 
age of patients in cases of, 5<MI. 518 
and hysterectomy on account of develop­

ment of other myomata, .‘it'd 
bed-ores after, 555 
bronchitis after. 554 
bronchopneumonia after, 555 
carcinoma of uterus not discovered during, 

till
cystitis after. 549
death after. 532, 53d, 5d7 . 538, 540. 541. 

543, 544, 508
during pregnancy. 528, 529. 538 
evacuation of pelvic abscess after, 559 
for adeiiomyoma of uterus, 511

Myomectomy, abdominal, for cervical myoma,
510

for cystic myoma, 512
for interstitial myoma. 5118, 521
for myoma of broad ligament, 5HI
for pedunculated myoma, 521
for submucous myoma. 5tl!l, 523
for sub|ieritoiieal |iedunculatcd myoma,

for suhvcsical myoma. 51(1 
for suppurating sub|ieritoneal myoma, 

fecal fistula after, 112 
foul discharge from uterus after, 550 
hemoglobin, low,as cunt raindicut ion to. 517 
hemorrhage after, 518 
hysterectomy after. 559,500 
hysterical manifestations after. 547 

results after. 508, 509, 570, 072 
in syphilitic patient. 518 
intestinal adhesions after. 500 

obstruction after, 533, 552, 557 
leukocytosis after, 553 
lobar pneumonia after. 555 
location of myoma and. ."*07 
myocarditis with. 511 
nausea after, 548 
nephritis after. 550 
iiuiiiImt of myomata removed by, 517 
o|H*rations on lubes and ovaries during. 520 

|icrfnrincd in conjunction with, 520 
subs<»«|uent to, 5.50, 570 

pain after, 549 
|M-rilonitis after. 533. 552 
phlebitis after, 555 
pleurisy after. 554
postoperative complications and. 541 
pregnancy following. 500 
preservation of portion of fundus in, 525 
pulse after. 545, 540 
pus from urethra after, 550 
release of adhesions after. 550 
removal of ovarian cysts during, 527 

of ovaries after. 5.58 
of tulics or ovaries during. 520 
of vermiform appendix and, 403, 557, 5.58 

repair of |N»rineutn during. .527 
repeated, 558
size of myomata removed, 511 
sloughing of uterine wall after, 551 
susjiension of uterus during, 528 
syphilis as contraindication to, .518 
tearing of uterine artery during, .52.5 
technic of, 521, .523 
temperature after, 54.5, 540 
tonsillitis after, .5.54 
vomiting after, 548
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Myomectomy, vaginal. 571, .’>77 
bisection of myoma in, .*>74 
complications after, 578

during, ô7(l
death after, .WO .'>8.4, 580 
delirium after, .WO 
erysi|M‘las after, 579
for infected and disintegrating submucous 

myoma,
for non-infeeted submitrous myoma, .*>73 
hemorrhage during. 570 
hysterectomy subsequent to, 585 
operation for recurrent fibroids after, WO 
operations subsequent to, 585 
other operations during, 578 
phlebitis after, 579 
pregnancy after, .W7 
pulse after, 578
results after, .W4, 580, 587, 072 
rupture of uterus during, 570 
temperature after, .778, .'>70 

Myosarcoma of uterus, 100 -01
abscess in broad ligament with. 190 
age of incidence, 178 
cervical stump, return in, 170, 190 
clinical history, 177-179 
condition of Fallopian tubes with, 177 

of ovaries with, 177 
of uterine mucosa with, 170, 190 

cysts in, 197, 198
developing from connective tissue of 

myoma, 172
from degenerated myoma, 188 
from muscular elements of myoma, 173 
in center of myoma, 208 

gross appearances of, 170 
suggesting, 230 245 

histologic appearances, 172 
incidence of, suggesting, 245 201 

Myosarcoma of uterus, interstitial, 171 
Myosarcoma of uterus, intndigamentary, 171 

métastasés in abdomen from, 200 
in cervical lymph-glands from, 195 
in chorda* tendinea* of tricuspid valve

in columme carneiv of right ventricle 
from, 222

in endocardium from, 220 
in heart muscle from, 170 
in liver from, 170, 201 
in lungs from, 170, 195, 220 
in lymph-glands from, 170 
in omentum from, 170 
in pleura from, 195 
in skin from, 170 
in vertebra» from, 170

Myosarcoma of uterus, overlooked at opera­
tion, 190

in laboratory, 193, 200, 204 
perforation of abdominal wall with. 170 
rapidity in growth of, 170 
recurrence of, 170
relation of hyaline degeneration to, 232 

of recurrent fibroids to, 178 
secondary growths of, 175

nodules of, in right broad ligament, 195 
Myosarcoma of uterus, submucous, 171 
Myosarcoma of uterus, subperitoneal, 171

transition of muscle fibers into sarcoma 
cells in, 225, 220, 227, 228 

t mit nient of, 179

X vvsKx after abdominal liysteromyomectoiny,

myomectomy, 548 
associated with myoma, 447 

Necrotic myoma, 153
Nephrectomy after hystenimyonieetomy, 384, 

385
Nephritis after abdominal hysteromyomcc- 

tomy, 057, 081 
myomectomy, 550

Nervous phenomena after abdominal hystcro- 
myomectomy, 001 

Number of myomata, 3

Okhtipation after abdominal hysteromyo- 
mcctoiny, 059

Omental adhesions with parasitic myoma, 15 
carcinoma, myoma and, differentiation, 499 
métastasés, 499

from adenocarcinoma of uterus, 405, 408 
from myosarcoma of uterus, 170 

vessels, friability of, 10 
Omentum, abscess in. with myoma, 037

affording part of blood-supply to parasitic 
myoma, 10-30

changes in, with parasitic myoma, 13 
dilated lymphatics of, 11, 20, 22 
gradual disappearance of fat in, with 

parasitic myoma, 22, 23, 25, 28 
greatly dilated vessels of, with parasitic 

myoma, 24
secondary sarcoma of, 234 

Ovarian adhesions, release of, after abdominal 
myomectomy, 550

cysts, myoma and, differentiation, 495,498 
papillomatous, 498
removal of. during abdominal myoniec-
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Ovarian cysts, simple, resembling myoma. 1117 
simulaleil by myoma. 111, 111), 10."» 

veins, thrombosed, after hystcromyomcc-

vessels, tearing of. during abdominal hystero- 
myoineetomy, 021

Ovary, abscess of, with myoma, d l l, 037, 390,

adenocareinoina of, w ith myoma. It IS 
adenocystoma of, with uterine myoma. It Hi, 

117
alterations in location of, with myoma, 352 
carcinoma of, carcinoma of cervix with, 271 

of stomach with, 390 
primary, with myoma, IttMi 

condition of with myoma, Itit7, It lit, 395 
with myosarcoma of uterus, 177 

corpus Itileum cyst of, with myoma, I4-IC» 
cysts of, with myoma. It 11 
dermoid cyst of. It 19, IttMi 
effect of removal of, on myoma, 504, 505 
fibroma of, 351. 493
gangrene of, following hysteromyomectomy,

(Irailfian follicle cysts of, with myoma, ItI I 
large, with myoma, 1162 
merging of myoma into, 353 
multilocular cyst adenoma of, with myoma. 

340, IttMi, 117
operations on, during abdominal myoniee-

papilloeystoma of. It Hi, 408, It is 
preservation of, in abdominal hysteromyo­

mectomy, 594, I Hilt
removal of, after abdominal myomectomy, 

during abdominal myomectomy, 520

I*xi\, abdominal, after myomectomy, 549 
with myoma, 370, 440, 448 

Pancreas, métastasés in, from adenocarcinoma 
of uterus, IOS

Panhysterectomy for myoma, 593, 010 
for suspected myosarcoma, 1st) 

Papillocvstoma of ovary with myoma, It Hi 
with myoma and adenocarcinoma of 

uterus. His 
Parasitic myoma, Hi

abdominal walls affording blood-supply

ascites associated with, 30, 31, 497 
bladder affording blood-supply to, 48, 19,50 
etiology of, 14
extruded from uterus and lying free in 

broad ligament, 39, 51

Parasitic myoma, Fallopian tubes affording 
blood-supply to, 38 

free from uterus, 29, 39 
intestinal vessels affording blood-supply 

to, 41
lymphatic activity in, 14 
mesenteric vessels, peritoneum, and ap­

pendiceal adhesions affording blood- 
supply to, 39

omental adhesions with, 15 
omental changes with, 13 
omentum affording part of blood-supply 

to, 10-30
opening into bowel, 47 

into cecum, 45
Parovarian cysts with myoma, 353 
Parovarium, alteration., in, with myoma, 355 
Pear-sha|M*d myoma, 4 
Pedunculated myoma, I. 2, 521

suhperitoncal, abdominal myomectomy 
for, 508

submucous myoma, 59, 01 
suppurating sub|x‘ritoneal myoma, 139 

Pelvic abscess, anterior to myoma, 030
evacuation of, after abdominal myomec­

tomy. 559
myoma associated with, 035 

floor, hemorrhage from vessels of, during 
abdominal hysteromyomectomy, 022 

infection after abdominal hysteromyomec­
tomy 002. 003, 004

Pelvic lymph-glands, métastasés in, from s<pia- 
mous-eelled carcinoma of cervix, 399 

molds and myoma, 0
|M-ritonit is after abdominal myomectomy,

with abscess formation in myoma eases, 
344

Pelvis, myoma filling, abdominal hysterectomy 
for. 031

of kidney, dilatation of, with myoma, 397 
Pericardial lymph-glands, métastases in, from 

adenocarcinoma of uterus, 495 
Pericardium, métastasés in, from myosarcoma 

of uterus, 170
Perineum, repair of, during abdominal myo­

mectomy, 527
Peri pancreatic lymph-glands, secondary sar­

coma of, 234
Perirectal abscess with myoma, 391 
Peritoneal cavity, large suppurating interstitial 

myoma opening into, 151 
Peritoneum affording blood-supply to para­

sitic myoma, 39
carcinoma of, secondary to adenocarcinoma 

of uterus, 405
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Peritoneum, métastasés in, from adenoearein- 
oma of uterus, 108

from squamous-cellcd eareinomaof cervix,

secondary sarcoma of, 234 
Peritonitis as cause of <leath after abdominal 

hysteromyomectomy, 073 -070 
myomectomy, 533 

l)isceti<m of uterus for myoma, <>83 
encysted, suggesting a full bladder with 

myoma, 371
Peritonitis, pelvic, after abdominal myomec­

tomy, 552
with abscess formation, with myoma, 341 

tuberculous, associated with myoma, 404 
Phlebitis after abdominal hystemmyoinectomy, 

005, 600, 007 
myomectomy, 555 

vaginal myomectomy, 570 
Phlelwdiths in vaginal wall with myoma, 440 
Pleura, métastasés in. from adenocarcinoma of 

uterus, 408, 414
from squamous-celled carcinoma of cervix,

probable métastases in, from myosarcoma of 
uterus, 105, 234

Pleurisy, acute, with sloughing submucous 
myoma, 422

after abdominal hystemmyoinectomy, 007 
myomectomy, 554

Pneumonia after abdominal hystemmyomec- 
toiny, 600, 082 

myomectomy, 555
Polypi of cervical mucosa with myoma, 208 

uterine, associated wit h myoma, 325,328, 320 
Pregnancy, abdominal, myoma and, differen­

tiation, 473 477
myomectomy during, 528, 520, 530, 531, 

:,:;s
after abdominal myomectomy, 500 508 
after vaginal myomectomy, 587 
changes in myoma due to, 045 
complicated by large cervical myoma, 532 

Pregnancy, cornual, rupture of, myoma and, 
differentiation, 477 

disappearance of myoma after, 646 
ext ra-uterine, myoma and, differentiation, 477 
fatal abdominal myomectomy in case of, 538 
interstitial, rupture of, myoma and, 477 
myoma and, 450, 107, 507, 043, 048 
ruptured cornual or interstitial, simulating 

myoma, 477 
tubal, and myoma, 342 

Pressure on ureters by myomata, 381 
pains with myoma, 448 
symptoms with submucous myoma, 572

Prolapse of rectum with myoma, 301 
of uterus associated with myoma, 400 

Pruritus ani associated with myoma, 440 
vulva* associated with myoma, 444 

Pulmonary abscess after abdominal hyatera- 
myomectomy, 000, 082 

embolism as cause of death after abdominal 
hystcromyomeetomy, 080, 084 

Pulse after abdominal hysteromyomectomy, 
050

myomectomy, 545, 540 
vaginal myomectomy, 578 

Pus, escape of, from urethra, after abdominal 
myomectomy, 550 

in uterine cavity with myoma, 310 
Pyelonephrosis with myoma, 307 
Pyomctra associated with myoma. 310 
Pyonephrosis with necrotic myoma, 423 
Pyosalpinx associated with myoma, 338, 340,

Haw areas, covering of, after abdominal 
hysteromyomectomy, 010 

Keetal diverticula, rupture of, myoma and, 
500

tears, 387
tenesmus after abdominal hysteramyoinec- 

toiny, 050
Rectum and myoma, adhesions between, 380 

carcinoma of, associated with myoma, 417 
displacement of, upward, by myoma, 3SG 
injury to. during hysteromyomectomy, 387,

perforation of, after hysterectomy for
myoma, 300

ic of, with myoma, 301 
Recurrent fibroids, 178, 170,252,580 

relation of, to myosarcoma, 178 
Renal colie with myoma, 400 

insufficiency, 451
lesions, abdominal hysteromyomectomy in 

patients suffering from, 025 
Resection of sigmoid flexure and removal of 

myoma, 380
Respiration, effect of myoma on, 450 
Retention cysts in kidney, 427 

of urine after abdominal hyateramyomec- 
tomy, 657 

with myoma, 370
Retraction of umbilicus with myoma, 401 
Rctro|icritoncal development of myoma, 031 

sarcoma, myoma and, differentiation, 501 
Round ligaments, adenomyoma of, 304 

altered relations of, 301 
as tense bands with myoma, 302

14
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Round ligaments, changes in, with inyoinii, 31» 1 
hypertrophy of, with myoma, 3(i3 
inserted in eervieul stump,690, (MM 
lengthening of, with myoma, 302 
myoma of. Ht Mi

Rudimentary Fallopian lithe with myoma. 3HI 
Rupture of reel a I diverticula, myoma anil, 

differentiation, .Ith»
of uterus during vaginal myomectomy. 67H

Svti.u. markings on myoma, 6
Saddle-lmg appearance of uterus with myoma. 6
Salpingitis with myoma, 33.x
Salts, calcium, de|H»sit of, in myoma, 11*7
Sarcoma and myoma, I tit» Jill

colony development of cells in. 21 I 
developing from connective tissue of myoma,

172, 173
inspecting myoma for. during operation. 694 
of bladder associated with myoma, 120 
of cervical stump, abdominal hemorrhage 

from, 100
of liver secondary from uterus, 234 
of omentum secondary to sarcoma of

Sarcoma of uterus, ItiO, 402
métastasés from. 222, 234, 300 
myoma and, 402 
resembling myoma, 210 

relation of hyaline degeneration to, 03 
resembling decidua. 2IS 
retroperitoneal, myoma and. differentia­

tion, 601
return of. in cervix, 100, 212 
suggested by cell changes in myoma, 242, 

243.24/»
unusual, on surface of uterus. IK4 
with fading of myoma. 217 

Sarcomatous change in myoma, 100, 420. See 
also Munsnmimii of uhms.

Sausage-sha|H‘d sloughing submucous myoma,

Sessile myoma, I. 2 
Shapes of myomata. I
Shock as cause of death after abdominal 

hysteniinyomectomy, 07X 
bisection of uterus for myoma. OH4 

Sigmoid flexure, carcinoma of, with myoma,

furnishing vessels to myoma, 11 
hematoma of. during abdominal hystero- 

inyoineetomy, 023
resection of, and removal of myoma. 380 

Skin métastases from myosarcoma of uterus. 170 
Slipping of ligature with hemorrhage during 

abdominal hyxternniynmcctniny. 023

Sloughing of uterine wall after abdominal 
myomectomy, 661

Sloughing submucous myoma, 03, 01,07, OS, 70, 
398

Spleen, métastasés in, from adenocarcinoma of 
uterus, 414

Sipiamous-celleti carcinoma of cervix, invading
myoma, 403

métastasés from, 301», 401 
with adenomyonm of uterus, 202 
with fatal hemorrhage, 300 
with myoma. 202

Slereoraceous vomiting after abdominal hys- 
teroinyoincetomy, H6X 

myomectomy. 64 X
Sterility associated with adenocarcinoma of 

with myoma, 4f»7
Stomach, carcinoma of, with carcinoma of 

ovary, 300
sarcoma of, secondary to sarcoma of uterus. 

234
Stones, uterine, with myoma, 1311
Strangulated umbilical hernia, 120

inguinal hernia associated with myoma, 403
Submucous myoma, I, 69, 671

abdominal myomectomy for. fit Ml 
technic of, f>23 

age of incidence, 671 
death without o|ienttion in. 6X4 
fever and chills with, 672 
gangrenous, HO 
hemorrhage from, 672 
hysterotomy for. 610
infected and disintegrating, vaginal myo­

mectomy for, 676
inversion of uterus associated with. 71 
leiikorrhea with, 671 
loss of weight with. 672 
myomectomy for, 671. See also Mt/o- 

nucloiHif, rayimil. 
pedunculated. 69, til 
pressure symptoms from, 672 
removal of, 609,623 
simulating carcinoma of cervix, 4x7 
size of, 69 
sloughing, 03

abscesses, miliary, in left kidney with, 
422

carcinoma of cervix with, 398 
causing toxemia, 427 
histologic appearances of, HX 
lung, septic infarction of, complicating, 

422
odor from, (»7 
pleurisy with, 422
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Submucous myotun, sloughing, sausage-shaped, 

size of, 114
vaginal discharge from, 07 
vegetative endocarditis with, 122 

suspicious changes in, 248, 281 
symptoms of, 571 
thrombi of vessels with, Ii7 
vaginal discharge with, 571 

Submucous myosarcoma of uterus, 171 
Subperitoneal myoma, 1,105 III 

edema in, "Jib
hemorrhage from pedicle of, 021 
suppurating, 101, Util 

adherent to abdominal wall, l.'lti 
communicating with bowel, 101 

torsion of, Hi
Subperitoneal myosarcoma of uterus, 171 

pedunculated myoma, abdominal myo- 
mectomy for. 508

bleeding into abdominal cavity after 
bimanual examination of. I I I 

Sub vesica I myoma, 005, 510 
Suppression of urine after hyslcromyomectoniy,

Suppurating interstitial myoma, 144, 140 152 
results after operation for, 150 
with perforation of uterus, 150 

intra-ligament ary myoma, 107 
Suppurating myoma, 101 1.54 

cause of, 152 
o|>ening into cecum, 45 

into small bowel, 17 
results after o|M-ration for, 150 
symptoms of, 152 
treatment of, 150 

subperitoneal myoma, 101 I II
adherent to abdominal wall. 100 
communicating with bowel, 101 
liedunculntcd, 109 
results after operation, 150 
rupture of, 109

Suppuration of abdominal wound alter abdom­
inal hystemmyomeetomy, titi2 

of uterine wall after death of fetus, 479 
Supravaginal hysterectomy for myoma, 590 

port ion of cervix, elongation of, with myoma, 
142

Suspension of uterus after abdominal myo­
mectomy, 525, 528

Syphilis, abdominal hystoromyoincctomy in, 925 
as contraindication to abdominal myo­

mectomy, 518

Tkakh into rectal lumen during hysteromyo- 
mectomy, 087

411

Temperature after abdominal hysteromyomec- 
tomy. 055

after abdominal myomectomy, 545, 540 
after vaginal myomectomy, 578, 579 

in myoma cases, 157
Tenesmus, rectal, after abdominal hystero- 

myoinectomy, 059 
Threc-leaf-elovcr-shaped myoma, 5 
Thrill felt on vaginal examination with my-

Thrunibused ovarian veins after hysteromyo- 
mectomy, 222

Thrombosis of blood-vessels in sloughing sub­
mucous myoma, 07

of veins in uterine mucosa with myoma, 020 
Tonsillitis after abdominal myomectomy, 551 
Torsion of cervix uteri with myoma, 77 

of subperitoneal myoma, 81 
of uterus with myoma, 77, 79 

Toxemia from sloughing submucous myoma, 427 
Treatment of myoma, 594, 590, 571, .588, 029, 

000, 054 , 071
Tubal pregnancy with myoma, 042 
Tuberculosis of endometrium with myoma, 0it5 

of Fallopian tubes with myoma, 041,090 
of uterus associated with myoma, 421 

Tuberculous kidney, removal of, after hystero- 
myoinectomy, 084, 085 

peritonitis associated with myoma, 104 
Tuho-ovarian abscess with myoma, Oil

and adenocarcinoma of uterus, 299 
cysts with myoma, 049 

Tumors of breast, benign, with myoma, 459

I'm'Khatiux of vagina with myoma, 119 
I'mbilical cyst associated with myoma, 402 

depression, obliteration of, associated with 
myoma, 401

hernia, strangulated, 129 
with carcinoma of cervix ami myoma, 098 
with myoma, 401, 009 

rmhilieus, condition of, with myoma, 101 
Vraehus, cysts of, associated with myoma, 400 
l"rotor, accidental cutting of, during hystem- 

myomectomy, 080 
and myoma, 078 085 
condition of. in myoma cases, 090 
dilatation of, in myoma cases, 078 
dislocation of, in myoma cases, 078 
double, in myoma cases, 081 
injury to, during hysteromyomectomy, 082, 

080, 084
ligation of, accidental, during hysteromyo- 

mectomy, 082
location of, during hysteromyomectomy, 085
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Ureter, position of, in myoma cases, 378 
pressure on, by myoma, 381 
vermicular contraction of, 385 

Vretero-uroteral anastomosis, with subscipnmt 
removal of kiilney, 3X3

Urethra, esea|M- of pus from, after abdominal 
niyonieetoiny, 550 

Urination in myoma cases, 370 
Urine, retention of, after abdominal hystero- 

myomeetomy, 057
suppression of, after abdominal liystero- 

myomeetomy, 057, 082 
Uterine artery, bl<ie<ling from accessory branch 

of. during abdominal hystemmyomee- 
tomy, 023

fatal hemorrhage from, due to catgut 
absorption, (isI

passage of silk ligature from, into bladder,

tearing of. during abdominal myomee-

Utwine cavity, blood in. in myoma eases, 309 
epithelium lining, atypical changes in. 

in myoma cases, 332
obliteration of. partial, in myoma eases, 308 
opening of suppurating interstitial myoma 

into, 110
pus in. in myoma capes. 310 
size ami shu|>e of, in myoma cases, 305 

Uterine discharge character of. in myoma. 412 
foul, following abdominal myomectomy.

glands associated with myoma, unusual 
shapes of. 321 

dilatation of, 323 
hypertrophy of, 325
running parallel to surface of uterine 

mucosa, 310
horn, diffuse adeiiomyoina of, in hicornntc 

uterus, 157
dilatation of lymphatics of, 71 

lymphatics, dilatation of, associated with 
myoma, 72,70

Uterine mucosa, blood-vessels of, alterations 
in, in myoma cases, 317 

condition of, in myoma cases, 297, 31(1 
in myosarcoma «if uterus, 170 

edema of, in myoma cases, 322 
extension of muscle into, in myoma coses, 

317
glands running parallel to surface of, in 

myoma cases, 310 
small myoma dcv«'loping in, 333 
thrombosis of veins in. with myoma, 320 
unusual gland shapes associated with 

myoma in, 321

Uterine muscle ami myoma, line of junction 
between, 8, 9, It) 

condition of, with myoma, II 
Uterine associated with myoma, 32f>,

328, 329
Uterine stones with myoma, 130 
Uterine vessels, hemorrhage from, «luring 

abdominal hystemmyomeetomy, 021 
U leiine wall, perforation of, after «leatli «if 

fetus, 470
sloughing of, after abdominal myomcc- 

tomy, 551
after removal of large int«-rstitial my­

oma. 551
I tem-ovarian ligaments, ailenontyoma of, 300 

«•linngcs in. with myoma. 350 
cysts of, with myoma, 3Ô0, 357 
myoma of, 358, 300
secondary sarcomatous nodule in, with 

myoma, 300
Uterus, adenocarcinoma of, associated with 

myoma, 274. See also Ailcnorarrinoinn «1/

ailcnomyoma of. 107, 108, 511 
angiomyoina «if, 158 101 

Uterus bicornate, diffuse adenomyoma in one 
horn of, 157

Uterus, bisection of, for myoma, 008, 083,084,

broad ligaments of, abscess of, and myoma, 
15, 510

Uterus, eareinoma of, 185
associatcil with myoma, 295, 290 . 404, 

405- 410, 485
enlargement of, «lui* to retaineil menstrual 

flow, lv".
fibroids of, 1. See also Myoma. 
fibroma of, I. See also M ynma. 
libromyoma of, I. 8e<‘ also Mynina. 
hypertrophy of, in myoma cases, 11 
inleet ion of, Imm eareinoma of uterus, alter 

abilominal myomectomy, 540 
inspection of, in ililTerential diagnosis of 

myoma ami pregnancy, 407 
interstitial myosarcoma of, 171 
intraligamentary myosarcoma of, 171 
inversion of, associated with submucous 

myoma, 71
large suppurai ing mvonia opening into cavity 

«,f. 151
lipomyoma of, 102 100
malformations of, assoeiale«l with myoma,

155-157
myoma of, I. See also Myoma. 
myosarcoma «if, 109 201 
pain in, with myoma, 118

7
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Uterus, perforation of, due to suppurating 
interstitial myoma, 160 

|X)sition of, with myoma, 11 
prolapse- of, assoeiated with myoma, Hit) 
recurrent fibroids of, 178. 17V 
round ligaments of, with myoma, )16l, )162, 

863, 364, 003
rupture of, during vaginal myomectomy,

saddle-bug appearance of, in myoma cases, Ti 
sarcoma of, myoma and, 492

relation of hyaline degeneration of myoma 
to. 93

res< myoma, 216
submucous myosarcoma of, 171 
subperitoneal myosarcoma of, 171 
suspension of, during abdominal myomcc-

torsion of, in myoma cases, 77
with complete severance of body from 

cervix, with myoma, 79 
tuberculosis of, associated with myoma,

121
unusual sarcoma on surface of, IK-1 
with dead fetus resembling myoma, 473

V.vtiNA, abscess burrowing along, 196 
alterations in size ami shape of, with myoma, 

439
bluish color of, with myoma, 4)19 
condition of, with myoma, -Dis 
double, with submucous adenomyoma, I.'>.*> 
expulsion of large submucous myoma 

through, 67
ulceration of, with myoma, 111! 
vein stones in, with myoma, 110 

Vaginal cysts with myoma, 4)19 
discharge with submucous myoma, 67, 571 
drainage after abdominal hysteromyomee- 

tomy, 62)1,621
examination, thrill felt on, with myoma, 

442
Vaginal hysteromyomectomy, 629, 670, 072, 

686

Vaginal mucosa, bluish color of, in myoma, 4)19 
Vaginal myoma, 2)14, 440 
Vaginal myomectomy, 671. See also Myomec­

tomy, vaginal.
portion of cervix, elongation of, with myoma,

111
vault, induration of, with myoma, 440 
wall, phlcholiths in, with myoma, 440 

Veins, abdominal, enlargement of, with myoma, 
4)17

iliac, compression of. by tumor, 2)14 
ovarian, thrombosis of, after hystemmyo- 

mectomy, 222
thmmbosisof, in uterinemucosa.with myoma, 

320
Vermicular contraction of ureters during 

hysteromyomectomy, )1K6 
Vermiform appendix, removal «if, after ab­

dominal myomectomy, 667, 66K 
Vertebra*, métastasés in, from myosarcoma of 

uterus, 176
Vesical adhesions, release of, subsequent to 

abilominal myomectomy, 666 
rôle played by, in myoma cases, )166 

calculus associated with myoma, )176 
Vicarious menstruation after abdominal hys- 

teromyomcctomy, 696
Vomiting afti-r abdominal hysteramyom....

tomy, 668 
myomectomy, 648 

associated with myoma, 447 
st «-rco racoons, after abilominal hystero- 

myomcctomy, <168 
myomectomy, 648

Vulva, pruritus of, in myoma cases, 111

Wateh-cohk appearance in areas of hyaline 
degeneration, 96

Weakness, profound, in myoma cases, 467 
Weather, hot, as cause of postoperative ele­

vation of temperature, 666 
Weight, loss of, in myoma cases, 466,672 

of myomata, 119, 512
Worms, intestinal, after abdominal hystem- 

myomeeloiiiy, 659
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