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As reprints seem to soon scatter and disappear I have 
had about fifty sets of my more recent articles bound for my 
friends.

In the list of contents it will be noted that some of the 
articles have been published in two different medical journals.

At the end of the volume Is a fragmentary article on 
Endometritis. This was omitted from a former collection of 
reprints. Appended there is also the index of the papers 
contained in Volume I.

THOMAS S. CULLEN.
Johns Hopkins Hospital.

May. 1916.

I



you mi: ii

List ok t 'ontknts.

Tiilierriilous Stricture of lIn- Ascending Colon, with Sudden 
Tohil Obstruction of the Rowel. \iucrinin ./ouruul of 
lln‘ Mal irai Nrinirm. March. 1!NM.

Cterine Hemorrhages nml Their Cause. IiiiiuIm of dyne 
rohit/if ami Heiliulry, Boston, August. 1004, Vol. XVII.

A Series of Mistaken Oynn Diagnoses:
Case I Diagnosis: Yen large ovarian cyst. Actual 

condition: A partialis parasitic uterine myoma, 
associated with ÔI liters of ascitic fluid. Recovery, 

('use II Diagnosis: Myomatous uterus. Actual condi
tion: Adenocarcinoma of the body of the uterus, 
with secondar\ siihperitoneal nodules.

Cast» III Diagnosis : Suh|H»ritoneal and iiitraligameiit 
ary uiyoniata. Actual condition: Hydrosalpinx, 
ittleiiocarciiioma of tlie right ovary, involvement of 
the small bowel and marked extension to the Idad 
tier.

Case IV Diagnosis: I‘civic abscess, with retroveiicd 
myomatous uterus. Actual condition : Rectal diver 
ticiiln. with rupture into the stirrotititling rectal fat. 
producing a definite tumor. Small abscess between 
the minor and the pelvic Hour.

Jour, of lin | mer. Meil. Uxor.. November lit. I DIM.
Vagina I Cysts 1 ruiiunctiouM of I In Iin t rim n dyu. Society, 

HMD: Johns Ho y!; ins llos/iitul linlletin, Vol. XVI. No. 
171. .huit», 1000.

Cysts of Barlhtdin's lilamls. Jour. I mer. Meil. Uxor.. Jail 
nary 21. 1WK».

I. l''ihroma of the Abdominal Wall.
II 1‘riman Carcinoma of the Right Kallopain Tube.

III. An Accessory and Twisted Omentum.
Johns Iln/iLins llos/iitul Hnllrtin. Yol. XVI. No.

177. DecemlM*r. 1005.

Large Carcinomatous Tumor of the Liver. Jour. A nier. Meil.
Uxor.. April L‘L\ 1005.

I’lerine Klevalor Forceps. Jour. A mer. Mal. Uxor., April
a», 11100.

9



Johns Hopkins Medical Society. January s. 1000 :
( 'iisi* I — Kiivly TiiIm*i*('Ulosis of the Kidney. Diagnosis 

of lin* tuberculous process made from thickening of 
• In* ureter detected on vaginal examination.

<'asv II A very rapidly growing Hqmininiia-eelled rar 
vinoina of ihv innvr aide of the thigh

Ciiik> III Marly tuberculosis of the up|ieudix.
Case IN’ Tuberculosis of I In* ii|i|H‘inlix. caecum, volon 

ami small liowvl.
Case V Tin* right ovary in tin- alidominal war follow 

ing an o|ivralion for a|i|M‘ii<lix abscess.
Case VI An obscure abdominal Inmor in tin* right tip 

pvr (pmdranl vonsisting of an elongated right 
lohv, a prolapsvd right kidney and an ap 

pemlix adhvmil to Ihv gall bladder.
Case VII Abwesa Ih-iwwii tin- alidominal |N>ritoneiiin 

and omentum four weeks after labor. Involvvmviil 
of Ihv lower edge of Ihv liver. 0|icning of aliseess; 
secondary exploration in region of liver with 
marked tearing of the friable organ. Hemorrhage 
controlled with hinnt liver needles, t'omplele re

t’ase VIII The velvety feel of an iiimtpltired tubal 
pregnancy.

Case IX l‘régnamy in one horn of a hicornate uterus, 
giving syniploins identical with those of tulial 
pregnancy.

Case X Adenocarcinoma of the alidominal |ieritoncuni 
(«implicating uterine myomata.
—i/oIiuh Hopkins Hospital Hulhtin, Vol. XVII. 

No. 182. May, HHHi.
A Series of Intestinal Anastomoses, t'anailiaa Jour, nf

Malicim anil Surmri/, Toronto, duly. 1000.
Immediate Mxnminntion of Uterine Mucosa and Myomatous

Nodules After llystcromyomectoiny to Mxelude Malig
liant Disease.—Jour. Amer. Mal. Imx-.. March 10. 1000.

A Series of Interesting <}ymi ami Obstetric Cases:
Case I An Mighty nine Pound Cystic Myoma.
Case II A Large Parasitic Myoma.
Case III Multiple Perforation of the Uterus Dm 

M suera ted Fetus.
Case IV Ahdoniinal Pregnancy of Four Years’ Dura 

lion.

2

7



t'iisv V i 'horiocpithelioma.
.Inin, of tin1 Amer. I leil. Uxor.. 

XLVIII. pp. 1491 1497.
May I. 1ÎHI7. Vol.

Surgt-I V of III- lAver.Snrgery. (lyneeology ami Obstetrics.
Vol. IV. No. 5. |»|». 07:1084. May. UNIT, 

l’a rani tie I'terim* Myomata. Jour. Amer. I Ini. A***.. I»v 
eemlier 14. I1HI7. Vol. XUX. pp. 1994-1998.

Adriiomyoma of Ilu* l "torus. Jour. Amer. Meil. Asmn., 4mm 
ary *11. 1 IMIS. Vol. !.. pp. 107-115.

Tin* Condition of the Vteriue Mueosa in Myoma On
Trou sortions of Ihr American Oyneeologieal > oty.

T|u. Kinlv Ilinguonis of Camel- of the V terns uilivo
Technic.- International ('Unies, 1000. N oi l\, lîhli 
sorics ; Tin Tennsylrania Meilienl Journal, November. 
I !MHI.

Some Points in the Ojierative Tevhnique of Vaginal H.vs 
(ereetomy for Pn —Surgery, (lyneeology anJ
Obstetrics. Mni-rh. 11110. pp. 897-809.

A Large Cvslie Tumor Developing from the Iliopsoas lltirwi. 
Jour. Amer. Uni. Uxor.. April P. 1P1«, Vol. LIV. pp. 
MSI 1184.

A Right Pel vie Kidney: Absente of the Left Kidney; Ah 
seme of the Items; I loth Ovaries in the Inguinal 
Canals.—Sinner//, (lynvinloyy anil Olistetrii-x. -Inly. 
I PIP. pp. 78 75.

Carcinoma of the Right Tithe Readily Palpable
Through the Abdomen.—Iolins Hoykins Hos/iital Hal 
Ictin. Vol. XXII. No. -88. .limitary. 1911 ; Surgery. 
(Iynrealoify ami Obstetrics, .1 illy, 1910, pp. 75-70. 

Surgirai Diseases of the I’mhilieiis.—Jour. Amer. Mal.
Uxor.. February 11, 1 PI 1. Vol. LVI. pp. 891-890.

A Malignant Intestinal Growth Retailing the Removal of 
An VniiHiial Number of Abdominal Structures.—Site- 
//cry, (lyneeology ami Obstetrics, duly, 1911. pp. 70-78.

An FxIra-AMomimil Multiloculur Ovarian Cyst.—Jour. 
Amer. I led. Uxor.. Oetols-r 14. 1911. Vwl. LVI I, pp.
1251-1255.

A Psetidoliorinnplirodito.- -Surgery. (1 yneiology ami Obstet
rics, Oetobt-r. 1P11. pp. 449-458.

Vmbilieal Tumors Containing Vterine Mucosa or Remnants 
of Mueller's Duet.—Trans. Southern Snryieal ami (lyne- 
eologieal Ixxor.. 1911 ; Surgery, (lyneeology ami Obstet
rics. May. 1012. pp. 479-491.

64

115



Ai Id loss in (iynooologv. 1'anailian Mnliral .[**•*•. Journal.
AuguMi. iuia.

Tin* Umlioal 0|H*rul ion for I'nnoor of tin* l't<*ruH. Sur firry, 
iifinn olofni mol Olistrlrim. Maroh. MM a, pp. •••.”> -7Li ; 
Trim*, of Ihr \noriran II i/urroloffirul Sorirty. I HI-.

<l|ivviilioiiH on I’niivnlH xvilli n lliiviiiogloliin of Forty I’vr 
i 'cut. or U'hh. Suri/rrI/. (Itfurroloflf/ mol OliMlrtrii * 
Kept vin Ih'I1. I HU. |i|i. 27H2H4.

Hoport of I'nm-vr Onmpnign < 'ommilloo. -Snnjrry. 1,,/nrrol- 
ofifi mol llhxlrlrint, Xovvtnbvr, 191ft.

Adoiiniuvomn of I In* Uootovagiiial Sv|itiim. Jour. [nor.
I Ini. I rotor.. .Mil roll 14. 1H14. Vol. i.XII. |»|>. HftftKftH ; 
Tran*, of llo Sonlhrrn Surf/ira I anil II ft nrvoloijii'al
I**#»#., ima.

A lliwlorionl Hkoloh The <'litirvli Montv nml Infirmary. 
Haltimorv. Mil.. 1HI.V

VmiHiml <'iihv* I llusl ruling l’oints in IlhignoKin nml Treat- 
mont. Surfin'!/, (hiurrolof/f/ mol I Hi *1 r trim, Maroh, 
I HI ft, pp. LMiO L'iiS.

I. A I'aloitiod Lymph-Mlaml Vroilm ing Symptoms Komi* 
wlial Suggoslivo of <îall-stonos.

II. An Olil mill Infected AlHloininnl l‘ii,gnmn,v with Kx 
ii'iision of tin* Long lloiios Into tin- Hladdor «nil Into 
Ilu- Howi*l.

III. A Ftirllivr t’awo of Ailonoinyoma of tin* Rectovaginal 
Kept uni.

IN'. Oporation for tin* Hanliuil I‘tire on An I mhilioal llmiia 
in a Valient Weighing Hi4 Fournis.

N . Removal of a Largo Tulierriilotis 1’yul of tin- Mesentery 
of tin* .lojimtini. Together with Iho i'orrosponiling Kog 
mont of Howvl ; Keeovery ; La tor. I loath. Apparently 
from TiiIkmtiiIoun Moningilis.

Tin* Relation of Obstetrics. llynecology ami Ahiloniinal Sur 
gory to tin* Public NVolfan*.—Jour. I no r. Mnl. Ahho«*.. 
•Iannary 22. 1H1H. Vol. LXVI. p|i. 2ft9-24ft.

Farly Tuhomilosis of Iho <Vrvix. Surf/vry. Ilfinrrolofu/ mol 
lHi*liirir*. Ma roll. 1916, p. -ill.

Ailoiiomyoma of iho Round Ligamonl mnl Im an-oratoil 
Omentum in An Inguinal llvrnia. Together Forming 
Olio Tumor.—Nun/rry, llf/nrroloi/i/ anil IHintrlrirH, 
Mnroll. 1»1«. pp. 258-260.

Bmlometritb. Muri/latol Mnliral Journal. 1898. p. 571.



/ nbcrcn/on.\ Stricture oj the . ! scanting 
Colon, with Smith'll i'o/til Obstruction 

o/ the IJowcl.

Perforation of the Intestine; Removal of the ( u\ um and 

Hal/ tlii . Unending l Won . R .., /1 .

\<\

l'H< »M \S > (III I N M I! .

"IATK I'Kiil h.'SdK HI' 1 -VM ' ■ 'l "<.N . I "IIS' IlliVKIN' VNIVI k-I I V, IIAI I IM'-K!•, Mil.

Till \ MI KI ( \ \ JOVRX XI. <)!• I III. Ml |)|( \l. M’lENCKs, 

M.XKC’H, iijoj



I-Alnictvd from The American Juiimnl of tin- Mnlirnl Svh-ih vs, March, I'.fdl

TUBEM'KLOIS STRICTURE UK THE ASCENDING 
COLON', WITH SlIDDEX TOTAL OBSTRUCTION OK 

THE DOWEL; PKIIKOHATION OK THE INTES
TINE; HEMOVAL OK THE C.ECVM AND 

HALF THE ASCENDING COLON;
RECOVERY.

By Thomas S. Cullen, M.B.,
ASSOCIATE I'ROEKMHOR OF OTNECOLOOT, JOHN* HOPKINS UNIVERSITY, RALTIMOIIF, MO.

The careful and exhaustive articles hearing on lesions of this 
character that have already appeared render it superfluous for me 
to enter into a detailed consideration of the subject. Before descril»- 
ing the present case, therefore, I shall merely enumerate briefly the 
salient pathological and clinical features of the disease. Those 

to study the subject fully are referred to the interesting 
articles of Henri Hartmann and Pilliet,1 * and Reclus,3 in the French; 
of Hofmeister,* Adolf Hartmann,4 * and Gross,6 in the German, and 
of Lartigau,” in this country. Hofmeister has tabulated all the cases 
he could find in the literature, and his consideration of the subject 
is most thorough, while Baumgarten, through his students, Hart
mann and Gross, has contributed not a little to the pathological 
aspect of this disease. The works of Lartigau and Hofmeister should 
be carefully read by all particularly interested in this class of cases.

Tuberculous ulceration of the intestine is relatively frequent, as 
evidenced by the findings at autopsy, but stricture of the lumen of 
the bowel following as a result of this condition is somewhat rare. 
Hofmeister says that Eisenhardt, in 10(10 autopsies on tuberculous 
patients, found intestinal lesions /Hit) times. In only 0, however, 
was there a more or less definite stricture of the bowel.

Tuberculous strictures of the bowel are usually single and situated 
t the ileocœcal valve. The cæcum is converted into a sausage- 

shaped mass, which is adherent, as a rule, posteriorly and occasion
ally laterally. The omentum, although at times adherent to the

1 Note put une variété <lc typlilite tulierculeiise atmulant lea canccre de Ik région, Hull, de la 
Sue. mint de Pari*, 1891, vol. Ixvi. p, 471.

1 Typlilite ei appcndlvlte tuberculeuses, Clinique* Chirurgicale» de la Pitié, 1804, p. 317
* l'eber multiple Darmsteiiosen tuberkulüsun Ursprimgs, Ueitriige zur klinlichen Chirurgie, 

1890, Bd xvll. S. 577.
4 Elu Full von tuberkuliiser liimiiNtenose, lining. Dias., Tilhlngen, 1897.
1 Ucticr Strlcturlrendo Darintuberkuliiac, Inaug. Dlsa., Tübingen, 1901.
6 Journal of Experimental Medicine, 1901, vol. vi. p. 33.
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CULLEN: TUBERCULOUS STRICTURE OF ASCENDING COLON

growth, is not us prone to engraft itself on the tumor os in cases in 
which appendicitis exists. The outer surface, while relatively 
smooth, may he studded by a few tubercles. At one point the gut 
shows » constriction, and usually around this the adipose tissue 
is very dense. Where the cæcum is cut into the mucosa frequently 
shows considerable alteration. It is sometimes studded with irreg
ular or serpiginous tuberculous ulcers, while the intervening mucous 
membrane is the seat of a chronic inflammatory process. At the 
point of stricture the lumen of the gut is so narrow that the tip of 
the linger can hardly be introduced. In some cases so small is the 
calibre of the bowel that a sound is passed with difficulty, and in 
our case a small bird-shot was sufficient to completely occlude the 
canal. The degree of alteration in the cæcum varies with the indi
vidual case, ami it is only necessary for the reader to picture the 
tuberculous process advancing until the caxuin becomes matted 
and densely adherent to all the neighboring structures, and, in rare 
instances, the process gradually involves the abdominul wall until 
finally there is a fistulous opening on the surface. Even in the early 
stages the mesenteric glands arc enlarged and already involved in 
the tuberculous process, and where the cava I invasion is apparently 
in its ineipiency there may be caseation of these glands.

Tuberculous stenoses of the gut, when multiple, are almost in
variably situated in the ileum. Anywhere from one to twelve 
strictures have been noted in the same patient. In one case Hof- 
meister found twelve strictures scattered over a distance of about 
seven feet of gut. The bowel between the strictures is frequently 
distended, and in rare cases has been known to reach 17 cm. in 
circumference. Lartigau draws especial attention to a group of these 
cases, in which, associated with the tulierculous process, there is a 
marked diffuse thickening of the bowel wall, which occasionally 
reaches 1 cm. or more in thickness.

'The appendix is usually adherent, but, except where the tuber
culosis of the cæcum is far advanced, shows no implication in the 
specific process. Our case proved no exception to the rule. Although 
bound down by adhesions, the appendix was otherwise normal.

Histological Picture. In sections from the cæcum the edges 
of the ulcers may show tuberculous tissue, but, as a rule, epithelioid 
cells or typical tubercles are wanting, and nothing but granulation 
tissue can be made out. In the vicinity of the muscle, however, 
groups of epithelioid cells, ami now nnd then tubercles, are seen. 
The peritoneal surface is usually free from tuberculous nodules 
until the disease is far advanced or unless the cæcal lesion has been 
associated with tulierculous peritonitis. Sections from the stricture 
are composed entirely of connective tissue; sometimes with, at other 
times without areas even slightly suggestive of tuberculosis. The 
adipose tissue surrounding the gut at the point of stricture is much 
infiltrated with small round cells, rendering the fat exceedingly
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Naturally the tuberculosis gradually extends to the muscle and 
outer coats of the bowel. The farther away the process extends 
from the lumen of the bowel, the more characteristic will be the 
specific lesions, since the inflammatory changes produced by the 
intestinal bacteria have less opportunity of masking the tubercles. 
The diffuse thickening or “chronic hy|ierp!astic tuberculosis” of 
the intestine yields a very different picture to that of simple HiIht- 
culosis.as has been clearly pointed out by Henri Hartmann,Lartigau, 
and others. In these cases the tuberculous process has been relegated 
entirely to the background, while the mucosa and muscle have been 
overrun with round c ells. Intestinal bacteria have doubtless gained 
entrance to the walls through the tuberculous lesions and have con
tinually kept up a chronic inflammation of the bowel wall so wide
spread in character that the tuberculosis is entirely overshadowed. 
At a few points, however, it will still be demonstrable, and can be 
detected with certainty in the mesenteric lymph glands. Even in 
the crecal wall, when the typical lesions are totally wanting, tubercle 
bacilli can still lie readily demonstrated.

Clinical History. Patients presenting tuberculosis of the 
cæcum are usually between twenty and thirty years of age. The 
condition, however, may Ik* fourni in the very young, and has been 
noted in |>ersons fairly advanced in years. Quite commonly the 
patient has suffered from an old tul>erculous process in the lungs or 
has a suspicious family history. In many of the cases which have 
come to autopsy healed lesions in the lungs have been demonstrated, 
while in a few instances there has been swelling of the cervical, 
axillary, or other lymph glands coincident with the crecal lesion. 
()ne of the first symptoms is constipation. After a time dull or sharp 
pain is felt in the appendiceal region. As the constriction develops 
there may be an intermittent diarrhoea, with the gradual narrowing 
of the bowel, and fulness may be noted over the erecum. Where 
there is much infiltration of the intestinal wall the gut becomes very 
firm ami feels like a sausage-sha|>ed tumor. With thcgradual growth 
of tuberculous tissue and narrowing of the bowel symptoms of o!>- 
struction manifest themselves, us evidenced by abdominal distention, 
colicky pain, marked |K‘ristalsis, vomiting, and rapid loss in weight.

But although these symptoms may be present, in some instances 
definite indications of the presence of the lesions may Ire entirely 
absent. In our case the patient felt well until the day before opera
tion, complaining only of slight discomfort near the appendix.

Diagnosis. With the increased attention paid to coral tulier- 
culosis the possibilities of overlooking these lesions will lx* lessened. 
It was only a few days after our case was o|ierated u|>on that I)r. 
Finney saw a patient giving symptoms sufficiently suggestive of a 
tuberculous lesion in the cæcum to render such a diagnosis justifi-
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4 CULLEN : TUBERCULOUS STRICTURE OF ASCENDING COLON.

able. At operation the cæcum was found to Ik* the seat of a most 
extensive tuberculous ulceration. Fortunately, it was found possible 
to excise the whole of the diseased area.

Given a tumor in the right iliac fossa of slow growth, a clinical 
history pointing to a previous pulmonary tuberculosis, and a com
parative absence of temperature, it is highly probable that tuber
culosis is present. If a patient lie fairly well advanced in years, of 
course, the possibility of a malignant growth must l>e considered. 
As pointed out by Hartmann, Lartigau, ami other authorities, tuber
culosis of the cæcum, especially of the hyperplastic form, has often 
been taken for sarcoma. This has been «lue to the massive infiltra
tion with small round cells. But provided that we remember that 
they form a definite infiltration, instead of one or more large foci, 
and further, that the cells are uniform in size instead of being 
large and small and actively dividing, confusion is not likely to

The gross diagnosis between tuberculosis and carcinoma of the 
cæcum may offer numerous difficulties, but on microscopic exam
ination no confusion can exist, as in the tuberculous process the 
epithelial elements play an entirely passive rôle or have disappeared. 
Moreover, the demonstration of the tubercle bacilli is generally easv.

The diagnosis lætween caecal tuberculosis and appendicitis is 
usually dependent on the tulierculous history and the slow growth 
of the tumor, together with the absence of a temperature suggestive 
of a pus accumulation. ( )f course, in a case similar to the present 
one, a differential diagnosis would lie absolutely impossible.

Treatment. If tuberculosis of the cæcum lie diagnosed early 
operation is indicated. Resection of the entire diseased area is, of 
course, necessary for an absolute cure. Lateral anastomosis between 
the ileum and ascending colon is the ideal ojieration. If after resect
ing the diseased jiortion of the gut very little mobility lie obtainable, 
in order to avoid tension an end-to-end anastomosis is the only 
alternative. Where there are numerous strictures scattered over 
an area of several feet of gut, the question arises as to whether the 
entire diseased area Ik* excised or several anastomoses be made, 
removing only the diseased segments and leaving the intervening 
normal gut. If the span of gut involved by the tulierculous process 
be not over three or four feet, it is wiser to remove this portion in 
its entirety. In one of the cases reported between six anil seven 
feet were removed, and the patient recovered. With the diseased 
cæcum it is always necessary to carefully examine the glands of the 
mesentery, and if they be involved, they too should lie excised. The 
results from resection have been very gratifying, Hofmeister in his 
table of 83 operative cases showing a recovery of 02 per cent.

Tuberculous stricture of the ascending colon, with sudden total 
obstruction of the bowel; perforatum of the intestine; removal of the 
cæcum and half the ascending colon. Recovery.—The following is
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taken from my case-book, November 29,1902: At 11 p.m. I saw, in 
consultation with Dr. Charles E. Simort.Miss K.G.,aged twenty-four 
years. The day before she had indefinite pains in the region of the 
appendix. They were, however, not very severe and lasted but a 
short time. To-day she did her work as usual ami prepared supper, 
but shortly afterward was taken with severe pain in the right 
side and was forced to go to bed. At 9 p.m. Dr. Simon saw her. 
There was marked rigidity of the right rectus over the appcndiceul 
region. There was little temperature. ( >n examination of the blood 
Dr. Simon noted that all éosinophiles had disappeared and that there 
was an evident leukocytosis.1 When I saw her two hours later the 
rigidity of the right side had in part disappeared, probably as she 
was slightly under the influence of morphine. The general condi
tion was good; pulse full and regular. Nevertheless, I advised 
immediate operation.

At 1.30 a.m. the abdomen was opened and a thin, watery pus 
immediately escaped from the peritoneal cavity, and the pelvis was 
found to be completely filled with pus. The intestinal loops, how
ever, on the whole, presented a fairly normal appearance. Here 
and there they were covered by a few flakes of fibrin. The appendix 
was easily recognized and was bound down by adhesions. It was 
tied off from tip to base. As the distal extremity appeared to be 
normal, we expected to find a jierforation near the cæcum, but on 
complete removal of the appendix it was found that, apart from 
adhesions, no alteration was present. After removing the pus from 
the abdomen a sponge was passed into the right renal pocket to 
see if any pus was there, and, to our surprise, some dark fluid 
escaped. This was entirely different from that found in the pelvis. 
The abdominal incision was continued upward to the ribs, and we 
immediately saw a perforation, about 4 mm. in diameter, in the 
ascending colon. As there was a good deal of fluid escaping, 1 tem- 
|K»rarily closed this fistulous opening with a purse-string suture. I 
then drew the ascending colon out and made a incision,
and on introducing the finger into the colon found total obstruction 
a short distance above the ileociecal valve. The lower third of the 
ascending colon, the crecum, and a small portion of the ileum were 
tied off and removed, together with some enlarged glands in the meso
colon. The ascending colon and ileum were then united by end-to- 
end anastomosis. Lateral union would have been preferable, but we 
had no choice, as the tissues would have been on too great a tension. 
A Connell suture was employed for two-thirds the circumference of 
the gut,the remaining third beingturned in with rectangular mattress 
sutures. The entire line of suture was reinforced by running mat
tress sutures. The pelvis was carefully sponged out, the intestinal

1 Simon lays much stress on the frequent absence of eoslnophllee where pus ts accumulating, 
au<l think* that tilts sign Is of more practical value than the degree of leukocytosis.
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loops brought ti|i into the abdomen, and the entire pelvis loosely 
packed with iodoform gauze.'•

A gauze drain was also left at the site of the anastomosis. The 
patient stood the operation well. Her pulse did not rise above 100. 
The outlook, however, was not flattering, considering
the fact that there was a commencing peritonitis and also consider
able u'dema of the intestinarwall. F.ight days after operation, on 
removing the last of the gauze, some fecal matter was found on the 
dressing. The fistula gradually closed, and the patient made an 
excellent recovery.

February 12, 1004. The patient has been at work for several 
months, performing general household duties without the slightest 
inconvenience. Her general condition is excellent. From her 1 
learned that she had had typhoid (?) fever six years previously and 
was in bed for two weeks. For the last year she has had crani|>-like 
pains throughout the abdomen two or three times a month, and 
recently the bowels have been more constipated than usual. She 
gives no history whatever of injury or bruising of the abdomen. 
For about a week before her admission to the hospital she had had 
intermittent abdominal pain. From the family history we were 
unable to get any data suggestive of hereditary tuberculosis.

Pathological Uevort. (Gynecological Pathological No. (>316.) 
The specimen consists of a small portion of the ileum, of the cæcum, 
and of about one-half of the ascending colon. The mucosa of the 
ileum is unaltered, that of the cæcum in most places is normal, but 
at a point directly opposite the ilcoeivctd valve is a perforation f> nun. 
in diameter ( Fig. 1 ). The walls of the perforation are rather smooth 
and the surrounding mucosa, over an area I cm. in diameter, is 
somewhat thickened. The ascending colon, about f> cm. above the 
perforation, shows a marked constriction. At this point the lumen 
narrows down until it is not more than 2 min. in diameter. Indeed, 
so small is it that a fine bird-shot would lodge and completely plug 
the canal at this point ( Fig. 2). The intestinal wall at the point of 
constriction varies from 5 mm. to 8 nun. in thickness and is exceed
ingly firm in consistence. The constriction is 1 cm. in length and 
the ascending colon above this point is unaltered.

Histological Fjxainination. The appendix, beyond showing a few 
adhesions on its outer surface, is normal. The cæcum in the vicinity 
of the |>erforation has entirely lost its glandular elements, the speci
men consisting almost entirely of granulation tissue. The under
lying muscle shows a varying amount of small round-celled infiltra-

1 For « verni year», when- the pelvis lias lieen lilted with free pus, I have made it a practice, 
after having wiped the i-clvla and intestines oft. to place the patient for a moment in the 
Trendelenburg jmsture. The ik-IvIs has then been loosely but fully packed with gauze, the 
ends of which are brought out through the appendix Incision. My object has been to prevent 
the Intestinal loops from dropping down and becoming adherent or kinked in the pelvis. In 
my hands this procedure has yielded very gratify! ug results. The loot», although still liable 
to become adherent, are on a level and arc not nearly so prone to become obstructed.
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lion. This is especially abundant in the vicinity of the peritoneal 
covering.

Along the margin of the perforation there is also much granola-

Tuberculosis of the cuxsum with jierforatlon (natural else). Above le » erosn-scetloti of the 
wending colon. Below and to the right the Ileum. At a point directly opposite the Ileum 
I* a perforation of the cape uni, and just al«ive the perforation the adipose tissue In thickened 
end there In a eomilrictimi of the gut. At « are two enlarged and tuberculous lymph glands 
For the interior view of the specimen, see Fig. 2.
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tion tissue, and the underlying muscle is everywhere infiltrated 
In- small round cells. The ulceration is evidently an old process, 
as nowhere is a very acute inflammatory reaction present. The

'■'*â

Tuberculous stricture of I lie ascending colon with iierloratlon of the cæcum. Directly oppo
site ihc ileociveal valve is a small iierloratlon with slightly ragged edges. A short distance 
ntnive this point the intestinal walls grow thicker and then form an annular constriction. 
The lumen of the ascending colon at the stricture has been so narrowed that a small bird- 
shot, when introduced, lodged therein and completely plugged the gut.

walls of the stricture are, to a great extent, composed of fibrous 
tissue. Here and there we have some light areas somewhat sug
gestive of tuberculosis. No giant cells are, however, demonstrable.
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Several mesenteric glands were removed with the intestine. Some 
of these reached 1.5 cm. in diameter. On histological examination 
these show typical tubercles, some sections of which contain four or 
five giant cells. The tuberculous process in the lymph glands has 
here and there advanced to caseation.

The following points merit attention in this ease:
1. The total absence of definite symptoms until a few hours before 

operation.
2. 'I'he presence of symptoms identical with those of acute appen-

3. Marked contraction of the stricture.
4. The advisability of always exploring the right renal pocket in 

all cases in which there is free purulent fluid in the pelvis.
As seen from the history, the patient had practically no symp

toms until about five hours before operation, ami then there was 
moderate pain over the appendix, accompanied by rigidity of the 
right rectus.

Examination of the blood showed a total absence of eosim " s. 
The only way in which we can account for the lack of symptoms is 
that for some reason there occurred an acute contraction of the 
stricture, which, up to this time, had permitted the free passage of 
feces. The possible existence of such a condition supplies another 
indication for early operation whenever trouble exists in the 
dieeal region. Already peritonitis had developed, although the 
symptoms had existed for so short a time; and had we delayed 
until morning there would have lieen little chance of saving the 
patient.

After having removed the “< and wiped the pus from the
pelvis, the abdominal cavity appeared normal, and I probably 
should not have explored the right renal pocket had I not lieen 
familiar with the renal work of Max Broedel, who has shown 
clearly that where there is a free accumulation of fluid in the region 
of the < that by gravity it will travel down into the right
renal fossa.

I should have preferred lateral anastomosis, but we were forced 
to make an end-to-end union on account of tension.

4
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UTERINE HAEMORRHAGES AND THEIR CAUSE.*
THOMAS S. CULLEN, M.D.

Associate Professor of Gynecology, The Johns Hopkius Hospital, 
Baltimore.

General practitioners are continually meeting with eases of 
uterine haemorrhage and are often at a loss to determine the 
exact cause of the flow. In recent years we have gained a much 
clearer insight into the various pathological conditions that may 
cause uterine bleeding. Our knowledge has been due chiefly to 
two factors, early operation where pelvic lesions are present and 
a careful microscopical examination of nil tissues removed at 
operation.

I shall, in the brief period at my disposal, look upon the sub
ject from the standpoint of the general practitioner and see just 
what clues have been furnished by the pathologist and surgeon.

On making a list of the chief sources of uterine haemorrhage 
I have found that they fall into five main groups :

(1) Haemorrhages dependent upon constitutional tendency 
to bleed.

(2) Haemorrhages due to inflammatory conditions of the 
uterus or appendages.

(3) Haemorrhages incident to pregnancy, extra—or intra-

(4) Haemorrhages due to the presence of tumors.
(5) Haemorrhage due to carcinoma or sarcoma of the uterus.
Haemorrhages may lie present shortly after birth. Here with

in twenty-four hours after the child is 1mm small balls of mucus 
mixed with blood may escape from the vagina. These usually 
disappear after the fifth or sixth day and do not return. We do 
not know their cause. Again, in young girls, the menstrual period 
is often very irregular, sometimes not coming on for months at 
a time and then amounting almost to flooding. In such cases it 
is often difficult to determine whether we are dealing with a 
period or with an intra-menstrual haemorrhage.

Haemorrhages dependent upon a constitutional tendency. 
Nearly all of you are familiar with a few cases of this kind. We

•Address delivered before the Maritime Medical Association at Halifax, 
N. 8., July 6, 1904.
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have to deal with a young woman, dark in complexion and com
plaining of flooding at the menstrual jieriods. On questioning 
her closely it is frequently found that her parents or other mem
bers of the immediate family show a marked tendency to bleed 
after slight injuries or if the patient is of middle age she has had 
an alarming post-partum haemorrhage with each child. On ex
amining such an individual nothing abnormal will usually be 
detected in jxdvic organs and the microscopical examination of 
the uterine mucosa will show that it is apparently normal. In 
such cases we are dealing with a peculiar tendency toward bleed
ing and as there is a normal cscajK* of blood from the uterus at 
each menstrual period the haemorrhage naturally takes place 
from the endometrium instead of from another part of the body.

Several years ago my attention was called to another group of 
cases unassociated with a general tendency toward haemorrhage. 
These patients commenced to have very profuse menstrual haem
orrhages when about twenty years of age and the haemorrhage 
was so alarming that it was necessary to curette every three or 
four months. On microscopical examination I found hypertro
phy of the tissue ltctween the uterine glands. Otherwise the 
mucosa was normal. This haemorrhagic tendency disappeared 
about the thirtieth year in the cases with which I ani familiar. 
Dr. II. Meek of London, had two patients, .sisters, giving simi
lar symptoms and in each after systematic curettage every four 
months for a numlfer of years the cure was permanent. Under 
this group we may possibly include haemorrhage due to dilated 
veins in the endometrium. Here, however, the general tendency 
toward haemorrhage is wanting. I have in mind a patient suf
fering from severe haemorrhage and n diagnosis of cancer of the 
body of the uterus was made and hysterectomy contemplated. 
As a matter of precaution, however, curetting* were examined 
and markedly dilated veins were found in the mucosa. The 
glands were perfectly normal. After several eurettings the 
patient had no further trouble. Why the veins become so dis
tended it is difficult to surmise but such conditions are ooeasion- 
ally present.

The tendency toward uterine haemorrhage is often in evidence 
where the uterine mucosa is moderately thickened and the glands 
enlarged and dilated. Given a scraping from such a case ono
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can say with almost absolute certainty that the patient is suffer
ing from uterine haemorrhage.

Haemorrhages due to inflammatory conditions of the uterus or 
appendages. The physician not infrequently sees a patient who 
gives a history of an old miscarriage followed by some elevation 
of temperature or giving a fairly distinct history of gonorrhoea. 
On making a pelvic examination the uterus is found to lie normal 
in size. Its mobility is slightly restricted and there is a faint 
suspicion that the tidies and ovaries are bound down. The 
patient complains of a leueorrhoenl discharge and of frequent 
and slight uterine haemorrhages. In such cases the physician 
it at a loss to know the exact cause of the bleeding and cancer 
may lie suspected. If the diagnoses cannot lie made then, the 
safest plan will be to curette and examine the scrapings. Much 
care should, however, he exercised as manipulation of the uterus 
may rekindle an old inflamation and pelvic peritonitis result. 
Examination of the scrapings in such a case will show a varying 
degree of endometritis but absolutely no evidence of cancer. If 
the pelvic adhesions be severed, and the uterus freed, these haem
orrhages usually disappear. They may of course be much ag
gravated if a polypoid endometritis exist or if there be double 
pus tubes. It must be remembered that pelvic inflammatory 
lesions are by no means always accompanied by uterine haemorr
hages.

Haemorrhages incident to pregnancy. Under this heading I 
refer to four important pathological conditions: (1) Miscar
riage ; (2) hydatidiform mole ; (3) chorio-epithelioma ; (4) 
tubal pregnancy.

Miscarriage. It is hardly necessary for me to more than men
tion this condition. In the first place it is so frequently met 
with and then as a rule the history is clear. There are cases, 
however, where the data are insufficient and where the patient 
denies pregnancy. Such cases are often confusing. I have had 
a patient come, saying that three weeks before consulting me she 
had had a miscarriage, and vet on careful questioning and after 
making a pelvic examination, T felt sure that she was suffering 
from a tubal pregnancy. In all cases where doubt exists, examina
tion of the uterine contents will give a clue. If the pregna:iev 
Ik* intra-uterine then the scrapings will yield placental villi either
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well preserved or at least retaining their outlines. The presence 
of the villi is proof positive of the intra-uterine pregnancy. If 
the foetus has escaped, the placenta usually remains, but if this 
has been expelled, small fragments are then found and we have 
the typical decidual formation still clearly visible and showing 
evidence of inflammation.

Ilydatidiform nwles. These are not very common. Tin* pa
tient has given a history of conception and then after a few 
months when movement is locked for none is detected and fre
quently there is a bloody discharge, often somewhat like brick 
dust. The uterus is globular and elastic, the cervix hard 
and the breasts diminished in size. Were one not cognizant of 
the facts, the diagnosis of a globular myomatous uterus might 
readily be made—in fact, I reported a case two years ago where 
we were almost sure that the growth was a myoma until after ex
amination under ether. This disease is due to a cystic degenera
tion of the placental villi. These cystic villi with their secondary 
branches roughly look like bunehes of grapes. On curetting 
large quantities of small evsts escape. They do not resemble 
anything else—so the diagnosis is certain. All these cases should 
be carefully watched as malignant changes are peculiarly prone 
to follow and may in fact have commenced and engrafted them
selves on to the uterus prior to the expulsion of the mole. If 
uterine haemorrhages recur within a few weeks or months after 
removal of the moie a careful vaginal examination should be 
made at once to see if any uterine nodules exist and uterine 
scrapings should lx* made to determine definitely if any malig
nant growth be present.

Chorinepiflteliomu. This is a disease, until recent years, un
known. It never occurs except after pregnancy and is due to 
a malignant chantre in the placenta and possibly in the decidua. 
It may follow a simple miscarriage or an apparently normal 
labor, hut is very frequent after a hvdatidiform mole. It has in 
a few instances developed suWquent to a tubal pregnancy. Given 
a recent pregnancy, miscarriage or mole followed in a few 
weeks or months bv copious uterine haemorrhages, we must im
mediately suspect ehorioepithelioma or as it is frequently termed 
decidnoma malignum. On examining the uterus it is usually 
found enlarged and may be nodular, while in the vagina a bright
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rod nodular growth which readily bleeds is often detected. This 
is a secondary growth. In a certain number of cases both ovaries 
are converted into multiple corpus luteum cysts which complete
ly block the pelvis. The uterine growth is peculiarly prone to 
give rise to lung métastasés. These soon lead to pulmonary 
haemorrhages. If chorioepithclioma be suspected, microscopical 
examination of the uterine mucosa should usually indicate clear
ly whether the disease is present or not. If it exists, immediate 
and complete hysterectomy is the only chance. The delay of a 
day may prove fatal as métastases occur so rapidly.

Tubal pregnancy. To Lawson Tait we owe so much for our 
knowledge of this subject. A few years ago the history and 
course of the disease was little known. Now it is upon as firm 
and scientific a basis as appendicitis—indeed, so proficient have 
some practitioners become that the diagnosis is frequently made 
before the tube has ruptured. Although the disease is supposed 
to l>c comparatively rare, I have seen and operated upon six cases 
within one month. Given a patient who has always been regu
lar, with sudden suppression of the period, followed in a few 
days or weeks by a faint bloody discharge, and possibly, a little 
pain on one or the other side of the uterus, we must at once sus
pect a tubal pregnancy and will not often be mistaken. Sometimes 
the period has come on at the regular time and yet as it were, 
dragged along for weeks only to Ik* followed by sudden rupture 
of the tube with the usual signs of collapse due to internal haem
orrhage. Whenever the menstrual period is suggestive of tubal 
pregnancy and a satisfactory pelvic examination is impossible on 
account of abdominal rigidity, then an ether examination shoul l 
at once lx? made, as little force ns possible being used as the tul e 
may rupture. In every case where the diagnosis of tubal preg
nancy seems definite the abdomen should bo opened at once and 
the tube removed. Before rupture its removal is easy and 
fraught with little danger. After rupture the loss of blood m y 
be so alarming that operation is out of the question or if the 
pelvis be filled with old clots there is considerable danger of in
testinal obstruction or of a faecal fistula developing. Uterine 
haemorrhages accompanying tubal pregnancy are most suggestive 
and the entire picture is as a rule, not more difficult. A certain 
number of cases of pelvic peritonitis, however, present symp
toms that eloselv mimic tubal pregnancy.
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Haemorrhages due io (he presence of uterine tumors.
Myomata. The most common uterine tumors are the myoma

ta. With their various situations and size you are familiar. 
Doubtless many of you have wondered why in some cases the 
haemorrhage was very slight or entirely wanting even though 
the tumor was very large, while on the other hand, although the 
nodule was small alarming bleeding occurred. The amount of 
haemorrhage depends almost entirely upon the location of the 
tumor. If it be subperitoneal or interstitial and does not en
croach upon the uterine mucosa, then we will have little bleeding, 
but if it projects into the uterine cavity, then there will almost 
certainly lie severe haemorrhage—in fact, a submucous myoma 
not over an inch in diameter is sometimes accompanied by such 
severe flooding that the patient’s life is in jeopardy. While a 
sul-peritoneal tumor of sixty pounds’ weight may not be ac
companied by any bleeding whatsoever and only cause discomfort 
hv its size and by pressing upon the pelvic vessels and nerves. 
In all cases of myoma with haemorrhage .ve must remember the 
possible co-existence of adenocarcinoma of the body of the uterus 
ns I have noted the combination in a goodly number of cases.

Sarcomatous degeneration of myomata. During the last five 
years I have paid particular attention to malignant changes in 
myomata. These are invariably of a sarcomatous nature. Sev
eral cases have come under observation. The older writers spoke 
of recurrent fibroids. In these cases at frequent intervals sub
mucous myomatous looking tumors were expelled. On histologi
cal examination it was found that quite a number of them were 
sarcomatous in character. The sarcomata develop in the myo
mata. If a myoma Ik* snbperitoneal then the malignant process 
soon extends to the intestines and surrounding structures. If 
interstitial, then secondary nodules are prone to develop in the 
uterine wall and may project into the cavity of the uterus. If 
a sarcoma «lev -lops in a submucous myoma, then portions will, 
from time to time, l>e forced out of the uterus. Given a mvoma 
that has remained dormant for years and that commences to grow 
rapidly immediate and total hysterectomy is imperative. In 
myoma cases with haemorrhage the diagnosis is comparatively 
easy, as we have an enlarged and usually nodular uterus to give 
us the clue. We must, however, always remember the possible 
co-existence of sarcoma or carcinoma.

Sarcoma of the uterus. Sarcoma of the uterus is relatively 
rare, and cannot, cl ini ally, lie earilv «lifferentiated from cancer.
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Although occasionally present in the cervix, it usually commences 
in the IhhIv of the uterus and while showing a tendency to bleed, 
the haemorrhage is usually not so severe as is noted with cancer. 
The exact diagnosis is only of interest to the legist as it can
not lie clearly established, except on histological examination and 
further as the treaUnent of cases of sarcoma and carcinoma is 
identical—namely, complete abdominal hysterectomy.

Adeno-myoma of the uterus. This occurs in about 2 per cent, 
of all myoma cases and is usually accompanied by free uterine 
haemorrhages. The inner uterine walls are converted into a 
coarse-textured diffuse myomatous tissue and the uterine mucosa 
flows into the chinks between muscle bundles. At each menstrual 
period this mucosa between muscle bundles naturally swells up 
and on account of the increased tension thus produced gives rise 
to much uterine pain and at the same time it pours its tpiota of 
menstrual blood. This added to the normal amount given off 
by the uterine mucosa causes profuse haemorrhage. As the 
uterine mucosa itself is normal scrapings will give us no clue. 
The condition while very interesting to the clinician can only lie 
diagnosed after removal of the uterus. I have examined over 
twenty cases of this character at tke Johns Hopkins Hospital.

Cancer of the Uterus. We now come to the most frequent and 
dreaded cause of uterine haemorrhage—cancer of the uterus. 
The mucous membrane of the uterus is of three varieties—that 
of the vaginal portion of the cervix which closely resembles skin, 
that lining the cervical canal consisting of branching glands and 
secreting mucus and that lining the uterine cavity, consisting of 
tubular glands. From each of theso three varieties of mucosa 
different forms of cancer may develop.

Cancer of the outer or vaginal ]x>rtion of the cervix may 
roughly resemble a cauliflower growth. It bleeds so easily on 
account of the great number of bWl voest-ls it contains and the 
various blood vessels have so little support that the merest touch 
is sufficient to rub the tops and free oozing follows.

Adeno-carcinoma of the cervix or the variety from the cervical 
canal consists of glands which penetrate in all directions and 
may grow entirely through the cervix bu,t giving rise to much 
bleeding.

Cancer of the body of the uterus also consists of glands. It 
forms tree-like growths in the uterine cavity and also penetrates 
the uterine walls.

4
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While cancer of the uterus may develop in early life it is most 

common after the tliirty-Hfth year. Whenever there is a uter
ine haemorrhage that cannot be accounted for, the uterus should 
tie most carefully examined to see if there lie any signs of cancer 
ns it is only in the early stages of the growth that a cure may be 
hoped for. If the cervix tie especially hard at any one point or 
•how little priekle-like points that bleed easily then a wedge 
alsiut a quarter of an inch broad and half an inch in depth should 
be cut out, put in alcohol or formalin and sent at once to the 
pathologist for examination. If the cervix lie normal, then the 
body and cervical canal should be thoroughly curetted on all 
sides and the scrapings sent to the pathologist. The mucous 
membrane in health ns seen under the microscope is just as dif
ferent fmm that of cancer as are two totally different patterns 
of wall paper.

Much has been said about the treatment of cancer of the uter
us and great improvements inaugurated in the operative tech- 
nique. As has lieen pointed out elsewhere the only hope lies in 
the early diagnosis by the family physician. Unfortunately in 
a good many cases there are few, if any, signs of cancer until 
the disease is far advanced ami operation out of the question. As 
a typical example 1 may mention a lady 69 years of age whom 
1 saw in consultation in St. Louis lees than two weeks ago. Her 
first haemorrhage occurred within a month of the time she came 
for operation and yet on vaginal examination the entire cervix 
was involved and the left broad ligament fixed by growth. I 
fully believe that in the near future the prediction of Dr. Kelly 
ami others will lie verified—namely, that every woman will pre
sent herself for examination at least three or four times yearly. 
In this way if any growth be present it will tie gotten at in its 
incipieney. Our first duty as physicians is to educate women as 
t" the alisolute necessity of having any irregularity of menstrua
tion or any uterine haemorrhages carefully investigated at once. 
When they learn the seriousness of delay and the satisfactory 
results that may he obtained by prompt attention many more will 
lie saved.

In the short time at my disposal no attempt has been made to 
enter much into detail. 1 have given you nothing new hut have 
endeavored to merely group the various cases of uterine haemorr
hage in such a manner that they can be easily understood.
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A SERIES OF MISTAKEN GYNECOLOGIC 
DIAGNOSES.

THOMAS S. CULLEN, M.H.
BALTIMOMÏ.

While it ÎA advisable to chronicle our successes in di
agnosis and treatment, I think it is equally necessary for 
us occasionally to look back and see where we have failed 
to make an accurate diagnosis before operation, or to 
critically review our judgment in a given case to ascer
tain if, in a subsequent ami similar case, we could not 
do I»etter.

From a perusal of the literature one is often led to 
believe that the exact nature of abdominal tumors is 
easily determined before operation. While this is un
doubtedly true in the greater number of cases, yet it is 
well to remember that in a goodly number of instances, 
before operation, it is only possible to determine that 
the operation is necessary, the exact nature of the mal
ady only being ascertainable when the abdomen is 
opened. From the accompanying group of cases, which 
l report in detail, the surgeon who does not always 
make a positive diagnosis before operation, nr the one 
who may perchance render an erroneous opinion, will 
possibly derive a certain amount of comfort.

Case 1.—Diagnosis: Very large ovarian cyst. Actual con
dition: A partially parasitic uterine myoma, associated with 
51 liters of ascitic fluid. (Fig. 1.) Recovery.

Patient.—Woman, aged 54, unmarried, was admitted to the 
Church Home, Oct. 21), 11)02, complaining of marked abdominal 
enlargement.

Examination.—Her face presented a drawn, pinched appear
ance, and she was very thin. The abdomen was tremendously



nnd uniformly distended. From the pubes to the sternum in 
the mid line there was dullness, in both tlanks tympany, nnd 
on percussion a very distinct wave of fluctuation was easily 
detected. A diagnosis of ovarian cyst was made, and after a 
delay of n few days, on account of a slight bronchitis, the ab
domen was opened.

Operation.—We found the peritoneum much thickened. The 
great distension was due to ascitic fluid. Attached to the 
fundus by a very small pedicle was a myomatous nodule lfl 
cm. long (Fig. 1). Plunging into the upper or free surface 
of this nodule were a large number of blood vessels, each about 
3 or 4 mm. in diameter, tortuous and closely resembling angle 
worms. On tracing them upward they proved to be the en
larged omental vessels. The omentum as such was recognized 
as a fringe not more than 5 mm. long, projecting from the 
lower edge of the transverse colon. The altered omental ves
sels were exceedingly friable and ruptured on the slightest 
manipulation. The parasitic myoma derived part of its blood 
supply from the bladder, to which it had become intimately at
tached. After tying oil" the blood supply of the myoma, this 
growth was removed and the patient made a rapid recovery.

lu this case 1 had to rely entirely on the physical 
signs, as the patient was of unsound mind, and up to the 
day of operation no history could be 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 diagno- i was 
impossible. The tympany in the flanks 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. Under any cir
cumstance there would have been dullness over the en
tire 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. I know of no instance in the literature where 
such a large quantity of ascitic fluid was associated with 
a myoma. The condition in this case was analogous to 
that found where a fibroma of the ovary exists. In the 
latter we have a solid tumor so moving that there is
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often torsion of the vessels bringing about the
outflow of ascitic fluid. In our ease the myoma rolled 
around so much that the omental vessels were partially 
twisted. This was undoubtedly the case, as is shown by 
the fact that there has been no further appearance of the 
ascitic fluid since removal of the myoma. Had this pa
tient been in the possession of her mental faculties the 
diagnosis would have been fairly certain, as the family 
physician told me at the time of operation that he had 
first noticed a hard abdominal tumor attached to the 
uterus and that the ascites had developed subsequently.

Schwarzenbach* reports a most interesting case. The 
patient was 30 years old and the mother of six children. 
In 189(5 she had a pelvic hematocele, with pronounced 
symptoms of internal hemorrhage. In 1897 a subperi
tonea I myoma the size of a child’s head was detected. In 
1899 she gave birth to a child, and in 1901 an explora
tory abdominal section was made. Numerous arteries 
and veins springing in the vicinity of the stomach lay 
perfectly free in the abdomen, and passing downward 
spread out on the surface of the subperitoneal uterine tu
mor. Considerable ascitic fluid was present in the ab
domen. The abdomen was closed, as the growth was 
thought to be malignant. The patient improved, and in 
1902 the abdomen was again opened. The omentum, 
which at the first operation showed marked atrophy, had 
now entirely disappeared. The patient was two months 
pregnant. The large vessels were tied and the myoma 
was removed. The pregnancy was in no way disturbed. 
All trace of the pelvic hematocele had disappeared ex
cept for the presence of some pelvic adhesions.

It seems quite probable that the hematocele in this 
case was «lue to rupture of one of the omental vessels 
instead of to the rupture of a tubal pregnancy. This 
case has many points in common with ours.

1. It. Kchwnrzpnbach : Elgenthilmllrtae Entartung dee an elnem 
t imismyum ndliil renie» NetzoR, Iteltrflge zur GebintRhllfe und 
«•yn Undolf Chrobnk. Ans Anlnas selneR sechzlgaten Oeburtetagea. 
(icwldmet von aelnen Rchlllern und Prcundcn, vol. I. p. 220.

90
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Case 2.—Diagnosis: Myomatous uterus. Actual condition: 
Adenocarcinoma of the body of the uterus, with secondary sub- 
peritoneal nodules. (Fig. 2.)

Patient.—Mrs. C., aged fit), was admitted to the Johns Hop
kins Hospital, April 22, 1903. She had had three children. 
Menses stopped at 49. Four years ago uterine hemorrhages 
commenced and lasted several months. Since then they have

Fid. 2. -Adknucakcinoma of tub Body of tub Utkhus with Sub
rKMlTONBAL NODULES.

The specimen Is viewed from the frint. The right round llga- 
ment is drawn upward by a cancerous nodule situated at its June 
Hon with the uterus. Scattered over the surface of the uterus are 
cancerous nodules varying from a pea to a marble In size. The 
Insertion of the left round ligament Is at a much lower level than 
Is that of the right round ligament. The general contour of the en 
larged and nodular uterus closely resembles that of n myomatous

liecn irregular. There is a continual lcucorrheal discharge 
with some odor.

Examination and Diagnosis.—On vaginal examination we 
found the uterus about twice the natural size. It was quite 
nodular. As the patient was in good condition and had a nodu
lar uterus which in general contour corresponded closely with 
a myomatous uterus (Fig. 2), wc made a diagnosis of myoma, 
especially as the hemorrhages could readily be accounted for by
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Fm. 1.—A Partially Parasitic Utkiiinh Myoma Amhociatku with 61 I.itkiis oy Ascitic Fluid.
Attached to the fundus by n narrow pedicle Is a subperltoneal myoma. Plunging Into the top of the myoma an* the omental vea 

sels. The oinenla' fat has almost entirely disappeared. The myoma In Intimately blended with the posterior surface of the bind 
•1er. The abdomen Is markedly distended with ascitic fluid. The small Intestines were effectually held buck by the tumor and 
omental vessels.
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Fiu. 8.—Tvmok or thr Siomoid Flexure Dub to Rupture or Diverticula Into the Surrounding Adipose Tissue. Small Pelvic
Abscess.

The lumen of the bowel below the promontory of the sacrum Is considerably narrowed. At this point Is a definite tumor made up 
of adipose tissue. Projecting Into It are two diverticula, one seen iu longitudinal, the other In cross section. At the point Indicated 
by the three arrows the diverticulum has given way and Its contents have percolated through fat. This fat on histological exam 
Inatlou showed evidence of acute and chronic Irtlammatlon, thus accounting for the denseness of the tumor. Between the tumor and 
the pelvic floor Is a small abscess.
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| the presence of myomata and since the vaginal discharge wns 
I but slightly offensive.

Operation.—At operation we found the uterus as I have de 
I scribed, but the nodules that were supposedly myomata were 
I at points at which the cancer of the body of the uterus had ex-

9 tended to the surface. Here they formed raised nodules be- 
| nenth the surface and at several places had become attached 
I to the intestines. Complete hysterectomy was performed. The 
l patient made a temporary recovery, but it is doubtful if the 
I entire growth was removed.

In this case mere curettage, even without a micro- I scopie examination, would have been sufficient to estab- I lisli the diagnosis. Hut in cases where myoma is diag- I nosed and hysterectomy advised, we hardly deem it nec- 
I essary or wise to curette.

Cask 3.—Diagnosis: Subperitoncal and intraligamentary 
I myomata. Actual condition: Hydrosalpinx, adenocarcinoma 
I of the right ovary, involvement of the small bowel and marked 
I extension to the bladder.

Hysterectomy, partial removal of the cancerous growth, re- 
I section of a portion of the small bowel; temporary recovery.

Iliaton/.—On Jan. 25, 1004, I saw the patient, who was 48 
I years of age. Her menstrual periods continued regularly until 
| she wns 44. Since then the flow has appeared every three or 
I four months, and there has been a slight vaginal discharge. 
I Two years ago she passed a calculus, apparently from the left

'Examination.—On vaginal examination I found the uterus 

I half as large again as normal. Projecting from the fundus on 
I the right side, and very prominent, was what appeared to be a 
I subperitoneal myoma about 5 cm. in diameter. The right siile 
I of the pelvis was filled by a growth which apparently sprang 
| from the uterus and filled the broad ligament. This growth 
F in contour and consistence resembled a myoma.

Operation.—On opening the abdomen (February 2) I found 
| the uterus moderately enlnrged. The supposed subperitoneal 
I myoma proved to lie a very tense hydrosalpinx which was 
I kinked forward, thus accounting for its prominence. The 
1 growth on the right side was a carcinoma of the ovary. It 
I filled the broad ligament and had infiltrated the bladder wall. 
I Attached to the cancerous mass was the omentum and a loop 
I of small gut. As the gut at this point was markedly con- 
I stricted, 1 attempted by gentle dissection to release it, but the 
I bowel was so infiltrated by cancer that it commenced to tear 
I and resection of a portion was imperative. It was decided that 
I the only hope of even temporary relief would be hysterectomy 
I with as thorough removal of the growth as possible. This wa* 
I done, but a raw, green, offensive, cancerous area, fully 6 cm. in



diameter, remained attached to the surface of the bladder. 
Three inches of the bowel were then resected and the ends 
united by means of the .Connell suture, supplemented by the 
lembcrt suture. The anastomosed bowel was then placed 
among healthy loops of gut as far removed from the necrotic 
area as feasible. The pelvis was drained through the vagina 
and abdomen. The patient recovered promptly, but naturally 
still has a small abdominal sinus. We have employed a reten
tion catheter continuously, ns even its temporary removal was 
promptly followed by the signs of ascending renal infection. 
The patient is now3 in fairly good condition and has been en
tirely relieved of abdominal distension and cramps, to which 
she was subjected for some time prior to the operation.

In this case the clearly outlined subperitoneal nodule 
associated with the growth on the right side gave us a 
clinical picture very characteristic of multiple myoma, 
nnd tliis diagnosis was further strengthened by the 
healthy appearance of the patient. Some may doubt 
the wisdom of attempting any operative procedure in 
these cases, but in the liberation of the constricted and 
friable intestinal loop the bowel was opened, and then 
the more radical procedure seemed to offer the best 
chance of temporarily relieving the patient. In this 
case an absolute diagnosis would have been impossible 
without opening the abdomen.

6

mm

Cask 4.—Diagnosis: Pelvic abscess, with rctroverted myo
matous uterus. Actual condition: Rectal diverticula, with 
rupture into the surrounding rectal fat, producing a definite 
tumor. Small abscess between the tumor and the pelvic floor. 
(Fig. 3.)

Hislort/.—This patient was seen early in February, 1904. 
She was fiO years of age. For some time she had experienced 
slight difficulty in defecation, and for a few days had been run
ning a temperature varying from 100 to 103* F.

Examination.—On vaginal examination, I found the uterus 
somewhat enlarged. Posterior to it. and apparently continuous 
with it, was a globular mass. This was very hard and resem
bled a myoma in contour. There was, however, a hard ridge 
over its lower portion, as is so often noted where pelvic ab
scess exists.

Operation.—On February 13 I made a small incision in the 
vaginal vault just posterior to the cervix, and after peeling 
back the mucosa entered Douglas* pouch with a pair of blunt

2. Ang. 22, 1904.



nrtrry forceps. A very email amount of pus ami a few flake» 
nf filirin escaped, but the mass was in no way diminished in 
«.ire. Realizing the presence of an unusual condition, I packed 
the opening in the vault and immediately entered the abdo 
men from above. Filling Douglas' sac almost completely was 
a tumor mass evidently springing from the sigmoid flexure, 
which had rotated DO* and had become (Irmly embedded in the 
pelvis. It closely resembled a rectal cancer. On careful manip
ulation it was brought out of the pelvis, and on inspection no 
lymph glands were demonstrable. The diseased segment of gut 
was removed and an end-to-end anastomosis done with Connell 
and Lembert sutures, the former being employed at the mesen
teric junction and for about two-thirds the circumference of 
the gut. A portion of the descending colon was brought up 
into a small incision in the left inguinal region and made fast, 
so that if occasion demanded it could be opened with a thermo
cautery at a moment's notice. Drains were then introduced 
into the vagina and also through the lower angle of the ab
dominal incision. At the end of the fourth day there was con
siderable abdominal distension and the patient was very weak. 
We accordingly opened the descending colon at its point of 
attachment to the abdominal wall and at the same time forced 
the patient’s nourishment. She promptly recovered. The small 
fistulous opening was a few weeks later readily closed under 
local anesthesia, and the patient is now perfectly well.

Examination of Tumor— On laying the tumor open we found 
that, there were two rectal diverticula passing out into the 
adipose tissues, and communicating with the lumen of the gut 
by openings not more than 1 mm. in diameter (Fig. 3). The 
larger diverticulum was 1 cm. in diameter and filled with a fecal 
mass. The floor of this diverticulum had given way, and the 
surrounding fat was everywhere infiltrated by inflammatory 
products. The excessive hardness of the tumor was due to the 
fat being in many places replaced 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 by 
atrophic mucosa. A rectal examination of this case would have 
yielded little beyond some narrowing of the lumen of the 
tiowel, which is often present in cases of pelvic abscess. In 
this case cancer of the bowel might very readily have been di
agnosed and a colostomy made.

It will be readily admitted that the preceding cases 
are unusual ones, and that a positive diagnosis before op- 
oration would have been extremely difficult. The possi
bility of such conditions should always be borne in mind 
when we are dealing with cases that at first sight seem



ko easy of diagnosis. While it is always very gratifying 
to be able to make an absolute diagnosis, yet in many 
<niki's it is only possible for us to give a tentative opinion 
before operation. In this group of cases, notwithstand
ing our inability to solve the riddle prior to operation, 
the outcome was ns satisfactory ns we could have antic
ipated under the existing circumstances.
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VAGINAL CYSTS.

Br Thomas S. Cullen, M.B., 
Haiti more.

Vaginal cysts have long lieen recognized and accorded a 
very thorough consideration. Among the more important 
contributions on this subject are the articles of Breisky, 
v. Winckel, Freund, Veit, Stokes, Gehhard and Handler. 
In vol. vii of the John.* Hopkins Hospital lie ports Ernest 
Stokes gave a careful résumé of the literatim* and reported 
11 coses. Since that time many new specimens have been 
received so that the total number examined at the hospital, 
including those reported by my colleague, Stokes, amounted 
to f>3 on January 1, 1004. In order to facilitate a satisfactory 
consideration of the subject it may be well to speak briefly 
of (1) the gross and histologic anatomy of the normal vagina;
(2) the embryonic structures that may persist in the vagina;
(3) changes in the vagina incident to vaginitis ; (4) changes 
due to injuries resulting from childbirth; (5) alterations in 
the vagina caused by perineal operations; (0) the r<‘ of 
the urethra to the vagina.

I. The Normal Vagina. The of the cavity is 
composed of several layers of si < epithelium, of which
the more superficial near the outlet tend to liecome horny. 
The deepest layer which rests on the underlying stroma, 
consists of cells culnadal or low cylindric in type. The 
stroma is made up of fibrous tissue poor io cell elements, 
but as a rule with a well-developed blood supply. Small 
tufts of the stroma project up into the epithelium producing 
the so-called papilla*. The vaginal mucosa resembles very 
closely the normal skin. The pigment in the deep layers is, 
however, usually wanting.

3
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2 VAGIS AL CYSTS

Vaginal Glands. The existence of vaginal glands has 
been much questioned, but v. Preuschen in 1877 after a 
careful examination of 30 bodies found definite vaginal 
glands in 4. The necks of these glands are lined by squamous 
epithelium, while the deeper portions, which spread out into 
definite bays, are lined by cylindric epithelium on which 
cilia may be detected. Opening into the diluted glands are 
little crypts. Similar glands had previously been noted in 
1870 by Hennig. In Path. No. 955, where we were dealing 
with a small cyst 6 mm. in diameter and lined by one layer 
of cuboidal epithelium I found a small oval gland space 
lined by one layer of high cylindric epithelium (Fig. 1). 
It closely resembled a cervical gland and was surrounded 
by a definite inflammatory zone.

We were unable to tell whether the cyst was situated in 
the anterior or posterior vaginal wall.

In Path. No. 5593 there was a complete tear of the per
ineum and situated in scar tissue were two minute vaginal 
cysts lined by squamous epithelium. In the vicinity could 
be seen an almost circular nest of cells with oval vesicular 
nuclei. In this mass of cells were two definite gland spaces 
around which the cells appeared to be cuboidal or low 
cylindric in type. We were at a loss to explain the presence 
of this group of cells, particularly as they were situated in 
the posterior vaginal wall, where a complete tear existed. 
They were too far away from the rectum and surrounded by 
too broad, a zone of fibrous tissue to have originated in any 
way from the l>owel. Furthermore, their appearance did not 
suggest any relationship to rectal epithelium.

From the foregoing there seems to be no doubt that vaginal 
glands exist in a moderate percentage of patients.

2. Embryonic Structures that may Persist in the 
Vagina.

(o) Gartner’s duct.
(b) Remains of Mtiller’s duct.
(c) Misplaced ureter.
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(a) Persistence of Gartner's Duct. In the embryo remains 
of the Wolffian laxly are recognized as the parovarian tubules 
situated between-the tube and ovary. The duct is continued 
downward through the broad ligament along the side of or 
in the substance of the uterus as Gartner’s duct. It lies in 
the substance of the cervix near its outer side and then 
extends down the anterior or lateral wall of the vagina 
nearly to the outlet (Fig. 2).

Although it is sometimes possible to trace the duct nearly 
its entire length in the human being, as a rule only the 
upper portion is visible and this in time usually disappears. 
The structure is best studied in the cow, as in this animal 
the duct is easily traced. Bland Sutton gives a very good 
illustration of Gartner’s duct extending down the side of 
the cervix and in the lateral wall of the vagina, forming two 
distinct cystic dilatations.

Remnants of Gartner’s duct are sometimes recognized as one 
or more disconnected segments following the usual course of 
the duct along the lateral wall or roof of the vagina to the 
cervix. In some instances it has been possible to trace the 
duct from the vagina up to the parovarium. In other won Is, 
in these cases it was patent for its entire length.

A cross-section of the duct will show an outer covering of 
fibrous tissue, a middle zone of non-striped muscle arranged 
longitudinally, transversely or running in lx>th directions and 
an inner lining of one layer of cuboidal or cylindric epi
thelium.

(b) Remains of Miiller's Ducts in the Vagina. In some 
instances Miiller’s ducts fail to meet. We then may have two 
uteri and two vagina*. In other cases the ducts are separate 
in their upper portions and partially unite at the cervix.

Thus we may have a hicornate uterus with two cervices 
and two vagi me or a hicornate uterus with one cervix and 
one vagina. Other minor variations resulting from failure 
of Miiller’s ducts to unite occur, but we are here chiefly in
terested in a variety where one uterus is fairly well develops),
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while a second is represented by a rudimentary cord or a 
very imperfectly formed organ. The corresponding vagina 
becomes fused with the lateral wall of the well-developed one. 
Secretions accumulate in this rudimentary vagina until it 
resembles a cystic tumor springing from the lateral wall of 
the vagina (Fig. 4). Sometimes its accompanying uterus 
has been fairly well developed and may communicate with 
it. In these cases the retained menstrual How distends the 
blind vaginal pouch, and when the sac is opened it is found 
filled with a chocolate-colored fluid. Sometimes the tension 
becomes so great that eventually a small opening forms and 
the fluid escapes through the vagina. Such sacs may also 
become infected before they open. Attention to these rudi
mentary vagina* situated in the wall of a well-developed 
vagina was directed by W. A. Freund in 1877. In his paper 
he reported several such cases. Kleinwachter shortly after 
Freund’s article reported similar instances.

(e) Abnormal Relation of the Ureter to the Vagina. When 
the ureter is in its normal situation its relation to the vagina 
is not an intimate one, but occasionally a case is met with 
in which in one lateral wall a small cystic prominence is 
detected, from which when opened an escape of urine takes 
place. In other rare instances a fistulous opening into the 
lateral vaginal wall has been found through which there was 
a constant discharge of urine. Where any history of injury 
to the vagina is excluded, which could possibly have caused 
a fistulous opening between the normal ureter and the vagina, 
we are probably dealing with an embryonic abnormality. 
The latter alternative is more probable where there is a 
double ureter on the one side. Broedel and others have 
pointed out that where two ureters and two kidneys exist on 
one side the ureter from the lower kidney is usually inserted 
at the normal site, while the one connected with the upper 
kidney is carried down farther with the Wolffian duct and 
is inserted more medialward and nearer the inner urethral 
orifice. It would only be necessary for this second ureter

WKtmti



Gland

\ vaginal gland. (Magnified 10 diameters. ) 

l*iit li. No. 95f». Lying beneath I lie .slightly atrophic mucosa is
itginal cyst, ti mm. m diameter. Immediately beneath the vaginal epithelium 
< a small gland. This was lined by high cylindrie epithelium resembling 
hat of a cervical gland. The dark areas (a) represent small masses of normal 
aginal epithelium.
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The outer portions of Mtiller’s dueta form the Fallopian luîtes. The middle portion» 
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of the upper part of the Wolffian body. In the drawing Gartner's duet ran lie traced 
obliquely down through the broad ligament into the uterus near the internal oh. It i 
lw followed through the outer |s>rtion of the cervix to the vagina. As a rule, the vaginal, 
uterine, and inner broad hgament portions disappear.

WI1 l""11 ...................

■
-



THOMAS S. CULLEN 5

to lie carried down a little farther to have it open into or 
form a blind pouch in the vagina.

3. CHANGES IN THE VAGINA INCIDENT TO VaOINITIB. 

Adhesive vaginitis occasionally occurs, especially in young 
individuals. Here as a result of an ulcerative process or a 
very severe grade of inflammation associated with loss of 
the vaginal epithelium the vaginal folds liecome adherent to 
one another producing blind |>ockets. Such a vaginitis may 
lie due to a general systemic infection, to gangrene following 
the presence of a foreign body in the vagina or to the highly 
irritative urine where inflammation of the bladder exists. 
These vaginal occlusions may have a definite liearing on the 
future development of vaginal cysts.

4. Changes in the Vagina due to Injvries at Child
birth. The different degrees of laceration of the perineum 
during lalior are well known. Sometimes without any 
external laceration there may lie one or more tears in the 
mucosa within the outlet. Again, there may be a minor or 
a very extensive laceration of the entire perineum. In many 
cases not only are the tears deep, but the injury has occurred 
in such a manner that little tags of mucosa lie partially 
detached, and during the subsequent healing of the perineum 
these may lie turned in and included between the edges of 
the wound. Under these circumstances we have squamous 
epithelium buried in the perineum ; that is, lying in the 
tissue from 1 to 5 mm. beneath the surface. A similar fate 
of the small tags of mucosa may also follow even when the 
perineum is immediately repaired.

5. Alterations in the Continuity of the Vaginal 
Mucosa Caused by Perineal Operation. Where it is 
deemed advisable to repair the outlet some time after labor, 
after having mapped out a line of denudation it is necessary 
to remove a large area of vaginal mucosa. But if this is cut 
away piecemeal instead of in long strips or where the field 
of o|>eratiou is not kept perfectly clear, small fragments of 
the mucosa may lie left behind.
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When the edges of the wound are approximated these 
islands of mucosa lie more or less deeply emliedded in the un
derlying stroma and entirely cut off from the parent mucosa.

6. The Relation of the Urethra to the Vagina. It 
is very important to have a clear understanding of the relation 
of the vagina to the urethra as they are intimately associated 
over a considerable distance. Furthermore, as will he seen 
later, certain cyst-like dilatations arising from the floor of 
the urethra should not he confused with vaginal cysts, 
although at first sight they may hear a striking similarity. 
Disse in v. Bardelelien’s Anatomy has given us a very clear 
description of the urethra which 1 will cpiote: “The posterior 
wall of the urethra is firmly attached to the anterior vaginal 
wall throughout its entire length. Both canals run parallel 
to each other. The epithelium of the urethra is alnmt 1 mm. 
thick. The superficial layers of cells are all composed of 
squamous epithelium. The cells of the deejier layers are 
more elulnshaped. The mucosa is longitudinally folded, and 
as a result clul>-shapod and tubular depressions are produced. 
Some of these are simple lacuna*, others are glandular in 
nature and secrete a colloid material which may in time 
form concretions. The lacuna* are found in the entire length 
of the urethra. The smaller ones are broad-based and open 
by a narrow channel into the urethra. The larger ones are 
tubular, push into the propria, often branch and tend to 
run parallel with the surface. These are the glands that 
sometimes produce the hardened secretion. They are termed 
Littré’s glands.” On either side of the urethra are Skene’s 
ducts, which must also be remembered in a consideration of 
vaginal cysts.

Vaginal Cysts. It is rather difficult to classify all vaginal 
cysts accurately according to their origin, and the accompany
ing figures should In* accepted only as representing an 
approximate ratio of the different varieties to each other. 
I have examined in all 53 cases, and in a few of these two 
cysts were present in the same individual.
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\ cross-section of tin* uterus near tin* i-erviv showing (iarlhit's duct on i‘aeh side 
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"it iin quantities of exfoliated squamous epithelium.

Rudimentary vagina in the wall of a well-formed vagina.



I hi. *1.—A vaginal cyst occurring Inns* years after 
repair «if a |»eriiieal ti-ar

tlyn. Path. No. 1504. This cyst contained clear fluid and was lined 
liv several layers of squamous epithelium. It was probably an inclu 
«ion evst

h in. <i.—Cvst m the anterior vaginal wall 
(lyn. Path. No. (110. Situated beneath the urethra is a translucent 

cyst. Un being dissected out this was found to measure 4.5 x 3.5 cm 
Its inner surface was smooth and glistening and it was lined by one 
layer of flat cells. This cvst was in all probability a dilated portion 
of a (larttier’s duct

—
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Variety of Cysts. In 20 the origin was clearly the result 
of a perineal tear or of a |>erineul operation; 4 seemed to 
originate from vaginal glands; 11 were apparently deriva
tives of Gartner’s duet; 3 were situated near the external 
orifice of the urethra. In 0 it was impossible to determine 
the mode of origin.

Inclusion Cysts. (Those due to small portions of the 
vaginal mucosa being included in the stroma.) Such cysts 
arc relatively small and are naturally found in the posterior 
or in the lower lateral wall of the vagina. They are often 
situated in the scar tissue of an old tear or may form a 
globular mass projecting from the posterior vaginal wall and 
covered by normal vaginal mucosa (Fig. 5).

In our cases the cysts varied from 3 mm. to 2.5 cm. in 
diameter. The smaller ones were yellowish in color, the 
larger more whitish in appearance.

The cyst walls vary from 2 to 4 mm. in thickness ; the 
inner surface is smooth. The cyst contents vary slightly. 
The smaller ones are often completely tilled with a friable 
material which gives a yellowish tinge to the cyst. This 
at first sight slightly resembles pus, but in reality represents 
masses of exfoliated squamous epithelium.

On histologic examination the vaginal mucosa over the sur
face of the cyst is usually normal, but, as might lie surmised, 
over the most prominent part it is often slightly atrophic. 
The cyst walls are composed of fibrous tissue; the inner 
surface is lined by a varying number of layers of squamous 
epithelium. Sometimes there is a uniform covering of from 
two to thirty layers of cells, but as a rule the epithelial lining 
is very thick at one part of the cyst and thin at a distant 
point. The superficial epithelial cells are often devoid of 
nuclei and are filled with vacuoles. The deepest layer is 
usually cuboidal.

The cysts contain desquamated squamous epithelium, 
detritus, and at times fat droplets and eholesterin crystals. 
Where the cysts are relatively large the cavity is often
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partially filled with clear fluid. These cysts are usually 
single, but they may he in , as in Path. No. 3321. 
Here we had three small irregular cysts separated by very 
slender partitions. They were lined by from two to eight 
layers of squamous epithelium.

As has lieen so clearly jMiinted out by Stokes and others, 
little doubt remains that these cysts originate from inclusions 
of the vaginal epithelium. Our own observations fully 
substantiate this view. In 24 out of 20 of these cases we 
were able to get a satisfactory history and in every instance 
the patient had a lacerated perineum, and in f> out of 24 
the [>erinenl tear extended into the rectum. In every case 
where the site of the cyst was noted it was found either in 
the posterior or lateral wall, usually in the floor of the 
perineum.

In Path. No. 20N1 I noticed a most unusual picture in the 
cyst wall just l>encntli the lining epithelium. Here the fibrous 
tissue was very dense and contained numerous giant cells, 
some with nuclei in the center of the cell, others with the 
nuclei arranged peripherally, while the centers of a few 
contained large, faintly granular masses. The picture in no 
way suggested tuberculosis.

Cysts Probably Originating from I’aginal Glands. Cysts 
of this origin are apparently less common. Three of our 
cases seem to fall under this category, and possibly a fourth. 
In Path. No. 2131 A there was a cyst f> nun. in diameter, 
situated in the scar tissue of an old perineal tear. It was 
lined by cuboidul or almost flat < Associated with
it was a small cyst of exactly the same size and lined by 
several layers of squamous epithelium. The first cyst from 
its situation and epithelial lining was in all probability a 
cystic vaginal gland. In Path. No. 2133 B there was also 
a small cyst in the posterior vaginal sulcus lying near the 
scar in an old perineal tear and lined by cuboidal cells. 
The cyst cavity was partly filleil with mucus. In this 
case also there was a small accompanying inclusion cyst.

9
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Path. No. 2890 affords another example of a cystic vaginal 
gland. Here in the scar tissue of the vagina was a cyst 
1.5 cm. in diameter lined by very low cuboidal epithelium, 
which secreted mucus.

In Path. No. 2930 there had been a complete tear of the 
perineum. There were two very small vaginal cysts lying 
side by side and lined by cul>oidnl epithelium. These were 
probably cystic vaginal glands, but this is only a surmise, as 
the exact |>osition of the cysts was not given. In Path. Nos. 
2131 A, 2133 11 and 2s*.K) 1 think we have a right to assume 
that the cysts were derived from the vaginal glands, since 
with the exception of the latter no other cylindric or cuboidal 
epithelial structures are found in this re,•’on. Of course, it 
might be said that the cyst was primarily lined by a squamous 
epithelium and that this had exfoliated leaving only the 
deepest layer of cuboidal cells; but had this been the case, 
we would still find evidence of exfoliated squamous cells in 
the cyst and further we would not have the deepest layer 
of the squamous epithelium secreting mucus. The most 
convincing evidence, however, is furnished by the fact that 
we have clear-cut types of two varieties of cysts, the inclusion 
cyst and that derived from vaginal glands lying side by side 
without any degenerative changes taking place in either of
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Cyst* of Gartner'» Duct. As has already lieen pointed out, 
in the fetus Gfirtner's duct may in some instances pass from 
the parovarium down the side of or in the substance of the 
uterus to the cervix, and thence obliquely downward and 
inward to the hymen (Fig. 2). In the vagina its course may 
run just to the side of the urethra or in the lateral wall of 
the vagina. We also know that while in the majority of 
cases this duct disap|x*ars, in a few instances isolated portions 
persist in adult life. Such isolated links of the persisting 
duct may as a result of accumulated secretions become cystic. 
Numerous such examples are on record. If only one segment 
of the duct persist, a single cyst develops, but should five or 
six be present, we may have a corresponding number of 
cysts, which, as we should naturally suppose, occur in a 
single row.

The cysts may lie exceedingly small, but as a rule reach 
several centimeters in diameter. In rare instances they 
almost completely block the vagina. Thev naturally have 
an outer covering of vaginal mucosa which over the most 
prominent part may l>e atrophic. The cyst walls are usually 
not more than 1 or 2 mm. in thickness. The inner surface of 
the cyst may he perfectly circular, but is frequently oblong, 
and now and then a cyst is met with in which there is a small 
stem, ns it were, lending off from the main cyst. Such a 
finding would demonstrate fairly conclusively that a portion 
of the duct has not yielded so readily to the process of 
dilatation.

The inner surface of the cyst may be perfectly smooth 
along its convex vaginal surface, and yet present a definite 
undulating surface on the opposite or fixed side, showing 
clearly an unequal dilatation and differing thus from an 
ordinary cyst.

Occasionally we meet with an oblong cyst, as in Path. 
No. 1775, where the tumor measured 8x5 cm. The inner 
surface presented a definite wavy appearance, being gathered 
up into large and small folds.

The evsts are invariably translucent and contain a clear

______________
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straw-colored or pale Html. In all of our rases a dilatation 
of a portion of (iiirttier's duet ap|>enr.s to have Ihtii respon
sible for the cyst. In ten of these the position of the cyst 
was ascertained. In the renmini.ig one the anatomic |h*cu- 
liuritics afforded a sufficient clue for the diagnosis. The 
most common situation was in the anterior vaginal wall just 
Itehind the urethral orifice.

As regards our 10 cases the distribution was as follows:
In the anterior vaginal wall near the urethra, ti cases.
In the right lateral vaginal wall, 1 case.
In the left vaginal wall, 1 case.
In the right vaginal fornix, 1 case.
In the left vaginal fornix, 1 case.

Where the cyst is situated in the vaginal fornix the walls 
are liable to Ik* considerably thicker as the duct lies more 
deeply emliedded in the tissue.

The cyst walls proper are composed of fibrous tissue; 
sometimes intermingled with these are bundles of non- 
striped muscle filler. They were demonstrated in two of 
our cases. Where the cyst is small it is often possible to 
make them out, but in th.ise of large size the muscle is so 
spread out that sections from various portions of the wall 
often fail to reveal it although at other points it may lie 
present. The inner surface of the cyst is lined by one layer 
of eylindrie eulxiidal or almost flat epithelium.

In the majority of our cases the epithelial lining consisted 
of culniidal cells, in 3 cases of eylindrie and in 1 of flat cells.

A Very Unusual Cyst Occurring High Up in the Vaginal 
h'nrnix. Path. No. 1850 must, 1 think, lie inch, ed under 
those probably arising from Cîàrttier’s duct on account of its 
location—the right vaginal fornix. It, however, presents a 
most unusual histologic picture.

The cyst was 1 cm. in diameter with walls 5 mm. thick. 
Projecting from its inner surface were dome-shaped elevations 
fully 2 mm. in length.

The vaginal mucosa over the cyst is atrophic but normal. 
The walls are comjiosed of fibrous tissue. The dome-like
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elevations are newly formed, consisting of small round cells 
and many young capillaries. This tissue is permeated by 
polymorphonuclear leukocytes. Just lieneatli the inner 
surface is a well-defined gland-like space lined by cylindric 
epithelium.

The lining of the cyst varies much in different places. 
Over the dome-shaped elevations are from two to twenty 
layers of squamous epithelium. At other points are definite 
finger-like folds with gland-like depressions between them. 
The folds and the clefts between them are lined by one layer 
of cylindric or cuboidal epithelium and have oval nuclei 
situated near the base of the cell. A slight inflammatory 
change is evident, as polymorphonuclear leukocytes and 
small round cells are seen between the epithelial cells.

While this case is in all probability rightly classed with 
those having their origin from Gartner’s duct, the histologic 
picture is certainly difficult of explanation. This cyst gives 
no evidence whatever of malignancy. Such gland-like spaces 
may, however, account for the occasional primary adeno- 
carcinomata that develop in the vagina. In rare instances, 
as pointed out by Veit and mentioned elsewhere, Gartner’s 
duct is patent all the way from the parovarium to the vagina. 
Cystic dilatation of the entire duct occasionally occurs, and 
as a result we then have a vaginal cyst filled with clear fluid 
and extending up along the side of the uterus to the paro
varium. This might very well lie termed a vaginoparovarian 
cyst. When of moderate size it will occupy one side of the 
vagina, but when very large, it will occupy not only the 
lateral wall but also encroach on the anterior and posterior 
surfaces of the vagina. The cyst contents are usually clear 
and watery, hut if there has been hemorrhage into the cavity* 
they are chocolate-colored. At times these cysts are only 
partially filled vith fluid. Accordingly, if pressure be exerted 
on the vaginal portion it collapses, the parovarian segment
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In none of our cases did we find evidence of a patent Gart
ner’s duct.

Vaginal Cysts Possibly Arising from Urethral Glands. If 
vaginal cysts ever owe their origin to urethral glands, such 
a condition is of very rare occurrence. The |>ossibility, 
however, cannot he excluded ; in fact, in two of our cases 
various histologic appearances would justify the sup|M>sition 
that the tissue is very similar to, if not identical with, that 
of the urethra. In Path. No. 2X70 we have a cyst 1 x 0.5 cm., 
oval in form. The overlying vaginal mucosa is normal. 
The cyst walls are composed of fibrous tissue. The epithelial 
lining of the cyst presents a most unusual picture. It consists 
of from three to eight layers. The superficial layer is cylin- 
dric and rests on the underlying layers of flattened and 
deeply staining cells. The general arrangement of the 
epithelium simulates that found in the urethra.

In Path. No. 1502 we have a cyst 1 x 1.5 cm., in the 
anterior vaginal wall just within the hymen and to the right 
of the urethra. It is filled with clear fluid and has a delicate 
finger-like ingrowth. The cyst lining is composed of one 
layer of cylindric ciliated epithelium.

In the cyst wall is a definite " space lined by high 
cylindric ciliated epithelium. It is just possible that in this 
case the cyst owes its origin to urethral elements. An 
origin from Gartner’s duct can, however, equally well be 
claimed.

Although in lioth of these cases the features in the main 
would suggest their origin from urethral structures, the 
connecting link, namely, the direct continuity with the 
urethra, is wanting.

U nclassified Vaginal Cysts. In nine of our cases, owing 
to lack of ( finical details, it was impossible to venture a classifi
cation with any degree of certainty. In Path. Nos. 1470 
4060, 5702, 0274, and 2442 little is known of the clinical 
history. Path. No. 055 looked very much like a cystic dila
tation of a Gartner’s duct. The cavity was lined by one 
layer of culniidal epithelium.
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In Path. No. 2010 the small cyst lm<l a finger-like ingrowth 
and was lined by one layer of cylindric epithelium. It 
probably also represented a dilated segment of the duct. 
Path. No. 5037 appeared to have a similar origin.

In Path. No. 4079 I) the small cyst was lined by one layer 
of eulKtidal epithelium and lay in close contact with an 
inclusion cyst. In all probability it was a diluted vaginal

Gas Cysts in the Vagina. Various names, such as colpo- 
hyperplasia cystica and colpitis emphysematosa, have been 
applied to this affection, which has been accurately descrilied 
by v. Winekcl. This condition is usually associated with 
pregnancy and consists of small cystic dilatations occurring 
usually in the subinucosa, but occasionally in the < im
itself. On puncturing the cyst there is a report with the 
escape of gas and the cyst collapses. Such cysts only last 
for a short time and then disap|>ear.

von Winckel in 1886 re|»orted three observations in pregnant 
women. In a space that could lie covered by a dollar he 
found fifteen to twenty cysts. All were superficial and trans
parent. The mucosa in which these were embedded was 
hyperemic and succulent and the cysts were filled with gas. 
On puncture there was a loud noise with an escape of gas. 
C. Braun in 1X61 recorded similar instances. According to 
Eisenlohr the cause of this disease must be a gas-producing 
micro-organism which stretches the lymph vessels and forces 
the lymph and organisms into the surrounding tissue. 
According to Strauss, as (piotcd by Veit, the cysts were 
usually surrounded by connective tissue, rarely by epithelium. 
Their occurrence seems to l»e analogous to that of gas cysts 
in the liver ami other organs, and we should not be surprised 
if in the near futur Welch's B. aerogenes capsulatus should 
be proved to l»e the causative factor. No treatment is neces
sary, as the cysts are of short duration.

Echinococcus Cysts. In countries in which the echino
coccus is prevalent, cysts may develop in the tissue Indwecn 
the rectum and vagina. They may project into the vagina
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and resemble vaginal cysts. If a doubt as to their nature 
exists, a careful microscopie examination of the cyst contents 
or of its wall will render the diagnosis clear.

Clinical History of Vaginal Cysts. All of the cysts in our 
eases were relatively small, and naturally gave rise to no 
symptoms whatever. In fact, they were detected during 
examinations for some other trouble or, as in case of inclusion 
evsts, during operations for perineal tears, Undoubtedly 
many of the smaller cysts are overlooked as in the ordinary 
routine lalwratory examination we have found some of 
which no account had appeared in the clinical report. Cysts 
0 to 8 cm. in diameter partially block up the vagina and 
may interfere with coitus. If situated in the posterior 
wall they may roll the pelvic Hoor out in such a manner 
that at first sight prolapsus of the vagina may l>e diag
nosis I.

Cysts of the posterior wall have, in a few instances, formed 
effectual barriers to delivery. In Peters’ case, for example, 
the cyst contained alxmt one |>ound of clear Huid, and had 
to lie evacuated with the trocar before labor could proceed 
normally.

In the case of a vaginoparovarian cyst which is not full 
mere pressure is sufficient to remove the obstruction, the 
fluid passing up to the parovarium and the vaginal portion 
collapsing like a flaccid {much.

Vaginal cysts in the posterior wall may have to be differ
entiated from an abscess in the rectovaginal septum. The 
cysts are not tender. Abscesses arc painful, of rapid develop
ment and are accompanied by fever. In the lateral wall a 
vaginal cyst may lie mistaken for a blind vagina. The thick 
walls of the occluded and imperfectly developed vagina and 
the fact that the uterus is imperfectly developed will usually 
suffice to render the diagnosis clear.

A suburethral abscess may bear a striking resemblance to 
a vaginal cyst. In this case, however, pressure on the abscess 
will lie followed by an escape of pus from the urethra and 
by collapse of the sac.
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Treatment. The smaller cysts are excised and the 
resultant cavity is sutured. Where it is somewhat large and 
removal is difficult, half or three-quarters of the cyst, accord
ing to circumstances, may Ik* cut off, and the edge of the 
vagina united with that of the cyst on all sides. The remain
ing portion of the cyst thus becomes a part of the vagina and 
gradually unfolds until it is scarcely recognized. Where the 
cyst is of the vaginoparovarian type drainage or a combined 
alxlominal and vaginal removal may Ik* necessary. It is, 
however, seldom wise to resort to an abdominal operation, 
unless there are pressure symptoms or the cyst is very an
noying. A small dilated blind ureter must always In* lK>rne 
in mind when removal of cysts in the lateral or anterior 
wall is contemplated.
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CYSTS OF BARTHOLIN’S GLANDS.
WITH BRIEF REMARKS ON THE ANATOMY OF THE NOR

MAL GLAND STRUCTURE.

THOMAS 8. CULLEN, M.D.
BALTIMORE, MI).

Bartholin’s gland was named after Bartholinus, who 
described it in detail in the seventeenth century. 
In 1761 Duverney* gave in detail the results of further 
studies of the gland, and pointed out the resemblance 
between its tissue and that of the prostate gland ; he 
also mentioned the duct of the gland and demonstrated 
its opening at the vulva. Huguier* (1850) published a 
most extensive and thorough article on diseases of this 
gland and referred to it as the vulvovaginal gland.

In 1892 Müller gave a résumé of the literature of the 
development of Bartholin’s glands. He says that they 
are first recognized in the fetus when it has attained 
ft length of 4.5 cm. Here they are seen as solid cords 
passing off from the sinus urogenitalis.

Pohlman, who has been giving this subject much study 
in Professor Mall’s laboratory, tells me that the begin
ning of Bartholin’s gland becomes apparent just as soon 
as the first differentiation of sex appears externally. 
Formerly it was not thought to be demonstrable before 
the fourth month, hut Pohlman has found it in embryos 
2 cm. in length. The glands at this time consist of 
simple pouching* out at the sides of the urogenital 
sinus. Bartholin’s gland in the female corresponds to 
Cowper’s gland in the male. It does not. however, de
velop so rapidly as the male gland. There is much 
difference of opinion as to whether Bartholin’s gland

1. Oeuvres anat.. Paris. 1761. vol. II. p. 81».
2. Mémoire sur les maladies dos appareils sécréteurs des organes 

génltaui externes do la femme. Mémoires de l'Académie de Médecine 
Parla. I860 vol xv. p. 6*1
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is ccto- or endo-dermie. Pohlman thinks that it is 
probably ecto-dermic.

ANATOMY.

These glands are two in number and are situated in 
the pan-vaginal tissue. They are 2 to 8 mm. in diameter

.S- X '

Fit, " KelatIon of llartholln's glands to the vagina. Utedrawn 
after Hiiguler ) In this raw both glands show Inflaintantory en
largement and from the duet on each aide a drop of pus Is escap
ing. The glands are seen In the lateral vagina) walls, a short dla 
tance above the fourchette.

and 3 to 5 mm. long. The gland duct passes down on 
the inner or vaginal aspect and opens into the vagina 
just below the outer side of the hymen. Huguier, who
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Fig. 2.—Deep relation* of Hsrtholln's glands to the vagina. 
i lte<lrawn after Huguler.l In- this rase the duct to the right <rf 
the vagina has become occluded and t* cystic, forcing the gland, 
which Is considerably enlarged, further out than usual On the 
left of the vagina the duct Is alao markedly cystic. Under or
dinary circumstances the glands lie In the adipose tissue Just 
external to the vagina and are partially covered by the baud of 
muscle shown In the drawing.

probe introduced. If there be a vaginitis, the inflam
matory process is prone to pass along the duct and 
involve tne gland. Then, on gentle pressure, a drop of

has examined many cases, found them opening in the lat
eral vaginal wall about 1 cm. above the fourchette. In 
health the gland may occasionally be recognized as a 
small pea-sized body which can be rolled between the 
lingers, when one is introduced into the vagina, while 
the other palpates the outer vaginal wall. Occasionally 
the op ning of the duct may be detected and a small



Fig. 8.—A section through the entire Bartholin gland (0 
diameters), a gives us a dear Idea of a lobule composed of 
many small glands and partially separated by stroma from the 
neighboring gland elements. At b are sections of this lobule's 
terminal duct. At o and d are sections of larger ducts.

twelfth year, rapidly increases again between the six
teenth and eighteenth year, anc in old age undergoes 
atrophy.

nisi'OLoaio appearances.

On carefully dissecting out the gland and examining 
it with very low power it is found that the duct after

pus can bt- squeezed from the duct, as shown in Figure 
1. In Figure 2 we have the relation of the gland to 
the vagina clearly outlined. The gland has, however 
been pushed away to the side by the cyst developing ii 
the duct. The glands in this particular case are rathei 
larger than usual.

Under normal conditions the gland secretes a small 
amount of whitish, slightly tenacious fluid, closely re
sembling the white of an egg. The gland function is 
complete at the fifth or sixth month, according to Mill
ier. The gland diminishes in size from the ninth to the
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leaving the vagina gradually increases in diameter in the 
vicinity of the gland. It then divides into secondary 
ducts, and these in turn divide, forming terminal ducts

riSI

Fig. 4.—Sections through the main duct of Bartholin's gland. 
In the center la a *<>mewbat distorted main duct lined by many 
layers <>f squamous epithelium. Opening directly Into It are several 
glands A and B are secondary ducts. The secondary duct at d 
Is lined by squamous epithelium ; at b by transitional epithelium. 
At o a few small glands open Into the duct. C Is an Isolated 
lobule of Bartholin's gland composed of Its many small glands and 
Its terminal duct e. 133 diameters.)



which drain the secretion from the lobules. The entire 
gland irny be likened to a bunch of grapes, developed 
more on the one side than on the other. The main duct 

rresponds to the stem ; the secondary and terminal 
ducts to the branches ; and the lobules represent the ind 
vidual grapes. Figure 3 demonstrates very well the 
gland ns seen on section ; c and d are cross or oblique

Fig. ft.—Terminal ducts lu Ilarthollu's glands. <i Is u secondary 
duct dividing Into four termlnnl ducts. These are lined by cuboldal 
I'plthdlum. At several points the small glands arc seen opening 
Into these terminal ducts. The appearance of many layers of cells 
at b Is due to the obliquity of the section. The major number of 
ill,, glanda are tubular. The gland epithelium Is high -yllndrlcal 
with the nuclei at the base

sections of the secondary ducts nnd a is a well-defined 
lobule.

The duct near the vagina is lined with many layers of 
squamous epithelium, ns seen in the central portion of
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Figure 4. As we pans toward the gland, the duct lining 
is composed of transitional epithelium, still many lay
ers in thickness. In the deeper layers the cells 
squamous in type, but in the superficial layer—

Fig 6.—A section of Bartholin's gland, showing the lining of a 
secondary and « terminal duct. u«i diameters i « represents 
a secondary duct which at b Is lined by transitional epl 
(helium, the surface layer being cylindrical. Opening Into the duct 
at o la a small gland At d the duct epithelium la but one layer 
In thlckneaa. The duct divides Into the terminals e and f. the 
epithelium of the gland p shows well the goblet-shaped celle, In
dicating that they are tilled with secretion



the one directly in contact with the lumen of the 
duct—they arc of the high cylindrical type. The 
secondary ducts are likewise lined by transitional 
epithelium (Fig. G at 6). But the number of layers 
is usually much less, as seen in Figure G between c 
and d, and in Figure 4 at A and B. The terminal ducts 
may he lined by transitional epithelium, but I have 
usually found them covered by but a single layer of epi
thelium. Sometimes the cells are high cylindrical in 
type, as seen in Figure G at c. At otfcer times cuboidal, 
as represented in the four terminal ducts depicted in Fig
ure 5 at a. The glands forming the lobules are tubular 
or slightly racemose, arc round or oval on cross section 
and are lined by one layer of high cylindrical epithelium 
(Figs. 4, 6 and 6). The cells, if filled with mucus, may 
be goblet-shaped (Fig. 14). The cell nuclei are small, 
round or somewhat flattened, stain deeply and are situ-

Flg. 7.—A small cyst of llarlbolln's gland. (IMi dlameiera).
The Inner sin-fare Is smooth over a ..... area, but In the
upper portion of the drawing are large, slekle shaped openings of 
secondary ducts.

ated at the base of the cell. They bear a very striking 
resemblance to the cylindrical epithelium of the cervix. 
Their protoplasm does not, however, take the hema
toxylin stain, as is so often noted in cervical epithelium. 
While these small glands which make up the bulk of 
Bartholin’s gland are for the most part confined to the 
lobules, isolated glands are found here and there open
ing directly into the main duct or into the secondary 
ducts, as shown in Figure 4 at c and in Figure G at c.

The elements of Bartholin’s gland are held together 
by a definite connective-tissue framework rich in blood 
vessels and in non-striped muscle fibers. This tissue is, 
according to Müller, amply supplied with nerves. 

cysts of Bartholin’s gland.

rrom the observations of Müller we learn that the

gt



»

duct of Bartholin’s gland at its exit is about .5 mm. in 
diameter and that in the neighborhood of the gland it 
may be fully 2 mm. in caliber. It is readily seen that 
unv irritation producing a vaginitis might cause the two 
sides of this small duct to become glued together, entirely 
preventing the escape of the gland contents. This fre
quently happens, especially if there is a gonorrheal in
fection. If the inflammation be of a virulent charac- 
acter, an abscess of the gland is likely to follow, but 
if the infection be a mild one there is simply a reten
tion of the secretion and a cyst develops. In some cases 
the secondary ducts are blocked, while the main duct 
remains patent. We then usually have multiple cysts 
in the substance of the gland.

Klg. 8.—Cyst of Uartholln'e gland. (1ft diameters, i The 
loner enrface la smooth, but opening Into the cavity are several 
sickle-shaped openings—secondary ducts. To the right Is the sub
stance of the gland and In It are two small cyst spaces.

CYSTS DDE TO OCCLUSION OF THE MAIN DUCT OF 
BAETUOLIN'S GLAND.

These cysts are superficial (Fig. 2) and vary from 1 
to 4 or 5 cm. in diameter : they are tense and rather thin- 
walled at their most prominent points (Figs, 8, 9 and 
11). The body of the gland is pushed outward into the 
surrounding adipose tissue, as shown in Figure 2.

The cysts may contain a clear and limpid fluid, which 
is often viscid, but when hemorrhage has taken place 
from the cyst wall is yellowish or chocolate-colored.

The inner surface of the cyst is smooth, but here and 
there small round or sickle-shaped openings are seen in 
the wall. These are the points at which the secondary 
and terminal ducts open into the main duct. They 
have naturally become somewhat dilated, owing to the 
damming back of the section which can not escape.
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Sometimes the large secondary ducts become com
pletely disconnected from the main duct, and they in 
turn give rise to secondary cysts, as seen in Figures 
10 and 11.

The character of the cyst lining will, of course, depend 
on the situation of the point of occlusion. If this is near 
the vagina the cyst wall will he lined hy a varying num
ber of layers of squamous epithelium, while that portion 
of the cyst originating from the duct near the body of 
the gland will show a lining of transitional epithelium. 
At numerous points over the inner cyst surface the lin
ing will consist of only a single layer of cells, of the 
high cylindrical or cuboidal variety. This is due to the 
unfolding of the small glands that here and there open 
along the course of the duct.

Fig. V.—Cyst of Bartholin's gland. (Natural alee.) The cyet 
la egg shaped, has n smooth Inner aurfnee and at numerous points 
ahowa dilated al< kle shaped or round openings of the secondary 
ducts. To the left Is the subatance of the gland,

CYSTS DEVELOPING FROM OCCLUSION OP THE SECONDARY 
DUCTS OR THE TERMINAL DUCTS.

These are naturally much less common. Thev are 
multiple and very small. Their contents are similar to 
those of the larger cysts. Their lining is at certain 
points composed of transitional epithelium and at other 
points of one layer of cylindrical cells (Fig. 15).

CLINICAL HISTORY OF BARTtfOLIN's CYSTS.

The patient usually gives a more or less definite his
tory of an old inflammation of the vagina which, after 
an interval of weeks or months, is followed by the devel
opment of a swelling low down in one or both vaginal 
walls. As a rule, this swelling is not very painful, but if 
bilateral, is frequently associated with discomfort on lo
comotion. Not infrequently n patient will enter a hos-
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pital for a peritoneal operation and a small cyst which 
has never given the slightest trouble is detected.

TREATMENT.
If the cyst occasions no inconvenience and is not in

creasing in size it mav be left alone. If any operative 
interference be deemed necessary, it is well to dissect out 
the entire gland, taking care not to injure the large 
plexus of veins closely hugging the outer side of the cyst. 
DETAILED REPORT OF CASES OF CYSTS OF BARTHOLIN'S 

GLANDS.

The following is a report of the cysts of Bartholin's 
glands coming under mv observation at the Johns Hop-

&
Fig. 10. Fig. 11.

Fig. 10. Iiouble cyst of llnrllmllii"* gland. (Natural ■!*«•.i <i 
appears to I»1 a illlnieil tiuct a* In ha walls are the open Inga of 
never a I eevomlary duets. t> aeema to be a cystic aecondary duet.

Fig. II. Multiple eyata of Itiirlliidln's gland, u la probably the 
eyatle main duet, b, c. and d. dilatations of aeeontlary duct*.

kins Hospital during the ten years, 1893 to 1903. It 
is, however, no index of the number that exists, as the 
majority of the patients with this condition are treated 
in the dispensary and do not come to operation. It will 
be noted that the youngest patient was 17, the eldest SO. 
Bartholin’s cysts are naturally most common during the 
child-bearing period. It will also be seen from the eases 
here tabulated that the smallest cyst was 5 mm. in diam
eter, the largest 4 cm.

Cask 1 (Gyn. Path., 214).—Age 25. Cyat 1.6 cm. in diam 
eter. The cyat wall waa compoaed of fibrous tissue. The cyst 
was lined bv one layer of high cylindrical pale staining epithe 
Hum with the nuclei at the base of the cells.

Case 2. (Gyn. Path., 490).—Age 43. Cyat 2.6 cm. in diam

'-i
SM

Sf
U

r-M
**

 
—

.—
i



r
-

titer. The walls were very thin and were composed of fibrou» 
tissue; three definite cyst cavities were found. The glands 
were somewhat dilated, and the cyst lining was composed of 
one layer of high cylindrical or cuboidal epithelium.

Cake 3 (Oyn. Path., 2951).—Age 38. Cyst 2.6 cm. in diam
eter. The cyst wall was of non-striped muscle and fibrous 
tissue. Typical Bartholin glands were found in the cyst wal., 
also sections of secondary ducts. The cyst lining was of col
umnar or cuboidal epithelium. Where it was two layers in 
thickness the deeper layer was cuboidal, the other cylindrical. 
This cyst was evidently due to dilatation of the duct, with 
secondary unfolding of the glands.

Fig. 12. -Cyst of the duct of Bartholin's gland. (0 diameters.) 
d Is the cystic and almost spherical duct. The gland substance 
has been pushed to one side. The lobular arrangement of the 
gland Is well shown by the three distinct lobules a. b and c.

Case 4 (uyn. Path., 2971).—Age 44. Cyst 6 mm. in diam
eter. The walls were composed of fibrous tissue. The cyst 
lining varied in different places, one layer being of cylindrical 
epithelium, several layers with the superficial cells cylindrical; 
several layers of squamous epithelium dipping into the stroma, 
or one layer of cylindrical epithelium.

Case 5 (Gyn. Path., 3133).—Age 50. The cyst wall was



13

composed of fibrous tissue and had glands scattered throughout 
it. The cyst lining varied; in places there was one layer of 
epithelium; at other points two layers, with a superficial 
layer of cylindrical cells; here and there the epithelium was 
many layers thick.

Case 6 (Gyn. Path., 3352).—/ge 35. The cyst was 3x3x2 
cm., and very thin walled, translucent; on the inner surface 
there were several smaller semilunar depressions, evidently 
where other small cysts had opened into the larger one. Tin- 
cyst wall was of fibrous tissue, with glands in the wall, and the 
cyst lining consisted of one or two layers of epithelium, the 
superficial layer of which was composed of ruboidal cells.

:

<$58
Fig. 13.—Small cyst of Bartholin's gland, with gland elements 

In the wall. (4 diameters.) This cyst originated from the 
duct and we have a few small gland elements In the wall, as Been 
at a. For the epithelial lining of the cyst sec Figure 14.

Fig. 14.—Lining of cyst developed from Bartholin's duct. (400 
diameters.) For the low power see Figure 13. The cyst Is 
lined by two layers of transitional epithelium, o Is a typical gland 
and closely resembles those of the cervix.

Case 7 (Gyn. Path., 3527).—Cyst 1.5 cm. in diameter; the 
walls were 1 mm. thick, transparent; there were small round 
or semilunar openings on the inner surface, indicating rem
nants of smaller cysts which had opened into the larger one— 
dilated secondary ducts. The cyst wall was of fibrous tissue,
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with some non-stripcd muscle; the greater part of the gland 
structure was forced to one side—one gland .6 mm. in diameter, 
one secondary duct 1 mm. The cyst lining was made up of 
from 2 to 8 layers of transitional epithelium; superficial layer 
cuboidal. The cyst had evidently developed in the duct.

< - sk 8 (Oyn. Path., 3594 ) .—Size 2.5 cm. The cyst wall was 
ol urous tissue; at one end was a large amount of normal 
gland tissue; some glands were dilated to 3 or 4 times the 
natural size. A few secondary dilated ducts were seen. The 
cyst lining consisted of from 2 to 10 layers of epithelium; the 
superficial layer of which was cylindrical. This was evidently 
a cyst of the duct.

Cask 9 (Gyn. Path., 3910).—Age 26. Cyst 4 cm. in diam
eter; the walls thin and translucent, the inner surface smooth, 
with here and there round or sickle-shaped spaces indicating 
openings of dilated secondary ducts. The cyst wall was com
posed of fibrous tissue. The cyst lining consisted of one layer 
of cuboidal or almost flat cells; at places there were 10 or more

Fig. 16.—Wall of cyst developing from occlusion of a secondary 
duct and unfolding of the glands. (120 diameters.) At 
o we have transitional epithelium ; at 6 and b', transitional epi
thelium at the mouth of the gland o, which le unfolded and now 
forma part of the cyst wall. The epithelium at d also Indicates the 
unfolding of a gland. Here there Is considerable flattening of the 
telle making them cuboidal.

layers of swollen, pale staining polyhedral cells. This patient 
had tubercular peritonitis.

Case 10 (Gyn. Path., 4345).—Age 35. Cyst 1 cm. in diam
eter. The cyst wall was of fibrous tissue and the cyst lining of 
from 2 to 10 layers of transitional epithelium; the superficial 
layer being cylindrical and apparently ciliated.

Case 11 (Oyn. Path., No. 4444).—Cyst 2x1.5 cm., trans
parent". The cyst wall was of fibrous tissue, containing gland 
structure, mostly normal, a few glands from three to four 
times the natural size, with flattened epithelium. The eyat 
lining was of from two to eight layers of transitional epithe
lium, the superficial layer being cylindrical. This was a cyst 
of the duct.

Case 12 (Oyn. Path., 4535).—Age 35. Cyst 46x3x3 cm., 
egg shaped, thin walled, transparent, and showing on the inner 
surface several small, shallow, eickle-like openings of the dilated 
secondary ducts. The cyst wall was of fibrous tissue; the

■’ 7‘.y«
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gland elements were mostly normal, a few dilated. The cyst 
lining, in some places, consisted of one layer of high, pale 
staining cells, side by side, transitional epithelium from 2 to (1 
r more layers thick. Unfolding of ducts and glands.

Cam 13 (Oyn. Path., 4043).—Age 23. Size 7 mm. The 
cyst was situated in the left labium and was very hard.

CAifc 14 (Oyn. Path., 501V).—Age 39. Cyst 3 cm. in diam
eter. The cyst wall was of flhrous tissue, and the cyst lining 
was composed of one layer of cylindrical epithelium.

Case 15 (Qyn. Path., 5174).—Age 34. Cyst small. The cyst 
wall was of fibrous tissue, and the cyst lining was made up of 
one layer of columnar epithelium, with the nuclei at the base 
of the cells.

Case 10 (Oyn. Path., 6250).—Age 17. The cyst wall was 
of fibrous tissue and the cyst lining was composed of several 
layers of transitional epithelium; at some points there was 
one layer only.

Case 17 (Oyn. Path., 5509).—Age 25. Cysts very small, 
multiple. Hie cyst wall was mostly of gland tissue; there 
were a few cysts varying from a pin point to 2 nun. in diameter. 
The cysts were mostly dilated secondary ducts, lined in part by 
transitional epithelium, and in part by one layer of cylindrical 
epithelium.

I
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|From The Johxs lloraiN* IIohi-itai llri.i.rrix. Vnl. XVI. No 177. 
I lecvmber, IflOR.]

I. FIBROMA OF THE ABDOMINAL WALL:
II. PRIMARY CARCINOMA of THE RIGHT FALLO

PIAN TUBE;
III. AN ACCESSORY AND TWISTED OMENTUM'

DETAILED DESCRIPTION OF CASKS REPORTED RBFOItF. THE 
JOHNS HOPKINS HOSPITAL MEDICAL SOCIETY. APRIL a,
190.1, Rr Hk. Tiioma» S. Cvi.i.kv

/. Fibroma of the abdomituil nail sjmnging from the I.'«971 
sheath of the external oblique (Fig. 1).

Mrs. II. M., 30 years old. was referred to me by Dr. How
ard Bratton, of Elkton, Md., on Feb. 5, 190'». About three 
years ago she noticed a very small lump in the left side just 
beneath the ribs. This increased slightly in size for over two 
years, but during the last few months has grown rapidly.
She thinks she is losing some in weight. On examination a 
kidney-shaped mass was found just below the free margin of 
the rib and on a line with the nipple on the left side. It was 
fairly movable and seemed to be just beneath the skin. On 
making an incision over it we found that the growth sprang 
from the sheath of the abdominal muscles, and lay between 
the muscle and adipose tissue. It was 13 cm. in length and 
varied from 8 to 10 cm. in breadth. It was Inhabited and 
on its outer margin had a deep hollow that might readily bo 
mistaken for the pelvis of the kidney.

Pathological Examination (Gvn.-Path. No. 8290).—The 
growth varies from 4 to 6 cm. in thickness. In some places it

1 A brief report of these cases appeared in the Bvllkti.n for 
June, 1905, p. 237.

(1)
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[a#7j is covered by fut, but on the under surface over a wide area 
it is intimately blended with the muscle (Fig. 1). It is ex
ceedingly hard and on section hears a striking resemblance to a 
fibroma. Then* is a definite and somewhat globular nodule 
forming about half of the tumor. This portion is somewhat 
homogeneous, is slightly yellowish in color, and at first sug
gests the possibility of sarcoma.

Fig. 1. PUMOMA Springing krom the Aponeurosis ok the External Oiilique. anu Lvn 
Between the Muscle and the Skin.

The under or posterior surface of the tumor is shown. The growth bears some re* 
blance to a kidney in its general contour; on Its lower surface Is a depression whirl, i 
liai pat ion might readily lie mistaken for the renal hllum. Attached to the tumor 
some muscle, also a moderate amount of fat.

On histological examination the growth proved to he a 
typical fibroma. The nuclei were oval, spindle-shaped or 
irregular, and stained fairly deeply. The blood supply 
seemed abundant. We failed to find any areas suggestive of 
malignancy.

(2)
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II. Primary carcinoma of the right Fallopian tube (Fig iw 
2) with secondary involvement of the uterus, both m aries, pel
vic peritoneum, omentum, and rectum. Removal of omentum. 
uterus and appendages, one-third of the pelvic peritoneum, arul 
six inthes of the bowel. The patient uas comfortable and con
sidered herself well, five months after operation. The respite 
was. of course, only temporary.

Mrs. %. was seen in consultation with Dr. J. Milton Lin- 
tliicum, Jan. 5, 1905. The patient was 55 years of age. She 
was sparely built, fairly well nourished, but slightly ametnic. 
For months she had had some hemorrhage from the uterus and 
later great pain on defecation ; in fact her discomfort had 
been so great that she said she could not endure it much 
longer. On examination, under anaesthesia, 1 found the 
uterus slightly enlarged and on the right side a firm mass 
about (I cm. in diameter. I thought it to be a myoma.

Jan. 7.—On opening the abdomen I found the omentum 
everywhere studded with nodules, some of them being very 
small, others 1 cm. or more in diameter, and umbilicated. 1 
questioned the advisability of operating, but Dr. Linthicum 
thought it wiser to operate, as the patient said “ she would 
rather die than go through the torture that she had been cx- 
periencing for several weeks.” The omentum was separated 
close to the transverse colon, as in the vicinity of the colon no 
métastasés were to be found. The right tube was much en
larged and apparently involved in a malignant growth. It 
was attached to the pelvic floor and the peritoneum at this 
point, over an area fully 5 by 6 cm., was involved in the pro
cess. On the right side the ureter ran directly beneath the 
thickened peritoneum. On the left side the ovary, although 
small, was glued down to the pelvic floor directly over the 
ureter. Posteriorly the uterus was firmly attached to the 
rectum. It was found necessary to carefully dissect out the 
ureters first, as it was evident that much of the pelvic peri
toneum must be removed. The hysterectomy was carried out 
practically along the lines laid down by Werthcim’s operation.

(81
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Ti UK. (Nuturul Size. )-Primary Carcinoma ok rm Hiuiit Fallov

The right tube at the uterus Is normal in size. It soon, however, suddenly become 
much enlarged, is somewhat lobulated, and finally terminates in an occluded fimbriated 
end 4 cm. in diameter. For the most part it is smooth, but at several points are cyst- 
like elevations. Here all the muscular coats of the tube have given way. and there is 
bulging of the tubal peritoneum. The tubal growth is solid and granular as seen where 
the tube is incised. Attached to the lower surface of the tube is a large (lap of pelvir 
peritoneum.

The left tube is small, passes backward and Joins with the occluded and enlarged 
right tube.

lloth ovaries are very small, but on histological examination they were found riddled 
with cancer. It was imiwsslble to satisfactorily remove the extensive carcinomatous 
growth of the tube and six Inches of the bowel without also doing a complete hys
terectomy.



Fully one-third of the pelvic peritoneum, however, was re- 1887] 
moved. I had hoped to remove port of the rectum with the 
uterus in one piece, blit found that it was impossible. Con
sequently it was necessary to separate the uterus from the 
rectal growth. The rectum was freed on all sides, care being 
taken, however, not to interfere with the blood supply. The 
patient was then placed in the perineal position and the skin 
separated from the rectal mucosa, just as is done in a White- (wwi 
head operation. Six indies of the rectum were drawn down 
through the sphincter and cut olT and the upjier edge of the 
rectum was sutured to the skin. The ureters were covered 
over as far as possible with the remaining peritoneum. A 
medium-sized gauze drain was introduced into the pelvis and 
brought out through the vagina. The entire operation took 
a little more than three hours. The patient had a very feeble 
pulse when she left the table, which was not surprising, as 
she was in a weak condition at the commencement of the op-

Jun. S. The patient is improving greatly. Her pulse is 
r.'ii. temperature normal, respirations about do. This even
ing there has been considerable vomiting. Sixteen ounces 
of water were ordered with the hope of washing the stomach 
out. She vomited four ounces, fortunately retaining the 
twelve. There have only been about 70 cc. of urine in twenty- 
four hours, hut the general condition docs not seem to indicate 
any uremia.

Feb. 1. The patient has steadily improved since opera
tion. There has been a great deal of discharge from the 
pelvis, but that is rapidly diminishing. She occasionally has 
a temperature of 101° F. The sphincter action at lirst 
was rather tardy, but is now much better.

March 1.—The patient is up and around and suffering 
little or no discomfort. Of course, a complete recovery is 
out of the question. The operation was performed merely to 
relieve her intense suffering.

Subsequent history.—During the spring ami part of the 
summer she was free from pain, journeyed to distant points,
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iavN| and looked very well. About the middle of August she be
came rather weak ; after seven days’ rest in bed she suddenly 
grew worse and died in half an hour. From the symptoms it 
is possible that death was due to embolism. The operation re
lieved her of great suffering and gave her over six months of 
comparative comfort.

Gvn.-Path. No. 8111. The specimen comprises the uterus 
and enlarged right tube, both ovaries, the small left tube, 
and a cuff of pelvic peritoneum, the greater part of the 
omentum, and several inches of the rectum.

The uterus has been removed entirely. It is 7 by 5 by 
3.5 cm. and is covered by numerous adhesions. The uterine 
cavity ie of the normal size. The mucosa is thinner than 
usual and shows nothing of interest.

The right tube at the uterus is 3 mm. in diameter. After 
passing outward 1.5 cm. it suddenly increases in size, reaching 
a diameter of 1.8 cm. It gradually increases until near the 
fimbriated extremity it is 4 cm. in diameter. The entire 
length of the tube is approximately 12 cm. It is for the most 
part smooth, but at two points on its inner aspect the muscu
lar coats have given way and we have hernial spaces .8 by 1.8 
cm. in diameter covered only by peritoneum (Fig. 2). The 
under surface of the extremity of the tube is roughened 
where it has been attached to the peritoneum of the pelvic 
floor. The tube was not opened until hardened. Sections 
near the uterus show that the lumen is fully 1 cm. in diameter 

1800) ami that it is filled with a friable, porous, granular looking 
growth which is free on the under side, but intimately blends 
with the upper or convex side of the tube. Sections near the 
outer end of the tube show that the walls are not over 1 mm. 
in thickness. Here also the tube lumen is filled with a similar 
friable growth which is whitish yellow or mottled, evidently 
ns a result of old hemorrhages. The tube itself is nearly as 
large as the uterus.

The left tube is about 5 cm. in length, is slightly beaded, 
and varies from 3 to 6 mm. in diameter. The fimbriated end 
is patent and the tube has grown fast to the lower and outer 
end of the right tube. The right ovarv is very small, is approx- 

(0)



imutely 1.5 by 1 by 1 cm. The left ovary is also atrophic, being [:w»i 
2 by 1.5 by .6 cm. Attached to the right side of the cervix 
is an irregular urea of peritoneum which was approximately 
7 by ti cm. The central portion of this is hard and indu
rated, the outlying portions are smooth.

The rectum is atrophied to a considerable extent. The length 
of the portion removed, in its fresh state, was about six inches.
The rectal mucosa is smooth and apparently normal. The 
constriction was due to infiltration of the adipose tissue sur
rounding the rectum. The nodules in the omentum, as noted 
in the clinical description, are firm. Some of them reach fully

cm. in length.
Histological examination.—Sections from the uterus show 

that the surface epithelium is intact. The glands are normal.
At numerous points the muscle is becoming active and grow
ing up into the stroma. It thows us fairly well how an adeno- 
myonm mav develop from an in-growth of the muscle fibers.

Sections from the tube near the uterus show that springing 
from the upper wall of the tube is a new growth, as indicated 
in the gross description. The lower part of the tube is free. 
Projecting from the side of the tube where the lumen is free 
are little finger-like outgrowths lined by a single layer of deli
cate epithelium. The nuclei are oval and vesicular. Some of the 
nuclei stain very deeply and are rather increased in size.
They immediately remind one of a malignant growth. Spring- Hooi 
ing from the wall of the tube and filling almost the entire 
cavity is a papillary growth. The stroma of the out-growth 
consists of spindle-shaped connective tissue. The epithelial 
covering is one or many layers in thickness. In numerous 
places the epithelial covering has greatly proliferated, so we 
have solid masses of cells many layers thick. Here also there 
are large and deeply staining nuclei. In the deeper portion 
of the growth the connective tissue predominates and we have 
solid nests of cells. The epithelium tends to retract from 
the connective tissue. At numerous points large areas of 
the growth have undergone coagulation necrosis and we have 
fragmentation of the nuclei. The outer muscular wall in 
most places is still preserved. At some points, however, the 

17)
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Hovi entire thickness of the tube I ns been involved by the growth. 
Sections from the outer portion of the tube yield practically 
the same picture. The papillary arrangement is particularly 
well marked and many of the nuclei are spindle-shaped or 
irregular, very large and deeply staining. In some sections 
fully three-fourths of the field have undergone coagulation 
necrosis. In such areas only a few of the cells around the 
larger blood vessels still retain their vitality. Scattered 

hoii throughout the muscular walls of the tulie are definite masses 
of growth chiefly in the form of cell nests or penetrating 
glands and on the outer surface of the tube are little bunches 
of new growths. We have undoubtedly a primary carcinoma 
of the Fallopian tube with a penetration of the entire tubal 
wall at numerous points.

Sections from the right ovary, which was very small, show 
that the organ in some places is normal, but at many points it 
has lieen penetrated by masses of carcinoma which send out 
branches in all directions. The cells present exactly the same 
characteristics and are manifest in the depth as well as on 
the surface. Here also there is some breaking down. The 
left tube near the uterus is practically normal. The left 
ovary, although also very small, shows diffuse infill ration by 
the growth. The structure is recognized as typical, carcino
matous glands or as isolated, large, irregular cells with irregu
lar and deeply staining nuclei; in fact the ovary is riddled by 
the growth.

Sections from the omentum show a most typical picture. 
In such areas the fat of the omentum is to a great extent re
placed by young and old connective tissue, and lying in the 
connective tissue are masses of epithelial cells, very solid, 
with a definite glandular-like arrangement. The same large, 
deeply staining and irregular nuclei are also here in evidence. 
The nuclear figures arc particularly well formed. Hardy do 
we find a mass of cancer cells in the omentum without a well- 
defined area of commencing connective tissue development as 
in this omentum. We find considerable hemorrhage and also 
breaking down of the carcinomatous elements. The only ex-



tension to the rectum is by continuity from the outer surface. 1401) 
The rectal mucosa has not boon involved.

Diagnosis.—Primary carcinoma of the right Fallopian tube 
with extension to the peritoneum of the pelvic floor, to both 
ovaries, and also to the rectum by continuity, general pelvic 
adhesions; extensive métastasés into the omentum.

For a further discussion of the various forms of cancer of 
the tube, we would refer the reader to Dr. Elizabeth IIunion's 
article, published in the Johns Hopkins Hospital Hui.li:- 
tin. Vol. XII, p. 315, 11)01, and to the recent article by (î. .1. 
Tomson, published in La Gynécologie in February, 1905.

III. Torsion of an accessory omentum (Fig. 3) produc
ing symptom simulating appendicitis. Recovery.

Mr. E. S. was seen in consultation with Dr. Win. Wright 
on March It, 1905. He is a railroad conductor. I* years of 
age, and weighs ISO pounds, has a florid complexion, and is 
very stout for his height. About six days ago, while upon his 
train, he found it necessary to put off a drunken man, who 
suddenly turned and whirled the conductor around twice.
Next day he felt a little discomfort in the region of the 
stomach ; on the following day pain over the appendix. When 
I saw him all abdominal rigidity had disappeared. There was, 
however, a temperature of 101.5 degrees and his pulse was 100.
On examination of the blood it was found that there was a 
marked diminution in the éosinophiles and a leucocvtosis of 
11,000. On examining the patient under anæsthesia I failed 
to find any thickening over the region of the appendix. 
Nevertheless, I made a gridiron incision, deeming an explo
ratory section necessary. The appendix was found somewhat 
thickened and slightly adherent : it was removed. On further 
examination I found a large area of induration on the right 
side extending half way between the anterior superior spine 
and the ribs. The incision was accordingly continued up
ward as far as the free margin of the ribs. The omentum was 
found adherent. In order to wall off the parts thoroughly I 
severed the omentum near the thickening and walled off with 
gauze. The adherent portion of the omentum was now loos-



[401J ened and removed without any difficulty and with no hemor
rhage. On carefully manipulating the area of induration, 
which was at about the junction of the ascending and trans
verse colon, 1 was able to loosen up a very strange looking 
mass which had a mottled appearance, was grayish yellow, and 
had fine reddish markings all through it (Fig. 3). One of 
the doctors present suggested hemorrhagic pancreatitis. On 
following this mass down to the pedicle, which was about 
l cm. in breadth, it was found to contain two small blood 
vessels. The mass was tied otf and removed. It was situated 
just to the outer side of the jejunum and was slightly adherent 
to the gull bladder and had become twisted upon itself and was 
becoming gangrenous. When unfolded it was found to con
sist of tissue in no way differing from omentum. Where it 
hud been folded upon itself the parts looked gangrenous. 
These arcus were bluish black in color. The gall bladder was 
normal.

The patient made a very satisfactory recovery. When last 
seen, in October, he was in excellent condition.

Oyn.-Path. No. 8114. The entire specimen is fan-shaped 
w'hen partially unfolded. It is 14 cm. in length, and at the 
lower margin reaches 12 cm. in breadth. The edge is sharp. 
On section the hardened specimen is brownish-black, evidently 
due to thrombosis of the blood vessels.

On histological examination the growth proves to be omen
tum. The blood vessels are much distended and the blood is 
apparently coagulated. There is considerable hemorrhage 
into the adipose tissue surrounding the vessels.

In this case the symptoms were very suggestive of appendi
citis, and without an exploratory operation the true condition 
of affairs could not have been ascertained. With the abdomen 
open this hard growth felt very much like a nodular, carcino
matous mass, and even when the incision had been lengthened 
inspection of the growth strongly suggested malignancy or 
acute pancreatitis. An accessory omentum is, to say the 
least, a very rare condition. Had this accessory omentum 
remained in much longer, total gangrene would undoubtedly 
have occurred.
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Pm. 3.—Torsion ok an Acckssorv Omkntum.
This accessory omentum was attached near the junction of the ascending 

anil transverse colon and was absolutely independent of the normal omentum. 
The lower border gives its relative breadth. It has become twisted on itself 
from right to left several times. At the points of twisting the tissue was 
bluish black. The pedicle is very small. We have unfolded the lower border 
in order that the omental structure may be more clearly seen.

On histological examination the tissues presented the typical picture of 
omentum; the vessels were, however, thrombosed and there was considerable 
extravasation of blood into the fat.
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LA RG K CARCINOMATOUS TUMOR OF THF LI VF. R.
REMOVAL SEVENTEEN MONTHS AFTER NEPHRECTOMY FOR CARCINOMA OF THF LEFT KIDNEY. 

TEMPORARY RECOVERY.

THOMAS S. (TLIÆN, M R, BALTIMORE

Uthough tirunn in 1870 removed a small hepatic tu
mor, the surgery of the liver does not seem to have at
tracted much attention until Lin, in 1880, successfully 
performed a partial resection. Since that date, how
ever, more than 100 resections of portions of the liver 
have been reported. Among the exhaustive treatises on 
the subject those of Terrier and Auvray,1 in France,

lïg. I IvimmlHzoflT» Mum needle. This Inigo curved needle 
Ini' :i rniiiided point. Its slmpi- on crons section Is shown In tin* 
Mini 11 sketch below. The straight needle Is preferable for mat Irena

lied In and out through the llv<
"""iis mat tress suture, which Is cut up Into single mattress

jiinil of Lnngenbuch,2 in Germany, deserve especial men
tion. In America the name of W. W. Keen* of Philt-

i Terrier and Auvray : Los Tumeurs du Foie, Rev. de Chlr, 
I ' k'|v- vm|. xv 111, p. 403.

lnngenbuch: Chirurgie der I.cber und Ciallcnblase, Deutsche 
. Stuttgart, 1897

Keen, W. W. : Resection of the Liver. Itoston Med. and Surg. 
' Cixvl. P 405. 1892: l'onnsylvanla Med. Jour.. 1897: re 

|l"'r' ' n i use of resection of the liver for removal of a neoplasm.
1,1 a table of 70 cases on resection of the liver for hepatic 

I""' Ann. of Surg., September. 1899.

delphia is intimately associated with the development 
of the technic of liver surgery. He has not only re
ported three cases of resection, in all of which recov
ered took place, but has also published an exhaustive 
review of the previous literature. Nor should it be for
gotten that a Baltimore surgeon, Dr. Louis Me Lane 
Tiffany,4 was one of the first Americans successfully to 
remove a tumor of the liver.

The Nature of Hepatic Tumors.—Few operators have 
reported more than one case, and as each has had his 
own idea of the proper nomenclature of tumors, there 
is naturally much diversity of description. With the 
more thorough study of the subject, the varieties will 
undoubtedly be materially diminished in number. The 
list of those given is as follows :

Vonetrlvled nml pridiipsod lube of the liver.
Flbimnn.
Synhllomn or gnmmn.
I'iiIm ii im i ii'1-.iiiill.v single, inny rem h :i or I cm In dlaim-tei i

i.yniphiidenoniii.
• y-I* ............. ., ns ejsis: il-i lilllmy cysts ilmge und lined

by one loyer of •yllndilinl I'lrlihelliinn.

Fig. 3. Auvray * liver euture. Tlila I* the eo called chain eutnre.

Angioma : (a) congenital: tbl acquired.
Lymphangioma < nvernoHiitn.
Cancer : iai primary; (hi aeccmdary.
Sarcoma : (n) primary , tbl secondary
Endothelioma
Aneurism of the hepatic arteries
Echinococcus cysts, cancers and syphilomata arc the 

most common of hepatic tumors. The growths vary 
greatly in size, some being not mon* than 2 or 3 cm. in 
diameter, while others, as in PfannenstieVs case, may 
be so large as to render the abdomen larger in its di
mensions than that of a pregnant woman at term.

INCIDENCE AND SYMPTOMS OF HEPATIC TUMORS.

Tumors of this character may be found in the young 
or in the old. They are, however, most common between 
the twentieth and fiftieth years. As has been pointed 
out by Keen, hepatic growths are much commoner in 
women than in men. In U8 cases analyzed by him, 13

4 Tiffany, Louie McLnne Maryland Med. Jour. 1800, vol 
mill, p. 031.
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of the patients were males and 55 females, lie thinks 
that the relative immunity in men is probably due to the 
looseness of the clothing worn. In the additional cases 
which I have collected, 4 of the patients were men and 
12 were women.

The symptoms of hepatic tumors are in no way char
acteristic. Practically, they are those belonging to any 
growth developing in the right upper abdominal quad
rant. When the growth is primary and situated near 
the lower edge of the liver in a thin patient, it is some
times palpable, but if the individual he stout the growth 
can readily be overlooked.

DIAGNOSIS.

Hepatic tumors are rarely correctly diagnosed until

s-ion or palpation, or both, will enable us to detect a 
definite eon licet ion between i lie tumor and the liver.

liven after the abdomen has been opened and the 
tumor exposed, one is often still in doubt as to the ex
act nature of tin- growth. If the patient ha- given a 
definite history of syphilis, it may be assumed, with a 
relative degree of certainty, that a gumma is present; on 
the other hand, if a carcinoma of the stomach be pres
ent, the surgeon will be justified in concluding that the 
hepatic growth is a secondary cancerous nodule.

V a matter of fact, it is rarely possible to be able to 
make more than a tentative diagnosis, until the growth 
has been removed. In our case the left kidney had 
been removed nearly eighteen months previously for 
carcinoma. The symptoms accompanying the hepatic

Fig. 4.—Adenocarcinoma of the kidney (natural size). Gynecologic Pathologic No. ii;f«4 This Is a longitudinal section of the 
hardened kidney. There Ik a welldefined outer capsule which consisth almost entirely of connective tissue. Passing off Into the 
growlh from the capsule are trabecula) («) which divide It Into large and small alveoli. The growth presents a decidedly mottled 
appearance. At b It Is finely granular. In numerous places It has undergone necrosis and disintegration ns seen at c. The ureter Ik 
little. If at all. enlarged.

the abdomen is opened. In the cases reported the 
growths have been mistaken for tumors of the kidney, 
ovarian cysts, uterine myomata, mesenteric and pan
creatic tumors, tumors of the colon, aneurisms of the 
aorta, growths in the gall bladder and stomach, and ab
scess of the liver. This is equivalent to saying that in 
a series of eases they have at one time or another been 
confused with almost every tumor that may be present 
in the abdomen. Such a tumor is usually first noticed 
on the right side, in the region of the lower edge of the 
liver. In the rare instances in which the movement of 
the diaphragm is transmitted to the tumor, we possess 
» diagnostic sign of much value. Occasionally, percus

tnmor were quite applicable to a case of liver abscess, 
and after the abdomen had been opened the general pic
ture suggested an inflammatory process of the liver. 
Furthermore, on careful examination of the left renal 
region no evidence of a return of the former growth 
could be detected. The internal organs were in good 
condition, and in the liver no other nodules could be 
found. The absence of any inflammatory reaction at 
the junction of the tumor with the normal liver sub
stance was the only sign that pointed against the pres
ence of an abscess. In short, it was found to be impossi
ble to determine with any degree of certainty whether 
the tumor was an abscess or a metastatic carcinomatous
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nodule. As the remaining kidney was already impaired, 
it was thought that, even should the swelling prove to 
b.' an abscess, an attempt at drainage would be associated 
ttith considerable danger of an acute peritonitis, and 
that even if this complication were avoided, the con
tinual discharge from the abscess wall would militate 
against the patient's recovery. On the other hand, in 
riise the growth were malignant, it was evident that 
the only hope of success lay in its complete removal. 
F.ven after the tumor had been sent to the laboratory 

a provisional diagnosis of abscess of the liver was made

I’onfick. Tillmanns and Ceccherelli. Vontick" found 
that it was possible to remove three-fourths of a dog's 
liver without permanent injury to the animal, and that 
in thirty days the organ had regained its normal size. 
Regeneration was partly due to hypertrophy, but mainly 
to multiplication of the remaining liver cells. No new 
lobules were found. Judging from analogy, the sur
geon would naturally infer that in man large portions 
of the liver might be removed and the patient recover; 
and the reported eases prove that the suggestion is 
well founded, as in some instances large areas have

r

Fig. 5.—Secondary carcinoma of thu II v«*r tone half natural slzui The liver Ik uiavknlly displaced down ward. Occupying the 
-mitor part of Hi-1 right iiinier quadrant "f the ahUomen In a hepatic growth. Downward this a linnet reaches the anterior su- 
i" rlor spine: median ward U pusses nearly to tin' umbilicus and laterally makes the abdominal wall prominent. The growth seems
tense. Is slightly lobulnted and. nVItough sharply outlined, gradually blends with tin* llvt'r ■uli'ianve .......... Ige of the liver forms
.i prominent ridge along the lower margin of the growth and the gall bladder Is seen lying against the under and Inner surface "t 
the tumor. It Is readily mo'll t liât when the cystic dint was severed the greater part of this liver could be rolled out of the 
abdomen. For a cross seel Ion of the hepatic growth see Figure 7.

after a thorough macroscopic examination, and the his
tologic revelation of adenocarcinoma came as a great 
surprise.
EXPERIMENTAL RESECTION OF PORTIONS OF THE LIVER.

The exhaustive articles of Langenbuch- and of Ter
rier and Auvray1 give in detail the interesting animal 
pij'-rimcnts of Gliiek, Tizzoni, Griffini, Podvisotzky,

been resected and the patients have regained perfect 
health.
INDICATIONS FOR RESECTION OF A PORTION OF THE 

LIVER.

It is important to determine (1) whether thu growth 
be malignant or not; and (2) if malignant, whether it

5. Ponflrk : Lancet, 1800, vol. I, 881.
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is primary or secondary. In the case of metastatic 
neoplasms, as a rule, operation is contraindicated, inas
much as they are usually multiple. Primary carcin
oma or sarcoma of the liver is rare. Should the hepatic 
growth be primary, the glands along the vessels and 
at the base of the liver should be carefully palpated 
to ascertain whether they have become involved. This 
point was first insisted on by Tuffier.” In cases of 
lymphadenoma. with secondary nodules in the liver, 
operation is not advisable. In all cases of liver growths 
the following points should be carefully considered : 
(«) Whether the growths be single or multiple; (6) 
situation ; (c) size; (d) whether they arc pedunculated

If the growths are multiple and scattered over a wide 
area, removal is difficult or impossible. On the other 
hand, provided that they are near the lower edge of 
the organ, resection is feasible. In fact, in the ma
jority of cases the situation is all important.

I'lg. fl.—Method of controlling hepatic hemorrhage. The cut sur 
face represented In the upper sketch measures 16x6 cm. Mattress 
sutures were applied about 1 cm. from the line of section. Each 
overlapped the other so Hint every particle of liver substance was 
controlled. Vngenstecker sutures were used, reinforced by catgut, 
where necessary. The large vessels were readily picked up with 
forceps and tied freehand After all the sutures Imd been tied and 
lifted up, a and b tended to come together, beginning at c, cor
responding opposite sutures were drawn across and tied to each 
other. The approximation was good, but not quite so accurate ns 
one would Infer from the sketch.

The size is of little importance when the growth is 
pedunculated and situated near the lower margin of the 
liver. In the case of a large tumor, however, located 
near the middle of the organ, removal is exceedingly 
difficult or impossible. If it is located near the edge, 
amputation is not difficult, but if it is near the middle 
of tiie lobe, a very large portion of the liver must be 
resected, or a cavity is left which may be the source of 
an alarming or even uncontrollable hemorrhage. When 
the growth lies near the portal vein or hepatic arteries, 
operation is contraindicated, since large branches of 
these vessels are liable to be injured with a resulting

necrosis of correspondingly large areas of liver sub
stance and the death of the patient. If the growth be 
pedunculated, its removal is easier, inasmuch as the 
liver substance forming the pedicle is much tougher 
than other portions of the organ. This toughening i* 
due to partial atrophy of liver cells.

METHOD OF PROCEDURE.

After having decided that the growth is to be re
moved. free exposure of the liver is absolutely neces
sary. 'I’he abdominal incision is lengthened, and may 
bo curved to the right or left as desired. If the liver 
is freely movable, the greater part can be brought out 
of the abdomen ; but if the organ is fixed, it will be 
necessary to loosen it. This is accomplished by sever
ing the suspensory and round ligaments and, if neces
sary. to a limited extent the ligamentous attachments 
of the diaphragm. Care must be exercised to avoid 
injury to the pleural or pericardial cavity, and in case 
of such an accident the opening should he immediately 
closed with catgut sutures. The mobility of the liver 
mav also be considerably increased by cutting through 
the evstic duct, as was done in this case, after which 
two-thirds of the liver was easily brought outside the 
abdomen. If the liberation of the liver obtained in this 
manner is still insufficient, portions of the lower ribs 
may he cut through and turned hack. This free ex
posure of the liver will he found of the greatest com
fort to the operator during the subsequent steps of the 
operation ; for not only is he able to control the blood 
supply much more thoroughly, but he is also workine 
outside the body instead of deep down in the cavity.

TEMPORARY MECHANICAL CONSTRICTION.

Prior to cutting into the liver, a constricting band, if 
possible, should lie thrown around the organ, at least 
an inch nr more from the line of section. Many sur
geons have employed strong rubber tubing; or a long 
piece of gauze twisted in the form of a rope, as used 
in this case, will answer equally well. Even after this 
has been drawn tight and clamped with forceps, it 
must be carefully watched throughout the entire op
eration. as it is liable to slip from the slanting liver 
substance and thus fail to prevent a free hemorrhage.

THE INCISION INTO THE LIVER SUBSTANCE.

When we remember the great number of blood ves
sels that are present one can readily understand the dan
gers connected with the removal of a large segment of 
liver substance. In Langcnbuch’s most graphic account 
of his experiences we are told that during an operation 
the hemorrhage was so sudden and severe that the ab
domen was in an instant full to overflowing with blood 
and the field of operation was obliterated. Any one 
who has read his account will certainly never fail to 
have plenty of assistants, and every conceivable requi
site is at hand to meet any similar emergency. Nowa
days, fortunately, the picture is not so disheartening, 
thanks to the improvements in technic introduced by H 
Keen. Kousnictzoff7 and Auvray. I shall not attempt ■ 
to give in detail the various methods employed, but ■ 
shall only sketch very briefly the procedures that have ■ 
apparently yielded the best results.

The liver substance may be severed by: (1) The ■ 
knife; (2) the cautery (at a dull red heat) ; (3) the ■ 
blunt scissors or curette; (4) blunt dissection, peeling ■

7. Kouenletzoff (Kuznetsoff) : Lnltop. russk. Cblr., 8. Peterb. 
1901, 6. 888 031. Mikulicz wrote the preface to this article and 
mentioned the number of cases operated on by him.



the tumor out with the thumb nail (Keen). Each 
method lias its advantages and its drawbacks. The knife 
gives a clean-cut surface, but many vessels are opened 
and bleed freely. The cautery leaves a charred surface, 
and vessels that are temporarily controlled may bleed 
later. The operator hardly feels safe in trusting solely 
to small plugs of clotted blood to control the small and 
medium-sized vessels, when he knows that the escape of 
.me of these may mean fatal hemorrhage. On the other 
hand, nothing checks capillary hemorrhage better than 
the cautery at a dull red heat. Blunt scissors, the 
curette and blunt dissection with the finger leave a 
much rougher base, but injure far fewer vessels.

THE CONTROL OF HEMORRHAGE.

Probably the safest plan is to control the bleeding

KousnietzolT, we now possess a needle that renders the 
application of sutures almost or entirely bloodless 
(Fig. 1). This needle may be straight or curved ; it 
is flat on the sides, and rounded at both ends. It is 
gently and slowly forced through the liver substance, 
and. being blunt, pushes the blood vessels to one or 
the other side. This needle has yielded admirable re
sults in dogs, and Mikulicz, who has employed it six 
times in the human liver, says of it. with some en
thusiasm : “To my mind Kousnietzoffs needles repre
sent the egg of Columbus in the technic of liver sur
gery.”

Cautery.—Keen slowly and cautiously employed the 
cautery at a dull red heat, and took twenty minutes 
to cut off the desired segment, lie was usually able 
to sec the larger vessels before they were opened. These

Pig 7.—Secondary carcinoma of the liver (natural size). As the specimen win* very soft 11 was ImpoKalblc to cut It before harden 
lug Encircling the entire growth Is a definite capsule varying from 1 to a nun. In thickness. « Is the sharp edge of liver sub 
•tance that passed over the lower surface of the growth. This growth bears much resemblance to the parent kidney tumor (Fig 
4>. and In Its central portion has undergone complete necrosis. The cut surface of the liver Indicates the line of amputation

before making any incision into the liver or to tie off 
lifferent segments as they are severed. Langenbuch has 

pointed out that the liver substance often shows path
ologic changes when tumors are present. Thus there 
may be a hyperemia associated with an increased fria- 

I bility of the organ rendering the application of sutures 
difficult. On the other hand, there may be an atrophy 
of the liver cells accompanied by an increase of con- 
iivctive tissue, which renders the tying of ligatures a 
relatively easy procedure.

Xccdles.—One of the chief sources of hemorrhage in 
I liver operations has been from the needle holes ; in 
I fact, in some cases, the free oozing from these sources 
| hns been uncontrollable. Thanks to the ingenuity of

lie tied, both proximally and distally, and then burned 
through them. If a large vessel was opened before be
ing tied, he plugged the opening with his left index 
finger, while with the right band lie passed a ligature 
threaded on a curved needle carefully through the sur
rounding liver substance ; the ligature was then tied 
slowly by an assistant. In this manner he was able to 
remove the growth with little difficulty. Keen insists 
on the use of dull red heat, and points out that, if the 
tissue is cut through too rapidly, a sufficient eschar is 
not formed to check the oozing. In some of his work 
he combined blunt dissection with the finger with the 
use of the cautery.

Sutures.—Ixousnietzoff has devised a rather compli-
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catcd continuous suture (Fig. 2). which practically 
resolves itself into a scries of mattress sutures. Auv- 
ray has advised a continuous chain suture which he has 
found to work well (Fig. 3), its object being to dis
tribute more equally the strain on the liver substance 
and so render it less liable to tear. The sutures of 
KousnietzofT and Auvrav would seem, from the illus
trations, to he open to the objection that hemorrhage 
might occur from the spaces between adjoining sutures. 
In our case simple mattress sutures were introduced 
with the blunt needle (Fig. fi). each suture overlapping 
the other so that no area was left unprotected. After 
the application of three or four sutures about 1 cm. 
from the line of section, the liver was severed over a 
corresponding area, an assistant in the meantime hold
ing the placed sutures taut. The tumor was grasped 
firmly in order to prevent oozing.8

The sutures were now slowly and snugly tied ; others 
were then applied in a similar manner, and the entire 
liver growth was readily removed in about ten minutes. 
The mattress sutures were tied after the tissues had 
been cut. instead of before, because the liver was 
stretched near the tumor, and there was danger that after 
tension was relieved they would be too loose to thor
oughly control the vessels. Five or six large vessels 
were encountered. These were readily picked up with 
forceps and tied.

Suture Material.—In many of the reported cases 
catgut was used exclusively. In this case fine Pagen- 
stecker thread, reinforced with catgut, was employed. 
Catgut is. of course, the material generally preferred, 
but where there arc such large vessels and so much ten
sion, sutures of silk or linen thread are, on the whole, 
more reliable; although the silk will gradually work 
its way out.

Treatment of the Stump.—After controlling all 
bleeding, it remains to deal with the raw area. Where 
the cautery has been used, one can not expect to bring 
charred surfaces together and get union. Again, only 
in very exceptional cases would it be possible to re
move a large tumor and have such a satisfactory fold
ing as in this case. As a rule, the cut surface must be 
left ns it is. Some surgeons advocate stitching the 
omentum over it. Others close the abdomen without 
drainage. From a careful review of the cases I gather 
the impression that it is better to drain. Where this 
is done, bile is often found escaping through the 
wound from the cut surface of the liver for several 
days, and if the abdomen has been closed without drain
age, this must of necessity flow into the abdomen. Keen 
has laid stress on this point, but says that the danger 
from absorption “seems to be more theoretical than 
practical.” In this case an iodoform drain was carried 
to the under surface of the liver and another to the 
upper surface along the line of the sutures. Pfannen- 
stielv has called attention to the possible danger of 
using iodoform gauze where large areas of raw liver 
substance are left, and prefers sterile non-medicated 
gauze for this purpose.
COMPLICATIONS THAT MAY ARISE DURING AN OPERATION.

The operation is sometimes beset with many difficul-

8. In bisecting the uterus there Is always free hemorrhage, 
especially In the case of a large myomatous organ. Dr. Kelly has 
taught that strong traction on each half almost completely checks 
oozing. This principle was applied to the distal segment of the 
liver with very satisfactory result*. It must be said, however, that 
the liver substance removed with the tumor. In this case, wne 
relatively small.

9 Pfannenetlel Med. Centr. Ztg.. Rerl., 1898. Ixrtl, 177-179.

tics. Where the tissue is very friable the sutures mav 
cut through the liver substance. To overcome this dif
ficulty Ceccherelli and Bianchi used decalcified bone 
plates over the upper and under surfaces and sutured 
through them. In some cases, after removal of a nodule 
from the center of the liver, when it was impossible 
to check bleeding by sutures, the cavity was pack'd 
with gauze, held firmly in place by sutures passul 
through the liver substance.

In other cases, where it was impossible to check ooz
ing, n rubber ligature was firmly secured around tin1 
liver, slipping being prevented by means of two hat
pins passed through the organ at right angles to 
each other. The edge of the liver was then sewed to 
the peritoneum of the abdominal wound. In some of 
these cases the growth was cut away and the stump left 
to granulate up. In other instances the growth was left 
to slough away, the constricting band being tightened 
from time to time.

IMMEDIATE AFTER-RESULTS.
Hemorrhage is the most serious complication. It 

may take place after a few hours or at the end of a day 
or two. The employment of the suturing method of 
KousnietzofT or Auvrav or the overlapping mattress 
suture will undoubtedly render secondary bleeding far 
less frequent. Where hemorrhage occurs, however, the 
abdomen should be opened at once, for the patient is 
not always exsanguinated. If the bleeding points can 
not be controlled a rubber ligature should be applied 
and prevented from slipping by means of hat-pins. The 
stump can then be treated extraperitoneally, the edge 
of the liver being fastened to the peritoneum.

MORTALITY.
Terrier and Auvray collected 38 cases operated on 

for the following diseases: Sarcoma. 4; carcinoma 
(considered primary at the time of operation), 7; sec
ondary carcinoma, 1 ; adenoma. G ; angioma. 4 ; tumors 
of an indefinite character, 3; gummata, 9; biliary 
cysts (non-parasitic), 4.

Of the patients, 32 recovered and G died. The deaths 
were due to hemorrhage, shock or sepsis. Keen has 
collected 74 cases. Some of these are included in 
Terrier and Auvray’s lists. Sixty-three of the pa
tients recovered and 11 died—a mortality of 14.9 per

The causes of death were: Shock, hemorrhage and 
exhaustion, in 8 cases; septicemia, in 2 cases; pulmon
ary embolism, in 1 case.

In this group of Keen’s arc three of his own cases; 
all three patients recovered. As mentioned else
where. Mikulicz has had six cases with equally happy

Patient.—On Jan. fi, 1003, I saw Miss T., in consultation 
with Dr. K. R. Trippe. The patient was 30 years of age and 
of very slight, build. For six months she had felt a small 
lump in the left side, but had hesitated to speak of it until a 
week previously. It was first noticeable in the region of the 
left kidney and at first had increased in size gradually, but 
later at a much more rapid rate.

h'j-amination.—On exuruination the left renal region was 
found to he filled by a tumor which extended upward under 
the ribs, ami downward almost to the pelvic brim. It was 
slightly movable.

Operation.—On January 8 an incision was made over the 
most prominent, part, of the tumor. This incision extended 
from the quadratus lumliornm behind, obliquely downward al
most to the median line just, above the pubes. The tumor was 
everywhere firmly adherent and was liberated with a great ilea! 
of difficulty. Only at one point was there any escape of its
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contents. Here the capsule line! broken slightly, allowing the 
escape of a small amount of friable, carcinomatous.looking ma 
tcriai. After liberating all adhesions and tying every bleed
ing point with catgut the renal vessels were exposed and 
tied first en manne, and then singly. The abdominal cavity 
was opened in several places as the tumor was intimately 
blended with the peritoneum. We were, however, able to pro
tect the abdomen from infection. The muscles were brought 
together with silver wire, the skin with silkworm gut. The 
patient, although much shocked, gradually recovered. Her 
temperature rose on one occasion to a little above 100 F. She 
made, an uninterrupted recovery and left the hospital at the 
end of the fifth week.

Result.—On March 0, 1003, Î received a letter from the 
patient saying she was very much improved; the wound had 
healed entirely and she. was feeling much stronger. I sow her 
from time to time and she showed continued improvement and 
regained perfect strength.

Rubsegurnt History.—On .Tune 2, 1004, 1 received a message 
from Dr. Trippc saying that the patient was not so well and 
that her temperature was 102.fi. Five days previous to this 
tho patient had noticed a small lump just below the free edge 
of the ribs on the right side. At first, it gave her no concern, 
but apparently doubled'® in size within two days and during 
the following two days again showed marked enlargement.

Examination.—When I saw her it occupied the region be
tween the edge of the ribs and the anterior superior spine. It 
was round, tense anil somewhat, movable. We were very care
ful in our examination, fearing that it might be a friable 
secondary growth following the removal of the large carcino
matous kidney in January, 1003. Tier pulse was rapid; her 
temperature was 102.fi F.

Operation.—As she was losing ground rapidly an immedi
ate operation was decided on. An incision having been made 
over the tumor, it was found to be perfectly smooth and free 
from adhesions. The incision was continued upward to the 
free margin of the ribs ( Fig. fi) and downward almost to the 
anterior superior spine. The growth proved to spring from 
the liver; it was larger than a child’s head and was almost 
globular in form. The edge of the liver appeared as a slightly 
elevated ridge, forming a crescent over the center of the an
terior surface of the growth. Attached to the inner side e,f 
the growth was the gall bladder. I carefully examined the 
liver, but failed to find any secondary growths and also was 
unable to detect any evidence of métastasés in the nlslomiiiul 
organs or any thickening in the renal region on the left 
side. The right kidney was about half as large again ns 
usual, and was perfectly normal, considering tho absence of 
the other. The urine, however, contained some pus and a lit
tle blood. On careful examination it was imposilde to deter
mine whether wo were dealing with a cystic new growth or 
an abscess formation. In the former case we were at a loss to 
tell why there had been as yet no adhesions and why the sur
rounding liver substance was so firm. On the other hand, it 
was difficult, to account for the elevation of temperature if no 
abscess was present. After some hesitation we decided to re
move the growth together with a small portion of healthy 
liver substance. The gall bladder was exposed, the cystic duct 
clamped and cut and the proximal portion of the duct tied off. 
The lower half of the liver could then be readily drawn out 
through the abdominal incision. It was everywhere walled off 
from the abdominal contents by gauze, and a gauze rope was 
securely fastened around the liver about an inch above the 
point, at which the cut was to be made. A cautery was called 
for, but—fortunately, as after results showed—the instrument 
would not work. T then took a long, blunt needle and, start
ing from left to right, passed mattress» sutures through the 
entire substance of the liver. These were about 1 cm. apart 
and each one overlapped the other for about 2 or 3 mm. The 
greater numlier of sutures consisted of Pagenstecker thread,

10. The tumor had evidently existed for n considerable length of 
time, hat wns not recognized until It was suddenly forced from he 
nonth the ribs on account of Its Increasing dimensions.

the supplementary ones being of catgut. After placing two ir 
three mattress sutures I commenced to cut, the tumor at the 
same time I icing held taut. 'Hie sutures were then tied. This 
process of applying sutures and cutting and then tying was 
continued until the entire growth had been removed. Five er 
six large blood vessels were encountered, which spurted freely. 
These were picked up with artery forceps and tied freehan I 
with fine Pagenstecker thread. The entire growth was r> 
moved without the loss of more than two drams of blood. 
After the. sutures had been tied there, was absolutely no bleed 
ing from the surface. After removal of the growth there, n 
mnined a raw surface fully 1(1 cm. in length and fi cm. in 
breadth. On making traction on the sutures I found that the 
raw surface could he rolled in on itself so that the two halves 
formed tlaps. These were brought, together, until little or no 
raw substance remained. The ends of the sutures that had 
already been tied were utilized to bring the opposite sides to
gether. Iodoform gauze, was placed beneath the edge of the 
liver and also on its surface. Although the patient was appar
ently in a desperate condition when she went on the table, she 
stood the operation well, and when she was taken from the 
operating room her pulse was only 104. On the next day her 
temperature dropped to 100 F. The general condition wns ex
cellent and the pulse «4. To look at her one would hardly 
have realized that any operation had been performed. She 
made a rapid recovery and left the hospital in about four 
and a half weeks.

Result.—I saw her on Aug. 4, 1004. She was looking very 
well and had regained her color ; the wound had practically 
healed. She had little or no pain. On the left side there 
were areas of suspicious thickening in the old renal scar.

Note of Sept. 7, 1004: On examination some of the liver 
sutures are seen working their way through a small sinus. 
They are giving no trouble, however. The patient is up and 
around, apparently in good health. On the left side along the 
linear incision, where the kidney growth was removed a year 
and a half ago, several nodules are felt. These are rapidly 
increasing in size. One of them is fully fi cm. in diameter and 
has already become slightly attached to the skin. It is bluish 
in appearance.*

PATHOLOGIC REPORT OF KIDNEY.

Miss T. Pathologic No. (13(14. The specimen, roughly speak
ing, is kidney-shaped, irregular in outline and covered by many 
adhesions. It measures 20x13x12 cm. Attached to the lower 
end is the ureter, which is about 4 mm. in diameter. On pal
pation the tumor seems to be cystic. This condition is more 
noticeable at the upper pole. Toward the lower end 'he growth 
is firmer. On section little or no renal tissue is demonstrable. 
The tumor has a capsule varying from 2 to 5 mm. in thick
ness. Passing off from this capsule into the tumor are many 
connective-tissue partitions which divide the growth into large 
and small nodules. The greater part of the tumor is soft, and 
consists of a spongy-looking material resembling carcinoma. 
The more solid portions of the growth are homogeneous. At 
numerous points there has been disintegration of tissue. The 
growth, as a whole, is yellowish-white in appearance, but 
where degeneration has taken place the tissue is of a bluish 
tinge or is distinctly yellow.

Histologic Examination.—The capsule is composed of fibrous 
tissue, sharply outlined from the tumor, which is made up of 
a glandular growth. The gland type is particularly well 
marked. There are long stems carrying delicate blood vessels 
and covered by a single layer of epithelium. Passing off 
everywhere from these stems are secondary stems, likewise cov
ered by one layer of epithelium. The epithelial cells are low 
cylindrical or cuboidal in type. Their nuclei are round or oval 
and stain fairly deeply. In many places a definite glandular 
arrangement is visible, but the tendency toward the papillary

•Feb. 24. 1005 : Dr. Trlppe Informs me that from time to time 
n few stitches have come away from the liver, hat have occasional 
absolutely no Inconvenience. The nodules In the cicatrix In the 
side where the kidney wns removed are somewhat larger, hut thev 
do not seem to cause her any Inconvenience. "Her general condi
tion seems to be very good."



foimation is everywhere in evidence. Here and there nuclear 
figures are visible. The specimen was hardened en manne; 
oveequently one would not expect to find many cell* under- 
-oing division. In the older portions of the growth the cells 
have so multiplied that they form a homogeneous mass. At 
many points coagulation necrosis has taken place and the cells 
'o not stain at all. Such an area, ns a rule, is entirely devoid 
f infiltration, but here and there are aggregations of poly

morphonuclear leucocytes. At some points are masses of 
bright orange pigment, evidently a result of old hemorrhages. 
<uch masses have a fuzzy appearance and closely resemble the 
liter covering of a chestnut. The specimen is undoubtedly 

from an adenocarcinoma. The cells of this growth hear a 
-fliking resemblance to those of the collecting tubules of the 
kidney. Sections of the ureter just below the pelvis of the kid
ney show that it is perfectly normal.

PATHOLOGIC REPORT OP LIVER TVMOR.

The specimen consists of a tumor removed from the lower 
portion of the liver. Attached to this are the gall bladder and 
i small amount of normal liver substance. The tumor is Id 
cm. long, 14 cm. broad and 13 cm. in its anteroposterior diam
eters. It is slightly lobulated, has a smooth surface and ap
pears gradually to blend with the healthy liver substance. 
Passing over the middle of the lower surface of the tumor is 
n thin strip of liver substance representing all that remains 
of the lower edge of the liver. The raw surface corresponding 
to the liver attachment is 1(1 cm. in length, 0 cm. in breadth. 
The liver tissue is apparently normal. The growth on palpa
tion seems to be filled with thick fluid contents and strongly 
suggests an abscess.

The specimen was hardened in alcohol before being opened. 
It is surrounded by a capsule 1 to 2 mm. thick. The interior 
is composed of a very soft homogeneous substance. In the out
lying portions, however, it is rather spongy. In the hardened 
specimen the growth presents a mottled appearance; in places 
it is reddish-blue, at other points yellowisli-white in color. 
Only a small amount of healthy liver substance is present. 
The gall bladder is firmly attached to the upper and inner side 
of the growth and measures 7 cm. in length, 3 cm. in breadth.

To describe the histologic appearance of this tumor would 
lie to repeat what has been said of the histologic appearance of 
the kidney. It is identical in every particular. In other 
words, it is an adenocarcinoma secondary to the primary 
growlh in the kidney It also contains numerous areas of 
degeneration.

In 181)2 T. S. Wcfttcott tabulated 20 owe* of partial 
resection of the liver for Dr. Keen. A second article 
by Keen, in 1897, contained n tabulation of Cases 21 
to 59 by 0. W. Spencer. For Keen's article, published 
in 1899, H. II. Cushing and M. L. Downs have tabu
lated nil additional caws to that date. The accom
panying tabulation includes the cases that 1 have been 
able to gather from the literature «since 1899; for con
venience the lines laid down by Keen have been fol
lowed.

This case is unusual for the apparently rapid devel
opment of the hepatic growth, the symptoms being of 
less than a week’s duration. It is further unusual to 
find a single metastatic nodule in the liver following a 
primary growth in the kidney.

Considering the fact that the patient had only one 
kidney, that the urine contained blood ami pus, that the 
temperature was 102.5 F., and the physical condition 
poor. 1 advised letting the growth alone. Dr. Trippe. 
who was not only the patient's physician, but also a 
near relative, on the grounds that her condition was 
rapidly growing worse and that she could not last many 
days, insisted on its removal. That he was right is 
clearly shown by the temporary recovery of the patient, 
and I freely confess that any credit for the opera
tion is due entirely to him. Certainly no case that I 
could find in the literature offered less prospects of even 
a temporary success, but Dr. Keen, when reporting his 
last case, said: “After mv experience with these three 
cases I should hardly hesitate to attack almost any he
patic tumor without regard to its size.”



UTERINE ELEVATOR FORCERS.

THOMAS S. ( I'Ll.I \. M it.
BAI.T1MORK,

When dealing with adhesion# in the pelvis, it is often nece* 
sary to draw the uterus upward and forward so that the adhe 
sions can be cut under guidance of the eye. Traction may be 
made by grasping the round ligament, the margin of the tube 
or the utero-ovarian ligament with artery forceps, but in in
flammatory coses the tissue is peculiarly prone to tear and 
considerable bleeding is liable to follow if much traction be 
made. The uterus may be grasped with bullet forceps. These 
are apt to tear out if much traction be exerted, and, even if 
they do not, subsequent bleeding from the points where the 
instrument grasped the organ is a source of annoyance ami 
several sutures are often required to check it.

About two years ago, 1 hail forceps made that obviate most 
of these difficulties. One might very well speak of the instru 
ment as a “cross" between obstetrical and artery forceps. The 
handles are those of a pair of artery forceps, the blades are

nearly an inch broad and viewed from the inner surface are 
concave from side to side and from above downward. In other 
words, they are so formed that they will accommodate them 
selves to the general contour of the uterus, and if tightly ap
plied will hold the organ firmly. If the forceps be snugly ap
plied to a thumb, it is impossible to withdraw it and yet at the 
same time no pain or unnecessary pressure need be felt. The 
forceps may be fenestrated if desired.

The traction forceps have the following disadvantages: I 
They sometimes slip off, especially if the uterus be infantile 
2. It sometimes requires both hands to apply them.

In the two years I have, on the whole, found them very satis- 
fact iry. Even when dealing with the large, boggy uteri, which 
bleed so readily, there has been no injury nor subsequent bleed
ing, save in one instance, where a slight abrasion oc
curred. Often in such uteri a depression fully 3 mm. is 
made by the forceps, but in a few minutes all trace of it has 
disappeared.

When suspension of the uterus is advisable the sutures can 
be easily placed through the fundii* between the blades of the 
forceps.

Reprinted from The Journal of the Amer iron Medical 
Association, April 29, 1905.
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I From Tue Johns Hopkins Hospital Bulletin, Vol. XVII, No. 1N2, 
Mny. I win.)

JOHNS HOPKINS MEDICAL SOCIETY.

January 8, 1900.

Report of Cases. Ub. Thomas S. Cullen.

Case I.—Early Tuberculosis of the Kidney.—Diagnosis (t50) 
of the tuberculous process made from thickening of the ureter 
detected on vaginal examination.

Miss E. Q., aged 24, seen in consultation with I)r. Fcnby 
and admitted to the Johns Hopkins Hospital, October 26,
1905. The patient complained of pain on urination. The 
family and personal histories were not important, except that 
she had been suffering with diarrhoea and complained of 
slimy stools with pain in the rectum on defecation. She had 
had dysmenorrhea.

Present trouble.—For eight months she has had pain at the 
end of urination. This is her chief complaint at present.
At first the pain was cutting and almost intolerable. At pres
ent she has to void small quantities every ten or fifteen min
utes. There is no history of hematuria. Five or six days be
fore admission her trouble became very acute and she noticed 
shreds in the urine. Recently she has had chills and fever.
She has always had pain and tenderness on the left side just 
above the hip and in the flank.

General examination.—The heart action is weak and irreg
ular. The lungs are clear.

A cystoscopic examination shows well-defined ulcers scat
tered throughout the base of the bladder ; in numerous 
places near the ulcers are small tubercles. The inflammation 
is especially noticeable around the left ureter. The urine 
contains pus, but no tubercle bacilli can be detected. On 
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(150) r examination the left ureter can be palpated through
tli ina, and is recognized as a hard pencil-like cord pass
ing upward along the left side of the pelvic wall.

Operation, October 28, 1005.—Left nephrectomy; partial 
ureterectomy. On cutting down on the kidney the capsule 
was found adherent and definite tubercles were easily made

After tying the renal vessels separately the ureter was 
freed as far as possible, but ns the patient’s pulse was 140 
when we started and became weaker it was impossible to 
take time enough to remove the entire ureter. The ureter 
was freed as far as the pelvic brim, tied with Pagenstecker 
thread, and then cut across with the Pacquelin cautery. A 
small drain was inserted. The patient did well after oper
ation and rapidly grew stronger, although she had intense 
bladder pain.

Second Operation, November 11.—Ureterectomy. Cvsto- 
scopic examination still showed considerable cystitis, but there 
had been a moderate improvement. It was consequently de
cided not to make a vesico-vaginal fistula, but rather to see 
if the bladder symptoms would not clear up after removal 
of the ureter. An incision was made parallel to Poupart’s 
ligament, from the anterior superior spine almost to the 
symphysis. A gridiron incision was made in the muscles and 
the peritoneum pushed toward the median line. The thick
ened ureter immediately came into view. The upper part 
was loosened without much difficulty. The ureter was freed 
down to the uterine vessels. The uterine artery and veins 
were then tied on both sides and cut as in a Wcrtheim oper
ation. An artery clamp was then introduced into the vagina 
and pressed upward. It was seen that nothing but the vaginal 
mucosa lay between the field of operation and the vagina. 
The forceps was then cut down upon, the vagina opened, and 
the ureter drawn through into the vagina. The lateral in
cision was now partially closed. After a small drain had been 
carried down to the bottom of the incision the ureter was 
excised. Where cut across it showed no thickening. There 
was a slight leakage from the vagina for several days.



November 25.—The patient still has dysuria, but her <l6t)) 
general condition is greatly improved.

January 0, 1006.—During her stay in the hospital she 
gained fifteen pounds and at present looks very well. Mictur
ition is still frequent and last night she had to get up at least 
eight times. There is now much less tenesmus, whereas form
erly just a few drops of urine in the bladder were sufficient 
to bring on a desire to void. The site of the left ureteral 
orifice looks puckered. From the right ureteral orifice spurts 
of urine can be seen and a tendency to eversion of the ureter.
The bladder mucosa looks somewhat injected but the ulcer
ation has apparently disappeared.

Pathological report.—The kidney is normal in size. At its 
upper pole there is an area of softening, 2 by 3 cm. At this 
point beneath the capsule numerous fine yellowish-white 
tubercles are detected. On section the capsule of the kidney 
can be easily stripped off. Near the point at which the 
tubercles were noted is a cavity 2.5 by 2 cm. Lining this are 
numerous minute tubercles. The cavity is filled with a rather 
gnimous material. The cortex between the cavity and the 
surface is everywhere studded with tubercles. The greater 
part of the kidney is comparatively free from the growth, but 051) 
near the middle a few isolated tubercles are visible, and at the 
lower pole several can be detected. A small portion of the 
ureter is present. It is 6 mm. in diameter and very firm.

On histological examination of the area where the tuber
culosis was macroseopieally unmistakable there is a great deal 
of alteration. The tissue is markedly infiltrated with small 
round cells. There is an obliteration of the usual landmarks 
and many tubercles are seen, sometimes lying in groups of 
epithelioid cells : in other places arc large masses of epithe
lioid elements. There is little tendency toward the formation 
of giant cells. In some places the process has gone to casea
tion. The wall of the cavity in the upper part of the kidney 
is composed essentially of tuberculous tissue, and the cavity 
itself contains quantities of polymorphonuclear leucocytes.

The outer coats of the ureter arc for the most port normal.
Here and there, however, a small tubercle is seen. The tissue 
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(151) directly beneath the mucosa shows slight invasion with 
tubercles, but the epithelium lining the ureter is intact. Sec
tions from the lower part of the ureter show that the epi
thelium has entirely disappeared, the cavity being lined 
almost entirely by typical tuberculous tissue.

This ease demonstrates very well the pronounced vesical 
symptoms which van exist with a very small amount of renal 
tuberculosis and the great disintegration of the ureter that 
may take place when so little renal substance is implicated.

The cord-like ureter detected on vaginal examination is 
practically pathognomonic of tuberculosis of the kidney even 
without an examination of the bladder or of the urine.

Case II.—A very rapidly growing sqtiataous-celled carcin
oma of the inner side of the thigh.

Oyn. Xu. Id,330. Mrs. B. F. Admitted to the Johns 
Hopkins Hospital August 29, 1905, complaining of a lump in 
the right side of the thigh. The patient is 53 years of age. 

• white. The menopause occurred at 52, a year before the onset 
of this trouble. The patient has been married 29 years; had 
one child 28 years ago, no miscarriages. Ten years ago she 
noticed a pimple in the groin. This has been growing larger 
ever since and recently there has been a watery discharge from 
it. Pain has sometimes been present when she was sitting up. 
The tumor had increased only gradually, but since the last 
fourteen days the growth has been very rapid. The 
ulcerated surface is painful to the touch; the non-ulcerated 
or outer portion is not.

Operation September 24.—Excision of the fungoid tumor. 
The tumor was carefully covered over with gauze, then drawn 
up and excised without exposing the area of ulceration. 
There was little or no bleeding. The tissues were brought 
together with case.

Oct. 17.—Patient discharged. Incision well healed. The 
outlook is of course most gloomy.

Path. No. SlOh.—Just to the right of the vagina with its 
long axis parallel to that of the vulva is a somewhat pedun
culated tumor which rises about ti cm. above the skin. It is 
8 cm. in length, 4 cm. in breadth. Its outer surface, that is, 

(4)



gr.-Si

Cask II.—A very rapidly growing aquamoiis-velled oar- 
vlnoina of the Inner aide of the thiirh.
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<1*1 > tin1 portion near»'Ml tin* thigh is covered with brawny, glisten
ing skin, bluish-purple in ap|K*uranee. The inner or median 
half is ulcerated and presents a most sickening appearance; 
the color is reddish-hlue, gree.iish. or y ellow : the picture vary
ing greatly in different parts according to the amount of dis
charge and the distribution of the areas of necrosis. On its 
surface as one passes up toward the inguinal region the tissue 
is somewhat raised, has a reddish hue and there has evidently 
hee.i an infiltration of the lymphatics upward toward the 
inguinal glands on the affected side.

On Itixlolnt/icul r.niiiihiiilinii ti e skin a short distance from 
the growth is unaltered. In the vicinity of the growth it 
shows a definite tendency to project downward, although the 
individual cells still retain their usual appearance. The 
underlying connective tissue, however, shows a great deal of 
infiltration with small round cells, particularly abundant along 
the course of the blood-vessels. The growth itself is made up 
entirely of epithelial cells. These have vesicular nuclei. 
They are not. however, uniform in size. There are masses 
of protoplasm containing two, three, or more nuclei. Nuclear 

O .y») figures are abundant and here and there are masses of deeply 
staining chromatin. The nuclei are sometimes so arranged as 
to form large mulberry-shaped masses. The growth is a very 
cellular one. There is very little intervening stroma. Scat
tered abundantly throughout the superficial portions of the 
growth and also at various places deeper down are large 
numbers of polymorphonuclear leucocytes. The superficial 
portions of tin* growth have undergone complete necrosis. 
There are fragmentations of nuclei and deposits of fibrin.

Diagnosis. A very rapidly growing squamous-eel led car
cinoma on the inner side of the thigh.

Casi: III. Early tuberculosis of I lie appendix.
Mrs. I>. Seen in consultation with l>r. Mayer, September 

8. 1905. The patient is ,10 years of age and has had several 
definite attacks of appendicitis within the last year. I saw 
her in a subacute attack with the temperature just a little 
above normal, pulse normal, hut a definite tenderness over the



appendix. On opening the abdomen we found the appendix 
partly bound down by adhesions. At its center was a swollen 
patch that formed a ring around the appendix. The right 
tube and ovary were partially bound down by adhesions. The 
pelvis was filled with clear fluid. We did not obtain any 
history of tuberculosis.

Path. No. 901/0.—The appendix is bulging at the tip. There 
is some injection of the vessels. Apart from the annular 
thickening and the slight bulging at the tip little was to be 
made out «microscopically.

Histological examination.—The surface is covered with 
quite a number of adhesions which arc recent and very 
vascular. In one of the adhesions is a typical tubercle. The 
muscular walls arc for the most part normal, but at one point 
a tubercle is to be seen. Scattered throughout the lymphoid 
tissue arc many tubercles, some of them typical, others con
sisting of epithelioid cells; at numerous {mints caseation has 
already taken place. The mucosa of the appendix is for the 
most part intact and normal. The lumen of the appendix 
contains a great number of polymorphonuclear leucocytes, ami 
in the wall of the appendix, at one point, is a fairly large 
abscess.

In this case we did not for a moment suspect tuberculosis. 
Such instances emphasize the necessity for a routine histo
logical examination in all cases. On questioning the patient 
carefully after operation we learned that she had been under 
treatment within the last year for incipient tuberculosis of the 
left lung.

Case IV.—Tuberculosis of the appendix, cæcum, colon, 
and small bowel.

Mr. M. Seen in consultation with Dr. Mayer ami admitted 
to the Church Home, November 1.1, 190.r>. The patient is 
14 years of age ami for several months has been under the care 
of Dr. McConachic for ulceration of the larynx. IIis symp
toms were relieved, but the exact cause was not determined. 
The patient has also been sulfering from tuberculosis of the 
li ft lung. During the last six weeks he has lost twelve pounds



(I5ü) an,i has complained of n groat deni of pain in the pit of the 
stomach. On palpation a definite thickening can be made out 
over the pyloric orifice. He has had some fever. Yesterday 
it was 102° F.

It was deemed wise to do an exploratory laparotomy. An 
incision was made over the appendix ns there was also some 
thickening at that point. The appendix was found to lie 
more than twice its natural size. The cæcum in the vicinity 
showed much induration, especially around the base of the 
appendix. The area of thickening detected on clinical exam
ination proved to lie in the transverse colon. Here over an 
area fully f> cm. long the bowel was greatly thickened. Over 
its surface was a leash of blood-vessels, and beneath its peri
toneum a few definite tubercles could be detected. On further 
examination I found that the small bowel at intervals of from 
six to eight inches was encircled by bluish-red areas fully l."> 
cm. in breadth—annular ulcerations. These were abundantly 
dotted with small tubercles and along their blood-vessels were 
little beads of tubercles. In many places along the convexity 
of the intestines were little streaks, evidently dilated lym
phatics. It looked very much as if one had gone over the sur
face here and there with a fine brush and white fluid making 
delicate streaks. All gradations of the early tubercles could 
be detected, but at no point was there evidence of caseation. 
We removed the appendix and closed the abdomen. There 
was no apparent involvement of the omentum or of the abdom
inal peritoneum. The patient improved very much. His 
tem))crature remained normal for at least a weak. Later on 
he was put on tuberculin. Just prior to leaving the hospital 
his temperature again arose and he rapidly lost ground.

Path. No. 0200.—The appendix is 0 cm. long and varies 
from 7 to 12 mm. in diameter, the end being considerably dis
tended and blunt. It is covered with delicate shaggy adhe
sions and its vessels are very much injected. At no point 
is there any evidence of stricture. On section the lumen 
is found to be filled with greenish pus. The walls of the 
appendix are thickened. The mucosa is much infiltrated and 
the specimen is somewhat suggestive of plastic tuberculosis.

(8)
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On histological examination numerous old but very vas- ' 
cular adhesions are seen on the outer surface. They contain 
quantities of small and several large blood-vessels. The mus
cular walls show infiltration with small round cells. Scattered 
throughout the lymphoid tissue are many typical tubercles.
The mucosa at numerous points is intact, hut in other places 
has disappeared, the inner surface being represented by case
ous material. The lumen of the appendix is practically filled 
with polymorphonuclear leucocytes.

Case V.—The right ovary in the abdominal scar following 
an operation for appendix abscess.

Mrs. G. Seen in consultation with Dr. Savage. October !»,
1005. The patient complained of bulging in the scar remain
ing from a former appendix incision and of a sensation (l53) 
of weight in the lower abdomen. The family history 
was unimportant. Ten years ago she was operated on 
by Dr. Kelly at the Johns Hopkins Hospital for a pelvic 
abscess which was opened into through the vagina. The con
dition was a very serious one and she was compelled to remain 
in bed for three months. The second operation was performed 
shortly after by Dr. J. G. Clark, for an appendix abscess. It 
was necessary to provide for free drainage and it was between 
three and four months before the patient regained her 
strength. Ever since then it has been necessary for her to 
wear a bandage, and at times there has been an apparent 
puffiness and tenderness in the abdominal scar. In the right 
lower quadrant of the abdomen is the scar of the appendix 
operation. It is about six inches in length. In the middle 
of the scar there is a small area of tenderness. The tissue 
here can he pushed in to some extent. In the lower part of 
the incision is a definite and sensitive thickening. On exam
ination under anaesthesia 1 found along the appendix scar 
definite points of thickening and at the lower end a nodule 
fully 5 cm. long by 2 cm. broad. This was firmly adherent 
to the skin and felt very much like the thickened omentum.
On resecting the old scar and entering the abdomen we found 
what at first appeared to he an adherent omentum was in
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(153) reality n largo cystic ovary which lay directly beneath the skin. 
Attached to it was a hydrosalpinx fully 1.5 cm. in diameter. 
The omentum had come down and had become adherent to the 
bladder, anterior abdominal wall, and the ovary. We loosened 
the omental adhesions to the ovary, but in order to avoid 
leaving fresh raw areas we left the omental adhesions to the 
bladder and abdominal wall as they were comparatively 
smooth. After controlling all oozing on the right side we 
loosened up the left ovary which was embedded in adhesions 
to the pelvic floor and to minimize the possibility of infection 
we placed a gauze drain in the pelvis and brought it out 
through the vagina. The abdomen was closed without drain
age. The patient made a very satisfactory recovery.

'Path. Ao. 918b.—The specimen consists of a tube and 
ovary. The ovary is practically normal in size and is covered 
everywhere by adhesions and contains several small Graafian 
follicles, and a partially organized corpus luteum. The tube 
is also covered by adhesions.

Microscopically, neither tube nor ovary shows anything 
abnormal.

Case VI.—An obscure abdominal tumor in the right upper 
quadrant consisting of an elongated right hepatic lobe, a 
prolapsed right kidney, and an appendix adherent to the 
gall-bladder.

Gyn. No. 12521.—Mrs. A. I). Age GO. Patient of Dr. 
Singewald. Admitted to the Johns Hopkins Hospital, No
vember 10,1905. This patient entered the hospital complain
ing of pain in lier right side. Her family and previous history 
are negative. Her menses ceased at 44. Married twenty- 
eight years; has had twelve children. About two years ago 
the patient noticed a fullness after eating, and one year ago a 
swelling in the right side just below the ribs. This has per
sisted, and she thinks it has become larger and lately has been 
growing rapidly. The increase in size has been accompanied 
by some pain and a feeling of pressure. She has been able to 
walk around the house, but cannot stand much exertion. Pain 
n revente her from lying down on the right side ; she is most 
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comfortable on her back. After eating she haa noticed a (,M) 
good deal of discomfort in the right side. Has not lost in 
weight or in strength. Dr. Kushmore on examination found 
a cyst-like mass in the right flank which was indistinct ; the 
movements are restricted and the growth does not extend into 
the pelvis. The vaginal examination yields practically 
nothing.

Operation, November IS, 1005.—On examining the patient 
under anaesthesia I readily made out a large firm mass occupy
ing the right upper quadrant of the abdomen. The mass, 
however, had a rounded contour ami extended within 3 cm. 
of the median line anteriorly, downward it could be traced to 
a point «bout 4 cm. below the umbilicus. It was impossible 
to tell whether we were dealing with a renal tumor, a growth 
from the bowel, or with some pathological condition implicat
ing the liver or gall-bladder. A small opening was accord
ingly made through the right rectus to determine the exact 
condition. On opening the abdomen it was found that a part 
of this mass was due to a prolapsed and somewhat thickened 
right lobe of the liver. The posterior portion of the mass 
was formed by the prolapsed right kidney; and lying in 
between and extending up along the under surface of the liver 
for at least 5 cm. was the appendix. This was considerably 
thickened and adherent to the gall-bladder and cystic duct.
The adhesions were gradually liberated, and the appendix 
was removed without difficulty. The patient stood the oper
ation well.

November 20, 1905.—The patient is in excellent condition.
I’ath. No. 9229.—The specimen consists of the appendix 

which apart from a few adhesions appears perfectly normal.
Histological examination.—Attached to the outer surface 

arc several dense and very vascular adhesions. The muscular 
walls are normal and the mucosa is unaltered.

In this case the symptoms were undoubtedly due entirely 
to the tugging of the appendix adhesions as evidenced bv the 
fact that the discomfort has entirely disappeared, notwith
standing that the tumor consisting of the right lobe of the 
liver and the prolapsed right kidney still exists.



(1881 Case VII.—Abscess between the abdominal peritoneum and
omentum four weeks after labor. Involvement of the lower 
edge of the liver. Opening of abscess; secondary exploration 
in region of liver with marked tearing of the friable organ. 
Hemorrhage controlled with blunt liver needles. Complete 
recovery.

Oyn. No. 1245G.—A. M. Seen in consultation, October 
20, 1905, and at once admitted to the hospital. She is 30 
years of age, married, white. Her family and previous history 

(154) are negative. She complains of a good deal of abdominal 
discomfort and of fever. The patient has been married seven
teen years, has had ten children, the oldest 14 years, the 
youngest born September 19, 1905, just one month before 
admission. Her labors have all been difficult and instru
mental. On several occasions there was tearing. Four years 
ago her perineum was repaired at this hospital. For several 
days prior to her labor in September she had been in bed with 
a fever. The delivery was instrumental. The labor was fol
lowed by a most profuse hemorrhage. Fever and chills con
tinued for four days after delivery. Ever since that date 
she has had chills and fever and a marked pallor has been 
noted. On admission to the hospital she was extremely 
ann-mic: hæmoglobin 20 per cent, leucocytes 11,200. There 
were distinct h ternie murmurs, but the heart was otherwise 
normal ; the lung sounds were normal. The right eve was 
inflamed. A white scar was visible on the cornea and a 
definite purulent exudate was made out. The abdomen was 
distended and just to the left and above the umbilicus there 
was a definite area of bulging. Just to the left of the umbil
icus and corresponding to elevations was an indurated area, 
2.5 inches in diameter. This was somewhat tender. The 
lower part of the abdomen was hard, and suggested the exist
ence of a large abdominal tumor. There was no reddening. 
There was more or less tenderness over the entire abdomen 
especially over the small tumor elevation noted on the left side. 
On pelvic examination nothing could be detected. The cervix 
was high up. The uterus was movable. Ou both sides the 
appendages were perfectly free.



Operation October 21.—An incision was made over the (1M) 
hardened and indurated area on the left side. On passing 
down to the peritoneum we encountered a large abscess con
taining foul-smelling whitish pus. On careful exploration 
the cavity was found to continue upward almost to the free 
margin of the ribs and downward to within about 8 cm. of 
the pubes, but apparently lay between the anterior abdominal 
wall and the omentum. No intestines or abdominal contents 
were to be seen. The cavity was loosely packed with iodoform 
gauze and the patient left the table in a precarious condition. 
Cultures from the pus showed no growth. Anaerobic cultures 
were not made. For a few days large quantities of pus were 
discharged. Her temperature kept up and she became de
lirious and had to be taken to the isolation ward.

On October S, the haemoglobin was 25 per cent, the leuco
cytes were 15,200.

November b, the patient was brought down to the operating 
room as her condition was not progressing satisfactorily. We 
could detect an area of induration along the free margin of 
the ribs on the right side. Artery forceps were introduced in 
the previous opening and carried up to where the induration 
was detected on the right side. We then cut down upon the 
indurated area in the flank. An incision was made on the 
outer side of the rectus ; the peritoneum was found thickened. 
There was much redema in the sub-peritoneal tissues. The 
liver was found lying just beneath the incision and appeared 
to be necrotic; it broke up very readily under the examining 
finger and there was free hemorrhage. The insertion of three 
or four cat-gut sutures, however, with the blunt needle checked 
the oozing. We drained down to the edge of the liver and 
also repacked the large abscess cavity. Apparently the ab
dominal abscess had its origin from the gall-bladder or had 
been a primary liver abscess, but in no way involved the pelvic 
organs and had apparently been almost entirely anterior to 
the omentum. The patient gradually improved. The tem
perature dropped from 102 to 100° F. The appetite also im
proved.

November 20.—She was taken out of doors although her 
(18)
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MM) condition was still rather precarious. From this time her 
mental condition rapidly cleared up and a decided improve
ment was noted each day and she was discharged on December 
21 with the abominai wound completely closed ; there was no 
tenderness at any point, the hrcmoglobin was 7(5 per cent and 
the mental condition was perfectly satisfactory.

Case VIII.—The velvety feel of an unruptured tubal 
pregnancy.

K. P., colored, aged 30, married, was admitted to the Johns 
Hopkins Hospital, September 19, 1905. She has been com
plaining of uterine bleeding, and pain in the hack and right 
side for seventeen days. Her family and previous history are 
unimportant. The menses began at fifteen. For two years 
they were regular without pain, later the periods became pain
ful and lasted longer. Her last period was August 24, the 
previoes one in July. She has been married fourteen years, 
has had no children but one pregnancy, with an abortion at 
two months, four years ago. On September 2, she commenced 
to have considerable pain in the back and on the right side 
low down ; also a bloody discharge. The periods continued 
without relief. There is continuous aching pain in the 
lower part of the back and irregular sharp pains in the right 
side. The abdomen is very sensitive. Examination under 
anaesthesia disclosed a multinodular myomatous uterus, the 
organ being about three times the usual size. Several hard 
nodules could be made out. On the left side was a nodule 
about 3 cm. in diameter. This differed somewhat from the 
surrounding ones. The myomatous nodules were uniform, 
firm in consistency, while the nodule on the left side, although 
hard in places, gave a sensation of softness. In other words, 
it gave one the sensation of a firm body with a rather yield
ing outer covering. I ventured to make a provisional diag
nosis of tubal pregnancy, although at that time we had not 
rend the history.

September 83.—On opening the abdomen a small amount 
of clear fluid was found in the peritoneal cavity. The uterus 
was multinodular, about three times the natural size. The



ovaries were adherent, the right tube was also somewhat ad- 1,541 
herent. The left tube was swollen and adherent to the uterus.
Near the uterus it was 2.5 cm. in diameter, purplish-red 
in color, and contained an unruptured tubal pregnancy. The 
uterus and the tubes were removed in the usual wav from left 
to right. The ovaries were not disturbed. On opening the 
tube, Mr. Broedel found that the fœtus was perfectly pre
served and the membranes were still intact. The patient (165) 
made a very satisfactory recovery.

Our diagnosis was based on a definite and yet apparently 
undescribed sign, which 1 think we may designate ns the 
“velvety feel.” The examining linger detects a nodule which 
on gentle pressure seems to be rather soft and vet on firm 
pressure is found to he hard. The same sensation can l>e 
readily obtained by covering a piece of wood with velvet. This 
“ velvety feel ” is doubtless due to the soft muscular covering 
which encircles the pregnant sphere.

Cask IX.—Pregnancy in one horn of a bicornate uterus, 
giving symptoms identical with those of tubal pregnancy.

Mrs. R. C. F. consulted me on November 23, 1905. She 
has been married alwut three months. Her period of October 
13 was two weeks late, the flow was very scant, dark, and 
lasted from ten to eleven days. Her period came on again on 
November 11, and has lasted on and of! practically every day 
since then. For more than a month she has had pain in the 
lower abdomen, sometimes on the left side, at other times on 
the right. She has been nauseated, a symptom which she has 
never had previously. On pelvic examination the cervix was 
found to be normal, but slightly softened. The uterus was 
somewhat enlarged ; there was no thickening on the right 
side. On the left there was a sensation of tenderness and in 
close proximity to the uterus was a mass about half as large 
again as the ovary.

The clinical history and the pelvic examination strongly 
suggested extra-uterine pregnancy. I accordingly made an 
ether examination the following morning. I was still able to 
detect the lump on the left side. After going into the ques-

(15)



tion thoroughly it was decided that an exploratory operation 
should be performed, although 1 could not positively exclude 
int ta-uterine pregnancy. On opening the abdomen a 24 
months* pregnancy was found in the right uterus to which 
were attached the corresponding tube and ovary. The hard 
mass detected on the left side, apparently plastered up against

2ft month!

FIGURE 1.

the uterus, was the left non-pregnant horn. To the left of 
this the corresponding appendages were attached. Between 
the pregnant right horn and the non-pregnant left horn was a 
depression not more than 1 cm. in depth, a depression that 
might very readily have been overlooked; in fact when the 
patient was curetted some three years ago the utenis was 
apparently normal in size and no unevenness was noted. The 
abdomen was at once closed. The patient left the hospital 
in about 12 days. The condition here present is a most in
teresting one. If we for a moment consider the left uterine 
horn as a separate uterus, then gestation in the right uterine 
horn constitutes an extra-uterine pregnancy, consequently we 
should expect a “ sympathie ” development of decidua in the



left uterine horn. This would naturally for some time be 
accompanied by a bloody discharge.

Case X. -Path. Xu. 0002.—Adenocarcinoma of the ab
dominal peritoneum complication uterine myomata.

Mrs. R, age 58. Seen in consultation with Dr. Wilmcr 
Brinton, October I. 1905. Twenty years ago Dr. Brinton saw 
this patient and found a fibroid about the size of an adult’s 
head. He wisely advised against operation, as at that time 
the mortality was exceedingly high. He did not see her again 
until three months ago when she had a definite attack of per
itonitis and since then has been forced to sit up all the time, 
she cannot lie down except with her knees drawn up. The 
cervix is intact. There is a good deal of offensive discharge. 
The abdomen is board-like, and is occupied by a tumor which 
fills the vaginal vault and extends almost to the umbilicus. 
Although the patient is very anœmic her pulse is of good vol
ume and an exploratory operation seems justifiable.

October 10.—On opening the abdomen we found the 
omentum greatly thickened and a firm cord running up to the 
diaphragm just to the left of the median line. Numerous 
nodules were found scattered throughout the abdomen, and 
there was a large pelvic tumor. There seemed to be little 
doubt that we were dealing with a malignant change in a 
myoma associated with métastasés. We removed a small 
piece of tissue for examination. It was impossible to attempt 
to completely enucleate the growth.

On histological examination of one of the omental nodules 
we found that the greater part of adipose tissue had been 
replaced by fibrous tissue which was very vascular. Scattered 
throughout this were masses of cells, which showed a tend- 
riicy toward glandular arrangement. These cells had fairly 
deeply staining nuclei, in other places isolated cells of the 
tumor arc found lying in the stroma. These were very large, 
many wore multi-nuclear and had deeply staining nuclei. It 
appeared to be a most rapidly growing form of carcinoma.

In this case we had evidently had a large myoma which had 
lain dormant for a good many years and then carcinoma,

(17)



<185> possibly of the body of the uterus, hud suddenly developed and 
gone on to the formation of métastasés. With our present 
perfection in technique early operation in the greater number 
of myoma eases is clearly indicated as has been so forcibly 
pointed out by Charles P. Noble, of Philadelphia.
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A SERIES OF INTESTINAL ANASTOMOSES.

BY THOM AH H. VVLLKN. M B. (ToH.f,
AwuN'IaW I'rofeiSor ol «!>nmilug>, Johns llo|ikins Viilvrruliy

In going over my cases of the last few years 1 thought it might 
be advisable to describe in detail those in which it was necessary 
to remove portions of the bowel. The number is somewhat 
limited, but each case offers several points of interest :

Secondary carcinoma of the small bowel, 1 case.
Primary carcinoma of the cecum, 2 cases.
Tuberculosis of the cecum with perforation, 1 case.
(’arcinotna of the sigmoid ilexure, 1 case.
Carcinoma of the sigmoid flexure, complicated by a large 

uterine myoma, 1 case.
Carcinoma of the rectum secondary to a primary growth in 

the right Fallopian tube, 1 case.
ltectal diverticula, with j)erforntion and abscess, 1 case.

Secondary Carcinoma ok the Small Bowki..

In the following case a loop of the small bowel had become 
adherent to a friable carcinoma of the ovary. The growth had 
invaded the intestinal wall and the slightest traction was suffi
cient to rupture it. The Connell interrupted suture was employed 
except for the last few sutures, where we used mattress sutures 
penetrating the |*ritoneal and muscular coats but not piercing 
the mucosa. To make doubly sure we reinforoed with a running 
suture entirely around the bowel. As it was impossible to com
pletely remove the carcinoma of the ovary, a large gangrenous 
area being left behind and requiring drainage, wo found it neces
sary to push the loop containing the anastomoses far over to the 
left among healthy loops; otherwise it would certainly have ben 
infected by the necrotic and gangrenous tissue. As noted in the 
history the bowel gave no further trouble.

Tentative diagnosis: Subperitoneal and intraligamentary 
myomata. Actual condition: Hydrosalpinx, adenocarcinoma of 
the right ovary, involvement of the small bowel and marked 
extension to the bladder. Hysterectomy, partial removal of the 
cancerous growth, resection of a portion of the small bowel; tem
porary recovery.*
•Extracted from the Journal of the A meriran Méditai A**orintion. November I». IWH.
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llintory.—On Jun. 2.'», 11)04, I saw thv initient, who was 18 
Mars of âge. lier menstrual periods had continued regularly 
until she was 44. Since then the flow had appeared every three 
or four months, and there had lieen a slight vaginal discharge. 
Two years previously she lunl passed a calculus, apparently from 
the left kidney.

Examination.—On vaginal examination I found the uterus 
half as large again as normal. Projecting from the fundus on 
the right side, and v< rv prominent, was what appeared to be a 
snbpcritoneal myoma about *» cm. in diameter. The right aide 
of the pelvis was till* «1 by a growth which apparently sprang 
from the uterus and tilled the broad ligament. This growth in 
contour and consistence resembled a myoma.

O Iteration.—On opening the abdomen (Feb. 2) I found the 
uterus moderately enlarged. The supposed subperitomal 
myoma proved to lie a very, tense hydrosalpinx, which was 
kinked forward, thus accounting for its prominence. The 
growth on the right side was a carcinoma of the ovary. It 
tilled the broad ligament and had infiltrated the bladder wall. 
Attached to the cancerous mass was the omentum with a loop 
of small gut. A* the gut at this point was markedly constricted,
I attempted by gentle dissection to release it, but the bowel was 
so infiltrated by cauc r that it commenced t . t*ar a id rose • on 
of a portion was imperative. It was decided that the only hope 
of even temporary relief would be bys e ect nnv with as thor<ngli 
removal of the growth as possible. 'I bis was done, but a raw, 
green. ofTensivi. cancerous area, fully ti cm. in diameter, remained 
attached to the surface of the bladder. Three inches of the bow< I 
were then r« seeled and the ends united by means of the Counell 
suture, supplemented hv the Lemliert suture. The anastomosed 
bowel was then placed among healthy loops of gut as far removed 
from the necrotic area as feasible. The pelvis was drained 
through the vagina and abdomen. The patient recovered 
promptly, hut naturally still has n small alxlominal sinus. We 
have employed a retention catheter continuously, as even its tem
porary removal was promptly followed by the signs of ascending 
renal infection. In November, 1901, the patient was in fairly 
good condition and had lient vntindv relieved of abdominal dis
tension and cramps, to which she had lieen subject for some 'ime 
prior to tin* operation.

In this case the elrarly outlined subperitoneal nodule asso
ciated with tin growth on the right side gave us a clinical picture 
very characteristic of multiple myomata, and this diagnosis was 
further strengthened bv the healthy ap|K-nrnnce of the patient 
Rome may doubt the wisdom of attempting any operative proce
dure in these eases, hut in the liberation of the constricted and
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friable intestinal loop tin- bowel was opmied, ami thru the more 
radical procedure seemed to offer the best chance of temporarily 
relieving the patient. In this case an absolute diagnosis would 
have Ik'cii impossible without opening the abdomen.

Primary Carcinoma of tiik Cecum.

We have op rated upon tw» cases of thi- variety. Otic patient 
was 55 years of age, the other 50. In Gyn. No. 12107 the patient 
was greatly emaciated, bail complained for months of strain ng 
in the lower abdomen and later bad passed much blood. The 
tumor was easily palpable in the cecal region and operation was 
at first deemed out of the question. After a week’s rest in the 
hospital, however, she had improved and at her earnest solicita-

FUil UK 1 SCHEME OF OUKHATION IN UltOWTIlM OF TIIK CKCl'M.
I Lutoral nmwtomoHiH licl weon Hie lrim*vi'r*e colon nnd hiimII Imwcl. Section - 

Ileum «mil closure of end. .1. Ucmovul of llicgruwlli ami closure of the cml of llic trims 
verse colon. If the initient should suddenly collapse the o|«erallon may be abandoned at 
any one of these three step».

tion the operation was undertaken. The subsequent months of 
comparative comfort were certainly well worth the on leal of the 
operation, and up to the last she never had the unpleasant nnd 
racking symptoms that had been present before the operation.

In case No. 12016 the patient bud lost some weight but was 
still in fairly good condition. She bad never bad any bloody 
stools and complained of very little discomfort. It is sometimes 
difficult to understand why in the one case there was so much 
hemorrhage while in the second, apparently equally far advanced, 
there was never any loss of blood. In the latter the eharicter of 
the growth may afford the explanation. It was a colloid car
cinoma. The greater part of the growth had been converted into 
colloid material. Near the surface few blood vessels were present.

X
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Case 1215*7, on the other hand, was a typical instance of adeno
carcinoma with -mall glands.

In one case we left a fistulous opening, in the other we closed 
without * ige. The latter method is. I think, the better pro
cedure. In cases of carcinoma of the cecum it seems wiser to 
make the lateral anastomosis with Hobson’s or Moynihan’s clamps 
first. If tin- patient 1m- ton weak, the subsequent steps of the 
operation can be omitted (Fig. 1). Is sin* lie still in fair condi
tion the growth is removed and the ends of the ileum and ascending 
colon can be closed.

Adeno-carcinoma of the cecum : i/nnt emaciation ; tat real anas
tomosis bet arm the ileum and transverse colon: resection of the 
diseased boarl; temporary recoverij.

(lyn. No. 12107. Mrs. .1. ft., white, aged 50. Admitted to 
tin Johns Hopkins Hospital, June 21, 1005. Discharged Aug. 
2. 1005.

rin- patient’s chief complaint is of weakness and exhaustion. 
She has never Ix-en strong. Six years ago she had general dropsy. 
Has Im'cii married 37 years. Has had five children, the youngest 
25 years old. The menopause occurred five years ago. Two years 
ago tin- patient began to pass much mucus bv the rectum and had 
a good deal of straining in tin- lower abdomen. She passed no 
blood. This condition persisted until four weeks ago when the 
movements became very dark and foul-smelling ; there was never 
any bright blood in the stools. There has been rapid loss of 
weight and strength and a tender lump has recently been not ici d 
in the right iliac fossa just above the erest. This has become in
creasingly tender and for the past week the exhaustion has been 
extreme. There have been no nausea, vomiting, or stomach symp
toms of any kind. On examination T found the patient very 
much emaciated, of a sallow tint, the mucous membranes were 
pale and it was with great difficulty that she could walk. Just 
above the crest of tin- ilium on the right side, extending into the 
right iliac fossa, a firm, irregular and very tender mass can be 
fell. This is apparently situated in the cecum or in tin- abdominal 
wall directly over the cecum. Extending upward from this is 
a tumor mass. When the patient came to me I told her husband, 
who is a physician, that it was useless to perform anv operation, 
hut that we could send her to the hospital for a week’s rest prior 
to her going away. During the week she gained considerably 
but then had an intestinal hemorrhage and lost ground. She 
again improved to some extent and wished to have something 
done. It was only after a great deal of persuasion that we decided 
to do an exploratory operation, not for a moment deeming that 
it would 1m- feasible to remove the growth. On June 18. 1005,

59
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she was very much improved in color and strength and her la mo 
globin had increased to GO per cent. The mass in the right iliao 
fossa was not nearly so tender as on admission.

Operation, July <>.—The tumor mass involving the cecum was 
found freely movable. No enlarged glands in the mesentery or 
in the omentum could lie detected, nor was there evidence of |>eri- 
toneal métastasés. On account of the apparent limitation of the 
growth we decided to remove it. The mass was freed from the 
peritoneum of the lateral wall to which it was adherent. Not 
knowing just how long the patient could stand the operation we

Flu I'UK Il.-CAIteiNOMA OF THE VKt'l M.
The greater part of the picture I* occupied hy the crater like growth wriih uinluliiilng 

wiiIIh. IIm line of advniii'ciiiciit In the inu-emling colon In Indicated hy «. 11 - encroach
incut on the ileum by <i". The |ierlvccal fat I- intilt rated hy dinereet noduleu a* wen by h.£

divided the procedure into three steps. First we made a lateral 
anastomosis lietween the lower end of the ileum and the transverse 
colon. Next the ileum was cut across at a safe distance from the 
growth and the end turned iu and closed. The third step con
sisted in loosening up the growth, severing the ascending colon 
above the growth and closing the colon. In this way we could 
have hurriedly concluded at any one of the three steps. The 
abdomen was closed without drainage. In freeing the tumor wo 
had to be exceedingly careful, as the ureter lay directly beneath 
the tumor. The right kidney had been prolapsed and the edge



of it also lay beneath the tumor. The kidney was in close contact 
with the tumor and helped to make the growth seem so large.

July 8.- The patient has done well since the operation ; she 
has had no nausea nor vomiting since I hi' first day. No disten
sion. She is taking her nourishment well.

Several days after this she lM-camc exceedingly weak and it 
was thought that she could not recover, hut she speedily regained 
ground and was discharged apparently well on Aug. 2.

Sept. G.— The doctor wrote me: “ I am glad to say that the 
patient has been home from the hospital five weeks to-day and 
has increased one pound a week in weight. Her appetite is good, 
in fact, better than for two years. Her complexion is fairer than 
for years. She is on her feet the greater part of the day. 'Fakes 
breakfast in her room, hut the other two meals she enjoys at the 
table with the family. Her bowels are all right. At times she 
has some abdominal soreness and swelling.”

I saw tin1 patient in November. Her general condition was 
good, but she had some soreness in the right side. On careful 
palpation we could still delect the sensitive and prolapsed right 
kidney, but there was no evidence of métastasés at any point.

She grew a good deal weaker and died on Jan. 8, 15)00, free 
from pain and perfectly conscious.

Path. No. 8823. The specimen consists of the cecum, of the 
surrounding fat and of the appendix. The entire mass is board
like in consistency. The appendix is practically normal in size 
and is glued down to the cecum and to the neighboring fat. The 
hollow cup of the cecum is surrounded by a dense wall varying 
from 1 to 3 cm. in thickness. The cavity pre-ents a '•rater-like 
appearance and is 3 cm. in depth (Fig. 2). The tissue is dark 
and crumbly. The mucosa, where present, is dark in color. Pro
jecting from the mucous membrane are large and small nodules 
of the growth. On one end of the section is normal mucosa 
belonging to the ascending colon, on the other a considerable flap 
of normal ileum.

Histological Examinai ion.—The cavity is found to be lined 
by many glands which present a tree-like arrangement, the 
epithelium lieing one layer in thickness. This tissue shows a 
great deal of round-celled infiltration. The well-advanced parts 
of the growth are composed of quantities of glands closely packed 
together. These glands are small and in many places the epi
thelium has proliferated to such an extent that the gland cavity 
is completely filled. The cell nuclei are remarkable for their 
uniformity in size. The growth is a typical adeno-circinomn 
which has extended far beyond the contour of the wall of the 
bowel. The outlook, of course, is unfavorable.



Adeno-carcinoma of th> cecum with extensive inn Ivanenl of 
the lymph glands; resection of the diseased bowel. Patient appar
ently well.

Gyn. No. 12011$. Mrs. F. II., admitted to the Johns Hopkins 
Hospital, April 2, 1905. Discharged, June I. Tin- patient is a 
widow 55 years of tig., white. Her family and piexious i is- 
tories are not important. She has lmd two children. Her pr< s ut 
trouble Itegan about three years ago with an attack of diarrhoea, 
less of weight, and general ill health. During the past two years 
she has had sev< rnl attacks of colitis. Hep -aU d examination' --f 
the stools have been negative. Ahdeminal pnlpi.ti<>n from time 
to time did not reveal anything. She has lost about 3> pound in 
weight during the last year, but recently has gained some. She 
is quite anemic ; red corpuscles 2,70'>,00O, leucocyte ' 7.000, 
hemoglobin 10 | er cent. She has had little or no pain lut a 
general sense of soreness at short intervals. In the right iliac 
fossa Dr. Nathan K. dorter noticed a slight thickening : b ut 
three weeks ago. This has b on growing since that time. Appe
tite poor, bowels regular, no bleeding from the bowel at any tii. e. 
On careful pi 1 was able to detect a distinct area of
induration in the region of the cecum. This appeared to h ■ l cm. 
in diameter, but was no index to the actual size of the growth.

April 3.—A b ng incision was made through the right rectus. 
A carcinoma was found involving the cecum and a small per1 ion 
of the ileum and about half of the ascending colon. The b wel 
was freed and clamped nlwve and below. A lateral anastomosis 
was then done bv means of the Movnihan forceps. The free end 
of the ascending colon was closed, the end of the ileum brought 
out through the lower angle of the abdominal incision and the 
abdomen closed.

April fi.—The patient has been unable to retain any nourish
ment. The nausea continues. The bowels have moved, per re
turn, several times. The free end of the ileum that was brought 
out through the lower angle of the wound is sloughing off to fine 
extent. There is no escape of fecal matter through it.

Nausea and vomiting continued at intervals for a week and 
there was at times free fecal discharge from the enterostomy 
wound. The patient gradually improved, and several attempts 
were made to close the fistulous opening, but the bowel was so much 
indurated as a result of fecal matter coming over it. that the 
sutures did not hold. The patient made a very satisfactory re
covery and was discharged from the hospital on .Tune 1. There 
was. however, a slight fecal fistula.

Feb. 2S. 100P».—The fistulous tract closed fully three months 
ago. The patient is in excellent condition and is able to go 
everywhere. She is in 1 letter health than for years. Of course,
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the outlook is very unsatisfactory, considering the histological 
findings.

(lyn.-Path. No. 84V0.—The s|>ecim»n consists of the oecum, 
upjienilix ami a small part of the ileum, also of several mesenteric 
lymph glands. The growth itself is approximately 10 cm. in 
length, !» cm. in breadth and about 8 cm. in thickness. The outer 
8urfie*e is nodular and at several points rather friable. It looks 
waxy or gelatinous and at first sight would make one think that

KlUVItK III.—PIUMAItY eol.LOIIl l AIK IXoMA OK THK < K< I'M.
Oyn. I*i*l li. 'll»'. In l lie lower part of Hie wellon liiNillhy ileum N Keen. In I lie upper 

purl inmlierril iiiucon* of I lie n-.celui lug colon. Tin* lower margin of Hie gro» III I» inill- 
lalcil hy ii. Tho exlciiwlon In I lie awe lining colon by h. The growth i- very thick anil 
prefect* In place, fully l.»cni. Into the lumen of the bowel, li prwent* a tran*lueeiil np 
iM-arancc ami *huw- very liltlc breaking .Inwn except in the vlelnily of /». TIiIh acconiita 
fur Hi.' absence of hemorrhage r In a very large meaenterle glaml. It wan fairly rhblleil 
wilh Hie adeno-enreinonialonR growth.

it was somewhat edematous. The enlargement, on careful exam
ination, is found to be dm- to infiltration of the fat, especially in 
the vicinity of the appendix, by the nodular growth which here 
mid there is granular. The walls of the cecum vary from '» mm. 
to 1.5 cm. in thickness. The tissue has a gelatinous appearance 
and is somewhat transparent. In some places the growth is dirty 
and necrotic looking. The line of junction between the growth 
and the ascending colon is sharply defined, the growth projecting
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about h mm. from the surface. The line of demarcation lietwven 
the growth and the ileum is also sharply defined, but hero the 
mucosa of the ileum is undermined. The largest lymph gland 
in the mesentery reaches 2.."» cm. in diameter.

<>n histological examination the mucosa at the edge of the 
growth is seen to lie normal. As we approach the growth, how
ever, it shows considerable small round-celled infiltration. It 
then ends abruptly and is replaced by the new growth, which ah" 
consists of glands. Tin se glands, however, arc large and -mall 
and not regular as we find in the normal mucosa. Their epi
thelium in many places has so proliferated that the gland lumen 
is obliterated. In other places large and small colonies of glands 
are seen. The nuclei of the gland epithelium arc fairly uniform 
in size; some, however, are larger than usual anti stain deeply. 
From the gland grouping one would not hesitate to make an 
immediate diagnosis of carcinoma. In other places the glands are 
exceedingly small and closely packed together. This is especially 
evident where the tissue is dense anil surrounded by much small 
round-celled infiltration. At other points the glands are separ
ated from the stroma by a colloid secretion, and in the outlying 
portions of the growth where the cancer has run wild this colloid 
material is so pronounced that the epithelium has almost entirely 
disappeared, apparently being converted into this colhdd material. 
The growth has extended to the outer surface of the bowel and, 
as was noted at the operation, extended to the adjoining mesen
tery. Far out in the adipose tissue is a lymph nodule 1 mm. in 
diameter. Along its margin at two points are large areas of 
carcinomatous infiltration where the gland type is perfectly pre
served. The large lymph gland has been given over almost 
entirely to tlu* * new growth ami few if ativ lymphoid elements are 
to be detected except just along the margin of the nodule. Tin- 
case is one of adenocarcinoma of the cecum, in whicli the colloid- 
producing cells predominate.

Tuberculous Stricture of the Asoendi.no Colon.
The careful ami exhaustive articles bearing on lesions of this 

character that have already appeared render it superfluous for me 
to enter into a detailed consideration of the subject Those 
wishing to study the subject fully are referred to the interesting 
articles of llenri Hartmann and Pilliet,* and Reelus,+ in the 
French; of Hofmcister,^ Adolf Hartmann,§ and Gross,|| in the 
German, and of Lartigau,** in this country. Ilofmeister has

Note mir uni" variété de typlilite tnbereulemo ntiniilnnt leu cancerx di- In region. Hull 
dt In So.- . mini, do l’art». |H»i, i. Ixvl. p. 171

• Trplillte cl npnendlrlto luherculeiiHe*. < linlnne» < Tiirnrgienles de In Mtlé, IWM. p. HIT
{teller ninllliile UnrnwteniMen. tnlierknliHen CinpriingM, Iteiimge ziir kllnl-rlivn

Chirurgie. Him, ltd. xvll. s .-i77.
* Kin Fall vn tul.erknl.Hei Dirm-leim-e, Innug lllm., Tuliingen. I«I7.

I'elwr Strleturlrende DurnitnlierkiiliHe. lining. Ill*» Tubingen, am.
•• .Innmill of Experimental Medicine, am. x ol vi.. p. £1.



tubulated all the eases he could find in tin* literature, and hi' con
sideration of the Mihjict is most thorough, while Baumgurieu, 
through his students, Hartmann and dross, has contributed n »L a 
little to the pathological aspect of this disease. The works of 
Lartigau and llofmeisti r should be carefully read by all par
ticularly interested in this class of cases.

Tuberculous ulceration of the intestine is relatively t'reqvent, 
as evidenced by the findings at autopsy, but stricture of the lumen 
of the bowel following as a result of this condition is somewhat 
rare, llofmeister says that Eiscnhardt, in 1,000 autopsies on 
tuberculous patients, found intestinal lesions 500 times. In only 
!>, liowevi r, was there a more or less definite stricture of the bowel.

Tuberculous strictures of the bowel arc usually single and situ
ated at the ileocecal valve. The cecum is converted into a sausage - 
shape d mass, which is adherent, as a rule, posteriorly and occasion
ally laterally. The omentum, although at times adherent to the 
growth, is le t ns pron • to engraft itself on the tumor as in cases in 
which app mlicitis exists. The outer surface, while relati « ly 
smooth, may b • studded by a few tubercles. At one point the gut 
shows a constriction, and usually around this the adipose tissue 
is very dense. Where the cecum is cut into, the mucosa frequently 
shows considerable alteration. It is sometimes studdi d with irreg- 
ular or serpiginous tuberculous ulcers, while the intervening 
mucous membrane is the seat of a chronic inflammatory process. 
At the point of stricture the lumen of the gut is so narrow that the 
tip of the finger can hardly be introduced. In some cast > so small 
is the calibre of the bowel that a sound is passed with difficulty, 
and in our case a small bird-shot was sufficient to c mpletely 
occlude the canal. The degree of alteration in the creti n va ies 
with the individual case, and it is only necessary for the reader to 
picture the tuberculous process advancing until the cecum becomes 
matted and densely adherent to all the neighboring structures, 
ami, iu rare instances, the process gradually involves the abdom
inal wall until finally there is a fistulous opening on the surface. 
Even in tin early stages the mesenteric glands are enlarged and 
already involved in the tuberculous process, and where the cc*al 
invasion is apparently in its incipiency there may be caseation of 
these glands.

Tuberculous stenoses of the gut, when multiple, are almost in
variably situated in tic ileum. Anywhere from one to twelve 
strictures have been noted in the same patient. In one case Hof- 
meister found twelve strictures scattered over a distance of about 
seven feet of gut. The bowel between the strietures is fnqnenily 
distended, and in rare cases has been known to reach 17 cm. in 
circumference. Lartigau draws especial attention to a group of 
these eases in which, associated with the tuberculous process, there

___________



is Ji marked diffuse thickening of the bowel wall, which occasion- 
ally reaches 1 cm. or more in thickness.

The appendix is usually adherent, but, except where the tuber
culosis of the cecum is far advanced, shows no implication in the 
specific process. Our case proved no exception to the rule. 
Although bound down by adhesions, the appendix was otherwise 
normal.

Histological Picture.—In sections from the cecum the edges 
of the ulcers may show tuberculous tissue, but, as a rule, epi
thelioid cells or typical tubercles are wanting, and nothing but 
granulation tissue van be made out. In the vicinity of the 
muscle, however, groups of epithelioid cells, ami now and then, 
tubercles, are seen. The peritoneal surface is usually free from 
tuberculous nodules until the disease is far advanced or unless 
the cecal lesion has been associated with tuberculous peritonitis. 
Sections from the slricture are composed entirely of connective 
tissue; sometimes with, at other times without, areas even -‘lightly 
suggestive of tuberculosis. The adipose tissue surrounding the 
gut at the point of stricture is much infiltrated with small round 
cells, rendering the fat exceedingly hard and firm. Sections from 
the lymph glands in the region of the cecum almost invariably 
yield typical tubercles.

Naturally tin- tuberculosis gradually extends to the muscle and 
outer coats of the bowel. The farther away the process extends 
from the lumen of the bowel, the more characteristic will 1m- the 
specific lesions, since the inflammatory changes produced bv the 
intestinal bacteria have less opportunity of masking the tubercles. 
The diffuse thickening or “ chronic hyperplastic tuberculosis” of 
the intestine yields a picture very different from that of simple 
tuberculosis, as has been clearly pointed out by Henri Hartmann, 
l.artigau, and others. In these eases the tuberculous process has 
l»een relegated entirely to the background, while the mucosa and 
muscle have been overrun with round cells. Intestinal bacteria 
have doubtless gained entrance to the walls through the tuber
culous lesions ami have continually kept up a chronic inflamma
tion of tlie bowel wall so widespread in character that the tulier- 
culosis is entirely overshadowed. At a few points, however, it 
will still be demonstrable, and can be detected with certainty in 
the mesenteric lymph glands. Even in the cecid wall, when the 
typical lesions are totally wanting, tubercle bacilli can still Ixî 
readily demonstrated.

Clinical History.—Patients presenting tuberculosis of the 
cecum are usually between twenty and thirty years of age. The 
condition, however, may be found in the very voting, and ha* been 
noted in persons fairly advanced in years. Quite commonly the 
patient has suffered from an old tuberculous process in the lungs



or has a suspicious family history, lu many of the cases which 
have come to autopsy healed lesions in the lungs have liven demon
strated, while in a few instances there has been swelling of the 
cervical, axillary, or other lymph glands coincident with the cecal 
lesion. One of the first symptoms is constipation. After a time 
dull or sharp pain is felt in the appendiceal region. As the con
striction develops there may be an intermittent diarrhea, with the 
gradual narrowing of the bowel, ami fulness may be noted over the 
cecum. Where there is much infiltration of the intestinal wall 
the gut becomes very firm and feels like a sausage-shaped tumor. 
With the gradual growth of tuberculous tissue and narrowing of 
the bowel symptoms of obstruction manifest themselves, as evi
denced by abdominal distension, colicky pain, marked peristalsis, 
vomiting, and rapid loss in weight.

Hut although these symptoms may bo present, in some in
stances definite indications of the presence of the lesions may be 
entirely alisent. In our case the patient felt well until the day 
before operation, complaining only of slight discomfort near the 
appendix.

Diagnosis.—With the increased attention paid to cecal tuber
culosis the possibilities of overlooking those lesions will be less
ened. It was only a few «lavs after our case was operated upon 
that Dr. Finney saw a patient giving symptoms sufficiently sug
gestive of a tuberculous lesion in the cecum to render such a diag
nosis justifiable. At ojieration the cecum was found to bo the 
seat of a most extensive tuberculous ulceration. Fortunately, it 
was found possible to excise the whole of the diseased area.

Given n tumor in the right iliac fossa, of slow growth, a clini
cal history pointing to a previous pulmonary tuberculosis, and a 
comparative absence of tem]>ernture, it is highly probable that 
tuberculosis is present. If a patient be fairly well advanced in 
years, of course, the possibility of a malignant growth must be 
considered. As pointed out by Hartmann. Lnrtigau. and other 
authorities, tuberculosis of the Cecum, especially of the hyper
plastic form, has often been taken for sarcoma. This has been 
due to the massive infiltration with small round cells. But pro
vided that we remember that they form a definite infiltration, 
instead of one or more large foci, and further, that the cells are 
uniform in size instead of living large and small and actively 
dividing, confusion is not likely to occur.

The gross diagnosis between tuberculosis and carcinoma of the 
cecum may offer numerous difficulties, but on microscopic exam
ination no confusion can exist, as in the tuberculous process the 
epithelial elements play an entirely passive role or have dis
appeared. Moreover, the demonstration of the tubercle bacilli 
is generallv easv.



Tlit* diagnosis between cecal tuberculosis and appendicitis is 
usually dependent on the tuberculous history and the slow growth 
of the tumor, together with the absence of a temperature sugges
tive of a pus accumulation. Of course, in a case similar to the 
present one, a differential diagnosis would Is* absolutely iinpos-

Treatmenl.—If tuberculosis of the cecum be diagnosed early 
«•Iteration is indicated. Resection of the entire diseased area is, 
<>f course, necessary for nil absolute cure. Lateral anastomosis 
1 tetween the ileum and ascending colon is the ideal operation. 
If after resection of the diseased portion of the gut very little 
mobility be obtainable, in order to avoid tension an cml-to-en«l 
anastomosis is the only alternative. Where there are numerous 
strictures scattered over an area of several feet of gut, the question 
arises ns to whether the entire diseased area should be excised or 
several anastomoses be made, removing only the diseased segments 
and leaving the intervening normal gut. If the span of gut involved 
by the tuberculous process be not over three or four feet, it is 
wiser to remove this portion in its entirety. In one of the cases 
reported six or seven feet were removed, and the patient, recov
ered. With the ilisensod cecum if is always necessary t«* care
fully examine the glands of the mesentery, and if they lie in
volved. they too should lie excised. The results from resection 
have lieen very gratifying. Ilofmeister in his table of R.1 opera
tive eases showing a recovery of (12 per cent.

Tuberculous stricture of the asrendinij colon, with sudden 
total obstruction of the hon'd : perforation of the intestine: 
removal of the cecum and half the aseendinrj colon. Recoverij.*

The following is taken from my case-hook, Novemlier 21», 
1002: At 11 p.m. T saw, in consultation with Dr. Charles F. 
Simon, Miss K. fl., aged twenty-four years. The day lwfore -die 
hail had indefinite pains in the region of the appendix. They 
were, however, not very severe and lasted but a short time. To
day she did her work as usual and prepared supper, hut shortly 
afterward was taken with severe pain in right side and was forced 
to go to lied. At 9 p.m. Dr. Simon saw her. There was marked 
rigidity of the right rectus over the appendiceal region. There 
was little temperature. On examination of the blood Dr. Simon 
noted that nil éosinophiles had «red and that there was
an evident lcukocytosis.+ When I saw her two hours later the 
rigidity of the right side had in part disappeared, probably as she 
was slightly under the influence of morphine. The general condi-

K.xtmetnl from the American Journal of Mnliml Srirnree. Marrh. MOI 
IHImmi lay* inurh -ire-* im the frequent ah«enre of eo*lnophlle«i where mw I* ai-einn ; 

hit lug ami think-that thi- -ign I* of more prael leal value than the degree of leukovytow <
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tion was good : pulse full ami regular. Nevertheless, 1 advised 
immediate operation.

At l.-'io n.m. the abdomen was opined an<l a thin, watery pus 
immediately escaped from the peritoneal cavity, and the pelvis

KlUlltK IV. Ti ll. IICVLOSIH oK TIIK I'KCI M WITH 1‘KllKOltATION.
A lint v i- i it i— -r. ! mm of i hr unending colon. Ilvlow ami In I Im right the ilium. At 

a point ilirnily n|i|i.i«llr lli ili um 1< n |wrforitlon of thv cectllii, mu! ju-t iibovr the |><t
form Ion i lie a il|.........nr I- thickened mid Ihcrr I» h const rl<l ion of tin- gut. Al <i urc two
cnlm-gvil mul i ulirrciilous lymph glmids. iKorthv interior view of the specimen, see 
r Iguivs ,"i mul ll.| __

was found to b• completely tilled with pus. The intestinal loops, 
however, on tin- whole, presented a fairly normal appearance. 
Here and there they were covered by a few Hakes of fibrin. The 

< was easily recognize was bound down by adhesions.8842 6
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It was tivil off from tip to base. As the distal exlmnity appeared 
to bo normal, wo expected to rind a |)orforation near tlie cecum, 
but on complete removal of the appendix it was found that, apart 
from adhesions, no alteration was present. After removing the 
pus from the abdomen a sponge was passed into the right renal 
pocket to see if any pus was there, and, to our surprise, some dark 
fluid escaped. This was entirely different from that found in the 
pelvis. 'I lie abdominal incision was continued upward to the 
ribs, and we immediately saw a perforation, alniut 4 mm. in 
diameter, in the ascending colon. As there was a good deal of 
fluid escaping, 1 temporarily closed this fistulous opening with a 
purse-string suture. I then drew the ascending colon out and 
made a longitudinal incision, and on introducing the finger into 
the colon found total obstruction a short distance above the ileo
cecal valve. The lower third of the ascending colon, the cecum, 
and a small portion of the ileum were tied off and removed, 
together with some enlarged glands in the mesocolon. The ascend 
ing colon and ileum were then united by end-to-end anastomosis. 
Lateral union would have lx en preferable, but we had no choice, 
as the tissues would have been on too groat a tension. A Connell 
suture was employed for two-thirds the circumference nf the gut. 
the remaining third being turned in with rectangular mattress 
sutures. The entire line of suture was reinforced by running 
mattress sutures. The pelvis was carefully sponged out, the 
intestinal loops wore brought up into the abdomen, and the entire 
]x Ivis was loosely packed with iodoform gauze.*

A gauze drain was left at the site of the anastomosis. The 
patient stood the operation well. 11er pulse did not rise above 
100. The outlook, however, was not particularly flattering, con
sidering the fact that there was a commencing peritonitis and also 
considerable edema of the intestinal wa’i. Light days after opera
tion, on removal of the last of the gauze, some fecal matter was 
found on the dressing. The fistula gradually closed, and the 
patient made an excellent recovery.

February 12, 1001.—The patient has been at work for several 
months, performing general household duties without the slightest 
inconvenience. Her gtncrnl condition is excellent. From her I 
learned that she had had typhoid ( ? ) fever six years previously 
and was in lied for two weeks. For the last year she has had cramp- 
like pains throughout the abdomen two or three times a month, 
and recently the bowels have lieen more constipated than usual.

• For several yearn, where the pelvl* ha* lieen lllleil with free pun. I have made It a 
praetlve. after having wiped the pel v In and intestinesoff. to place the initient for a moment 
In the Trendelenburg pont lire. The pelvis him then hern loosely hut fully packed with 
gauze, the ends of which are brought out through the appendix inelnion. My object tin- 
lieen to prevent the Intestinal loop* from dropping down and In-coming adherent or kinked 
in the pelvis. In my hands thin procedure has yielded very gratlfvlng results. The loops, 
although still liable to become adherent, arc on a level «ml are not nearly so prone to 
become obstructed.



Slio gives no history whatever of injury or bruising of tin- 
abdomen. For about a week before her admission to the hospital 
she had had intermittent abdominal pain. From the family his
tory we were unable to get any data suggestive of hereditary 
tuberculosis.

March 1, 1906. The patient is now in excellent health.
Pathological llcport.—Gynecological-Pathological No. 6316.)

.TKiciend wall of Colon

IIKIlilltKJV. < OMI'I.KTK OHMTItVCTIOX OK TIIK A Ht KM H Mi COLON WITH 
Mi.'Ji ll’KI'KOIt ATI'IN OX TIIK 1‘ltOXIMAL hl|>K OK TIIK HTHIC TV1IK.; h 
B^ITlie whIIh of the colon arc gmilly Hii. Ucncd ami Hit- narrowed lumen is completely 
obstructed h> a small bird--.hot. Oopositc the Ilco cccal valve Ik tlic small perforation anil 
at the lower end of the picture the Inverted appendix stump Is seen.

The specimen consists of a small portion of the ileum, of the 
cecum, ami of about one-half of the ascending colon. The mucosa 
of the ileum is unaltered, that of the cecum in most places is 
normal, but at a point directly opposite the ileocecal valve is a per
foration 5 mm. in diameter (Fig. 4). The walls of the perfora
tion are rather smooth ami the surrounding mucosa, over an area 
1 cm. in diameter, is somewhat thickened. The ascending colon,



about 5 cm. altove the perforation, shows a marked constriction. 
At this point the lumen narrows down until it is not more than 
2 mm. in diameter. Indeed, so small is it that a tine bird-shot 
would lodge and completely plug tin- canal at this point ( Figs. 5 
and 6). The intestinal wall at the point of constriction varies 
from 5 mm. to 8 mm. in thickness and is exceedingly firm in con
sistence. The constriction is 1 era. in length and the ascending 
colon above this point is unaltered.

//istoloflical Examination.—The appendix, lieyond showing a 
few adhesions on its outer surface, is normal. The cecum in the 
vicinity of the perforation has entirely lost its glandular ele
ments, the specimen consisting almost entirely of granulation 
tissue. The underlying muscle shows a varying amount of small 
round-celled infiltration. This is especially abundant in the 
vicinity of the peritoneal covering.

Along the margin of the perforation there is also much granu
lation tissue, and the underlying muscle is everywhere infiltrated 
bv small round cells. The ulceration is evidently an old process, 
as nowhere is a very acute infiammatory reaction present. The 
walls of the stricture arc, to a great extent, composed of fibrous 
tissue. Here and there we have some light areas somewhat sug
gestive of tuberculosis. No giant cells are, however, demonstrable. 
Several mesenteric glands were removed with the intestine. Some 
of these reached l.fi cm. in diameter. On histological examination 
they show typical tubercles, some sections of which contain four or 
five giant cells. The tuberculous process in the lymph glands has 
here and there advanced to caseation.

The following points merit attention in this ca<e:
1. The total absence of definite symptoms until a few hours 

before operation.
2. The presence of symptoms identical with those of acute 

appendicitis.
3. Marked contraction of the stricture.
4. The advisability of always exploring the right renal pocket 

in all cases in which there is free purulent fluid in the pelvis.
As seen from the history, the patient had practically no symp

toms until about five hours before operation, and then there was 
moderate pain over the appendix, accompanied by rigidity of the 
right rectus.

Examination of the blood showed a total absence of eosin-i- 
pliiles. The only wav in which we can account for the lack of 
symptoms is that for some reason there occurred an acute contrac
tion of the stricture, which, up to that time, had permitted the 
free passage of feces. The possible existence of such a condition 
supplies another indication for early operation whenever trouble
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exists in the appendiceal region. Already peritonitis had devel
oped, although the f * had existed for so short a time; and
had we delayed until morning there would have been little chance 
of saving the patient.

After having removed the appendix and wiped the pus from 
the pelvis, the abdominal cavity appeared normal, anil l probably 
should not have explored the right renal pocket had I not been 
familiar with the renal work of Max Broedel, who has shown 
clearlv that where there is a free accumulation of fluid in the

HIM lu; VI. Tl llFItlTMM S STHK TUIIK OF THE ASMXMNU COLON WITH 
I'KItFOltATlUN OF TIIK ( Kl'VM.

I vulyu i- a (Hlm 11 perforai Ion with slight h ragged edge-.
Ihii ker and i lien form an

Hirer! |y (l|i|HWitC the llcot............... .. . .. ......... .......... ..........
A -hurl distance a Imve thin |ioillt I he inle-linal wall- grow I
annulai' eon-t riel ion. The hum'll of the ascending colon at the strict lire has 1,,-cn ... 
narrowed that a small hlrd shot, when Introduced, lialged therein and coni|ilctcly plugged

region of the appendix, by gravity it will travel down into the 
right renal fossa.

1 should have preferred a lateral anastomosis, but we were 
forced to make an end-to-end union 01; account of tension.

Carcinoma of the Sigmoid Flexure.

We have had one uncomplicated carcinoma of the sigmoid 
flexure. The patient was 53 years of age and, when 1 saw 
him, was very weak, lie had lost much in weight and to
ward the last had had copious hemorrhages several times a

32



week. We had no alternative but to make an end-to-end anasto
mosis. As noted in the history lie succumbed on the tenth day, 
but there was no evidence of peritonitis. He was too weak to 
stand the strain and developed cardiac depression similar to the 
attack of a year previous, at which time his life hud liceu 
despaired of.

Our second case of carcinoma of the sigmoid tlexurc was acci
dentally discovered during a hystenctomy for a large myomatous 
uterus which was firmly wedged in the pelvis. The intestinal 
obstruction was thought to he caused by the myoma. There had 
been no symptoms on which one could definitely base a diagnosis 
of carcinoma. In this case the patient returned after several 
weeks and died from peritonitis in the right upper abdominal 
quadrant, a point far removed from the site of the anastomosis. 
The autopsy also clearly demonstrated that métastases were freely 
scattered throughout the abdomen, and further that we had not 
entirely removed the original growth. A more extensive operation 
would not, however, have been feasible.

Adeno-carcinoma of the sigmoid flexure; resection of the 
diseased area, end-to-end anastomosis ; death on tin tenth day.

Dr. A. (i. W. This patient has been failing for nearly two 
years. First he noticed that ho was losing in weight, hut was 
able to go around and do his work fairly well. He was very easily 
fatigued; could not do as much night work as before; hud been 
under treatment for some time with apparently no relief. When 
1 saw him there had been rectal hemorrhages for over a year. 
On careful palpation wo were unable to detect any growth in the 
abdomen, and on using a short proctoscope could make out noth
ing. As he continued to lose greatly in strength we sent him to 
the mountains, deeming that he could not stand an operation, 
lie improved slightly, but soon again lost ground as a result of 
the frequent hemorrhages. Finally he was admitted to the hos
pital. and we decided to make an exploratory operation, remem
bering, however, that his heart a year previous had given rise to 
such alarming symptoms that it. was thought he would succumb. 
After entrance the patient improved slightly, hut the hemorrhages 
continued.

Sept. 22, 1904.—We made a median incision and examined 
the appendix. This we found twice its natural size and partly 
filled with feeal matter. It was removed. We then carefully 
examined the intestines and found hard masses throughout the 
transverse colon. These proved to be fecal concretions. In the 
pelvis was a hard mass which on pressure proved to be a malig
nant growth involving the bowel just below the brim. No 
glandular enlargement could be detected, but here and there fine



white lines—evidently diluted lymphatic*—were seen passing 
down the meso-sigmoid. We earefully walled off the abdominal 
cavity and also the abdominal incision, clamped above and below 
the growth, and after removing the growth did an end-to-end 
anastomosis with a Connell suture for three-fourths the circum
ference of the bowel. The remaining portion was closed in with 
mattress sutures. Posteriorly the lower portion of the sigmoid 
on the right was rather thin and there was just the faintest pos
sibility that there might be a subsequent leakage. Everything, 
however, looked perfectly solid. On account of the fecal concre
tions. we brought up a loop of the descending colon into the left 
inguinal region. This loop was opened the same night.

Sept. 2b. The patient since operation has hud a practically 
normal teni|»erature, but on one or two occasions it ran up to 
100' F. Ilis pulse has been fairly good. During the entire 
time there has been a good deal of nausea, but no vomiting. He 
has ha<l an ice bag over his stomach, which has been exceedingly 
sensitive. At no lime has there been any distension. The bowels 
moved thoroughly after calomel and magnesia. This morning 
at 12.30 he woke up in a profust- perspiration. His pulse was 
almost imperceptible, although an hour before he had been in 
excellent condition. I examined him between two and three 
o’clock. The pulse was not demonstrable either in the facial or in 
the radial region, lie was given strychnin and digitalis. Ho 
soon lost consciousness, was very restless, and died at 4 a.m. We 
luul la-re a definite cardiac syncope. He retained his nourish
ment from the beginning. It may be noted that a year ago lie 
bad a similar attack, and on that occasion his heart’s action 
liecame so weak that he was not expected to rally.

Oyn.-Path. No. 77Hfi. The specimen consists of six inches of 
sigmoid flexure (Fig. 7). Outer surface of bowel looks fairly 
normal except for a slight, bulging. On palpation it is found to 
be very firm and gristle-like. On examination two distinct and 
separate growths can la- detected. One is 4 cm. in diameter, the 
other Ô cm. Each one has raised edges and is sharply cireum- 
serilied. The growth extends on an average about 5 mm. from 
the surface, but in some places projects at least a centimetre into 
the cavity. While the edges are markedly raised the central por
tions present depressions. The growths are rather porous in 
appearance. The surrounding mucosa looks perfectly normal. 
Sections through the growths show that they are typical a deno
carcinomata. All resemblance to the bowel mucosa has, however, 
entirely disappeared. The growths show irregular invasion of 
the submucosa and of the muscular layer of the bowel. There 
is considerable small round-celled infiltration.

Jtiaijnnna.—Adeno-eurcinoma of the sigmoid flexure.
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Path. No. 77*;. The i»|>eeinien whowe two distinet fuel of eart-moni i. n anil h each has 
deprciwioii In the eentri' with wavy elevated margins » iarply vlrenm*erlhed from the 
mounding healthy bowel. They are separated from one another by an Interval of at 
aat I vni. of healthy Mimosa

Oyn. No. 12000. K. S.. coloreil, aged 40. Admitted to tlie 
Johns Hopkins Hospital, March 26, 1905 ; discharged, June 9. 
I saw tliis patient in consultation with Dr. Clement A. Penrose. 
On admission she was suffering from intestinal obstruction. This

Acute intestinal obstrwtion ; large myoma n cilgeit in the 
pelvis; non-suspoctcd adeno-carcinoma of the sigmoid flexure; 
hysterectomy ; resection of the diseased bowel; end-to-end anas
tomosis. Temporary recovery.



was thought to Ik* caused by a myoma which had been known to 
exist for fifteen years. The family and previous history was 
negative. The menses began at 10, were always regular, and 
caused a great deal of pain; the flow was excessive. Twelve 
years ago she had a severe attack of abdominal pain. This was 
sharp and shooting in character, but there was no intestinal 
obstruction. For the past six weeks, beginning at the time of 
a menstrual period, she again noticed sharp, shooting pains in the 
abdomen. These were intermittent and practically limited to the 
left side. The towels have not moved for several «lays, and the 
pains have been spasmodic, occurring at intervals of four to five 
minutes. She does not think that she has had any fever. There 
had bien no blood in the stool-, before the obstruction. On the 
morning of her admission she vomited a small amount. On 
admission the lower abdomen was found distended by a mass. 
The tumor reached as high as the umbilicus on the left side, pre
senting a large nodule which pressed down in the left iliac fossa. 
A similar and smaller nodule was present in the right iliac fo-sa. 
Around tin* umbilicus peristaltic movements were marked, and 
wore accompanied bv loud gurgling in the intestines. Tympany 
was marked everywhere except just over the nodules and above 
the symphysis. The abdomen was o|K*ned at once. A myomatous 
uterus was found reaching as high as the umbilicus. Springing 
from the region of the right cornu was a pedunculated tumor 
about 10 cm. in diameter. There were no adhesions above ami 
the appendages appeared to be normal. As the tumor was free 
above, but could not be easily lifted, we suspected an intra-liga- 
mentary growth or inflammatory adhesions in the pelvis. The 
round ligaments on both sides were tied ami the ovarian vessels 
controlled. The enucleation was begun from left to right. The 
uterus was amputated through the cervix, but its removal was 
accomplished with a great deal of difficulty owing to the broad 
cervical attachment

After removal of the uterus the rectum was found to contain 
a growth which seemed to be malignant in character and was 
adherent to the cervix posteriorly (Fig. 8). The rectal tumor 
was loosened as carefully as possible from the cervix; it lay 
entirely below the brim of the pelvis. There was a nodule appar
ently about 7 cm. in diameter and the intestines for a length of 
S cm. were involved. The general peritoneal cavity was again 
carefully walled off and the liowel clamped above and below the 
diseased area. After removal of the growth an end-to-end anas
tomosis was done. Three-fourths of the bowel was closed by 
Connell sutures, the remaining one-fourth by mattress sutures. 
The entire suture line was reinforced by continuous sutures. The
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posterior vaginal fornix was punctured and tin- pelvis packed with 
one strip of iodoform gauze. The anastomosis was very satis
factory and the condition of the howel good. The growth was 
very low down, thus rendering anastomosis difficult. It was, how
ever, too high up to permit removal through the anus. In order 
to give the anastomosis a complete rest a left inguinal colostomy 
was done, the descending colon being sutured to the peritoneum 
and opened later on in the evening. As we found it very diffi
cult to get a good exposure for the anastomosis we incised the

PIGI’ltK VIII. HltoAlf H A SKI* MYOMATol S I TKItl s Kll.l.IV. TIIK I'KI.VI- 
( AIK INOM A OK TIIK SIOMOII» KI.KXl l!K.

Tli® multi-nodiilar utortte l* wry brmvl lmwvil, ri'iulrrlug tin* liy-u-rectono iliai- tilt.
ii Indlmlc* l In- iitcrtnv ruvlty. Tim     lii-nntainiil tunny viuirmiu* nrvu*. ' < ii|n lug
tliu i-iiinoul Itvxiirv Ik I In* i avilnoiim - Tin- ilmo-l i oiii|ili'lvlx ovvluded the bowvl. It- 
ii|i|mt limits nrr Indlvittvil by d. It* luworlij • Ï.

abdominal wall transver-ely, making an incision three inches long 
extending through the left rectus. We were thus enabled t • 
greatly facilitate the operation and save much time. The liver 
ami tlio omentum were free from nodules. The patient was re
turned to the ward in a very weak state, but in fairly good con
dition considering the sevt ritv of the operation. Her ti mpera-
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turc Ht that time was 101.5° F. For several days after opera
tion the patient was very restless and it xvas difficult to keep her 
quiet. Sin- was continually trying to remove the binder. She 
gradually improved, however, and on May 13th an attempt was 
made to close the fecal fistula. In this, however, we were not 
successful, as when she left the hospital, on dune 9, there was 
still a slight fecal discharge from the fistulous tract. She seemed 
to he in very good condition. The bowels moved well; there was 
little pain, but some tenderness over the region of tin- anastomosis. 
She was gaining in weight and strength.

(iyn.-l'ath.. No. K447. E. S. The specimen consists of a 
large myomatous uterus, of both tubes and ovaries and of a por
tion of the sigmoid flexure. The myomatous uterus has been 
amputated through tin- cervix. It is 10 cm. in length, 12 cm. in 
breadth and 11 cm. in its antero-posterior diameter. Attached 
to the surface are several interstitial and one pedunculated 
myomata. The |iednneulated nodule is rough, oblong in shape, 
7 cm. in its louge-4 diameter. The undercut surface is 10 cm. in 
diameter (which would account for the difficulty encountered in 
the enucleation). On section many myomata are seen scattered 
throughout the walls.

Our chief interest is centred in the section of the sigmoid 
flexure. This is 0 cm. in length. The outer covering of the 
bowel looks fairly normal except for some slight whitish eleva
tion-. Occupying the entire thickness of the bowel near the centre 
is a hard, light-colored growth (Fig. S). 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 thickness.

//istolor/irai examination shows in some places perfectly nor
mal mucosa surrounded on either side by colonies of small glands. 
In some of these colonics the epithelium is so proliferated that 
the gland arrangement is lost. The epithelial cells of the new 
growth are much smaller than those of the normal epithelium. 
They stain more deeply and some of them are rather large. On 
tin* whole, however, they are of uniform size. The muscular coat 
i- involved and lien- the nests of cells are much denser. They are, 
however, in many places surrounded by fibrillutcd tissue that 
takes the hemotoxylin slain and resembles mucin. The growth 
has extended to the outer surface of the bowel, but the chief 
thickening here is due to new connective-tissue formation in the 
fat.

The picture is one of typical adeno-carcinomn of the rectum.
<f.vn. No. 12204. The patient was again admitted on Juno 

24, 1905. At the seat of the former colostomy was a small sinus



just admitting a probe. Thvrc had been no focal discharge from 
this for several days. Until a week previously she had been in 
good condition. The bowels became constipated, there were t ro
quent attacks of pain in the abdomen and during the Iasi seven 
days there had been no movement. For the last two or three 
days the pains had increased in severity, but there hud Ix-en no 
vomiting. Her temperature and pulse were normal. 1 he 
abdomen was slightly distended. No peristaltic movements were 
visible. Enemata were ineffectual.

On June 25 the ^bowels moved spontaneously. On dune 27 
considerable vomiting occurred and distension was noted ; there 
was great tenderness on palpation in the right upper quadrant. 
On June 28 enemata were given and there was some fecal dis
charge through the wound. The distension, however, continued 
and the vomiting persisted. On July J patient was taken to the 
ojK rating room, as the condition had become alarming. No opera 
tion, however, was performed. She died the same day.

Autopsy No. 2558. Autopsy July 4, 1905, by Dr. \V. 
Francis. Anatomical diagnosis. Old abdominal operation wound, 
hysterectomy and resection of the sigmoid for carcinoma, anas
tomosis of the colon, recurrence of carcinoma in anastomosis with 
stricture of the lumen, métastases in the peritoneum, small focal 
fistula in the left inguinal region communicating with the de
scending colon. Fibrino-purulent peritonitis, source not deter
mined. Atelectasis in the lower lobes of l»oth lungs.

There is a small opening in the left inguinal region. The 
abdomen is slightly distended and on opening it a quantity of foul 
gas escapes. In the right upper quadrant in the region of the 
liver and extending over to the left upper quadrant is a little 
fibrino-purulent peritonitis. Large masses of fibrin cover the 
intestinal walls, surface of the liver, etc. This is walled off above 
the umbilicus by recent adhesions. Elsewhere about tin- altdomcn 
there are adhesions which for the most part can lx- broken down. 
At the seat of the operation wound the structures are closely 
adherent to the abdominal wall. The intestines are everywhere 
bound down by adhesions which are of three varieties, fibrinous, 
fibrous, and nodular. In other places throughout the small in
testines adherent coils are found to lx- strongly hound together, 
but there are also localized small areas of adhesions consisting 
of round, hard nodules varying in size from a pea to a walnut and 
on examination consisting of dense, hard, more or less fibrous 
tissue studded with yellowish, opaque points. These new growths 
in many places project into the lumen, but in no way seem to 
have destroyed the mucosa. The nodules of new growth in the 
peritoneum are few in number, but each is apparently <>f con-



26

siderable size. Except for these points the peritoneum st ems to 
be free from new growth. The lower nine inches of the colon were 
removed three months previous to the autopsy and an end-to-end 
anastomosis was made between the colon and the rectum. This 
line of junction runs behind the stump of the cervix uteri. The 
lumen of the bowel at this point is greatly contracted, admitting 
only the tip of the little finger. On section through this line of 
junction, it is found to consist of dense fibrous tissue with very 
fine, yellowish, opaque points through it. The mucosa of the 
rectum is injected. The source of the peritonitis in the right 
upper quadrant is not determined. The appendix is perfectly 
normal. The vagina and the stump of the cervix appear 
normal, hut the sear tissue around the cervix and along the line 
of the peritoneum is suggestive of a new growth. There is a large 
amount of carcinomatous-looking tissue between the cervix and 
the rectum.

On histological examination sections from the region of the 
anastomosis show normal mucosa and a thickened muscular coat. 
There is a thick mass of fibrous tissue with carcinomatous alveoli 
scattered throughout it. These show the type of the original 
tumor. The growth is a typical adcno-carcinoma. Sections from 
the large fibrous nodules in the peritoneum which bound the intes
tines together at several points show that they also consist of 
fibrous tissue with abundant areas of adcno-carcinoma scattered 
throughout them.

The mesentery consists chiefly of fat. It also shows alveoli. 
Sections from the scar tissue in the region of the intestinal anas
tomoses also contain masses of cancer cells. The original growth, 
was evidently not entirely removed, and there had also been 
métastasés liefore the operation was undertaken.

Carcinoma of the Rectum, Secondary to a Primary 
Growth in the Rio ht Fallopian Tube.

This ease is of interest on account of the extent of the opera
tion. Complete removal of the uterus by Werthei ill’s method is 
usually sufficiently severe to tax the patient’s strength without any 
attempt to remove a large segment of the bowel. In this case the 
rectum was fortunately very lax. and after freeing it without in 
any way disturbing the blood supply, we were able to do an exag
gerated Whitehead operation, bringing down and cutting off the 
necessary amount of bowel, while still preserving the sphincter. 
Although in the end a hopeless case the patient was absolutely 
relieved of the distressing bowel symptoms, and to the day of her 
death, months later, never suffered from the slightest intestinal 
obstruction.



Primary carcinoma of the right Fallopian tube (Fig. '.)) with 
secondary involvement of the uterus, both ovaries, pelvic peri
toneum, omentum, and rectum, lie moral of omentum, uterus 
and appendages, one-third of the pelvic peritoneum, and six inches 
of the bowel. The patient was comfortable and considered her
self well, five months after operation. The respite was, of course, 
only temporary.*

Mrs. Z. was seen in consultation with Dr. J. Milton Lin- 
tliicum, .1 an. 5, 1005. Thu patient was 55 years of age. She 
was sparely built, fairly well nourished, but slightly anemic. 
For months she had had some hemorrhage from the uterus and 
later great pain on defecation ; in fact, her discomfort had been 
so great that sin- said she could not endure it much longer. On 
examination, under anesthesia, 1 found the uterus slightly en
larged and on the right side a tirin mass about G cm. in diameter. 
I thought it to 1h? a myoma.

Jan. 7.-—On opening the abdomen 1 found the omentum 
everywhere studded with nodules, some of them being very small, 
others 1 cm. or more in diameter, and umbilicated. I questioned 
the advisability of operating, but Dr. Linthicum thought it wiser 
to operate, as the patient said “ she would rather die than go 
through the torture that she had been experiencing for several 
weeks.” The omentum was separated close to the transverse colon, 
as in the vicinity oi the colon no métastasés were to lie found. 
The right tube was much enlarged and apparently involved in a 
malignant growth. It was attached to the pelvic floor and the 
peritoneum at this point, over an area fully 5 by 0 cm., was in
volved in the process. On the right side the ureter ran directly 
beneath the thickened peritoneum. On the left side the ovary, 
although small, was glued down to the pelvic floor directly over 
the ureter. Posteriorly the uterus was firmly attached to the 
rectum. It was found necessary to carefully dissect out the 
ureters first, as it was evident that much of the pelvic p-ritoneuin 
must be removed. The hysterectomy was carried out practically 
along the lines laid down bv Wertheiin’s operation. Fully one- 
third of the pelvic peritoneum, however, was removed. 1 had 
hoped to remove part of the rectum with the uterus in one piece, 
but found that it was impossible. Consi it was necessary
to separate the uterus from the rectal growth. The rectum was 
freed on all sides, care being taken, howevi r, not to interfere with 
the blood supply. The patient was then placed in the |*?rineal 
position and the skin separated from the rectal mucosa, just as is 
done in a Whitehead operation. Six inches of the rectum were 
drawn down through the sphincter and cut off and the upper < dge
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of the rectum was sutured to the skin. The ureters were covered 
over as far as jiossible with the remaining peritoneum. A 
medium-sized gauze drain was introduced into the pelvis and 
brought out through the vagina. The entire operation took a little 
more than three hours. The patient had a very feeble pulse when 
she left the table, which was not surprising, as she was in a weak 
condition at the commencement of the operation.

Jan. 8.—The patient is improving greatly. lier pulse is 
12«». temperature normal, respirations about 30. This evening 
there has Item considerable vomiting. Sixteen ounces of water 
were ordered with the hope of washing the stomach out She 
vomited four ounces, fortunately retaining the twelve. There 
have only lieen about 70 c.o. of urine in twenty-four hours, but 
the general condition does not seem to indicate any uremia.

Feb. 1. -The patient has steadily improved since operation. 
There has been a great deal of discharge from the pelvis, but that 
is rapidly diminishing. She occasionally has a temperature of 
101 F. The sphincter action at first was rather tardy, but is 
now much letter.

March 1.—The patient is up and around and suffering little 
nr no disc " *t. Of course, a complete recovery is out of the 
question. The operation was performed merely to relieve her 
intense suffering.

Subsequent History.—During the spring and part of the sum
mer she was free from pain, journeyed to distant points, and 
looked very well. About the middle of August she became rather 
weak: after seven days’ rest in bed she suddenly grew worse and 
died in half an hour. From the symptoms it is possible that death 
was due to embolism. The operation relieved her of great, suf
fering and gave her over six months of comparative comfort.

Oyn.-Path. No. 8111. The specimen comprises the uterus and 
enlarged right tube, both ovaries, the small left tube, and a cuff 
of pelvic peritoneum, the greater part of the omentum, and several 
inches of the rectum.

The uterus has been removed entirely. It is 7 by 5 by 3.f» 
cm. and is covered with numerous adhesions. The uterine cavity 
is of the normal size. The mucosa is thinner than usual and 
shows nothing of interest

The right tube at the uterus is 3 mm. in diameter. After 
passing outward 1.5 cm. it suddenly increases in size, reaching 
a diameter of 1.8 cm. It gradually increases until near the 
fimbriated extremity it is -I cm. in diameter. The entire length 
of the tube is approximately 12 cm. It is for the most part 
smooth, but at two points on its inner aspect the muscular coats

1
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have given way and we have hernial spaces .8 by 1.8 cm. in 
diameter covered only hv peritoneum (Fig. U). The under sur
face of the extremity of the tube is roughened where it has been 
attached to the peritoneum of the pelvic floor. Tin- tube was not 
opened until hardened. Sections near the uterus show that the 
lumen is ftdly 1 cm. in diameter, and that it is tilled with a 
friable, porous, granular-looking growth which is free on ti e 
under side, but intimately blends with the upper or convex side

FlUt'ltK IX. -PRIMARY < AI« IXOMA OK TIIK ItKlHT Tt'BK.

of the tube. Sections near the outer end of the tube show that 
the walls are not over 1 mm. in thickness. Here ( Iso the tube 
lumen is filled with a similar friable growth ‘ is whitish 
yellow or mottled, evidently as a result of old hemorrhages. The 
tube itself is nearly as large as the uterus.

The left tube is about 5 cm. in length, is slightly beaded, and 
varies from 3 to 5 mm. in diameter. The fimbriated end is 
patent and the tub • lias grown fast to the lower ami outer end of 
the right tube. The right ovary is very small, is approximately

4
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1.5 by 1 by 1 cm. The left ovary is also atrophic, being 2 by 1.5 
by .0 cm. Attached to the right side of the cervix is an irregular 
area of peritoneum which was approximately 7 by ti cm. The 
central portion of this is hard and indurated, the outlying portions 
are smooth.

The rectum is atrophied to a considerable extent. The length 
of the portion removed, in its fresh state, is about six inches. 
The rectal mucosa is smooth and apparently normal. The con
striction was due to infiltration of the adipose tissue surrounding 
the rectum. The nodules in the omentum, as noted in the clini
cal description, are firm. Some of them measure fully 3 cm. in

IIistoloijicul Examination.—Sections from tin- uterus show 
that the surface epithelium is intact. The glands arc normal. 
At numerous points the muscle is becoming active and growing 
up into the stroma of the mucosa. It shows us fairly well how an 
adeiio-myoma may develop from an in-growth of the muscle

Sections from the tube near the uterus show that springing 
from the upper wall of the tube is a new growth, as indicated 
in the gross description. The lowtr part of the tube is free. 
Projecting from the side of the tube where the lumen is free are 
little finger-like outgrowths covered by a single layer of delicate 
epithelium. The nuclei are oval and vesicular. Some of the 
nuclei slain very deeply ami are rather increased in size. They 
immediately remind otic of a malignant growth. Springing from 
the wall of the- tube ami filling almost the entire cavity is a 
papillary growth. The stroma of the out-growth consists of 
spindle-shaped connective tissue cells. The epithelial covering is 
one or many layers in thickne ss. In numerous places the epithelial 
cme-ring has greatly proliferated, and we have- solid masses of cells 
many layers thick. He r - also then- are large anil eleeply staining 
nuclei. In the- deeper portion of the growth the connective tissue 
predominates and we have solid nests of cells. The e 
tends to retract from the connective tissue-. At numerous ooints 
large areas of the growth have undergone coagulation necrosis and 
we have fragmentation of the nuclei. The outer muscular wall 
in most places is at ill preserved. At some points, however, the 
entire thickness of the tube has been involved by the growth. 
Sections from the outer portion of the- tube yield practically the 
same picture. The- papillary arrangement is particularly well 
marked and manv of the nuclei arc spindle-shaped or irregular, 
very large and dei ply staining. In some sections fully three- 
fourths of the tii Id have undergone coagulation necrosis. In such 
areas only a few of the cells around the larger blood vessels still

699
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retain tin ir vitality. Scattered throughout the muscular avails 
of the tube arc delinitc masses of growth chiefly in the form of 
cell nests or penetrating glands and on the outer surface of the 
tube are little bunches id" new growths. We have undoubtedly a 
primary carcinoma of tin- " tube with a penetration of
the entire tubal wall at numerous points.

Sections from the right ovary, which was very small, show 
that the organ in some places is normal, but at many points it 
has boon penetrated by masses of carcinoma which send out 
branches in all directions. The cells present exactly the same 
characteristics and are manifest in the depth as well as on tho 
surface. Here also there is some breaking down. The left tube 
near the uterus is practically normal. The left ovary, although 
also very small, shows diffuse infiltration by the growth. The 
structure is rccognizi d as that of typical, carcinomatous glands 
or as isolated, large, irregular cells with irregular and deeply 
staining nuclei; in fact tin- ovary is riddled by the growth.

Sections from the omentum show a most typical picture. In 
such areas the fat of the omentum is to a great extent replaced 
by young and old connective tissue, and lying in the connective 
tissue are masses of epithelial cells, very solid, with a definite 
glamlular-like arrangement. The same large, deeply staining 
and irregular nuclei are also here in evidence. The nuclear figures 
are particularly well formed. We find considerable hcmnrrlmgo 
and also breaking down of tlie carcinomatous elements. The only 
extension to the rectum is by continuity from the outer surface. 
The reetal mucosa lias not 1»cen involved.

Diagnosis.—Primary carcinoma of the right Fallopian tnl*e 
with extension to the peritoneum of the pelvic floor, to both 
ovaries, and also to the rectum by continuity, general pelvic 
adhesions; extensive métastasés into the omentum.

For a further discussion of the various forms of cancer of 
the tube, we would refer the render to Dr. Elizabeth Ilurdon’s» 
article, published in the Johns Hopkins Hospital Bulletin, Vol. 
XIT., p. «315, 1901, and to the recent article by O. «T. Tomson, 
published in La Gynérolofiie in February, 1905.

Rectai. Divf.rtici

Rectal diverticula are not common. They are usually encoun
tered at autopsy, hut rarely detected during life. Ilad it not 
been for the perforation of two of these with subsequent develop
ment of an abscess between the indurated bowel ami the uterus, 
the surgeon’s aid would hardly have been required. As noted in 
the pathological report the greater part of the tumor is made up 
of indurated fat surrminding the diverticula. Had no micro

125



«copie examination been madv this would have been classed us u 
brilliant ami permanent recovery after removal of carcinoma of 
the rectum.

Operations on the sigmoid or lower rectum are much more 
easily handled in women than in men, as we can so readily drain 
through the vagina if need be. tiauze coming in contact with the 
point of anastomosis is, however, very prone to cause suppuration 
and then leakage from the bowel.

As the contents of the lower bowel are solid and usually rather 
hard, we have erred on the safe side and in each case brought out 
a loop of the descending colon and attached it to the skin, being 
prepared to open the bowel with the cautery if the slightest un
favorable symptoms should present themselves.

Diagnosis.— Pelvic abscess, with rclrovcrtcd myomatous 
uterus. Actual condition : lleclal diverticula, with rupture into 
the surrounding rectal fat, producing a definite tumor. Small 
absciss between the tumor ami the pelvic floor* (Fig. 10).

History.— This patient was seen early in February, 1004, 
in consultation with Dr. S. T. Haffner. She was 00 years of 

For some time she had experienced slight difficulty in 
defecation, and for a few days had liecn running a temperature 
varying from 100 to 103° F.

Examination.—On vaginal examination, I found the uterus 
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, 1 xvever. a hard ridge over its 
lower portion, as is so often noted where pelvic abscess exists.

Operation.—On February 13 I made a small incision in the 
vaginal vault just posterior to the cervix, and after peeling back 
the mucosa entered Douglas’ pouch with a pair of blunt artery 
forceps. A very small amount of pus and a few flakes of fibrin 
escaped, but the mass was in no way diminished in size. Realiz
ing the presence of an unusual condition, I packed the opening 
in the vault and immediately entered the abdomen from alxove. 
Filling Doi glas’ sac almost completely was a tumor mass evi
dently springing from the sigmoid flexure, which had rotated 
00 deg. and had become firmly embedded in the pelvis. It closely 
resembled a rectal cancer. On careful man m it was 
brought out of the pelvis, and on inspection no lymph glands were 
demonstrable. The diseased segment of gut was removed ami an 
end-to-end anastomosis done with Connell and Lemb rt sutures, 
the former lieing employed at the mesenteric junction and for 
about two-thirds the circumference of the gut. A portion of the 
descending colon was brought up into a small incision in the left

• Reprinted from the Journal of Ihr Amrrican Mnlical Association, November I.
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inguinal rvgion ami matin fast, su that if occasion demanded it 
could be opened with u thernio-eautery at a moment’s notice. 
Drains were then introduced into the vagina and also through 
the lower angle of the abdominal incision. At the end of the 
fourth dav there was considerable abdominal distension and the

patient was very weak. We accordingly opened the descending 
colon at its point of attachment to the abdominal wall ami at the 
same time forced the patient’s nourishment. She promptly recov
ered. The small fistulous opening was a few weeks later readily 
closed under local anesthesia, and the patient is now (March 1, 
lHOO) perfectly well.

KlUVltK X. lUVKHTIt t I.A uK ItKt'TVM WITH A MM »s HKTWKKX ” 
BOWKL AND I TKKV8.



Examination of 'rumor.—On laying the tumor open we found 
that there were two rectal diverticula passing out into the adipose 
tissues, and communicating with the lumen of the gut by open
ings not more than 1 nun. in diameter ( Fig. 10). The larger 
diverticulum was 1 cm. in diameter and tilled with a fecal mass. 
The tloor of this diverticulum had given way, and the surround
ing fat was everywhere infiltrated by inflammatory products. 
The excessive hardness of the tumor was due to replacement 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 peritoneum of 
Douglas’ pouch. The diverticula were lined bv atrophic mucosa.

A rectal examination of this case would have yielded little in
formation beyond the detection of some narrowing of the lumen 
of the bowel, which is often present in cases of pelvic abscess. 
In this case cancer of the bowel might very readily have been 
diagnosed and a colostomy performed.
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IMMEDIATE EXAMINATION OF UTERINE MU
COSA AND MYOMATOUS NODULES AFTER 
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BALTIMORE.

It lias long been known that sarcomatous changes may 
occur in myomata. In IHfiO* 1 2 3 Virchow gave a very clear 
account of the gross and histologie pictures in such cases. 
In 1872* Chrobak drew attention to this class of cases, 
and in 1887* Ritter gave a full survey of the literature 
up to that date. The question was fully discussed by 
Williams,4 5 6 as well as by Schreher,• in 1894 ; and in 1895 
by L. Pick.® The article of Uessner,7 8 published in 1899, 
is the most exhaustive that we possess, and will well re
ward a thorough study. Among the more recent aiid lu
cid articles is that of Wier,* published in 1901, and that 
of Jacobi and Wollstein.® which appeared in 1902.

But it was the excellent paper by Charles P. Nohle,
• Iteac^ before the John* Hopkins Hospital Medical Society.
1. Virchow : Die Krnnkhaften Geachwlllwte. vol. Ill, p. 201.
2. Chrobak : Arch. f. Gynftk., vol. Iv.
3. Hitter: Inaugural Dissertation, "Ueber d. Myosarkom," Ber-

4. Contributions to the Histology and Histogenesis of Sarcoma 
-f the Uterus. J. Wbltrldgc Williams, American Jour, or Obstet 
ries. 1804, vol. xxlx. No. 0.

5. Schreher: "Ueber d. Complication von Vterusmyom mit 
secunrtilrer aarcomatttser Degeneration," Dies. Inaug., Jena, 1804.

6. Vick, L. : "Zur Hlstogenese und Classification der (lebilrmut- 
terearcome." Archlv. f Oynilkologle. 1806, vol. xlvlll. p. 24 : 
and "Zur I-eh re vom Myoma sarcomatosum und liber die sogen 
annten Kndothellome der Gebilrmutter," Arch. f. Gynâkologle, 1806. 
vol. xllx, p. 1.

7. Oessner : Velt'a Handbuch der Gynmkologle. 1800, vol. III. 
2d half. p. 067.

8. Wler, Wm. 11. : "Muscle-cell Sarcomata of the uterus," Amer 
Jour, of Obstetrics, 1001, vol. xllll. p. 018.

0. Jacobi, Mary Putnam, and Wollstein, Martha : Amer. Jour, 
of Obstetrics. 1002, vol. xlv. p. 218.



that first thoroughly aroused gynecologists to nn appre
ciation of the po-sihle danger of allowing myomata to 
remain year after year without operative interference. 
His paper was closely followed by those of Hunner and 
McDonald. In going over the large number of myoma 
cases that we have had at the Johns Hopkins Hospital 1 
have been surprised at the number of instances in which 
myomata were associated with carcinoma either of the 
cervix or body, and at the relatively frequent pictures of 
sarcomata developing in myomatous tumors. All these 
cases will shortly be reported in detail hv Dr. Kelly and 
myself.

These findings have a very practical bearing, and at 
the New Orleans session of the American Medical Asso
ciation in May, 1903, 1 advised opening the uterus im
mediately on its removal as a routine procedure to see if 
by any chance carcinoma of the body existed.10 Since that 
meeting I have seen several cases that indicate a still 
further precaution, namely, that we not only carefully 
explore the uterine cavity at once, but also examine the 
myomatous nodules. Had such a precaution been adopted 
in the present case there is a strong probability that the 
patient might have been saved. The uterus on removal 
-bowed nothing unusual. On opening the uterine cav
ity the mucosa was found everywhere intact and appar
ently normal. Further examination in the operating 
room was not undertaken and the specimen was sent 
to the laboratory. There a longitudinal section was made 
through the tumor and some degenerative changes were 
noted, hut through an unfortunate circumstance no fur
ther examination was made. It was not until after the 
second operation, more than two years later, when we 
found a sarcoma springing from the cervical stump, that 
the original tumor was again examined. The moat 
casual glance showed not only areas of hyaline degenera
tion in the myoma, but also round and irregular areas 
of typical sarcoma.

Supravaginal hysterectomy supposedly for simple tn- 
ierstitial and sub peritoneal myomata. Two years later 
sudden collapse due to hemorrhage from a sarcoma de
veloping from the cervical stump (Fig. 7). Re-exami- 
nation of the original tumor showed typical sarcomatous 
transformation of the myoma (Fig. 2). Irtter intestinal

10. Thomas 8 Cullen- "Sarcomatous Transformation of llyo 
mate." Journal A. M. A.. An*. 8. 1003.



obstruction; artificial anus with complété control. 
Death eight months after the second operation.

1‘atientMrs. W., aged 42, wm awn in consultation on Jnn. 
22, 1903. For several years the menstrual periods have been 
exceedingly free. Fmm time to time she has been treated for 
dyspepsia and for some cardiac lesion, but not until recently 
haw any abdomii.al enlargement been detected. She is well 
nourished, but is exceedingly pale The mucous membranes 
are blanched and the hemoglobin is 30 per cent On vaginal 
examination the cervix is found to tie normal. Filling the 
vaginal vault at d extending half way to the umbilicus is an 
irregular myomi tous uterus Above and to the right is a 
globular mass the size of a kidney One of the most interest
ing phenomena is a bruit felt by the examining finger along 
the course of the left uterine vessels.

Operation.—The uterus was brought up without much diffi
culty and the large mass felt in the region of the liver proved 
to be a subperitoneal and pedunculated myoma. The uterus 
was removed fro.n 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 opera
tion, but did not retard her progress very much. Within a 
month her color had returned, and in leas than three months 
whe was in perfect health. I saw her on Jan. 1, 100ft, and she 
was in excellent condition.

Second Operation.—Feb. 17, 190ft. The patient felt perfectly 
well and went to market yesterday morning. About 1 p. m.
she was taken with pain in the lower abdomen, and a little
later on almost fainted while at stool. Dr. Dorter was called 
to see her and advised immediate removal to the hospital.

On examination, under anesthesia, we found the p« vie partly 
filled by a mass about the site of a small cocoanut. This ap
parently involved the left side more than the right. The left 
ovary having been waved at the pievious operation, we thought 
that this tumor was certainly ovarian in origin On opening 
the abdomen the left ovary was found to be perfectly normal, 
but projecting from the stump of the cervix and extending
down between the cervix and rectum was a definite sarco
matous nodule fully 10 cm. across (Fig. 1). This was some 
what lobulated. It had been slightly lacerated and free bleed 
ing had occurred. We removed at least a quart and a half of 
free blood and clots from the abdominal cavity. IT* sudden 
discomfort was evidently due to partial tearing of the growth 
We were able to peel the growth out to a great extent, but it 
was impossible to remove it in its entirety.

The left lobe of the liver was sharp, the right lobe very 
blunt and thickened. We thought that we were dealing with 
a hepatic metastasis, but on continuing the incision upward 
found there was merely thickening of the liver. The omentum 
was free. The appendix was removed.
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Fig. 1. Karenina dovelopliiu In the cervical stump. (Gvn Tnlh 
Nu. S370.I Tin' pvlvls Ih vli'wvd from nliove. Itlslng from the 
in'lvis Ih'Iwi'i'Ii Hiv lilnililvr iiihI Hiv rvclnm In h Hmootli loliulnlvil 
growth preseiiilng ii siimvwliiU scarred apiienrance. To Hiv Ivft Is 
Hiv luliivi nml normal left ovary. The right apiirnilagv* wore 
removed at Hiv IIrut operation.

The condition is particularly interesting when we remember 
that the uterus had been removed fully two years before and 
that for two years the patient had remained perfectly well.

Postoperative History. — Patient was readmitted to the 
Church Home Aug. 21, 1005. For the preceding four or live 
weeks she had had great difficulty in securing an evacuation
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I'lg. Sarcomatous transformation <>f a iiierlne in.v-mui. Supra 
vaginal amputation wllli relurii of the growth In ihe rervleal 
slump. ( Natural size.) iilyn I'mli. N». 1MSI.1 The picture rep re 
seuls a longitudinal section through Ihe entire uterus «. I'pint 
limit of the uterine cavity ; U. lower or cervical portion. H Is 
thus seen that Ihe myoma occupying the |ioaterlor «all projected 
Into the uterine cavity ami put the mucosa on tension The myo 
matou* nodule la approximately circular anil In many places yields 
the usual myomatous striation At e Is an area of typical hyaline 
degeneration recognized hy Ils homogeneous appearance. At numcr- 
oui iHilnls Indicated hv ./ we find sharply outlined granular or 
spongy areas which are ai once recognized as sarcomatous. At r 
along the outer margin of ihe myoma are areas of sarcoma ami the 
tissue between f and f Is partly myoma, partly sarcoma : g Is an 
area of calculent Ion.



I

■ . v-..” ,*;> •

U

of the bowel*. On examination we found that the pelvis was 
practically tilled with a n.w growth and that it would be 
necessary to make an artificial anus. The bladder showed 
definite involvement 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, 
pas*»d 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 
on or twice a day. but she had practically absolute control, 

■re was no escape of fecal matter except at stool. She im- 
ved considerably. Occasionally there was some discomfort 

-in the rectal tenesmus due to the ever-increasing growth 
ressing on the remaining portion of the rectum; otherwise she 
as comfortable. She remained in the hospital until about the 

first of October. During the last two weeks of her life she be 
came much weaker and died Oet. 30, 1905.

Description of the Sarcoma Developing from the Cervical 
Stump—The specimen (Fig. 1) consists of a mass of tissue 
10 by 8 by 5 cm. It is somewhat lobulated, is rather smooth 
and on its under surface has a basal attachment, extending over 
an area of about f> by 5 cm. The tissue is of brain-like con
sistency. yellowish white in color. It tears with the utmost 
readiness. On section the mass is found to contain a large 
irregular area of hemorrhage. At one jioint is a cystic space 
1 by 1.5 cm. This is divided by trabecula* into smaller spaces 
and is tilled with blood clots. The general character of the 
growth is clearly evident without histologic examination.

Histologic Hramina/ioti.—The tumor is found to la* made up 
of a sea of cells. Most of these cells have oval, vesicular nuclei 
ami liear a striking resemblance to those of muscle filters. The 
cells themselves are *pindle-*ha|wd, with deeply-staining nuclei 
two or three times the natural size. Others are irregular and 
also stain deeply. Again we have masses of protoplasm con
taining five or six deeply staining nuclei. At other |toints 
there are giant cells where the nuclei are not over one-third 
the usual size. In places are seen spindle cells undergoing 
division. There are large irregular plaques of protoplasm con
taining fragmented nuclei and cells showing typical nuclear 
figures. The nucleus itself is sometimes dividing into live or 
six young nuclei. The blood vessels are large and abundant. 
The majority of them ap|icnr to lie veins. Some are filled 
with thrombi, and the tumor cells are gradually obliterating 
them. In fact, dividing tumor cells can lie demons)rated lying 
free in such blood vessels. In some places the tissue is much 
rarifled. ami in such areas giant cells are particularly alum-
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dent. Tin- growth is essentially a spindle-celled sarcoma which 
shows a marked tendency to giant cell formation.

Description of the Original Tumor.—The specimen (Fig. 2) 
consists of a globular uterus, approximately 18 cm. in diarae 
ter. It is smooth and glistening. On the surface one or two 
nodules can lie detected. Attached to the right cornu is a 
kidney shaped subperitoneal nodule 13 cm. in length and 8 cm. 
broad. It is attached by a pedicle. 2.8 by 1.6 cm., and is freely 
movable. The uterine cavity is 17 cm. in length and is mark 
edly convex, owing to the fact that the growth projects inward 
from the posterior wall. The mucosa, on the whole, looks nor
mal, but is atrophic. Near the fundus it has undergone in 
some places almost complete atrophy, the growth in the pos
terior wall shining rough.

The greater enlargement of the uterus is due to a circular 
nodule, 13.8 cm. in diameter, occupying the posterior wall. 
This nodule is almost spherical. The central portion has, in 
part, undergone typical hyaline degeneration, as is evidenced 
by large and small spaces traversed by delicate trabecule. On 
careful examination there are several areas presenting a homo
geneous spongy appearance. These form a part of the myoma
tous tissue. They vary from 1 to 4 cm. or more in diameter, 
are irregular in their distribution, and have undoubtedly de
veloped from the myomatous tissue. They give the characteris
tic appearance of sarcoma, and are distributed throughout the 
solid portion of the tumor, being also intermingled with areas 
of hyaline degeneration. Macroscopically one is able to diag
nose with absolute certainty that we have a sarcoma develop
ing in the myoma. The uterine wall posterior to the tumor 
varies from 1 to 1.6 cm. in thickness, and in some places there 
is a covering from 2 to 6 mm. of uterine muscle separating the 
growth from the mucosa.

Histologic Examination.—The areas indicating hyaline de
generation are entirely devoid of nuclei. Here the tissue has 
undergone the usual complete hyaline transformation. Many 
sections have been taken from the area» suggesting sarcoma. 
In the majority of these, most of the elements have undergone 
complete 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, we have a good many muscle fibers still 
preserved, and there are quantities of mast cells. The nuclei 
of the muscle fibers show considerable variation in site and in 
staining properties. One is instantly reminded of a sarcoma
tous transformation. In the more characteristic sarcomatous 
areas where the cells are still preserved we see the same histo
logic changes. The nuclei are four or five times the natural 
site, are irregular in outline and. stain very deeply. In other 
places we have very large irregular cells with protoplasm 
which takes the eosin staining deeply, and irregular nuclei
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situated in the venter or nt the margin of the cells. Again, 
some cells contain six or seven nuclei. The picture instantly 
suggests sarcoma, hut it is impossible to tell with certainty 
whether the growth really started in the muscle tibers or 
whether it originated from the connective tissue. On the 
whole, we think that the evidences of muscle origin are the 
more reliable. In some of the hyaline areas the blood vessels 
still [H-rsist, but the endothelium is present and the cells of the 
vessel wall are stained deeply ami are irregular, suggesting 
that the connective tissue of the vessel wall is also undergoing 
a malignànt change. The deeply staining cells stand out in 
sharp contrast to the surrounding areas of hyaline degenera
tion. Both macroscopically ami microscopically areas of calci
fication ai" evident. At no point do wc find any evidence that 
the sarcoma extends below the confines of the myoma.

After thinking over this case the surgeon will nat
urally ask , “Why should we not do a complete hysterec
tomy in all eases?” The supravaginal operation is the 
easier one ; it leaves a better support to the pelvic floor, 
there is less danger of tying the ureters, and, as the blood 
supply of the bladder is little interfered with there 
is less likelihood of a postoperative cystitis. The advant
ages of the supravaginal operation appear to more than 
outweigh the dangers from malignant changes occurring 
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.

3 West Preston Street.
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mu.|,ing as high ns 103 F. She was admitted to the Church 
Home and Infirmary duly 27. 1000. There was considerable 
edemn 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. Oil tne morning of operation the temperature was 
Kin F„ pulse HlO, respiration normal.

O/inii/ion. July 30, 1000. Prior to receiving the ones 
thelie the patient was thoroughly washed and all preparations 
fur operation were made, so that she might remain as short a 
time as possible under ether. It was impossible for her to lie 
,11in||. consequently she was o|ieratcd on in the sitting posture. 
An incision was made over the most prominent part of the 
tumor and I attempted to puncture it; the growth, however, 
started to bleed and no cystic tliiid escaped. I continued the 
incision upward, for the reason that many large veins pro
jected into the tumor from some structure above. The incision 
was gradually continued upward until the xiphoid was reached 
(Fig. 1 I. We found that the large vessels going to the tumor 
were omental in origin and that they were spread out over the 
entire upper surface. Some of them were fully 7 of H mm. ill 
diameter. The tumor was densely adherent to the anterior and 
to the lateral abdominal walls. These adhesions were gradually 
shelled off with the hand, but I had to use the utmost care and 
do all liberating under sight, as the rupture of one large vein 
might have caused the loss of the patient's life before the 
hemorrhage could have lieen checked. 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 
ind was situated directly beneath the ribs. On removal of the 
tumor 1 found that I had brought away a piece of liver tissue 
1 cm. in diameter. We had no liver needles handy, so I used 
-harp llngedorn needles, running the eye through instead of 
the sharp end. This device answered admirably and the liver 
bleeding was easily checked by four catgut sutures. The uterus 
and the right tula* and ovary lay under the surface of the liver. 
Anticipating ti e possibility of great difficulty in controlling the 
tumor, we had prior to operation sterilized a large foot-bath 
tnd covered it over with a sterile sheet. The foot-bath held 
about one-third of the tumor and the person who took charge 
if it was able to guide the tumor in the desired direction with 
lut allowing it to slip from his grasp. The tumor was drawn 
iownward and outward and finally delivered from the abdo- 
tien. In the lower part it was extra peritoneal. 1 closed the 
ibdomen, but left a small cigarette drain in the extra peritoneal 
oouch just over the symphysis.

Postoperative History.—The patient stood the operation well, 
but was commencing to collapse by the time we finished. She 
was under ether for one hour and twenty minutes; 200 grams 
if ether were used. The operation, from the incision to com
plete closure, took fifty-five minutes; a much longer time would
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have liven consumed had it not liven for the vomliinvil ns-i-lniue 
of both the John* Hopkins mul Cliurvli ll< me Ht nils. The 
(Mitient’a tein|M>ratlire rose to 102 ‘2 F. within eight lmur* after 
operation, but dropped to 100 F. by evening. The highest pulse 
rate was 130. There was no postoperative vomiting. The leg» 
were bandaged on account of the edema. The patient voided 
urine on the evening of the day of operation. She was oath- 
eterised only onee. The usual after-treatment was employed, 
iin 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

1 Tremendous abdominal enlargement due to a cyst le 
myoma. Tne abdomen Is markedly and uniformly distended and the 
growth extends down almont to the knees. It will be noted that 
there Is uo sagging In the Hanks. Vonr»lng over the snria-e were 
very large vessels. When It Is realized that the abdominal In. I 
slou extended from the xljiltold cartilage down over Hie enllre 
length of the tumor and then huek to the s.vmitbysls It Is readily 
seen Hml the Inetslon was nearly 4 feet In lengtn.

patient on admission to the hospital weighed 17 4 pound-. 
Twenty-three days after operation «lie weighed HO Hi |>ounds. 
The condition of the alahimen in this ease was particularly 
interesting. I did not even resect a portion of the nlidominnl 
wall, because v.e had to save as mtieh time as possible during 
operation. At the first dressing it was noted that the ribs 
extended out fully II inches from the abdomen and that the recti 
muscles lay on the lied on either side, while there was a good 
deal of loose and wrinkled skin covering the abdomen. Another 
interesting fioint was that the gauze, which drained the ex
tra peritoneal pocket just at the symphysis, now lay in the



fi Viti,

i w-

Wm

>SiS ■JwfriS

middle of the abdomen as the tissues were gradually contract
ing. After the lapse of two weeks the recti muscles could 
be felt gradually contracting and coining in and the costal 
arch was flattened down to some extent. When I examined her 
„ix weeks after op< ration the recti muscles were well up in the 
abdomen, being no. over 10 cm. apart. The skin had contracted 
down wonderfully. The ms skin over the symphysis had
retracted to a marked extent and the rilis were almost in their 
normal position. At the time of operation there was a good 
deal of edema of the abdominal walls. There was also edema 
,,f the legs and of the buttocks. Although the utmost care 
was used, a lied so re developed several days after the operation, 
there being a black slough over the sacrum li cm. in diameter 
and surrounded by a faint red halo. It had resulted from 
pressure on the table. The patient had marked edema of the 
hack, hut was forced to sit up during almost the entire opera
tion. 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

Dcxcnption of Tumor.- Miss N. Kllicott, superintendent of 
nurses, weighed the tumor immediately after its removal ; the 
net weight, after deducting that of the vessel in which it lay, 
was exactly Nil pounds. The thin part of the tumor lay pos
teriorly. otherwise we might have evacuated the tumor. Had 
we done so. however, it would have been much more dilliciilt 
to have gotten at the large vessels, which we encountered at 
almost every point. Had this condition persisted much longer 
the 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 llsaminatiun (Gyn. and Path. No. 10382).- The 
hardened specimen is about fit) cm. in length, 4f> cm. in breadth 
and approximately 2f> cm. in thickness. Over the entire anterior 
surface and laterally are numerous adhesions. Attached to the 
upper border is an area of omentum 20 cm. in breadth and the 
hardened vessels range from f» to II nun. in diameter. The ped
icle 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 beneath 
the pedicle and attached to the surface of the ovary is a piece 
of liver substance .'1 by 2 cm. (Fig. 2). 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, evidently made up of 
one large cystic space and numerous smaller ones, together 
with the semi-solid 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
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cavity, wliiili it approximately 4- hy cm. The wall* vary 
from i mm. to ft cm. in thickneaa. Only at one |mint it the 
wall very thin, namely, on the ninler turfiut» where it lay over 
the vertehral column. The greater part of the wall eoii*itta 
of wimple myomatoiit ti»»in\ hut at mmieroiia pointa «mall 
cystic arena are viwible ami the Ii«*iie ha« umhrgone the chat 
acterittic hyaline lraii«formatioii. One of the cyata menatire# 
2 hy .'I cm. The inner «tirfnee i« eoveritl with hlo «I ami the 
greater part of the tumor i« tilleil with l»l'*wl. which hat mi 
«lergotie eoagulatii n «luring the h.mlening.

Uirrimropie /.\niwiaflfi«ui. On hi«tologie examination the 
growth i« Men to If imnle up of typical inyomiloiit ti-m In 
inan> aient hyaline tran»formalion hat taken place ami at

Klu. - I r «« M'cilnn of a «•>«tle tnxmiiii weighing Mi |m>«m*I- 
The |Ht|lele t« clearly wci n amt In Itu i retli »|h « Inn n l« mu m i 
I ft «ni. lu «lliiiiii'ter Alim licit lu i lie I up mir Hie jfilli le a ri
lin' tulf amt ovary ami near I lie iiiIn- i- a piece of liver milmianee 
The tumor lui» I men eonveriitl Into one large rarity the wall* of 
which i'oii*l*l of niiitele. In the wall* are niiim I'hiih ryalii' «pace» 
iwrlli’tilnrly well wliown lit the points Imlli-nlcil lo u Tlieri an 
weveral large i-ynllc illlntnlloiis III the wall The large«i Is Imll 
mini liy 6. The ni.voiiiHtoii« wall» vary from ft cm lo I or V mm 
In ilih kiii'sw. A l I lie point r, where the tumor lay over the verte 
lirai column, the wall I» rxienllngly thin. The entire Inner nurfaee 
lw lined hy partly organiieil Mood elotw. which give the grow Hi a 
very shaggy appearance. The entire tumor wan tilled with Moml 
Thé outer warfare of the tumor l« In many places covered hy adbe- 
elunw containing large vewwel*



Im■ jhth tlicrv i* typical liquefaction. Tlio inner -urfmr <>f 
i hr vv-l lin» ii" «*|»itlifliiil lining; it is covered with blood which 
is faintly organized.

Dr. Herbert I*. Vole. in looking over the literature for 
me. has found in all about 210 eases of large tumors of 
the uterus.

The largest autlientie sucve'>ful ease fourni was that 
of Clarenee Webster. The tumor weighed ST pounds. 
This was also a cystic myoma and much of the fluid was 
removed before the tumor was extirpated. Among other 
successful eases is that of Kastman, in which the umor 
weighed (iO pounds.

There are numerous instances of tumors weighing 
from 40 to (10 pounds. Keith, for example, reported one 
of 52 pounds, and in Dr. Kelly’s service at Johns Hop
kins we have had very large ones. Knowslev Thorn
ton reported an instance of a fibrocystic tumor weigh
ing HI pounds ; Tait reported one of (IS pounds, and 
Stoekard one of 1:15 pounds. Stockaid’s patient died 
after tapping. McIntyre of St. Louis operated on a 
patient with a tumor weighing 93% pounds. The 
woman died of peritonitis.

PlatonolT saw a patient with a tumor weighing 90 
pounds. Two unsuccessful operations were performed 
and the woman died of gangrene without removal of the

Hunter speaks of a 140-pound tumor seen at autopsy. 
Gilliam says that 200-pound tumors have been seen. 
Such data, however, are hardly reliable unless careful 
histologic examinations have been made. The tumor in 
Webster’s ease weighed just two pounds less than ours. 
The operation was performed Dee. 10, 1902. There were 
numerous adhesions, and the entire growth was removed 
under Schleich’s solution and a few drops of chloroform.

Those wishing to get full data on this subject should 
read the articles bv George W. Johnson,1 G. Piqunnd,* 
Joseph T. Johnson,8 McIntyre4 * * and Clarence Webster.*

1. Johnson (O. W > : Collected nines of Fibromata of the Uterus 
with Tables. Amer. Jour. Obst., 1 SSfi. 12712

2. I'hiuanil (O.l : I.es Tumeurs Flhro-Kystlques de L'Uteriis. Itev. 
de C'hlr.. ItMirt. xxxlll, 402.

3. Johnson (Joseph T.) : Amer. Jour. Obat., December, 1891,

4. McIntyre: Tiik .Tournai. A. M. A.. 1891, «vil, 13.
9. Webster i Clarence I : Jour. Obst. and Qyn., llrlt. Umpire.

August. 1903. 185.



A 1. A IM SK PARASITIC MYOMA WITH MARKED DEVEI.OPM ENT 
OP THE OMENTAL VESSELS, SOME RKACIIIXO 

1 CM. IN DIAMETER.

At Johns Hopkins Hospital we have been studying 
with a great deal of interest the gradual weaning away, 
as it were, of pedunculated myomata from their parent

Pig. :i A large ptiriiNllIv myntiiu. wlilrli xxelgln-il I* |hiiiiiiIk ami 
xxns iiilnvli. il in i hr iiivniM In .1 iH'illi'li* :i\ ."i vin Xl liiv i"|i i- h 
liroiul omental hiIIivhIiiii vnrryliig vraael* In ttumor At >•
I- II VI'IIHS M Vllmi of H IMirllnn nf Illv •'rn|n‘ nf nllieiltHl VVKKi'l»."
wMvh |nihs down In-iiviiiIi iltv liiniur In h iiihI then turn ii|rxvurd 
again. |iliiiiglng Inin tin- tumor. n ri-|ii'VHi-niH mn- nf tIn* lurgi-xt 
wwsi-l-i. xvlilvli kiiintl nui prominently. 1'riwnlng tlieae large ve* 
hi-Ih are iiuinerniia ndliealmiM. v l« a imrtlnn nf the large vessel 
xvlilvli I m i'll I down |n ifevl lx free frnlll llle ninelil Mill In Hie ululer 
surfilée nf llle tillilnr.



blood supply in tin* utmis. As the pedicle becomes 
smaller the blood supply from the omentum becomes 
more vigorous until eventually the uterus forms an insig
nificant. source of nourishment and the omentum, as in 
this ease, sends in very large vessels. I have studied 
a large series of such cases, which will be published 
1,V Dr. Kelly and myself at a later date. In the more 
advanced cases the omental fat disappears completely 
and the vessels lie just between two peritoneal folds. In 
this case the cord of omental vessels forming a rope (J 
cm. in diameter seems almost unique.

Cask 2.—C„ a colored patient of Dr. Soliciter, of Hagerstown, 
was admitted to the Hagerstown Hospital, Aug. 4. 11*0(1. She 
had had an alidnminnl tumor for live years. The tumor rose 
abruptly and projected fully 18 inches from the general abdom
inal contour. The vagina posteriorly was greatly encroached on.

Optra!ion.—On opening the abdomen a tumor was encoun
tered which was adherent everywhere to the anterior abdominal 
wall and also laterally. I'mniing into the anterior surface of 
die tumor from its upper end were blood vessels, some of them 
nearly I cm. in diameter. They were spread out over nn area lfl 
cm. in breadth. Passing down (lie right side of (lie tumor and 
lying hem-nth it was a regular rope of Idood vessels (Fig. 3). 
These lay perfectly free from the surrounding structures, could
he lifted up. ........... . with peritoneum a ml were evidently
omental; hut no fat was present. These vessels formed a mass 
U cm. in diameter and looked and felt like small masses of 
-mikes. They mold he traced down to the lower end of the 
tumor, where tlu-y spread out over its surface ami plunged into 
its substance. One of the vessels, ft min. in diameter, passed 
down by itself and lay absolutely free. It was isolated for a 
distance of 18 cm.. Wing devoid of any attachment whatever. 
It originated in the omentum and extended downward and 
plunged into the tumor. After liberating the vascular supply 
we found that the tumor was attached to a small myomatous 
uterus. The pedicle was 3 cm. in breadth, ft mm. in thickness 
and contained but one blood vessel of any size. The pedicle 
was cut and the tumor delivered. In the vessels passing from 
the omentum we encountered, as a rule, one artery and two 
veins. The artery was about one-third the size of a vein. As 
the patient’s condition became rather serious, although she 
had not lost more than two ounces of blood, we ceased the oper
ation, the patient still retaining her myomatous uterus and 
a second myoma fully 2ft cm. across. This also had vessels 
from the omentum plunging into its upper part and was at
tached to the uterus by a pedicle 2 cm. in diameter. As soon 
ns the patient regains her strength thoroughly I hope to remove 
the uterus and the large parasitic myoma.



Result.—The patient mmle a satisfactory recovery and 'eft 
the hospital alunit nix weeks after her admission.

Description of Specimen.—On examination of the hardened 
s|H'eimen, it is found to lie 23 cm. in length, 25 cm. in breadth 
and 20 cm. in it# anteroposterior diameter. It is markedly 
nodular, exceedingly hard and weighs 18 pounds. The upper 
omental attachment still clinging to the tumor Is 16cm. in width 
a ml 8 cm. in length. The omental attachment that run down 
Its attachment at the lower border is 20 cm. broad, liven in 
the hardened state s. me of the blood vessels are nearly I cm. 
in diameter.
DKATII OF FETUS WITH SUPPURATION ; PERFORATION OF 

UTERIN F. WALLS; SUPRAVAGINAL HYSTEREC
TOMY ; RECOVERY.

This case demonstrates how Nature, if left alone, may 
successfully ward nlf an attack of general peritonitis. 
Here there was suppuration in the uterine cavity, numer
ous perforations of the uterus—fortunately situated en
tirely in the anterior wall—and then successful walling 
off iiv the abdominal wall becoming adherent to the

Cask 3.—A. I'., colored, aged 21, was admitted to the Cam 
bridge Hospital, March 4. It 10(1. The at had been thought 
to be pregnant one year lie lore. She had lieen carefully watched 
for some time, but no further developments had taken place. 
She had had some slight fever. Nothing more definite could 
be learned, however. When I examined her the cervix was 
soft : the uterus was globular and lay half way between the 
umbilicus and the xiphoid. The growth was apparently some
what movable.

Operation.—I made an incision over the growth ami inline 
dlately came in contact with what looked like grimions mate 
rial, which suggested a suppurating ovarian cyst. As the ti- 
sues were densely adherent, I continued the incision upward 
and opened up the general peritoneal cavity. On loosening the 
other adhesions 1 found the omentum adherent. This was 
«damped and cut. The tumor was intimately Idemlcd with the 
thickened abdominal peritoneum. It was sludled out as rap 
idly as |ios-.ihh\ but pus oozed from the surface in various di
rect ions (Fig. 4). I thought that I was dealing with an 
ovarian cyst, but was surprised to find on releasing it from tin* 
adhesions that it was the enlarge*! and globular uterus. I 
amputated through the cervix. The tubes and ovaries were 
eoveml by a few slight adhesions, but were otherwise normal 
and were left behind. It was with the greatest difficulty that 
enough peritoneum was ohtaimsl to close the abdomen, ns so 
many raw areas had been left where the uterus had been ad
herent to the abdominal wall. A gauze «Irain was introduced into
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the lower part of the incision. The pntient improved rapidly 
and left the hospital feeling perfectly well.

Itearriptim of the Oterua (tiyn. anil Path. No. 0810).—The 
specimen consisted of an irregular and globular mass approxi
mately 18x17x15 cm. in diameter. Its surface was everywhere 
covered by adhesions, and at numerous points were openings 
irregular in slwi|ie and varying from 3 mm. 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 
what looked like the cervical canal. On opening the specimen 
after it had lieen hardened we found that this tumor was the 
uterus (Fig. 5). The walls varied from 1.5 mm. to 4 nun. 
in thickness.

Fetus: Snugly filling the entire cavity was a fetus (Fig 5). 
The length of this fetus from elbow to axilla was 7 cm., from 
elbow to shoulder 8 cm. The breadth of the fetus in the axillary 
line was 13 cm. Other measurements could not Is* made on 
account of the distortion of the child, but it appeared to be 
an eight - month fetus. The skin was somewhat macerated. 
The child had evidently liecn a mulatto, as in many places 
the mottled appearance was still present. At other points, 
however, the outer skin had liven rubbed oflf and the surfaee 
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 
pisenta prievia. The placenta at the thickest portion was 2 
■ in. in thickness. Attached to the surface of the child. e«pv 
chilly in the vicinity of the hair, was much friable, yellowish 
material. This looked very much like inspissated pu». It was 
from the surface of the uterus at points of |M‘iforntioii that 
the purulent discharge came during the operation.

Sections of I'terine Wall: Sections from the uterine wall 
showed that the outer surface, at certain jsiints, particularly 
where it was adherent to the abdominal wall, was covered by 
numerous adhesions. On the protected side cuhoidal cells were 
visible. The muscle at such areas showed a great deal of 
small round celled infiltration. The inner lining of the uterus 
was much altered. There was a good deal of canalized fibrin 
and also regular rihlmns of hyaline and canalized fibrin. Just 
beneath the surfais» and on both sides of this were numerous 
small round cells and polymorphonuclear leucocytes. At a few 
points calcified villi could Ik* made out. Decidual cells were 
still in evidence, but tliey had become smaller.

Remarks.—There had evidently been a chronic inflammation 
of the inner surface of the uterus coupled with an inllnmmatory 
process on the outer surface at the points where the uterus was 
adherent to the abdominal wall. In this case there had been
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death of the fetus for some cause or other and discharge or 
absorption of the liquor nuiuii. Suppuration hud taken place 
in the uterine cavity. At some points the uterine walls hud 
become perforated ami the pus luul trickled out over the sur 
face. Fortunately, no intestines lay in the way and the pus 
had glued the uterus to the anterior abdominal wall. This is 
certainly one of the rarest conditions to he met in the liter

Fig. I -The perforated pregnant uterus as seen on removal. II 
Is everywhere rough and Covered by adhesions. In the louer pan 
of the Held Is seen the stump of one tube. .V points u. «I are 
perforai Ions of the ulema, wlienee pus was seen oozing nui . al h, h 
the walls are exceedingly thin, there have been many adhesions 
and pus Is lying on the surface, tine would not for a moment take 
ibis lo he I lie uterus except for the presence of the tills1.

ABDOMINAL PREGNANCY OP FOUR YEARS* DURATION ;
OPERATION ; RECOVERY.

In this case there was a typical history of a pregnancy 
going on apparently to term. Labor pains developed and 
soon ceased and the patient retained a tumor for between 
throe and four years without any marked discomfort. It 
is certainly remarkable that this abdominal tumor per-
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sijütvl sn long without giving rise to any alarming symp
toms. Tin* nourishment of the abdominal pregnancy 
was, of course to a great extent furnished by the 
omentum.

Vase 4. ilyn. No. 13272.—.!. A., colon’ll, married, aged 28, 
was admitted to the Johns Hopkins Hospital from the dispen
sary, Sept. 27, 1900.

History.—She c< of pain nml swelling in the abdo-
nii’ii. Her general health had always been good and she had 
never consulted a physician before. Her menstrual history 
«•as unimportant. She had l>een married fifteen years and had 
had four children, the eldest nearly 1A years old. The second 
child was deficient mentally but lived live years. The third was 
It) years and the youngest 8 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-smell 
ing discharge, more marked la-fore and after her menstrual 
periods than at any other time. For several years she had la-en 
constipated, the bowels not moving for two or three days at a 
time. She had passed no blood nor mucus.

Present Illness.—About four years ago she noticed a small 
lump in the lower part of the abdomen. This was 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 enlarged and contained colostrum. The patient had had no 
nausea or vomiting. Her menstrual periods had been regular, 
although she had had a very scanty How. She was certain 
that, she had felt movements of the child. About the time that 
labor should have come on she had hearing-down pains begin 
ning in the evening and lasting until early morning. The 
pains ceased then and never returned. The patient thinks that 
she has never had any other signs or symptoms since that 
night. The breasts gradually became soft and dried up. The 
tumor seemed to decrease slightly in size. No movements 
were fell, and the patient suffered no discomfort. She became 
convinced that she had a tumor.

Symptoms: Until about a year ago she could go about her 
work without difficulty, but then she began to notice a little 
soreness and the “tumor liegan bothering her."

Within 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 abdo
men, and during the last two months the headaches had been 
quite severe. The patient hail to stop work on account of the 
burning pain that would come and go. This pain was eased by
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lying down. She slept well, but her appetite was poor and she 
said she did not gain in weight. There was no pain nor burn
ing on defecation or urination.

f.\rainitiation.—Dr. Hutchins, the resident gynecologist, found

Klg. 6.— Pregnant uterus, the feins anti placenta Intact. After 
Me uterus had been well hardened the anterior surface was re- 
noved. The cervix presents the usual appearance and the uterua 
a firmly contracted around the fetus. The head lies In the upper 
portion. The left arm Is firmly adherent to the left side of the 
:best and the skin In macerated to some extent. Militated In the 
ower part I* the plavenia which extends slightly over the inter-

the patient rather emaciated. The ulidniiicn was distended 
rather more on the left than the right side by n tumor which 
rose from the pelvis and reached 4 cm. above the umbilicus in 
the median line. The tumor felt cystic; it was movable, dull 
everywhere on percussion and no fluid nave was noted On 
vaginal examination no evidence of infection could he found.

I -
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The cervix vas firm. There was slight bilateral laceration. 
The uterus was iu anteposition, normal in size ami 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 Is- an ovarian cyst or a myoma, but no 
definite diagnosis could lie made.

Operation.- Sept. ‘28, 1IHM1. After making a long abdominal 
incision it was fourni that the abdominal cavity was occupied 
by a large “tumor of the left ovary," to which were adherent 
the omentum, the entire transverse colon, a portion of the sig
moid. and the ascending colon. The uterus was densely adherent 
to the right side. The omentum was tied and cut, a portion 
being left attached to the tumor, the proximal portion being 
rellccted backward with the transverse colon. In doing this the 
thin wall of the tumor was ruptured ami 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, so 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 oxer to the left side. In 
this way the grimions 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 bleeding was checked ns far as pos
sible by sutures ami 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 through the vagina. In this way we 
were able to check the bleeding almost completely. The abdo
men was closed without drainage from above.

Reaull.—1The patient made a very satisfactory recovery and 
was discharged Oct. 21, lfiOH.

/Jwn'/dion of Tumor (fiyn. and Path. No. 10417).--The 
specimen enn-ists of an abdominal tumor which was connected 
with the left broad ligament and the left, tube and ox’ary. 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 ami 10 cm. in its anteroposterior diameters 
I Fig. 0). Attached to its right side are the right pus tube 
and the right ovary. To its left are the tube and ovary, which 
are plastered doxvn on it. Oox'ering almost the entire upper 
surface of the tumor is omentum, which is densely adherent to 
the mas* and furnishes a large part of its blood supply. The 
walls of this tumor vary from the thickness of paper to txx’o or 
three millimeters. From this tumor grumous material, like 
fat mixed with pus, escapes and at several points hair can be 
seen. On cutting a window out (Fig. (I) the interior is found 
to be filled with a fetus, which is of at least seven or eight



nioiillis" growth. On nmumt of the distorted iimdition it is 
dillic-ult t<i get the exact nge, Imt the sole of the foot measure* 
6.5 cm. in length ami looks mature. The oilier part* are cor 
respomlingly large. The hair of the child is lilavk ami curly.

Fig. 6.—Abdominal pregnancy of four yen re" Uurutloti The lllus 
trillion is nn exact reproduction of tIn* abdominal contents and hits 
been drawn from the specimen The uterus Is normal In size, nor
mal In position. Attached to Its right side Is a large pus tube 
which Is densely adherent to the sac. Un the left side the structures 
are not clearly outlined, as the broad ligament was Intimately at
tached to the pregnant sac. Passing over the anterior surface of 
the sac In Its upper isirtlon. and considerably flattened. Is the trnns 
verse colon. Densely matted 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 hoir represented 
In black may lie seen. The sac passes down and almost 
completely tills Douglas' pouch. This tumor had Inin In the abdo
men nearly four years, Apart from the adhesions to the transverse 
colon the Intestines were perfectly free.
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There are several |Hiiiil* where slight ulceration of the sur- 
|,a* taken plaie. These pmnta vorres|ioiid to the very thin 

areas noted in the outer covering. The light tube, which was 
ho firmly glued down that it was thought necessary to remove 
it, in the hardened state, measures 10 cm. in length. It is en
tirely covered hy adhesions, and at its fimbriated end reaches 
2.5 cm. in diameter. The ovary is also covered hy adhesion*, 
hut is not enlarged.

The left ovary is very much flattened and covered hy ad- 
lie-ions. The tulie rim* over into the tumor mass and is lost. 
It is flattened out and at one |siint measures .8 em. in diameter. 
The placenta is attached to the left side of the mass.

//iw/n/oi/i> I : rumination. The sac enclosing the fetus shows 
that where the omentum has been adherent it has la-eii trans
formed almost entirely into new and old connective tissue ; 
even the outer adhesions which contain island* of udi|a>*e 
tissue are for the most part made up of dense fibrous tissue, 
l’a—ing inward the fibrous tissue look* 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 lias evidently re
sulted from an old hemorrhage. The inner surface is lined by 
necrotic tissue which i* especially rich in canalized fibrin, con
taining chiefly polymorphonuclear leucocytes. In no place is 
there evidence of mu«ele fibers and it look* a* if the case was 
one of an nlidominul pregnancy in which the sac, which was 
partly *up|mrted by the omentum, had g< ne on to new con
nective ti-sue formation.

I{cmarkn.—As noted in the description of the operation the 
uterus was in no wav implicated in this growth. It was sit
uated in the center of the abdomen and gave no sign* of living 
half of a bicornuate uterus.

DiagnutiH. Abdominal pregnancy of 4 years’ standing, sup
puration of the sae, dense omental adhesions.

CHOIUOBPITIIELIOMA WITH TIIK UTEHUB THE SIZE OF 
THAT OF A FIVE MONTHS* Vit EU NANCY ; IIY8TKR- 

ECTOMY ; APPARENT RECOVERY.
This disease, although hy no moans ram. is not vorv 

common. From Baltimore only two eases have lieon r<*- 
ported. In 1895 ,T. Whitridge Williams.6 under the title 
“Decidunnv: Mu lignum*' reported a ease oeeurring in the 
University of Maryland Hospital ; and in the Inst edition 
of Kellv’s “Operative Gynecology” a ease is eited from 
the Gvnecologieal Department of the Johns Hopkins 
Hospital. Thus at the Johns Hopkins Hospital only two 
cases have been eneountered in 17 years.

«I Julies Hopkins 11 nsp. Rrp . vol tv.
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By a fortunate coincidence on the morning on which 
I operated on the patient whose history is here given, Hr. 
futhbert Loekyer of London, England the man who 
has worked so much on this subject in Great Britain - 
was present. Even from the macroscopic examination 
the gross appearance was so characteristic of the placen
tal growth that both of us at once said “clmrioepithe- 
lioma.” In this case the decidual-like cells, those sup
posed to originate from Langhan’s layer, predominated, 
but in some places the large sinuses, the brown-staining 
protoplasm and the characteristic vacuoles were in evi-

IMir. 7 —("Imrloeplthellomu. The specimen consists of a uni
formly enlarged uterus. The cervix Is perfectly normal, the Isidy 
was us large as that of a live mon I Its* pregnancy. Occupying 
the entire body of the uterus Is a new growth with many depres 
slons and cystic spaces extending Into the wall. The growth Itself 
presents n peculiar porous appearance (ht. and the tlnger-llke pro.- 
ess so characteristic of carcinoma Is 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 he mistaken 
for anything else II Is remarkable to see such a uniform Involve
ment of the entire uterine wall, a Indicates clearly the sharp line 
of demarcation between the malignant growth and the outer mus
cular covering.
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dcnce. The specimen is particularly interesting on ac
count of the uniformity of the distribution of the growth 
throughout the entire uterine body.

Cask 5, Gyn. No. 13204.—The patient was admitted to the 
Johns Hopkins Hospital on Aug. 31, 1000, and was discharged 
oil Sept. 25, 1000.

Examinai ion.—She was not very well nourished. The mu
cous membranes were of a fairly good color. There was no 
glandular enlargement. The heart ami lungs were normal, 
i in examination Hr. Hushmore found the abdomen somewhat 
distended hv a firm mass which rose out of the pelvis and ex
tended as high as the umbilicus, rather more prominently 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 1 mriler was obliterated by the surrounding intestines. 
The vaginal outlet was moderately relaxed, the cervix was high 
in the vaginal vault, lying far hack ami pointing downward. 
The cervical lips were not hypertrophied; the os was slightly 
patulous. There was no induration suggestive of new growth. 
The ma>s in the pelvis was uniformly fixed. On examination, 
under ether, the tumor seemed to lie freely movable, hut re
sembled a fibroid aliout li inches in diameter with a cystic mass 
on the left. The breasts contained colostrum.

0)n nil ion. September 3 : On exposure of the enlarged 
uterus the appearance suggested pregnancy very strongly. The 
vessels were much dilated No definite nodules could be made 
out in the fundus, but on the posterior surface was a slight 
prominence, with a curious yellowish discoloration of the 
tissue beneath, and there were numerous dilated blood vessels 
suggestive of a malignant new growth. As a definite diagnosis 
could not lie made from palpation we decided to incise the 
uterus over the prominence, at the same time carefully walling 
it olT, so that there would be no danger of infection and the gen
eral cavity would lie protected. On incision a vascular new 
growth was immediately seen. This had a spongy appearance 
and immediately suggested a malignant growth differing en
tirely from carcinoma and in no way resembling sarcoma. The 
incision was immediately (dosed with silk and the uterus re
moved. A vaginal drain was inserted in the lower angle of the 
abdominal wound in order to drain down to the peritoneum. 
The liver was carefully examined for métastasés, hut none 
could lie detected.

It rmilt.—The patient was examined on Sept ember 24. prior to 
her discharge. The abdominal incision was well healed; neither 
induration nor tenderness could lie made out in the vaginal 
vault. Dr. Holland, writing me on Oct. 29, 100(1. says : “I re
ceived a letter from her two days ago. She was able to be aliout 
the house, is cheerful, and is gaining in strength. She still 
complains of pain in the right arm which developed when she 
was in the hospital. '
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Remark*. In this case there was no positive history of n re
cent miscarriage. although the possibility van not be excluded. 
The contour of the uterus on pelvic examination strongly sug
gest oil a myomatous uterus and with the abdomen opened it 
was impossible for one to exclude the possibility <>f pregnancy.

ttearnplinn of the Tumor (llvn. and Path. No. 10278). 
The specimen consista of a greatly and uniformly enlarged 
uterus measuring 20 cm. in length, 1.1 cm. in breadth ami 12 
cm. in thickness. The anterior surface is smooth and glisten
ing; the posterior is covered by many adhesions, thin and fan- 
like. Attached near the left vornu is a tag of omentum. On 
section the uterine cavity is found to lie 15.5 cm. in length 
The uterine walls vary from 3 to (! ein. in thickness. The 
outer portion of the wall consists of muscle varying from 1 
to 1.5 cm. in thickness. Lining the entire uterine cavity is a 
spongy, porous growth. The uterine mucosa as such is not 
recognized, hut is represented by hills and hollows. The pro
jections into the cavity arc dome-shaped and vary from .5 to 
2 cm. in depth. Here and there on the surface are cystlike de
pressions with narrowed bands of tissue stretching from side 
to side. There arc also numerous cavernous spaces bridged 
over by bands of the growth. This growth involves the entire 
uterine wall, both anteriorly and posteriorly. The great thick
ening in the wall is due to the presence of the growth, which 
varies front 1 to 6 cm. in thickness. At the fundus it extends 
almost to the peritoneal covering. The growth in no way re
sembles a carcinoma, nor is there any appearance suggestive 
of a sarcoma. One is instantly reminded of the growths that 
occasionally occur after a miscarriage. The cervix is some 
what llattencd, is li cm. in breadth, ami its lips appear to be 
normal (Fig. 7).

Microscopic Examination.—Sections from the cervix show 
little alteration save for the fact that many of the glands are 
small and round, and that they appear to be somewhat dilated. 
Here ami there they extend for some distance into the muscle. 
They do nut, however, show the slightest evidence of any active 
process. The tissue lining the cavity has undergone almost 
complete necrosis. It is sti’l represented, however, by a great 
ileal of canalized fibrin containing polynuclear leucocytes, and 
here and there, especially in the vicinity of the large blood 
vessels, arc areas where the cells arc still preserved. These 
consist of large discrete cells containing small vesicular nuclei, 
nuclei of moderate size that have stained deeply, and still 
larger nuclei containing vacuoles and great masses of proto
plasm staining very deeply. The protoplasm of many of the 
cells contains vacuoles or clear spaces. In the deeper portion, 
that is, in the vicinity of the muscle, there are large blood 
sinuses, and lining these arc cells closely resembling decidual 
cells. They have for the most part vesicular nuclei, which 
vary considerably in size from very small ones to others very
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|a|ge niid lobulated. Scattered tlirouglimit tins dccidual-like 
li-'iic urc numerous vacuoles. In the vicinity is milch canalized 
lil,rin with isolated cells of a smaller character scattered 
throughout it. The protoplasm of these so called decidual 
«ells, wherever situated, is of a brownish tinge. At minier- 
• us points are isolated masses of these decidual like cells lying 
perfectly free in the blood, thus showing that they are either 
isolated and free masses or finger-like projections cut across. 
In some places are large plaques of protoplasm containing six 
or more nuclei, and in the immediate vicinity the canalized 
fibrin contains collections of polymorphonuclear leucocytes. At 
a few points are elongated, very deeply staining masses of 
chromatin lying free in hyaline material. The line of de
marcation between the muscle and the new growth is at some 
points sharply defined, but in numerous places the cells of the 
new growth are wandering in and completely overwhelming the 
muscle fibers. In the advancing margins there is a certain 
amount of small round-celled infiltration, and in the cor 
responding deeper portions there is a great tendency for the 
growth to undergo coagulation necrosis. This is undoubtedly 
a cborioepithelinma, but one in which no placenta villi are 
demonstrable.

Remark*.- -The contour and general form of this growth be
fore the uterus was opened corresponded almost identically 
with those of a myomatous uterus. There was on the left side 
a slightly nodular elevation which was most suggestive of 
myoma. Curetting*, of course, in this case would have yielded 
nothing but necrotic tissue, but this should immediately have 
put us on our guard. Such a finding would exclude myoma and 
would also tend to rule out adenocarcinoma, ns in an adeno
carcinoma such extensive areas of coagulated necrosis are 
rarely to be found.

Uistoloijio Examination of Ncrapinya Four ilimtha Rtf ore 
itlmiasion to Hospital.—These scrapings were made by Dr. 
Holland and fortunately had been put aside and were examined 
after the removal of the uterus. It will be seen that although 
there are a few suspicious changes no positix-e diagnosis could 
have been made.

Oyn. and Path. 10275. The greater part of the tissue is 
entirely necrotic; it takes the eosin stain, or when the hema
toxylin is noted the cells are very cloudy. In some places there 
are shadows of very large nuclei and here and there the 
nuclei are still perfectly preserved. These, however, are 
elongated, some of them are irregular and stain deeply. The 
picture is not one that would enable a pathologist to make a 
satisfactory diagnosis. There are, however, islands that 
strongly suggest sarcoma or that, considered in conjunction 
with the history, suggest a malignant placental growth. The 
section is one that would certainly call for further examination.

6L
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IX the Journal of fin• A merit an Medical .1 sso
cial ion, April 22, 1005, in a brief review of 
the literature on the surgery of the liver. I 
emphasized the fact that, although Brunn, 

in 1870, had removed a small hepatic tumor, the 
surgery of this organ had attracted little atten 
tion until 1880, xvhen Lin sucessfullv per 
formed a partial resection. Between 188(1 and 
the date of my paper, over one hundred reset 
lions of portionsof the liver had been reported.1

In this review, reference was made to the 
excellent Work of Keen, Tiffany, and others in 
America, of Terrier and Auvray in France, and 
of Langenbuch in Germany, as well as to the 
.various animal experiments that had been per
formed. The various methods of suturing the 
liver xvere illustrated, and the great value of 
Kousnietzoff’s liver-needles was pointed out. 
Since the publication of my paper, in two cases 
in which 1 found it necessary to remove xvedges 
of the liver substance, I approximated the raw- 
surfaces by means of blunt needles; and in 
two other cases, xvhere the liver had been lacer
ated, I readily brought the friable surfaces to
gether and completely checked the bleeding by 
the use of the blunt needles. In all of the five 
cases the outcome, as far as the operative tech
nique was concerned, was eminently satisfac 
lory.

REMOVAL OF A PORTION OK THE LIVF.R 

Case i. Removal of a large secondary carcinoma of

Cask 2 Hysterectomy for a large myoma. F.xcision 
of the gall-bladder and removal of a wedge of liver 
substance, where carcinoma of the gall bladdet could 
not lx? excluded.

Case t Excision of the gall-bladder and a wedge 
of liver substance, where there was great thickening of 
the wall of the gall-bladder ami a suspicion of malig

1 May» Rob-uxi. in hn ihir.l nliiion "I Call IdaJJer ,mj Hilt duels. 
rr|Niri« a nv»«t inicrc-tn* ‘criv. <>( cu-e where he perlorme»l iwrtiul 
hepaiecinmv.

A reft rent v n> tht first « .1- xx ill hoxv tl 1 
secondary carcinomatous nodule, 1(1x14x13 
cm., xvas cut away from the lower portion of tin 
liver and that the raw surfaces were approxi 
mated with little difficulty. It will also be 
not et I that very little blood xvas lost during 
the operation, and that although the patient 
had only one kidney, she promptly recovered, 
despite the fact that at the time of operation 
the urine from this remaining kidney < ontainvd 
blood and pus. It would be difficult to find 1 
case offering less chance for a successful liver 
resection. It is now over txvo and a half years 
since this liver tumor was removed, and although 
there is a definite local return xvhere the left 
kidney was taken away, the liver appears to be 
free from any new growth.

In our second case, operated upon in the 
Hamilton General Hospital, after removing a 
myomatous uterus whic h extended far aboxe 
the umbilicus, we found the enlarged gall 
bladder filled with stones, and in its upper 
portion a densely thickened area, strongly sug 
gestive of carcinoma. In this case, after liber 
ating and clamping the cystic duct, 1 removed 
the gall-bladder, and with it a xvedge of liver 
substance. The bleeding was not ext essivc, 
and not having liver needles, I used a bodkin, 
which t an be readily obtained in any hospital 
or home. This case afforded, also, a rather 
severe test of liver surgery. The patient xvas a 
stout woman. She had been suffering for years 
from transitory glycosuria, and her urine con
tained some albumin and casts. Moreover, a 
tedious hysterectomy was performed before the 
liver complications could be dealt with.

In case 3 the patient xvas thin, and there 
xvere no other complications. The omentum 
xvas densely adherent to the gall bladder, and 
the xvalls of this visais xvere much thickened. 
We strongly suspected carcinoma, and cxen
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after the gall bladder had been removed, it was 
impossible to exdude van inoma entirely.

INDICATIONS FOR RESECTION OF A PORTION OF 
Til F FINIR

It is important to determine: i. Whether the 
growth be malignant or not; and 2. If malig
nant, whether it is primary or secondary. In 
the case of metastatic neoplasms, as a rule, oper
ation is contra-indicated, inasmuch as they un
usually multiple. Primary carcinoma or sar
coma of the liver i> rare. Should the hepatic 
growth be primary, the glands along the vessels 
and at the base of the liver should be carefully 
palpated, to ascertain whether they have bi
corne involved. This point was first insisted 
upon by Tuilier. In cases of lymphadenoma 
with secondary nodules in the liver, operation 
is not advisable. In all cases of liver growths 
the following points should be carefully con 
sidcred: <a) Whether the growths be single 
or multiple; (b) The situation; (r) The size; 
(d) Whether they are or not.

If the growths are multiple and scattered over 
a wide area, removal is difficult or impossible. 
On the other hand, provided that they are near 
the lower edge of the organ, resection is feas
ible. In fait, in the majority of cases, tlu
sh nation is all important.

The size is of little importance when the 
growth is pedunculated and situated near the 
lower margin of the liver. In the case of a 
large tumor, however, located near the middle 
of the organ, removal is exceedingly difficult 
or impossible. If it is located near the edge, 
amputation is not difficult; but if it is near the 
middle of the lobe, a very large portion of the 
liver must be resected; otherwise a cavity is 
left, which may be the source of an alarming or 
even of an uncontrollable hemorrhage. When 
the growth lies near the portal vein or hepatic 
arteries, operation is contra-indicated, since 
large branches of these vessels are liable to 
be injured, with a resulting necrosis of corre
spondingly large areas of liver substance and 
the death of the patient. If the growth be 
pedunculated, its removal is easier, inasmuch 
as the liver substance forming the pedicle is 
much tougher than other portions of the organ. 
This toughening is due to partial atrophy of 
liver-cells.

RKPORT OF CASKS IN WHICH PORTIONS OF THF.
LIVF.R WERE REMOVED

.1 large cacinomatous tumor oj the liver; 
removal seventeen months ajter nephrectomy jor 
carcinoma oj the left kill ne y (Figs. /, 2, ?); 
tern porary recovery.1

I saw this patient in consultation with Dr I-’.. R. 
Trippe, ot Easton, Man-land, on June ft. kjo.i. Slu- 
was to years of ape and of very slight build. For six 
months she had Ml a small lump in the left side, but 
had hesitated to speak of it until a week previously. 
The lump was wry noticeable in the region of the left 
kidney, and at lirst had increased in size on I y gradu
ally. but later at a much more rapid rate. The 
patient was o|K-ratvd upon on January 8, 11)03, and 
we found a very large carcinomatous kidney measuring 
20 x 13 x 12 cm. The capsule of this was very delicate, 
and ruptured during the removal of the tumor, so that 
I did not think that the entire growth had Iteen removed.

Histological examination of this kidney showed the 
growth to Im- a typical adenocarcinoma. The patient 
made a satisfactory recovery, and left the hospital after 
tiw- fifth week.

( )n March q, 11)03,1 received a letter from her, saying 
that she was very much improved; the wound had healed 
entirely, and she was feeling much stronger.

Subsequent History On June 2, iqo.|, 1 received a 
message from Dr. Trip|x-, saying that the patient was 
not so well and her temperature was toz.t;0. Five days 
previous to this, the patient had noticed a small lump 
just lx-low the free edge of the ribs, on the right side. 
At first it gave her no concern, but apparently doubled 
in size within a few days.

Examination. When 1 saw her, the tumor occupied 
the region between the edge of the ribs and the anterior 
superior spine. It was round, tense, and somewhat mov 
able. We were very careful in our examination, fearing 
that it might lx- a friable secondary growth follow
ing the removal of the large carcinomatous kidney in 
January, 11,03. Her pulse was rapid; the temperature 
was 102.50 F.

Operation. As slu- was losing ground rapidly, 
an immediate operation was decided upon. An 
incision having been made over the tumor, it 
was found to be perfectly smooth and free from 
adhesions. The incision was continued up
ward to the free margin of the ribs and down- 
ward almost to the anterior superior spine. The 
growth had originated in the liver. It was 
larger than a child’s head and almost globu
lar in form. The edge of the liver appeared 
as a slightly elevated ridge, forming a crescent 
over the center of the anterior surface of the 
growth. (Fig. 1.) inner side of
the growth was the gall-bladder. I carefully

•Attirailr<l lr<.m Jour Ann. Moi Asst* . April tt, loot.
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Fig. i. Secondary carcinoma of the liver. The liver is 
markedly displaced downward. < )rcupying the greater part 
of the right upper quadrant of the abdomen is a hepatic 
tumor. Downward, this reaches almost to the anterior 
superior spine; medianward. it liasses nearly to the um
bilicus; and laterally, it makes the abdominal wall [immi
nent. The growth seems tense, is slightly lohulated, and, 
although sharply outlined, gradually blends with the liver 
substanc e. The edge of the liver forms a prominent ridge 
along the lower margin of the growth, and the gall bladder is 
seen lying against the under and inner surface of the tumor. 
It is readily seen that when the cystic duct was severed the 
greater part of the liver could be rolled out of the alxlomen. 
For a cross-section of the hepatic growth, see Fig. 2.

examined the liver, but failed to find any sec
ondary growths, and also was unable to detect 
any evidence of métastasés in the abdominal 
organs or any thickening in the renal region on 
the left side. The right kidney was about half 
as large again as usual, but was perfectly 
..ormal, considering the absence of the other. 
The urine, however, contained some pus and 
a little blood. On careful examination it was 
impossible to determine whether we were deal
ing with a cystic new growth or an abscess for
mation. (Fig. 2.) After some hesitation, we 
decided to remove the growth, together with a 
small part of healthy liver substance. The gall

bladder was exposed, the tystit dud « Limped 
and cut, and the proximal portion of tin duct 
tied olT. The lower half of the liver was then 
readily drawn out through the abdominal uu i>- 
ion. It was everywhere walled off from tin 
abdominal contents by gauze, and a gauze rope 
was securely fastened around the liver about an 
inch above the point at which the 1 ut wa> to be 
made. A cautery was called for, but, fortu 
natcly, as after results showed, llie instrument 
would not work. 1 then took a long blunt 
needle and started from left to right, pac ing 
mattress sutures through the entire substam < of 
the liver. These were about 1 cm. apart, and eac h 
overlapped the other for about 2 or 3 mm. The 
greater number of sutures consisted of Pa gen 
stcchcr thread, the supplementary ones being 
of catgut. After placing two or three matin - 
sutures, I commenced to cut, the tumor at the 
same time being held taut. The sutures wen- 
then tied. This process of applying sutures 
and cutting and then tying was continued until

l-'ig. 2. Secondary carcinoma of the liver. As the spe. i 
men was very soft, it was im|Kissible to t ut it Itefore hard 
cning. Knc inling the entire growth is a definite . apvil,- 
varying from 1 to 3 nun. in thickness. ,1 is the sli.up ed - 
of liver substance that passed over the lower surf.u e 1 
the growth. This growth Wars much resemblance 1 
the parent kidney tumor, and in its central portion In. 
undergone complete necrosis. The > ut surfa, c of the liter 
indicates the line of amputation. This grow th measured 
16*14x13 me.
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the entire growth had been removed. Five or 
six large blood vessels were encountered, which 
spurted freely. They were picked up with 
artery forceps and tied freehand with fine 
Pagenstccher thread. The entire growth was 
removed without tin- loss of more than two 
drams of blood. After the sutures had been 
tied, there was absolutely no bleeding from the 
surface. After removal of the growth then- 
remained a raw surface fully 16 cm. in length 
and () cm. in breadth. On making traction 
on the sutures I found that the raw stir 
face could be rolled in upon itself, so that the 
two halves formed flaps. These were brought 
together until little or no raw substance re 
mained. The ends of the sutures that had 
already been tied were utilized to bring the 
opposite sides together. Iodoform gauze was 
placed beneath the edge of the liver and also 
on its surface. Although the patient was 
apparently in a desperate condition when she 
went upon the table, she stood the operation 
well, and when she was taken from the operat
ing room her pulse was only 104, and on the 
next day her temperature dropped to ioo° F., 
the general condition was excellent, and the 
pulse 84. To look at her, one would hardly

realize that any operation had been performed. 
She made a rapid recovery, and left the hospital 
in about four and a half weeks.

November 26, 1906. About August 4, 1004, 
suspicious areas of thickening were noted along 
the renal scar on the left side. In February, 
1905, Dr. Trippe informed me that from time 
to time some sutures had come away through 
a small sinus, and that later the wound had 
healed entirely. At the present time there is 
marked local return of tin- cancerous growth 
where the kidney was situated, but there is not 
the slightest evidence of any return of the 
growth in the liver. There is no doubt what
ever that the patient w ill soon succumb to the 
original renal growth, but it is now* four years 
since the kidney was removed, and the patient, 
up to a few weeks ago, had been able to go 
around everywhere.

Hysteromyomeclomy; excision of a large gall 
bladder containing a thickened area suggestive 
oj malignancy; resection oj a wedge oj liver sub
stance with the gall bladder (Figs. 4, 5 and 6); 
approximation of the cut surface of the liver by 
mattress sutures of catgut; recovery.

* January is, iu°7-
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Fin. 3. At the time of ojicralion the tem|>eriiturc was 102°. It gradually dropped from the time of operation, 
aching normal on the eleventh day. The pulse-curve follows the tempcruturc-curvc closely.
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Fig. 4. A large galMil.uMrr removed in ils entirely. 
In the upper part of the figure is represented a cross- 
section of the cystic dint ami of the surrounding tissues. 
The gall bladder is greatly enlarged, uniformly distended, 
and resembles a sausage. The raw area seen in front 
corres|iomls to the attachment of the gall-bladder. At 
the top of the gall-bladder, ami firmly attached to it, is a 
wedge of liver, and attached to the surface of this are 
several adhesions For the ap|>earance of the gall bladder 
on section, see Fig. 6.

Mrs. R., aged 47, seen in consultation with Dr. K. It. 
O’Reilly of Hamilton, Ontario, on August 20, igo6. 
This patient for a number of years has had sugar in 
the urine at frequent intervals, and has also had some 
albumin. Fight years ago she noticed a small lump in 
the utetus. This has greatly increased in size, and has 
been associated with much uterine bleeding. At present 
the tumor is larger than an adult’s head, anil extends 
above the umbilicus. The patient is a very stout, well 
nourished woman, weighing nearly two hundred pounds.

Operation. On August 24, i<)o6,1 operated in 
the Hamilton General Hospital, assisted by Drs.

O’Reilly, GrilTm, and Wallace. After removal 
of the large myomatous uterus, it was noticed 
that the gall bladder was enlarged and prom 
inent, and that it was tilled with stones, anti 
furthermore, that, projecting from the top of 
the gall bladder, there was a glistening urea, 
which appeared to be a new growth and to 
extend some distance into the liver substance. 
Fortunately, the liver was much farther down 
than usual, and we were able to bring it fairly 
well out of the abdomen. We removed the gall 
bladder and also a wedge of the liver. ( Fig. 1 1 
We had no liver needles w ith us, nor did w e hav e 
Hagedorn needles, whit h might have been intro 
duced eye first. We accordingly used a bodkin, 
and mattress sutures of catgut were then intro 
duced, which completely approximated the raw 
surfaces and checked all oozing. The patient 
stood the operation well.

( Millier 5, tijob I am just in receipt of the following 
communication from Dr. O'Reilly, wlm had charge of 
the patient: "She is up daily, and the wound is almost 
closed. There is no sugar; no albumin."

November 12, njob I have just received the follow
ing communication from Dr I It. O'Reilly: " Pat lent 
leaving hospital to morrow. I.ooks 15 years younger. 
No sugar; no albumin."

Description of the Gall Madder. (*yn. path \"o 1041-1 
This sjiecimen consists of a large gall-bladder and a 
wedge of livei I las 1. 6 1

The gall bladder is sausage shap-d, it cm. long and 
averaging 4 cm. in diameter. Attached to its upjrr 
surface are a few delicate adhesions. Where it comes 
in contact with the liver is a dense area 4 cm. in diameter 
This, at operation, strongly suggested malignancy, and 
had encroached markedly on the liver substance The 
wedge of liver removed is 4 cm. in breadth and s cm. 
in length, and varies from 1.5 cm. to 3.5 cm. in thick 
ness. A small jiortion of the cystic duct is attached to 
the specimen, and averages 5 mm. in diameter.

On section, the gall-bladder walls are found to aver
age 2 mm. in thickness. Near the cystic duct, however, 
there is a sacculation 1 cm. in length, 2.5 cm. in breadth 
(Fig. 6.) Here the walls vary from 0.3 cm. to 1.5 cm. 
in thickness. The inner surface of the gall bladder is 
slightly corrugated and has delicate trabecula-. Near 
the cystic duct there is some pus. Almost completely 
filling the gall bladder arc two stones, one barrel 
shaped and with a little excrescence on one side. This 
stone is 2.5 cm. in length, 2 cm. in breadth, and has 
facets on either end. Beside this is a large, irregular 
stone about 3 cm. in diameter. The gall bladder also 
contains several smaller stones.

The thickened portion of the gall bladder, that w.i- 
attached to the liver, is 3 cm. in length and 4 cm in 
breadth. It presents a nearly white appearance, and 
has irregular yellow mottled areas scattered throughout 
it. Even on section it is imfiossible to tell whether this
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lïg. s. Al llir lime uf ojx-r.ition llie tcm|>craturc and pulse were normal. The temperature on the evening ot the 

day after operation rose in ioi°. The next day it rose to 102.4°. and on the fourth day readied 104°, came down 
considerably 1 but did not remit normal. On the seventh day it ran unto 104.40. From that time it slowly dropped 
to normal. It will lie noted that the pulse-curve was similar to that of the tem|»erature.

is malignant or not. The relation between the thick
ened area and the liver is most intimate, and it would 
Ik- impossible to separate the gall bladder from the 
liver by blunt dissection without injury to the liver.

SI iscroscopic Description. Sections from the inner 
wall of the gall bladder in many places show a typical 
granulation tissue, consisting of new connective tissue 
cells, capillaries, and of |x>lymorphonuclear leucocytes. 
In the vicinity of such areas no epithelial lining is pres 
cut, but at protected points the epithelium is culioidal 
or high cylindrical. Even at such |>oints, however, the 
underlying stroma shows marked small round-celled 
infiltration.

The great thickening noted in the upper end of the 
gall bladder is due, in part, to massive infiltration by 
small round cells, but also in a large measure to the 
replacement of adijiosc tissue by connective tissue. The 
connective tissue of the gall-bladder merges imper
ceptibly with that of the liver capsule, and in the 
liver we have quantities of small round cells sur 
rounding the lesser bile-ducts. Whether the gall
stones antedated the inflammation it is im|iossihlt-, of 
course, to determine.

Diagnosis. Chronic purulent cholecystitis, with ex
tension to the inflammatory process to the liver.

Obscure thickening oj the gall-bladder, with 
dense adhesions to the liver and omentum; chole
cystectomy, with removal oj a wedge oj liver 5x5 
cm. (Figs. 7, 8 and 9); approximation oj raw 
liver surjaccs by mattress sutures oj catgut;

F. C.., aged ?2, married, white; referred to me by Dr. 
Stump of Philippi, West V irginia. She was admitted 
to the Church Home, October 12, 1906. She com
plained of sudden, cramp like pains in the epigastrium. 
Apart from the fact that one brother had died of “scro
fula” alrout eighteen years liefore, her family history 
was good. Her menstrual history had Iwen of 110 ini

portance. She had I wen married fourteen years, and 
hud had six children. Five weeks previously, she 
ha<l complained of sudden, cramp like pains in the 
epigastrium. These occurred intermittently for the 
first twenty-four hours, and the pain became so severe 
that she had to go to Iwd. She was nauseated, took 
several emetics, but vomiting gave only temjnrary 
relief. She remained in bed for two weeks. On the 
morning after the attack commenced, the jiatient 
noticed a swelling Iwneath the right costal margin. 
This caused much discomfort. By the end of the first 
week the pain had ceased completely, but since the 
first attack there had Iwen occasional sharp juins. ()n 
admission the tumor was smaller than when first ob-

Examination. The tumor is situated in the right 
ujijwr abdominal quadrant. It can be moved around 
to some extent. It feels in contour very much like a 
prolajiscd right kidney. It is firm on palpation. The 
jiatient gives an indefinite history of jaundice five weeks 
ago, otherwise we should have felt relatively certain 
that we were dealing with a kidney. The jiatient has 
not Iwen able to work since her attack five weeks ago. 
She thinks she has lost in weight.

October 14, 1906. A careful cystoscopic examina 
tion showed jwrfectly normal urine and a normal 
bladder mucosa. On examination the blood showed 
a leucocytosis of 14,000, although the temperature and 
pulse on her admission were normal.

Operation. October 15, 1906. On opening 
through the right rectus, we encountered it thick 
cned and adherent omentum. This was fast to 
the gall-bladder, and the stomach and trans 
verse colon were also firmly adherent to it. The 
gall bladder seemed to be cxcee f firm, 
and was encroaching upon the liver to some 
extent. It was necessary to free the gall 
bladder from the liver, but the connection be

5
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tween the two was so intimate that we decided to 
take a wedge 5 cm. in breadih out of the liver. 
(Fig. 7.) The raw areas in the liver were 
brought together by eight mattress sutures of 
catgut. The gall-bladder was now freed down 
to a |H)int where the cystic duct was not much 
thickened. It was tied off on both sides, and 
the duct cut across with a cautery. After all 
bleeding'^had been checked, three iodoform 
drains were carried down to the : of the

Fig. 7 Complete removal of the g.ill bladder, v>gvthvt 
with a wedge uf the liver The cysth ilm I i-. thi. kcurd 
The gall-bladder is somewhat enlarged Attached to it is 
a wedge of liver tissue, and at the up|>er |iorti«in we have a 
broad band of omental adhesions For. the .i|ijiearan< « 
of the gall-bladder on section, see Fig t)

cystic duct anil to the under surface of tin 
liver. The bleeding was slight and was r« 
duccd to a minimum.

In this case we were somewhat suspicious, 
from the thickening of the gall bladder, from 
the densely adherent omentum, and the inti 
mate relation between the liver and the gall 
bladder, that a malignant growth was com 
mencing, and consequently decided that it 
would be much safer at once to remove a 
wedge from the liver.

The patient was returned from the operating 
room in good condition, and spent the remain 
der of this day fairly comfortably ; she vomited 
once. ( )n the second day she vomited 540 « a . 
The pulse was about 130; the temperature 
dropped from 1010 to 990 in the evening. < >n

Fig. 6. Longitudinal section of the gall-bladder. For the 
outer appearance, sir Fig. 4. The « vstic duct is slightly 
thic kened. The walls of the gall bladder are increased in 
thickness, and at point u reach a thickness of fully 1.5 cm. 
It is here that the picture is so suggestive of a comment ing 
malignant growth, that without microscopic examination 
it was ini|Hissible for us to sav whether we were dealing 
with an inflammatory thickening or with a commencing 
cancer Attached to the surface is a wistge of liver sub 
stance. The interior of the gall-bladder is much distended 
by two large and several smaller stones There is a ten
dency toward partial partitioning off of the gall-bladder 
into smaller areas, as seen at />.

6
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the second day there was considerable vomit
ing, and bile-stained fluid was present in large 
amounts on the dressings. This evidently came 
from the cut liver. Dressings changed on the 
second day were saturated. On the third day 
there was slight vomiting and the pulse was 
irregular. From this time on the patient made 
a very satisfactory recovery.

November 14, 1006. The |>aticnt's wound has healed, 
and she is to go home on the 17th.

Description of Gall bladder, (iyn.-path. No. 10418. 
This sjiecimen consists of die gall Madder, a wedge of 
the liver, and of a densely adherent piece of omentum. 
The description and measurements are of the hardened 
specimen.

The gall bladder itself is q cm. in length and is 
pyriform in shape (Fig. 7), varying from 1.3 to 5 cm. 
in diameter. The cystic duct is 8 mm. in diameter and 
considerably thickened. Intimately attached to the gall
bladder is a wedge of liver, 4 cm. in breadth and 4 cm. 
in length. This wedge of liver varies from 2 mm. to 
2 cm. in thickness.

The omentum is snugly tucked down to the edge of 
the liver, and forms an almost integral part of the free 
surface of the gall-bladder for a distance of 5 cm.

On section, the gall-bladder wall is found to vary 
from 3 to 6 mm. in thickness. The inner surface pre
sents a worm-eaten apjwarance, as if it were the wall of 
an abscess. At the fundus is a marked softening, the 
wall has given way over an area 1.2 cm. in diameter, 
and at this point the outer covering is only 1 mm. in

thickness. Here it is that the omentum is most densely 
adherent. (Fig. go.)

The gall-bladder is filled with pus, and scattered 
throughout the cavity arc many yellow-faceted gall 
stones, which average 5 mm. in diameter. The rela
tionship between the gall-bladder and the wedge of 
liver removed is intimate. The connective tissue of 
the gall bladder wall can lie seen penetrating the liver. 
It would have lx-en impossible to separate the gall 
bladder from the liver without a great deal of tearing. 
The danger of infection would then have liecn infi
nitely greater.

('over-slips from the pus show quantities of poly
morphonuclear leucocytes with detritus, and here and 
there long and narrow bacilli. No culture was made, 
as we wished to harden the s|xicimen before examining.

Sections from the gall-bladder show that in some 
places the lining epithelium consisting of high cylindrical 
cells is intact, and that the gland like spaces, due to 
depressions, present a characteristic appearance. The 
stroma of the folds at such points shows small round 
celled infiltration, and here and there polymorpho
nuclear leucocytes. Polymorphonuclear leucocytes arc 
also present between the individual epithelial cells, and 
the cavity of the gall-bladder contains desquamated epi
thelium, small round cells, leucocytes, and detritus. At 
other points the lining epithelium has entirely disap
peared, and we have nothing but typical granulation 
tissue consisting of young connective-tissue cells, and 
capillaries, with here and there on the surface numerous 
jMilymorphonudcar leucocytes, and in the deeper j>or- 
tions ceils that have taken up the brown pigment, 
evidently from hemorrhage. At one point in this
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Fig. 8. As will be noted, at the time of operation the temperature was normal < >n the next evening it rose to ioi°, 
and then gradually drop|*-d to normal, only once subsequently reaching roo.s°. The puise at operation was normal. 
The next day it reached 130, and remained between 120and 130 until the end ol the third day, when it gradually dropjied.
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l'ig. i) Longitudinal sc-c lion of a gall bladder, showing 
adherent liver substance and a cavity filled with pus and 
gallstones. The c ystic due t is c onsiderably thic kened 
The gall bladder is enlarged. Attached to its surface at 
two points are masses of liver substance. The walls of the 
gallbladder are much thickened, csfiecially at b. At a 
there is atrophy, and had it not been for the adherent omen
tum, rupture of the gall-bladder at this place might very 
readily have oc curred. The gall bladder is filled with pus, 
and scattered throughout this are biliary c alculi. See Fig 
7 for the unopened gall-bladder.

granulation tissue we have a typical giant cell containing 
at least twenty five or thirty small round vesicular nuclei, 
bunched chiefly in the center. There is, however, no 
suggestion of tuberculosis. The underlying stroma shows 
a good deal of small round-ceiled infiltration, and in tin- 
walls are abscesses. The inflammatory changes persist 
throughout the walls of the gall bladder. The adherent 
omentum has to a great extent undergone fibrous 
change; in some places there is little more than old con

nective tissue, with here and there foc i with small round 
celled infiltration. Clumps of fat globule- remnants 
of omental tisxue still |*-rsist throughout this fibrous 
tissue The inflammatory thickening extend- outward 
until.it reaches the liver substance, and it I- im|m—iblc 
to tell where this fibrous tissue stops and the t ap-ule of 
the liver commences. The nuclei of the liver ce II- vary 
considerably in -i/e and in their staining qualitu We 
have a good deal of small round celled infiltration 
and numerous éosinophiles. The éosinophiles are also 
abundant in the thickened wall of the gall bladder 

Diagnosis. Acute and subacute cholecystitis, with 
large quantities of pus and gall stones in tin gall blad 
der; implication of the adjoining liver tissue in the 
inflammatory process; dense omental adhesions under 
going fibrous change

Removal of a wedge of liver substance with 
the gall-bladder certainly has a somewhat re 
restricted field. Personally, in the majority of 
cases 1 would prefer to drain the gall bladder 
merely, agreeing with those who consider the 
thorough drainage of the dammed up bile ,i- 
only secondary in importance to removal of tin
stones so frequently found.

In some cases it is impossible to remove 
the gall-bladder without tearing the liver to 
some extent, and in a limited number of eases 
one cannot exclude the possibility of card 
noma. In all such cases I think it just as 
well to be on the safe side, and to remove not 
only the gall bladder, but also a wedge of the 
surrounding liver substance. We have found 
one disadvantage in the entire removal of the 
gall-bladder; that is, the sudden elevation 
in some cases - of temperature after operation. 
In both of our eases there was, as will be seen 
from the charts, an elevation of temperature, 
but it gradually dropped to normal. In our 
case of resection of a portion of the liver for 
tumor, however, it will be noted that the tern 
perature, which was over 102° at the time of 
operation, gradually dropped to normal.

SUTURE OF ACCIDENTAI. TEARS OF Till: LIVER
I have had two cases of this character. In 

the first there had been an abdominal abscess 
which had communicated with the liver, and 
in exploring the cavity I tore the liver sub 
stance. The bleeding was excessive, but was 
rapidly and completely controlled by four mat 
tress sutures of catgut. In the second case, in 
removing an 8<> pound suhperitoncul, peel un 
eulated myoma, a piece of liver substance was
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found adherent to the upper surface of the 
tumor. 1 was particularly anxious to close 
tin- abdomen without drainage, and by passing 
Hagcdorn needles backward tin- bleeding was 
at once checked by a few mattress sutures of 
catgut.

Abscess between tin abdominal peritoneum 
and omentum jour weeks ajter labor; implica 
lion oj the liver, the edge oj the liver containing 
an abscess; secondary exploration in the region 
oj the liver, with marked tearing oj the friable 
organ; hemorrhage ton trolled with blunt liver 
needles; complete recovery.1

Gyn. No. 12456. V M , '<vn in consultation, Oi to
iler 20, 1*405, uml at oner admitted to the Johns Hop
kins Hospital. She is ,46 years of age, married, white. 
Her family and previous history are negative. She 
complains of a good deal of abdominal discomfort 
and of fever. The patient has been married seventeen 
years and has had ten children; the eldest is 1 | years 
of age ; the youngest was I Kirn Septemlier 1*4,1*405, just 
one month liefore her admission. 11er laliors have all 
been difficult and instrumental, and on several occa
sions there was tearing of the perineum. Four years 
ago the |K-rineum was repaired at the Johns Hopkins 
Hospital. For several days prior to her labor in 
Septemlier, she had lieen in lied with a fever. Her 
delivery was instrumental, and was followed by a most 
profuse hemorrhage Fever and chills continued for 
four days after delivery, and since that date she has 
had chills and fever, and marked pallor has lieen noted. 
< )n admission to the hospital, she was exceedingly ana- 
mic, with the hæmoglobin 26 percent, and the leucocytes 
11.200. There were distinct ha-mic murmurs, but the 
heart was normal. The lung sounds were also normal. 
The right eye was inflamed; a white scar was visible 
on the cornea, and a distinct purulent exudate was 
made out.

The abdomen was distended. Just to the left of 
the umbilicus, and extending outward, was an in 
durated area 2.5 cm. in diameter. This was some
what pointed. The lower part of the abdomen was 
hard and suggested a large abdominal tumor. There 
was no reddening. There was more or less tenderness 
over the entire abdomen, especially over the small tumor 
or elevation in the left side. On pelvic examination, 
nothing could In- detected. The cervix was high up, 
the uterus was freely movable, and the appendages 
were perfectly free.

Operation. October 21, 1905. An incision 
was made over the hardened indurated area 
on the left side. < )n opening the abdomen we 
encountered a large abscess containing foul
smelling pus. ( in careful exploration of the 
cavity I found that it continued upward almost

• Abstrait from the Johns Hopkins lloipiiollllulltlin, p. isj, 1906.

to the free margin of the ribs and downward 
to within 8 cm. of the pubes. It apparently 
lay between the anterior abdominal wall and 
the omentum. No intestines or abdominal con 
tents were to be seen. The cavity was loosely 
packed with iodoform gauze, anti the patient 
left the table in a precarious condition. Cul 
tures from the pus showed no organism, but 
anaerobic cultures were not made. After a few 
days, large quantities of pus were discharged. 
The temperature kept up; the patient became 
délirons, and had to be isolated.

On November 3, 11405, the hæmoglobin was 
25 per cent, and the leucocytes were 15,200. 
(In the following day the patient was brought 
down to the operating room, as her condition 
was not satisfactory. We could detect an area 
of induration along the free margin of the ribs 
on the right side. Artery forceps were intro 
< I need into the opening, and carried out to where 
the induration had been detected on the right 
side. We then cut down ujK>n the indurated 
area in the flank, an incision being made on 
the outer side of the rectus. The peritoneum 
was thickened, and there was much (edema in 
the peritoneal tissues. The liver was found 
lying just beneath the incision, and over a con 
sidcrablc area it appeared to be necrotic. It 
broke up very readily under the examining 
linger, and there was free hemorrhage. The 
insertion of three or four catgut sutures, how
ever, with a blunt needle checked the oozing 
completely. We cut down on the edge of the 
liver and exposed a large pus-cavity.

Apparently the abdominal abscess had had 
its origin in the gall-bladder or had been a 
primary liver abscess, but in no way had im 
plicated the pelvic organs, and had apparently 
been almost entirely anterior to the omentum. 
The patient gradually improved.

November 20, 1*405. Slit was taken out of doors, 
although her condition was still precarious. From this 
time on her mental condition rapidly cleared up, and a 
decided improvement was noted each day.

She was discharged on DecemlxT 21, 1 <405, with the 
abdominal wound completely healed. There was no 
tenderness at any point. The hæmoglobin was 76 jxr 
cent, and the mental condition was perfectly satisfac

In this case it was remarkable to see with 
what ease we could control the liver-oozing. 
It was only necessary to introduce a few catgut
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sutures through the friable material, and the 
bleeding was absolutely stopped. Had we used 
too muc h force, however, in tying, the sutures 
we would have undoubtedly cut through the 
liver tissue.

Successful remcrval of on Sy pound cystic 
myoma intact (Fig. to); piece of liver ? cm. in 
diameter removed •with tumor {Fig. //)," sutur, 
of liver; recovery.

Mr*. M< A , seen in consultation with l)r Marshall 
Smith on June 25, iqo6. She is 5S wars of age. 
Twenty years ago she noticed a tumor in the lower 
abdomen, and was later seen in consultation by Dr. 
William T Howard of the l'niwr»ity of Man land, 
who advised operation. The tumor gave her little 
inconvenience until three or four weeks before her 
admission to the Church Home and Infirmary, which 
she entered on July 27, 1006.

Operation. July 30, 190(1. There was very 
marked abdominal distention. Prior to re
ceiving the amvsthetiv the patient was thor 
oughly washed up, and all preparations were 
made for the operation, so that she might 
remain as short a time as possible under ether. 
It was impossible for her to lie down; conse
quently she was operated upon in the sitting 
posture. The growth was removed with a 
great deal of difficulty, as it was everywhere 
adherent to the anterior abdominal wall and 
to the omentum. We found large vessels going 
to the tumor from the omentum, also numerous 
vessels from the stomach and transverse colon, 
some of them reaching fully 7 or 8 mm. in di 
a meter. The adhesions were gradually shelled 
oil" by my hand, but 1 had to use the utmost 
care and do all liberating under sight, as the 
rupture of one large vein might have caused the* 
loss of the patient’s life before the hemorrhage 
could be checked. The pedicle of the tumor 
was not more than 1.5 mm. in diameter, and 
was situated directly beneath the ribs.

( )n removal of the tumor I found that 1 had 
brought away a piece of liver substance 3 cm. 
in diameter. We had no liver needles handy, 
so I used a sharp Hagedorn needle, running 
the eye through instead of the sharp end. This 
device answered admirably, and the bleeding 
was easily checked by four catgut sutures. The 
uterus and the right tube and ovary lay under 
the surface of the liver. The abdomen was 
closed without drainage, and the patient made 
a very satisfactory recovery. In this case, of

ili I-> iiin.it i-tl.tr,
!i of i’u 1 i.iIh

Tin- gnu nil lliii km--
mr prujri t* iluwTiwar l. exii-n liini

feet in length, Ik-.
cartilage t-> the tymphvsis the tumor U-i

course, the removal of this huge myoma, which, 
as far as we can learn, is the largest myoma 
successfully removed, was the most important 
feature, and the bringing away of the piece of 
liver a minor consideration. The bleeding in 
the liver was checked with the utmost ca-iv, in 
fact much more rapidly than we are usually 
able to control bleeding from the uterus ; and 
furthermore, it was checked so thoroughly that 
we did not deem it necessary to drain the 
abdomen.

Liver surgery is still a vaguely explored field, 
and will certainly in the near future engro-^ 
much of the attention of the abdominal sur 
gcon. We agree thoroughly with the die turn 
of Mikulicz, expressed in the terse sentence 
“To my mind, Kousnietzoff’s needle is the egg 
of Columbus in the technique of liver surgery.” 
and with W. W. Keen when he says, “After 
my experience w ith these three cases, I should 
hardly hesitate to attack almost any hepatic 
tumor without regard to its size.”

A PIMM MX

While operating on my first case I at (Mentally 
discovered the secret of applying liver sut nr* - 
An assistant gave me a long, straight needle 
that had lost its point, and as we did not w ish 
to delay, I used this, and was surprised to see 
the absolute lack of hemorrhage from the
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1- in M \ small segment of the wall <»f I Ik- < ystic my
oma. showing a |iivvc • I liver nttncheil t<» its surfai c 

The i yst-walls in |.lares rrarhetl $ cm in thic kness 
The pedicle of the tumor \% is very small. The tulx- and 
ovary were glued to eac h mher by adhesions, and attached 
to them was a piece of liver suhstam e which was so dense
ly adherent to the appendage' that it came away with the

needle-holes. Several weeks later, when going 
over the literature, 1 found an article by Kous- 
nietzoff, and read the hearty commendation of 
his work by Mikulicz. Later, I had needles 
made. These, instead of being wedge-shaped 
on cross section, as were those of KousnietzolT, 
are almost flat, and further, they are much 
more slender, making a smaller hole in the liver 
substance. The modifications are, however, so 
slight that these needles are merely improved 
KousnietzolT needles, and all the credit for 
introducing the needle that will push the vessels 
to one side or the other instead of piercing 
them belongs to KousnietzolT.

I sent long and curved liver-needles to some 
of my friends in different parts of the country. 
From one of them, Dr. M. II. Everett of Lin 
coin, Nebraska, 1 have recently heard, and he 
has had the same satisfaction with this method 
of suturing the liver as we have had, the con
trol of the hemorrhage being perfect.
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PARASITIC UTERINE MYOMATA *

THOMAS 8. CULLEN, M D
BALTIMORE.

By this term we mean myomata that have for some 
reason become partially or almost completely weaned 
away from the uterus and receive their main blood sup
ply from another source.

Uterine myomata, while primarily getting their entire 
nourishment from the uterus, may in time derive the 
greater part of it from: 1, The omentum; 2, large or 
small bowel ; 3, bladder ; 4, mesenteric vessels ; 5, Fal
lopian tube; or from several sources at the same time. 
We are here chiefly interested in the rôle that the omen
tum plays where the myoma gradually changes its source 
of blood supply. The following pages will show be
yond peradventure that the omentum is the guardian of 
the abdominal organs. In many eases where 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 ad
herent. We are interested chiefly in that group of cases 
where the tubes and ovaries arc comparatively normal 
and offer no particular incentive for the omental adhe
sions, and yet where for some reason the omentum mani
fests a certain affinity for the suhperitoneal and usually 
pedunculated 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 
the pedicle of the tumor becomes smaller and its orig
inal source of nourishment diminishes, the omentum 
sends in more and more vessels. These vessels may 
spread out over the surface or divide into smaller

• Head In the Section on Obstetric* and IMscnso* of Women of 
the American Medical Aesoclntlon, at the Mfty eighth Annual See
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branches and then enter the tumor, or they may plunge 
at once into the depth. As a rule, we have found large 
arteries each aceompanied by two veins. The veins in 
some instances reach tremendous proportions. In one 
case, for example, some of them were more than 1 cm. 
in diameter and looked like small snakes.

uTA,'

Fig. 1.—The gradual disappearance of omental fat when the 
omentum sends many vessels to a parasitic myoma (l'ath. 7925).

The uterus Is about twice natural site and contains several 
small myomata. Attached to Its anterior surface by a short sien 
der pedicle Is a slightly lobulated myoma and attached to the 
myoma over a wide area 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 dlsap 
peered, and we see the omental vessels spreading out over the 
surface of the tumor or plunging directly Into the depth.
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CHANGES IN THE OMENTUM.
The function of the omentum can be most beautifully 

followed in these cases. If the omentum be called on for 
a small blood supply a few vessels arc at once sent in, 
and but little change is noted in the omentum, but 
where the tumor is large and much is required of the 
omentum then the vessels rapidly increase in size and the 
omental fat gradually disappears. 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 rarified (Fig. 1). Later the vessels near 
the tumor arc merely supported hy 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 rela
tion to the transverse colon. This is strikingly well 
shown in one of our cases, where a small fringe of fat 1 
cm. broad and lying against the transverse colon was all 
that remained of the omental adipose tissue (Fig. 3). 
The omental vessels seem to have an unlimited activity ; 
for instance, in one of our cases where a very large 
myoma with a small pedicle existed, not only was there 
a liberal supply of omental nourishment to" the upper 
surface of the tumor, but the omentum sent out a bunch 
of vessels into the lower pole of the tumor. These vessels 
formed a cord 6 cm. in diameter. The vessels 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 absolutely free 
for a distance of 18 cm. The function of the omentum 
is certainly marvelous, as was noted in one of our eases. 
Here the subperitoneal tumor weighed 89 pounds and 

• was attached to the uterus by a very small pedicle, the 
chief nourishment coming from the omentum.

DILATED LYMPHATICS IN THE OMENTUM.

Where large myomata exist dilated lymphatics are 
often found in the broad ligament. It is but natural 
that with the increased activity of the omentum its lym
phatics also should be increased in size. In one of our 
cases we found marked dilatation in the broad ligament 
lymphatics, and coursing down from the omentum,



4

which was densely adherent to the pedunculated myoma, 
were markedly dilated and tortuous lvmph channels. 
In anothc. case the omentum, which was rapidly losing 
its fat, presenting here and there oval clear spaces where 
even the peritoneum had disappeared, a large tortuous 
lymph channel was clearly seen coursing down the 
omentum (Fig. 2).

CAUSES OF PARASITIC MYOMATA.

The cause seems inherent in myomata and not in the 
surrounding organs. The uterus is naturally trying to 
get rid of its interstitial nodules and they consequently 
become submucous and subpcritonesl. If subperitoneal 
then with the continued uterine contraction they gradu
ally become pedunculated and finally the mere weight 
of the nodule, making traction on the pedicle, will still 
further attenuate it. With the diminished blood sup
ply these nodules are usually prone to degenerate, and 
often show hyaline degeneration or necrosis. The peri
toneal surface evidently develops a slight roughening 
and the omentum at once becomes adherent.

If this reasoning be true, then wc would naturally 
expect the part of the tumor farthest away from the 
pedicle to suffer first, and a reference to our cases has 
shown this to be true. The omentum appears to be ful
filling its normal useful function of guarding other ab
dominal organs from danger. If the omentum does not 
furnish the myoma with the necessary nourishment then 
the myoma will either develop an abscess in its interior 
and open into the intestine; for example, as in one of 
our cases, or it will call on the intestines or bladder for 
sustenance.

TECHNIC IN PRESENCE OF OMENTAL ADHESIONS.

Naturally the first thing to do after opening the ab
domen will be to control the omental vessels. We 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 invari
ably tie instead of clamping and then tying. The mere 
weight of the artery forceps is at times sufficient to tear 
them and tremendous hemorrhage follows.

It is of the greatest importance always to tic under 
sight, consequently the incision must he sufficiently long 
to enable the operator to see all the vessels clearly.
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Hg. .‘.--I'araslllc myoma receiving a large blood supply from 
tbe omwitum. Partial atrophy of the omental fat (tiyn. 7220).

I he Hkeich wan made Immediately after operation. The uterua 
a normal In alee. Attached to the fundue by a short alender ped 

icle Is a myoma l»x!4 cm. Covering the entire upper surface of 
the tumor are omental adhesions, and as seen from the patho
logic report the greater part of the myoma had undergone hyaline 
and cystic degeneration.
...J1YL.pJclu,r,e weM drphts the gradual atrophy of the adipose tis
sue that follows when many omental vessels are furnished a tu 
m°r. At o normal omentum Is seen, while at b the blood vessel 
has lost Its adipose covering and stands out clearlv In the lower 
part of the omentum all trace of fat has disappeared. «. and noth- 
*n* Pu.Vhe Perllon,‘"1 l»r»rs of omentum and the vessels remain. 
At (I the vessel Is very clearly seen At numerous points even 
the peritoneum Is giving way, clear spaces resulting In one of 
!pr „* fe' fll,lod wl,h «-iMr fluid. Is seen.
It Is a markedly dilated lymph vessel.



Where the omental adhesions extend over a wide area 
we gradually lengthen the incision as it is found neces
sary, never attempting to liberate adhesions far out 
under the abdominal wall, as they may contain large 
veins or arteries.

In one case where the tumor weighed 89 pounds these 
precautions were carefully observed, and yet so inti
mately was the tumor everywhere attached that not
withstanding our care a small piece of liver came away 
with the tumor. With the careful and methodical tying 
of omental vessels even the largest tumors mnv often be 
removed with the loss of not over two ounces of blood.

ASCITIC FLUID ACCOMPANYING UTERINE MYOMATA.

Ascitic fluid is frequently associated with fibroma of 
the ovary, but rarely is there any appreciable amount 
with uterine myomata. We have had seven cases in which 
considerable ascitic fluid was detected at operation.

In Gyn. No. 9786. where the rounded myomatous tu
mor reached to within 5 cm. of the umbilicus, the abdo
men contained 200 c.c. of free fluid. A glance at the 
history will show, however, that other factors were in all 
probability responsible for the ascites. The patient had 
a loud apical systolic murmur. There was marked edema 
of the feet and ankles, and the patient’s hemoglobin, on 
her admission, was only 20 per cent., but reached 43 
per cent, just before the operation.

In Case 6274 the uterus contained several subperito- 
neal myomata and was densely adherent. About three 
months before operation 1,550 c.c. of fluid had been 
aspirated from one pleural cavity. About eleven days 
prior to the operation 8,050 c.c. of ascitic fluid were 
withdrawn from the abdomen. In this case the cardiac 
lesion and the accompanying nephritis were probably 
responsible for the accumulation of ascitic fluid.

The presence of free fluid in the abdomen in five of 
our cases was undoubtedly due to the tumor and not to 
any constitutional impairment.

In Case 12155 a large pedunculated myoma had made 
a three-quarter turn on itself and the omentum was ad
herent over an area 14 cm. in extent. Some of its ves
sels entering the tumor were not 1 mm. in diameter. 
The abdomen in this case contained two ounces of clear 
yellow serum.
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Fig. 4.—A partially parasitic myoma revolving part of lie nour
ishment from the Fallopian tubes (Church Home and InOrmary No.

The uterua contains seven I Interstitial myomata. Attached to 
the posterior surface of the uterus by a short |>edlcle Is a broad 
tubulated myoma. Ou the left side an artery and vein pass from 
the outer end of the tube to the anterior surface of the tumor. 
The branches of the artery spread out over the tumor. On the 
right side Is what might be termed an unnecessarily long adven 
111lous artery passing from the outer end of the tube to the pos 
terlor surface of the tumor, where It plunges Into the depth The 
accompanying vein clings like a vine to the artery, taking a very 
tortuous course. The fimbriated ends of both tubes are [latent. 
The left ovary Is normal. The right was not removed. The cystic 
spaces near the outer ends of both tubes seemed to be dilated lymph 
spaces. There was no evidence of pelvic peritonitis.

The further clinical history In such a case where operation Is 
not undertaken would be of great Interest. The pedicle would 
naturally become thinner and thinner until finally connection 
with the uterus would be severed. The tubal vessels would In the 
meantime, all have materially Increased In sise. With the entire 
weight of the tumor now on the arteries and veins any misstep 
or Jolting might be sufficient to rupture one or both of the vessels 
and fatal hemorrhage would speedily ensue.
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Kl*. 3,—A partially parasitic uterine myoma associated vtlth : life; 
pedicle Is a sub|»erltoneal myoma. 1‘lunging lato the edge tka lyomi 
llrely disappeared The myoma la Intimately blended with the posti ,.r - 
nourishment. The abdomen Is markedly distended with ascitic lull Tb< 
and the omental vessels.

the omental v< •la. The omental fut has almost eu
-m face of the bladder, from which It receives considerable

anall Intestines were effectually held back by the tumor
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In Case 6418 the subperitoneal myoma weighed 29 
jwunds, and the abdomen contained 500 c.c. oi ascitic 
fluid.

In Case 3387, where a partially parasitic myoma ex
isted, marked ascites was present, seven liters of free 
fluid being found.

In Qyn. 1383 one-half the omentum was densely ad
herent to the tumor and the abdomen contained 14,500 
c.c. of straw-colored fluid and about 2,000 c.c. of clear 
jelly-like material that was scooped out with the hand. 
The urine contained albumin but no casts. With re
moval of the tumor the albumin disappeared.

Undoubtedly, one of the most remarkable cases of the 
intimate association of uterine myomata and extensive 
ascites is furnished by Case P., which I reported in de
tail in Tim Journal of the American Medical Asso
ciation Nov. 19, 1904 (Fig. 3). In this case the subper- 
itoneal myoma was almost completely weaned away from 
the uterus and received its chief blood supply from the 
posterior surface of the bladder and from tremendous 
omental, vessels. The abdomen contained 61 liters of 
clear ascitic fluid.

CAUSES OF THE ASCITIC FLUID.

This fluid is clear, straw colored and usually limpid, 
but may coagulate, forming a clear, jelly-like mass, as 
has been uoted.

As previously mentioned, fibromata of the ovary are 
usually accompanied by ascitic fluid. Here the large 
vessels in the loose pedicle become 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

In four of our cases the condition has been analogous. 
The myomata have been pedunculated and have received 
a large part of their blood supply from the omentum. 
Partial rotation of the tumor with twisting of the ves
sels has from time to time occurred and transudation 
of scrum into the abdomen was the natural result.

On examination of the specimen from the case where 
61 liters of ascitic fluid were present (Fig. 3), it will be 
noted that the myoma was attached bv an exceedingly 
slender pedicle, and that a lateral movement of the pa
tient was undoubtedly accompanied by partial twisting

v
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of the tumor, shutting off the blood supply of the enor
mous omentnl vessels and favoring the pouring out of 
-arum. It is now four and one-half years since the tu
mor was removed, and although the abdomen prior to 
operation contained 51 liters of fluid, there has never 
been a sign of ascites since then.

A PARTIALLY PARASITIC MYOMA RECKIVTNQ PART OP ITS 
BLOOD SUPPLY FltOJt THE FALLOPIAN TUBES.

In this case the uterus was sligthlv enlarged and 
contained several small myomatous nodules. Project
ing from the posterior surface was a broad tabulated sub- 
peritoneal myoma attached by a small pedicle. Pass
ing into the anterior surface of the myoma was a 
small artery from the left tube and into the posterior 
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, 
as is illustrated in Figure 4. There were no omental 
adhesions.

The fimbriated ends of both tubes were normal, 
hence it is at first glance difficult to explain how the 
tubal vessels ever reached the myoma. When the myoma 
formed an integral part of the uterus delicate adhesions 
have evidently formed between the outer ends of the 
tubes and the myoma, and as the myoma became mon1 
and more pedunculated the uterine blood supply dimin
ished and the tubes gradually sent in vessels to the my
oma through the tubal adhesions.

From a clinical standpoint the case is particularly in
teresting, because if the pedicle had become still more 
attenuated and had been finally severed then the myoma 
would have been entirely supported by the large tubal 
vessels, and any sudden jolting on the part of the patient 
might readily have caused a rupture of one of the ad
ventitious vessels and fatal hemorrhage have followed.

PARASITIC MYOMA AT PELVIC BRIM. RBCBIVINO BLOOD
SUPPLY FROM SUPERIOR MESENTERIC VESSELS. PER

ITONEUM AND APPENDIX ADHESIONS.

This is the only case in our series where the myoma 
was entirely separate from the uterus. It lay just above 
the pelvic brim and great care had to be exercised dur
ing its removal to avoid injury of the ureter and the 
neighboring vessels. The nourishment appeared to come 
from the arteries supplying the small bowel.
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In this case the uterus was aliout three times the nat
ural size, contained several myomata, and the appearance 
at operation indicated that the myoma originated in the 
uterus ami hail later engrafted itself on to the tissue 
at the pelvic brim.

ADVENTITIOUS INTESTINAL VESSELS NOURISHINO UTER
IN i: MYOMATA.

Uterine myomata, whether complicated with patho
logic lesions in the appendages or not, arc prone to de
velop adhesions and naturally where adhesions exist the 
intestines may Ik* implicated. As a rule, these adhesions 
consist chiefly of fibrous tissue, hut should the uterine 
nourishment to the myoma diminish then arteries will 
occasionally be sent from the intestines to the myoma 
along the already existing adhesions.

In tin: accompanying group we depict only the most 
pronounced cases.

In Case (ifl24 a large pedunculated jnvoma sprang 
from the posterior surface of the uterus and attached to 
over half the anterior surface were dense Intestinal ad
hesions containing many blood vessels. The intestines 
furnished a liberal blood supply to the myoma.

In Case 9027 a multinodular myomatous uterus re
ceived much nourishment from the omtntal 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 29

The multinodular myomatous uterus in Case (>774 
was wedged in the pelvis and fixed 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 condi
tion due to partial intestinal obstruction from the ad
herent multinodular myomatous uterus. One of the 
pedunculated myomata was becoming strangulated 
through torsion of the pedicle. On exposure the sig
moid flexure was found adherent to the tumor and sent 
numerous well-developed vessels to the myoma.

In some instances the relation between the peduncu
lated myoma and the intestine becomes an intimate one, 
so that 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 9078. The pedunculated myoma re-

62
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reived 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 care of my friend. Dr. .1. Ma
son Hundley, of the University of Maryland. The pa
tient had been under the observation of another physi
cian for over two years and a diagnosis of uterine myoma 
was made. At operation a uterus practically normal in 
size was found. It contained a small suhpcritoneal 
myoma. Filling the pelvis was a parasitic cystic myoma 
which received its entire nourishment from the small 
bowel. It had a broken-down cavity in its center. This 
communicated directly with the lumen of the gut, allow
ing the free passage of fecal matter from the bowel into 
the parasitic nodule. The myoma was attached to the 
uterus by a few slender adhesions. Such a condition 
as this is exceedingly rare, and yet the possibility of 
such a serious complication should not be overlooked.

ADVENTITIOUS KI.ADDKIt VK88KI.8 NOl'IIISIIINd UTERINS 

MYOMATA.

One of the first questions the surgeon asks before mak
ing an abdominal incision when a myomatous uterus 
exists is. Is the bladder high up? A knowledge of the 
dislocation of the bladder is of great importance to the 
surgeon, as he might otherwise open the bladder while 
making the abdominal incision. In our experience only 
five myomata derived any appreciable amount of nour
ishment from the bladder.

In Case 12194 a large multinodular uterus was pres
ent. The ovarian and uterine blood vessels were greatly 
distended. Rising from the anterior part of the uterus 
was a myoma with little or no uterine attachment. It 
apparently derived its blood supply from the tissue sur
rounding the bladder.

In Case 7739 a tumor filled almost the entire alaloni- 
inal cavity. Much nourishment was furnished by the 
omentum, hut a portion was contributed bv very vascu
lar adhesions from the bladder, anterior and left lateral 
abdominal walls.

The bladder in Case 384? was so intimately attached 
to the tumor that a piece 1x6 cm. was excised with the



growth. In this case omental and intestinal adhesions 
also existed.

Probably the most extensive vesical blood supply to a 
myoma that one may encounter was noted in Case P. 
Here the bladder was drawn high up in the abdomen, 
and from its posterior surface many large and tortuous 
vessels passed to the tumor.

A reference to Case 5784 also showed a bladder sup
plying its quota of blood to the myomatous uterus. Here 
there were large tortuous vessels emerging from the pel
vis and entering the tumor.

In Case 6915 the bladder also apparently supplied 
many vessels to the enlarged uterus.

MYOMATA EXTRUDED FROM THE UTERUS AND LYING FREE 
in THE BBOAD in; ament.

In the foregoing pages we have described subperito- 
nenl myomata that have become partially or completely 
separated from the uterus. Occasionally a myoma that 
has extruded into the broad ligament ioses its connec
tion with the uterus and receives a meager blood supply 
from the tissue in which it lies.

Qyn. 9674 was a very good example of such a condi
tion. On opening the abdomen the uterus was found 
m ri-troposition. There were a few adhesions about the 
left appendages. Beneath the round ligament and in 
the broad ligament was a hard tumor the size of a small 
egg. It was slightly movable. The peritoneum was 
incised, the tumor shelled out and the hole left behind 
closed with catgut. The myoma in the broad ligament 
apparently had no connection with the ligament itself 
or with the uterus.
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ADKNOMYOMA OF TIIK UTKKU8.*

THOMAS S. CULLEN, M l). 
BALTIMORE.

With the employment of the more exact clinical meth
ods of examination and with the systematic study of all 
uteri removed at operation we have gradually gained an 
insight into the various diseases of the uterus.

Hemorrhage is one of the cardinal signs of carcinoma 
of the uterus, whether the disease be situated in the cer
vix or body. In the early stages of the disease an exam
ination of a |Mjrtion of the cervix or of scrapings from 
the hoily will as a rule enable the pathologist to say pos
itively that a malignant growth is present.

Where uterine myomata exist hemorrhage may or may 
not lie present, this phenomenon de|iending entirely on 
whether one or more of the myomata are partially or 
completely submucous.

Uterine hemorrhage also occurs where tubal pregnancy 
exists and is a frequent accompaniment of an acute tu
bal infection and is often noted where an ovarian cyst 
is present. In each of these eases the attending physi
cian may gain a satisfactory clue as to the existing con
dition from the history.

Hemorrhage may is* due to a constitutional tendency. 
Here also the family history will materially help the 
surgeon to make a satisfactory diagnosis.

In my experience there are three other conditions that 
arc frequently responsible for uterine bleeding.1 In the 
first group the patients are usually from 1H to 25 years 
of age. Much hemorrhage occurs at the menstrual 
period. On curettage the surface epithelium is found 
intact and the glands are normal, but there is a great 
increase in the stmina cells, and in their nuclei many

• Head In the Reel Inn on I’afhology and niyakilogy of the 
American Medical Awovlatlon. at the Fifty eighth Annual Rendon, 
held at Atlantic city, June, 1907.

1. Vterlne polypi an* ptirpoaely omitted
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nuclear figures are found. In such cases curettage every 
three or four months for a period of several years is often 
necessary. The hemorrhage then usually ceases. I re
ported two such cases on page 479 of my book on Cancer 
of the Uterus.

In the second group of cases the patients have exces
sive menstrual bleeding and occasionally an intermen- 
strual flow. The histologic picture of the scrapings is 
characteristic, and I am at a loss to give the composite 
picture a name. The surface epithelium is intact, the 
glands arc large and some of them are round and cystic, 
but the cystic change is not due to occlusion and pres
sure, as the epithelium instead of licing atrophic is much 
thickened. The stroma is very rich in cell elements and 
the veins are often much dilated. In all cases where 
such conditions exist hemorrhage is present.

It is with the next group, namely, adenomyomata, that 
we are here chiefly interested. To the pathologist we 
are indebted for giving us the first clear and succinct ac
count of this disease, and yet he can not aid the clin
ician in its diagnosis, as his examination of the uterine 
mucosa will yield nothing but perfectly normal mucous 
membrane.

In 1903 P reviewed the literature on the subject in a 
supplement to Orth’s Festschrift and reported twenty- 
two cases of adenomyoma examined by me up to that 
date. Since then I have paid especial attention to these 
growths and have been astonisned at their remarkable 
frequency. In the examination of between 1,300 and 
1,400 cases of myoma I have found seventy-three adeno
myomata, in short in over 5 jier cent. I have included 
only interstitial, subperitoneal and submucous adeno
myomata and large adenomyomata of the uterine horns.

Glandular elements have from time to time been noted 
in myomata and, according to Hreus,1 Schrocder, Herr 
and Grosskopf were able to collect a total of 100 cases 
up to 1884. Not until the masterly work of von Reck
linghausen2 3 4 published in 1890 has this subject received 
much attention. These growths, as their name implies,

2. Adeno Myome dee Uterus, Wring von August lllrechwald, 
Berlin, 1003. HI

3. Urber wnliren Kplthel Kllhrend.* Cyetenblldung In Uterus 
Myorann. l.elpilg und Wien, 1801.

4 Die Adenomyome und Cyslndenome der Uterus und Tubcn* 
mindung ; Hire Abkunft von ltesten des Wolff'schen KOrpers, Berlin,



consist of gland elements and myomatous tissue. They 
form a distinct class of their own, and on microscopic 
examination their recognition is easy. Even in the gross 
f|Hvimen it is often jxtssible to raider u positive diagno
sis. For the use of clinicians 1 have divided these 
growths into three classes, although it will be readily 
seen that one class may merge imperceptibly into the 
other. The divisions are: 1, Adenomyomata where the 
uterus preserves a relatively® normal contour; 2, euh- 
per toneal or intraligamentary adenomyomata; .‘1, lub- 
imucous adenomyomata.

ADENOMYOMATA IN WHICH THE UTKHUS PRESERVES A 
RELATIVELY NORMAL CONTOUR.

The uterus may be normal in size or it may bo 
found to be two or three times the natural size. Where 
the organ is considerably enlarged it is frequently 
partially covered by adhesions. In these uteri there is 
myomatous transformation of the muscle, the thicken
ing extends from the mucosa outward and may involve 
half the thickness of the wall or reach even as far as 
the peritoneum. Sometimes it is limited to the anterior 
or posterior wall, but may involve both. Where such is 
the case we have a uterine cavity lined by a mucosa, 
which is surrounded by a thick zone of myomatous mus
cle covered externally by a mantle of normal muscle of 
variable thickness (Fig. 1). The myomatous thickening 
is diffuse in character, consists of huudlee of muscle 
fibers running in all directions and along the advancing 
margins, gradually merging into the normal muscle in 
contni'-distinction to simple myomata which are sharply 
circumscribed. Given such thickenings of the uterine 
wall, we may always suspect the presence of gland ele-

On examining the uterine cavity it is usually found 
that the mucosa at one or more jioints extends into the 
diffuse myomatous tissue beneath. This is more readily 
discovered by examining with a loup, and on careful 
scrutiny of the diffuse myomatous growth small, round, 
irregularly triangular or oblong areas composed of a 
waxy, fairly homogeneous tissue are found lying lie- 
tween myomatous, bundles. These areas correspond

A. F nee the word “relatively" because If operative Interference 
be lung delayed aome of the discrete myomata no frequently found 
may aesume large proportlona and almost completely overshadow 
the adenomyoma and llkewlwe alter the contour of the oterne.
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i loH-lv in appeemoce with the uterine mucosa, ami witli 
the lens one ran out punctiform opening»—crow 
sections of glamls. Frequently such areas contain evat- 
likc spares varying from 0.5 to 5 mm. or more in «liani- 
eter. Other ami larger evst-like spaces are occasionally

Klg. I HUTuae adenotnynnui of «lie poeterlor well of «lie ulerim. 
Ojrn. I*ath \<-. «Mil The uterua hue keen amputated through the 
cervix. The an'erlor uterine well I* unaltered The poeterlor wall 
from cervix to fundu* la greatly thickened, owlug to the presence of 
a dlffuae myoma ton* growth lying between the muroaa and the outer 
covering of normal muaele. Thle dlffuae growth conalata of libera 
forming whirl*, hut alao |iaa*lng In all conceivable direction* It 
encroacliew to a alight extent on tile uleflne cavity. At o we aee 
the Junction lielween the dlffuae myoma and I lie normal muarle 
The tlliera of the one. however, blend lm|>erceptlbly with the other, 
and It would he lm|*iw*lble to ahell thl* growth out. aa can be 
done with dlacrele myomata Near the Internal oa I* a email polyp 
The uterine cavity I* aoinewhat lengthened The muroaa lining 
the anterior wall la of the normal depth, hut that covering the 
poeterlor wall la conaldernbly thickened and at two jailnta Indicated 
by b, It ran be traced for a cotialderable dlelanre Inio the myoma 
At c. Juat along the lower margin of the growth, the mucoaa can 
be aee it penet ra'lug the uterine wall for fully 1.6 cm.
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found. These haw a smooth inner surface and a lining 
of mucosa often 1 mm. in thickness. They are in reality 
miniature uterine cavities. Many of these cyst-like 
spaces contain fresh blood or yellowish-brown pigment, 
tlie remains of old hemorrhages. Small cyst-like spaces 
may readily lie mistaken for blood vessels, hut the larger 
ones are easily recognised. Among the most instructive 
cases reported are those of Lockstaedt. In his Case 5 
there was a diffuse myomatous thickening invading the 
posterior and part of the anterior wall. At several 
[Miints the myoma had penetrated the outer muscular 
covering and hud sent prolongations as far as the per
itoneum. On section of the tumor a number of round 
lumina were seen. These had a diameter of 2 mm. In 
the fundus were six roundish depressions of the mucosa, 
into all of which one could easily pass a metallic sound, 
and in all it was possible to insert a bristle for a dis
tance of 1 to l.H cm. (•% to % in.) into the myomatous 
tissue. These canals branched with one another and 
also with the canals in the middle of the tumor. All 
were lined with a clear membrane, which was easily 
loosened from the underlying myomatous tissue. In 
short, the small canals in the myomatous tissue were 
channels from the uterine cavity and had a lining of 
uterine mucosa.

In his Case 7 Ijockataedt found a diffuse myomatous 
thickening of the posterior wall and of the right side of 
the uterus. Near the fundus he saw five roundish de
pressions of the mucosa ami from these it was possible 
to pass into the myoma for a distance of 1.5 cm. (% in.). 
One of the canals was broad enough to be easily opened 
with the scissors, and here one could see the mucous 
membrane continuing directly out from the uterine cav
ity. Scattered throughout the diffuse growth were many 
cyst spaces, most of them filled with reddish-brown or 
chocolate-colored fluid. In order to determine whether 
these also communicated with the uterine cavity he in
troduced a solution of Berlin blue into all of them and 
was thus enabled to show that isolated cyst spaces were 
indirectly connected with the uterine cavity. From 
such cases as those of I/vekstaedt we see that the uterine 
mucosa penetrates the diffuse myoma at several points 
and that these down-growths branch in all directions.

Tn Figure 2 we see just the earliest stage of such a



K Ig 2. Ulffuse adenorayomatmia thickening In the fundus and 
posterior uterine well with eitenelon en mease of the tnui-osa Into e 
large crevice between myomstous manses, tlyn. I’ath. No. 788. 
The myoma la welling Into the uterine cavity and Into the apace 
between myomatous masses a large area of mucosa Is flowing. With 
the continued growth of the myomatous tissue this mucosa would 
In all probability be nipped off and carried outward, thus forming 
a large Island of mucoea surrounded by myomatous tlaaue.

tl I'eber Vnrknmmen und Bedeutung von Iirllaenaclilllurhen In 
den Myomen dee Vterua, Monatsch. t. Ueb. und Gyn., 18V8. vll, 188.

condition ns liockstacdt* fourni. Here we find in the 
fundus coarse myomatous musses welling into the cavity 
ami a large area of mucosa passing down into the crevice 
between. With the continued growth of the myoma a 
jiortion of the uterine cavity would soon lie drawn into

6
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the depth ami in all probability would eventually lose its 
vont unity with the parent uterine cavity.

Rarely if ever do we find the slightest trace of glands 
in the outer covering of normal muscle. In the majority 
of these eases, besides the diffuse myomatous growth, a 
few circumscribed myomata arc present. These are ir
regularly scattered, being submucous, interstitial or sub- 
peritoneal. They are n.-uallv several eentimeter» in di
ameter. but may reach 15 cm. (li in.) or more before 
the uterus is removed. When the uterus is not enlarged 
the uterine cavity generally presents the usual app'ar- 
anee and is in no way altered, as the diffuse myoma 
does not usually press inward as a submucous myoma 
invariably does.

The uterine mucosa is usually smooth save for the oc
casional depressions as noted in Lockstaedt's case, is of 
the usual breadth or may reach a thickness of from 7 to 
S mm. Polypi, so common in cases of discrete myomata, 
are usually wanting.

I1ISTUI.OU1G EXAMINATION.

The surface of the mucosa is usually smooth ami lias 
an intact epithelium. The glands present the normal 
appearance. The stroma of the mucosa just In-neath the 
surface epithelium is often slightly edematous or rare- 
tied. The diffuse thickening in the uterine walls con
sists of the chaiacter stic myomatous tissue, but the mus
cle bundles show much more interlacing than is 
in the ordinary discrete myomata, and then along the 
outer or advancing margin of the growth the myomatous 
cells gradually and imperceptibly merge into the normal 
muscle cells. The myomatous tissue, as was noted 
maeroseopically. cj * up to. but does not encroach on, 
the mucosa. In most cases the mucosa can lie seen dip- 
ping down into the diffuse myomatous growth, and it 
will lie noted that at such pi nts the muscle bundles run 
at right angles to the mucosa, thus allowing the mucosa 
to dip down between them. Sometimes a single gland 
penetrates the myoma. Such a gland presents a per
fectly normal appearance and is usually accompanied by 
the stroma of the mucosa which separates it from the 
muscle. In a favorable section such a gland can lie 
traced far into the myomatous tissue. If it meets a 
barrier in the form of a muscle bundle running parallel 
to the uterine mucosa, instead of at right angles, t is

7
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deflected along tin» surface of this until other muscular 
bundles are encountered that are again at right angles 
to the uterine cavity. It then passes still further out
ward between them.

Hg :« niffuw adenoniyoma In the Imily »f the ulerua. Uyn. 
I'm li No. I'M I Tht* kit i Inn Ik from I In- upper part of lin» uterii* 
n Inillvatea the ulerlno cavity anil I. and 1' I he normal thlt-kneaa of 
the muroea. Tlx» aurfare e|iltliellinn la Inlarl. and lhe glanda are 
of llie normal nnoearauee. Iml the muroea la everywhere flowing 
Into l he underlying myoma loua tlaaiie. aa la partlvularly well aeon 
at r. if and • Heel Iona at another level ahow that the apparently 
laolaled lalanda f and u are alao vonllnnoue with the muvoaa lining
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In other words, the gland follows the path of least 
resistance, winding in and out in all directions like a 
rivulet, but always penetrating toward the peritoneal 
surface. While single glands penetrate occasionally, 
larger portions of the mucosa, a/a rule, find their way 
into the muscle ( Fig. :i). These glands retain their nor
mal appearance and, as has lx-en noted, are invariably 
surrounded by normal stroma of the mucosa. These ex
tensions of the normal mucosa can la- traced by direct 
continuity for at least 1 cm. in many cases. In one of our 
caws they could be followed for over 1.5 cm. Of course, 
with the winding in and out of the down-growths of the 
mucosa the continuity will then he lost in the depths. 
Nevertheless serial sections and injections in favorable 
cases, as carried out by I/x-kstaedt, show that the 
hunches of glands found in the depths are direct exten
sions from the mucosa. In the outlying portions of the 
diffuse myoma round, oval triangular or irregular islands 
of glandular tissue arc encountered. These consist, as n 
rule, of essentially normal uterine glands lined by one 
layer of cylindrical ciliated epithelium and surrounded 
by the normal stroma of the mucosa. Some of these 
glands become cystic, the dilation varying from I .tir!» 
mm. or more in diameter. Such dilatations are cas ly 
explained by the kinking and bending to which the 
glands arc subjected by the surrounding and ever grow
ing myomatous tissue.

The epithelium of the dilated glands is usually pile 
staining and somewhat flattened. The cyst spaces fre
quently contain desquamated epithelium, sometimes are 
partially filled with blood pigment and also contain a 
varying quantity of blood. In several instances we have 
noted round giant cells containing from four to eight 
nuclei in their centers and probably originating from the 
coalescence of degenerated epithelial cells. Some of the 
large spaces are not dilated glands, but represent cross 
sections of the deep depressions from the mucosa as 
noted in I/ickstacdt’s eases. Here the entire mucosa is 
carried into the myoma, and on cross section we have a 
space lined by one layer of surface < n sur
rounded by typical uterine mucosa. Of course the mu
cosa on one side may be thinned out on account of the 
irregular stretching of the myomatous tissue ami then 
we have a picture suggesting the “Hauptkanal” of von 
Recklinghausen. In one of my eases a miniature uterine

1366



cavity wh» situated within 1 mm. of the peritoneal sur
face of the uterus.

From the pathologic description it is seen that the 
glands aie naturally more abundant in the vicinity of 
the uterine mucosa, that they gradually in
number in the outer myomatous zone and are wanting 
in the normal outer muscular capsule. In short, where 
the myoma ends they cease. In some cases, 
the glands in the diffuse myoma are identical with the 
uterine glands, their origin from the mucosa can not 
lie clearly proven. In the majority of these cases very 
careful examination of serial sections will show that at 
some points at least the glands of the mucosa are con
tinuous with those in the depth.

8UIII’KIIITONRAL AND INTRALK1AMENTAHY ADENO- 
MYOMATA.

These are cons'dered together inasmuch as the process 
is similar in Isitli circumstances, namely, the extension 
to the outer surface of the uterus. If situated above 
the middle of the uterus the adenomyomata tend to be
come subperitoneal ; below this point and lateral to the 
uterus they are likely to spread out between the folds of 
the broad ligament. Subperitoneal adenomyomata max 
be very small and completely isolated. I have examined 
-ubperitoneal nodules not over 1 cm. in diameter and 
have had others Id by 10 by H cm. (5 by I by d in.). 
Where the nodule attains considerable size there is usu
ally a large irregular cavity filled with chocolate-colored 
contents. The smaller ones also contain remnants of 
old blood.

On histologic examination the cyst walls are found to" 
be composed of myomatous tissue. The cavities are lined 
by one layer of cylindrical ciliated epithelium, and in 
some places there is a modente amount of underlying 
stroma separating the epithelium from the muscle. Neu
mann7 in 1NÜÎ reported a case of a woman 44 years of 
age in whom he found an interstitial myoma the size 
of a list and on the anterior surface of the uterus in the 
vicinity of the cervix a su liserons myoma the size of a 
walnut. Lying in close proximity to this was a cyst as 
large as a hen’s egg. This had a broad base. The walls 
of the cyst were composed of uterine muscle near the

7 Velier elnen nvmm Fall von Adenomyom dee l ierii* mid der 
Tulx'ii mil glelcheelllger Anweeenhell von Vriilercnkelmen Im Klvr 
Ht.x-k, Arch. f. (i.vnnck . 1890. Ivlll. S93.
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hase having a thickness of :t mm. hut becoming thinner 
until at the convex ami free surface they were not thicker 
than parchment. The inner surface of the cyst «as 
smooth ami the cavity contained a coagulated, friable, 
grayish mass.

In the vicinity of these cysts were two others the size 
of hazelnuts, with very thin walls. Situated in tin- tis
sue, at the base of these two, was still another evst about 
as large as a liean. This was subdivided into several 
smaller cavities. The larger cyst hail a wall composed 
of muscular tissue and was lined by a single layer of 
cylindrical ciliated epithelium. This rested on the con
nective tissue stroma which separated it from the muscle. 
Scattered throughout the myomatous muscle were glands 
liearing a marked resemblance to uterine glands and sur
rounded by stroma similar to that of the uterine mucosa. 
Neumann says that this was undoubtedly a large adeno
myoma of the uterus, cystic in character. There was 
also an adeno-myomatous polyp in the uterine cavity and 
another adenomyoma in one of the uterine horns. He 
was unable to trace any connection between the uterine 
mucosa and the adenomyomata.

Probably one of the most remarkable.? ritoneal 
adenomyomata of the uterus ever reported was the 
“voluminous" one of Pick,1 which occurred in a woman 
11 years old. sprang from the posterior surface of 
the uterus and was adherent to the anterior abdom
inal wall and to the intestinal loops. It consisted of 
many large blunt pupilary masses, ami in the vicinity 
of the median line the mass contained a glistening slimy 
cystic tumor about ; c size of a man's head. It was 
everywhere adherent. The cyst cavity contained clear 
muco-colloid material. Un the surface of the growth 
were many isolated nodules consisting of myomatous 
tissue ami containing large and small spaces. Pick 
found that the solid port ons of the tumor consisted of a 
libromyomutous substance surrounding a well-formed 
glandular tissue. This glandular tissue consisted of 
cylindrical glands lined by a » layer of cylindrical 
epithelium. Sometimes the glands occurred in groups 
were surrounded by a definite stroma. Others showed evs- 
tic dil dation. From the description it is seen that this 
tumor was a subperitoneal and adherent adenomyoma.

S. Kin m-iii-r Tjrpua iIi-h volumlnoeen parouphnralen adenomy 
ome. Arch. f. Clynack. Ilr, 117.
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sriiMucove adknumyomata.

•Submucous adcnomyomata are certainly not very 
common. In one of my cases iA which a myoma ex
tended out into the broad ligament a large jiortion of it 
also projected into the uterine cavity. The growth at 
operation was thought to he a sarcoma, and consequently 
the entire organ was removed. Scattered throughout the 
submucous portion of the myoma were large ami small 
cystic spaces filled with chocolate-colored contents antj 
lined by a definite mucosa. Sections from some portions 
of these cavities showed mucosa that could not in any 
way be distinguished from normal uterine mucosa.

In Case there was a submucous nodule contain
ing a few small uterine glands, and in Case 10872 a 
myoma containing three cystic spaces each 1 cm. in 
diameter and having a smooth lining, which consisted 
of one layer o| columnar epithelium.

In Case 10314 we had a most beautiful example of a 
submucous myoma containing collapsed and dilated 
spaces lined by a definite mucosa. These were here and 
there filled with chocolate-colored contents, ami on his
tologic examination they were found to be miniature 
uterine cavities.

In 189(i, in a report of two cases of diffuse adeno- 
niyoma of the utérin,* I directed attention to cases of 
submucous adcnomyomata reported by Dicsterweg10 and 
Schatz.* 11 In Dicsterweg** case a nodule the size of a 
hen’s egg presented at the external os. Its surface was 
somewhat eroded, it was attached to a pedicle aliove the 
external os. The nodule was composed of myomatous 
I ssue and in the center was a large cavity lined by 
mucosa and traversed by numerous small depressions 
producing an appearance suggestive of a ventricle. 
There was a similar cavity the size of a cherry. These 
cysts were lined by cylindrical ciliated epithelium and 
filled with brownish-black blood. Two years later, after 
the administration of ergotin. a submucous myoma meas
uring !» by 7 by 6 cm. (3H by 2% by 2% in.) was 
expelled. This contained a cyst the size of a walnut.

II. Adenn myoma Uteri dlffuHum benlgnum, Johns Ilopkln* lloe 
pltal Report*, tsiin, vl.

10. Kin Fall von t'ystoflbroma uteri verum, Ztschr. f. (leb. u. 
Oyn„ 1888, lx. 101.

11. Kin Fall von Flbro adenonie cyntlcum dtffu*um et pulypuaum 
corporis et colli uteri. Arch. f. Uyn., 1884. xxll, 450.



The cyst was lined by cylindrical ciliated epithelium and 
filled w ith blood.

In Schats’s ease the uterus was 1G cm. (Gi/t in.) 
long, 8.f cm. (3% in.) in diameter. Its walls var ed 
from 2 to 8.6 cm. (:44 to 1 in.) in thickness. The uter
ine cavity contained live rows of hroad-hased polypi, 
each row consisting of from two to sixteen polypi. Ite- 
tween the rows were deep depressions. The |m>1 ypi 
|M)inted toward the internal os and varied from a pea 
to a lien’s egg in size. The uterine cavity was filled with 
them. On section the polypi were fourni to have a rich 
blood supply and in several places bundles of muscle 
fibers could be seen extending into them and reaching 
almost to the free* surface. Where the muscular ele
ments predominated the polypi were firm. Scattered 
throughout the uterine wall were small myomata, which 
were not easily shelled out. In the myomata near the 
peritoneal surface no cysts were to he seen, hut in those 
near the uterine cavity and also in the muscle they were 
present. The outer jwrtions of the uterine wall were 
entirely free from cysts. The polypi consisted of spin
dle-shaped cells, and scattered throughout them were 
gland-like cavities lined by high cylindrical epithelium. 
It would appear that in these eases there hail been a 
diffuse adenomyoma and that the uterus was trying to 
free itself of the new growth in the same manner in 
which it extruded ordinary myomata. Accordingly, the 
polypod condition had naturally resulted.

Remembering the diffuse adenomyomata of the uterus 
and subsequent extension of the growth to thé outer sur
faces with the formation of subperitoneal or intra-liga- 
mentary cystic adenomyomata. it is easily understood 
that portions of the growth, at least, are forced inward 
and become submucous. In the submucous |>olyp we do 
not generally expect much cystic dilatation of the glands, 
since the growth is continually subjected to the uterine 
pressure on all sides.

' KRVICAI. ADRNOMYOMATA.

From the study of adenomyomata of the body of the 
uterus we have seen that, in the first place, there is dif
fuse myomatous thickening of the inner muscular walls 
accompanied by a down-growth of the normal mucosa 
into this diffuse growth. Portions of this adenomyoma 
may become suhperitoneal or intra-ligamentarv and may 
form a large cystic adenomyoma. Portions of the diffuse



growth were also found to project into the uterine cav
ity, forming submucous adenomyomata. Should an 
adenomyoma develop in the cervix we would expect it. 
judging from analogy, to eoneiat of cervical gland* en
closed in n tissue made up of myomatous muscle anil 
the dense stroma characteristic of the cervical stroma. 
In ( nse :tS9H there was found n small myomatous uterus, 
in which remnants of an adenomyoma were present along 
the outer border of the cervix, that is. near the broad 
ligament or vaginal attachment. The glands in this 
small growth correspond to those of the body of the 
uterus and. in addition, they are surrounded by the usual 
stroma found in the mucosa above the interna! os. Lan
dau and Vick1* reported a case in which the cervical 
canal was entirely obliterated by an adenomyomatous 
nodule which completely shut off the uterine cavity from 
the vag na. In this case also typical uterine glands with 
their accompanying stroma were the epithelial elements 
present.

In 1896, when reporting two typical cases of diffivo 
adenomyoma of tin- body of the uterus,13 I described 
an adenomyoma of the cervix consisting of cervical 
glands, muscle and a rate amount of fibrous tissue. 
This finding is very rare, as from the literature we have 
been unable to glean a single similar ease. In this case 
a round submucous nodule 2.5 cm. (1 in.) in diameter 
projected from the cervix.

On histologic examination the outer surface of the 
nodule is found to he in places covered by cylindrical 
epithelium. Scattered everywhere throughout the mus
cle are gland-like spaces varying from a pinhead to .'t 
mm. in diameter. These are lined by a single layer of 
epithelium, which in the smaller glands is of the high 
cylindrical variety. In tin* dilated glands, however, it 
is cuho dal or has lieeome almost fiat. The cell proto
plasm takes tin* hcmatoxvlin stain, as is so characteristic 
of the cervical epithelium. The nuclei are oval and 
vesicular and in many places it is possible to make out 
cilia. The gland cavities are empty or contain granular 
mater ai that takes the hemotoxylin stain. The glands 
tally in every particular with the cervical glands. This

12. 1 Taber «II»* mewinephrleche Atr»nIn d»»r Miiller'sehen liilngp, 
KiiglHch oln ReltrHg xur l.ehre von den mexnnephrlHchpn Adeno- 
myonipn dp* WpIIip* iiml xm- Klinik der llyniilrpelpii. Arch. f. 
tiynapk . 1901. Ixlv, us

13. AdPimmyom» I'tprl lilffiixum Itpnlgnum. John* Hopkins 
llnepltal Hppovt*. 1N1MI. xl.

8



Id

nodule is undoubtedly a wrvcal myoma and ap|icar* to 
lie the only one of its character on record. It has evi
dently started near the internal os. Otherwise we would 
not have had so much muscular tissue.

AIIKNOMYOMA IN ONK IIOHN OK A RICOH NATE I TKIIV8.

It is rather interesting to find one horn of a hieornate 
uterus the seat of an adenoinyoma. Whether the op
posite horn was likewise involved I can not sav. as the 
uterus was not removed. From a clinical standpoint it 
is also instructive, ns in this vase there was absolutely 
no connection between the vagina and the uterine cav
ity. there being practically no cervix. The condition in 
til's case absolutely excluded the possibility of preg
nancy having bad any causal relation to the develop
ment" of the adenoinyoma.

HYPERTROPHY OK TI1E CERVIX AND IHKKl'SK ADKNO- 
MYOMA OK THE BODY OK THE UTERUS.

In the examination of thousands of specimens this 
is the most unusual one which I have ever seen. There 
is such a marked increase in the size of the cervix due 
to simple hypertrophy, while the fundus has kept paw 
by the development of an adenoinyoma. We accordingly 
have a uterus which, although greatly enlarged, still has 
retained its relatively normal proportions.

CONDITION OK THE TI MES AND OVARIES WHERE ADKXO- 
MYOMA OK THE UTERI S EXISTS.

In forty-five careful examinations of the tubes and 
ovaries to find a causal relation between them and the 
devc cut of adenoinyoma in the uterus. I have 
failed to find any proofs of such relation. In fifteen 
cases 1 found the appendages on lioth sides normal. In 
the remaining thirty cases the ndages on one or laith 
sides were covered by adhesions, there be ng a mild de
gree of pelvic peritonitis, in part probably due to the 
discrete myomatous growth, hut to a greater extent un
doubtedly caused by the diffuse myoma. In these cases 
the uterus showed a peculiar tendency to become ad
herent to adjoining structures.

Where pelvic adhesions are present the normal matur
ing of the follicle is often interfered with, ami we con
sequently find small Graafian follicle or corpus iuteum 
cysts. These pathologic changes in the ovaries arc not
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in excess of those usually found in a corresponding num- 
Itcr of abnormal adnexa examined in the laboratory. 
Adcnomyoma of the uterus does not seem to increase ma
terially the pathologic changes in either the tubes or 
ovaries.

In forty-nine cases where 1 examined the uterus for 
adhesions twenty-five were perfectly smooth and twenty- 
four were more or less adherent. The adhesions were, 
as a rule, confined to the posterior surface of the organ, 
rarely was the anterior surface involved.

TI1K CLINICAL PICTUBK IN CASE OF A DENOMYOMA OF 
THE ÜTEKU8.

This will, of course, depend on the situation of the 
growth, also on the size and situation of the discrete 
myomata so often associated with adcnomyoma. Where 
the diffuse growth is the chief factor the patient usu
ally gives a history of lengthened menstrual iieriods 
accompanied by a great deal of pain, sometimes limited 
to the uterus but often also referable to the back and 
extending to the legs. This pain may be dull, aching 
or grinding in character. As the disease progresses the 
menorrhagia may be replaced by a continuous hemor
rhagic discharge, as was observed in several cases, or 
alarming bleeding may occur. This hemorrhage is read
ily accounted for when we take into consideration the 
greatly increased amount of uterine mucosa existing 
under such circumstances, comprising that lining the 
uterine cavity and also that liberally distributed through
out the diffuse myomatous growth. The pain is also 
easily explained when we remember that the myomatous 
tissue is treated as a fore gn body.

In some cases of discrete myomata there is also pain, 
but the uterus readily forces the nodule toward the per
itoneal or submucous surface. In the diffuse growth 
while this is also possible, the difficulties in its accom
plishment are much greater, as the mass is so intimately 
interwoven with the normal muscle. At each menstrual 
period the uterine mucosa is congested and thickened. 
In adcnomyoma with an increased amount of blood in 
the islands of the mucosa scattered through the diffuse 
growth we should naturally have increased tension, pro
ducing a tenderness or sharp pain in the uterus.

In analyzing the clinical histories of thirty-seven cases 
for uterine discharge we find that twenty-six were free 
from any flow betw-een menstrual periods or lietwcen
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hemorrhages. In eleven there was n distinct flow, chiefly 
leuvorrheal in character ami usually non-irritating. In 
a few instances it was greenish or yellowish in color and 
offensive. In Case 3198 there was a frequent white dis
charge, and in Case 1944 a watery discharge was pres
ent. This might readily be accounted for. as the patient 
had a hemoglobin estimate of only 40 per cent. One is 
naturally surprised to see that so few of the patients 
gave a distinct history of vaginal discharge. When we 
remember, however, that the uterine mucosa and that 
situated deep down in the muscle is practically normal, 
this relative absence of the vaginal discharge is readily 
explained. In those cases in which the adenomyoma 
liecoines snlqieritononl or intra-ligamcntary and forms 
large cysts pressure symptoms may occur, and such cysts 
are usually firmly fixed in the pelvis. This is especially 
true in the intra-ligamentary variety, where tin- tumor is 
prevented from arising into the abdomen by the broad 
ligament.

aoe.

I have found this disease in women as young as 19 
and as old as (10. In sixty-six patients in whose cases 
the age was obtained the following result was noted :

One wax 19.
Three were tietween 20 and 30.
Twenty-one were tietween 30 nml 40.
Nineteen were la-tween 4ft anil 50.
Twenty one were between 50 ami 00.
One wax 00.

Showing that the period between the ages of 30 and 
GO is the most frequent for this disease. The process 
seems to lie a slow one. as is evidenced by the clinical 
history. Some patients date their trouble hack five to 
ten years, while others have been complaining for only 
a few months. 1 have found this disease equally preva
lent in the colored and white race.

HKI.ATION TO PREGNANCY.

I have examined the clinical histories in forty-nine 
of the casi-s to determine the relative frequency of preg
nancy, with the following results:

Nim- were xingle.
Nix were xterite.
Two hail had mixearriugex. .
Thirty-two nail had children.



One of the sterile patients had not married until over 
40 years of age and might accordingly he equally well 
classed with tne single patients from that standpoint. In 
thirty-one of the thirty-four patients that had had either 
children nr miscarriages I have accurate records of the 
number of children. In all 141 children were born, ap
proximately four children to each woman. In a few 
instances a woman had hut one child, while in one case 
the patient was the mother of thirteen, in another of 
eleven, in a third ease of ten. These figures show that 
the disease is found in the single as well as in the mar
ried women and, furthermore, that it does not seem to 
in any way militate against normal pregnancy.

PHYSICAL EXAMINATION.

On making a vaginal examination, where the growth 
is confined to the uterus, we find the cervix practically 
normal, the body of the uterus considerably enlarged and 
very hard. In the majority of cases we also feel definite 
small round- bosses due to discrete myomata. In the 
early cases the organ may be free, but very often it is 
enveloped in adhesions and firmly fixed. In some cases 
the organ will be symmetrical and the size of that of a 
two or three months’ pregnancy and very firm. Where 
the growth is large and cystic and lies in the abdominal 
cavity it is impossible to differentiate it from an ordi
nal y myomatous uterus pure and simple or associated 
with an ovarian cyst. If the growth be intra-ligamentary 
it is more firmly fixed in the pelvis and is then com
parable to a broad ligament myoma or to an intra-liga
mentary cyst, although it may simulate a large pelvic 
abscess. The clinical history of pus will, however, be 
wanting.

From the foregoing it will he seen that the diagnosis 
of adenomyoma of the uterus is difficult. If we are deal
ing with a diffuse form the frequent and ever-increasing 
hemorrhages associated with a hard, slightly enlarged 
uterus containing a few small discrete myomata and 
yielding on curettage normal, although moderately 

ed, mucosa, we may reasonably suspect an adeno
myoma. although the hemorrhages may be due entirely 
to the d screte myoma. Where carcinoma of the body 
of the uterus is present the organ is likely to be some
what soft ; it rarely has small and isolated myomata on

70



19

its surface, and vieille adeno-earcinoma instead of normal 
mucosa on curettage. Where the growth is suh|*eritoneal 
or intra-ligamentarv the diagnosis is impossible until 
the abdomen is o]M-m-d, but then given a myomatous 
uterus containing large cystic area» with smooth velvety 
linings ami chocolate-colored contents adenoniyonia will 
usually Ik* found.

THK.VTMP.XT OF ADKNUMYOMATA OF TIIK VTKHl'H.

In the majority of these the case will be looked on 
as one of simple myoma and its true character only 
determined after operation. Should a diagnosis be 
made, abdominal hysterectomy is indicated. Myomcc- 
toiny is inapplicable, as the growth is so interwoven 
with the normal muscle that it can not Ik* shelled out. 
In eases of intra-ligamentarv and cystic adcnomyomat'i. 
evacuation of the cyst contents will often be found neces
sary la-fore it is jmssible to shell the tumor ami the 
uterus out from the pelvic floor. As these growths will 
lift up the peritoneum of Douglas* sac, it will he advis
able to dissect the peritoneum back so that it can be re
placed after removal of the tumor, thus avoiding a raw 
area on tin- pelvic floor. If this precaution lie not taken, 
intestinal loops are apt to drop down ami la-come ad-

TIIK BPS KIN CHAKACTBR OF ADKNUMYOM A OF T>I K

When considering these growths in 189(5, I agreed 
with von Recklinghausen that they are benign. The 
glands are perfectly normal uterine glands and are sur
rounded by tin- normal stroma of tin- mucosa. They 
are confined entirely to the new growth and do not show 
the slightest tendency to invade the normal muscle. 
Wherever possible, it is always well to hack up the im
pressions gained from histologic study by the clinical 
aeiiuenee. And in two of my eases this has la-en uncon
sciously and yet admirably done. In Case 3600 (Fig. 
4), on o|H-ning the abdomen, a diffuse myomatous thick
ening was found in the posterior uterine wall. It was 
considered to lie only a myomatous thickening and a 
wedge-shaped piece of the grow th was removed ; in other 
words, a partial myomectomy was performed.

The histologic picture showed the growth to la- adeno- 
myoma of the uterus. The patient remained perfectly



well for years. A similar wedge was removed in Case 
4415. The patient also remained perfectly well.

8QI AM018 < Kl.L CARCINOMA OF THE CERVIX AND AI>K- 
NOMYOMA OF THE BODY.

In a previous communication* I rojiorted one case of 
squamous-cell carcinoma of the cervix associated with 
dilTuse adenomvoma of the body of the uterus. Since 
then 1 have examined five similar cases. The simul
taneous occurrence of both these processes in six cases 
in the records of one laboratory certainly indicates that 
th<‘ coexistence of these two diseases is no raritv. When 
we see what a large number of adenomyomata have

Fig. 4 A portion of a diffuse ndcnomyumn In tin* posterior 
wall of lin» ill mm. Uyn.l'alh. 777. At operation the poaierlor 
Uterine wall wan found much thickened A wedge wax cut out 
and the aurface* brought together a* In an ordinary myomectomy. 
n I» the peritoneal surface. Juki henrnth which I* a zone of normal 
muscle. The growth presents the typical appearance of diffuse 
myoma. Along the outer margin It gradually merges Into normal 
muscle, b corresponds to the point nearest the uterine cavity. 
The uterine cavity posteriorly was not opened. Scattered through 
out the myoma are small round, oval or oblong spaces. Home are 
diluted glands, others cross sections of small blood vessels At 
the time the alteration was performed we were not familiar with 
these ndenomyomntous growths.

been detected where the uteri are carefully and sys
tematically examined, and knowing how widespread 
squamous-cell carcinoma of the cervix is. it is little 
wonder that these two processes are frequently found 
in the same uterus. The symptoms of the carcinoma of 
the cervix would naturally completely overshadow those 
of the adenomvoma. Consequently the marked exten
sion of the uterine glands into the depth would not he 
suspected until after removal of the uterus.



ADENOCARCINOMA UK THE IIODY OF THE VTKBV6 
DKVEI.OI’INO FROM AN ADKNOMYOMA.

From tin* consideration of adcnomyomata of ihe 
uterus, it is seen that the elements are praetieally 
normal uterine glands, both in their histologie and 
physiologie peeuliarit es. From normal uterine mucosa 
we often have developing an adenoeareinoma. t'oiise- 
quently we should not lie surprised if an adenocarci
noma were sometimes detected in an adenomyoina. Von 
Recklinghausen, in his entire series of adcnomyomata. 
found only two eases where he thought there was a 
carcinomatous t 
case, imi from In- deser ption I would hardly venture a 
positive diagnosis of malignance. In Vase wIhti* 
carcinoma of the body of the uterus was present. I noted 
several dark areas deep in the muscle and surrounded 
by definite zones of stroma. They consisted of typical 
islands of uterine glands surrounded he the,stroma of 
the mucosa. Some of the glands were dilated, forming 
cyst-like cavities. In one of these cavities lined by a 
single layer of cylindrical epithelium and w 
from the musele by a definite stroma, the «

forming new glands and papillary 
outgrowths consisting almost entirely of solid masses 
of cancer cells. 'I’ll s case is undoubtedly one of adeno
carcinoma developing in part from a cystic gland situ
ated in the adenomyoina.

In Case I also found a similar condition. The 
body of the uterus was the sent of a typical adenocarci
noma and deep in the muscle areas of adenomyoina 
were found. At one point the carcinoma was seen de
veloping from one of the glands in the adenomyoina. 
In this case the histologic picture also strongly sug
gested the emlent development of sarcoma of the

ORIGIN OF ADENOMYOMATA OF THE UTKRV8.

In 1890 von Recklinghausen reviewed the literature 
of ndenomyomata and added many new cases. After a 
careful consideration of all. he concluded that in the 
vast majority of instances the glandular elements were 
derivatives of the Wolffian duct. This ophiion was 
based on the supposed close analogy between the ele
ments of the Wolffian duet and the glandular structures 
present in adcnomyomata of the uterus. In only one 
case was he certain that the glands were due to down-
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growths of the uterine mucosa. This case of von Reck
linghausen's was included in the up|>endix to his most 
instructive treatise. Since his publication appeared, 
widespread attention has been directed to this subject 
and tpi te a number of new cases have been reported. 
Many writeis have esjioused von Recklinghausen's the
ory. hut not a few have claimed that nearly all. if not 
all. of these eases owe their origin to the uterine mucosa 
or to a portion of M ü I lev's duct. It would lie unneces
sary for me to review at length this lively controversy, 
hut to those wishing the full details I would recommend 
the careful presentation of the subject as given by von 
Recklinghausen. Meyer, Pick and Kossman.

in inv previous publication.* I rvjiorted 19 cases of 
diffuse adenomyoma and pointed out that in the major
ity of these cases the process was still limited to the 
uterus, thus enabling us to determine definitely the 
origin of the glands in most of the cases. Since then I 
have subjected each myomatous uterus to the most care
ful scrutinv. and wherever adeiioinyoina was suspected 
I have had very large sections made from many parts 
of the uterine cavity. If adenomyoma was present and 
no connection between the glands in the depth and the 
uterine mucosa could lie detected, then I kept on cut
ting more tissue until finally in the vast majority of 
the cases I found that the gland elements were deriva
tives of the uterine mucosa. I have been greatly helped 
in this work by Mr. Benjamin O. McCleary, my labora
tory assistant.

I have examined fifty uncomplicated cases of diffuse 
adenomyoma of the uterus, some very extensive, others 
in their early stages. In every one of these cases 1 have 
been able by persistent search to trace the uterine mu
cosa into the myomatous tissue. In other words, islands 
of mucosa in the diffuse myomata originated from the 
mucosa lining the uterine cavity in every case. The 
reader can verify this statement for himself In scanning 
the pathologic description of the cases which will later 
he reported in detail.

In six other cases there was squamous-cell carcinoma 
of the cervix and diffuse adenomyoma of the body. In 
five of the six case* the origin of the gland elements in 
the myoma could he traced to the mucosa. In the re
maining case (dyn. 9971). where the process was a



rather indefinite one, it was impossible to show the ori
gin of tin- glanda from the mucosa.

We thus see that in 55 out of 5(1 cases of diffuse 
adenomyoma of the laid y of the uterus the gland ele
ments were, in part at least, derivatives of the uterine 
mucosa.

8DBPBHITONEAL ADBNOMYOMATA.

In eight cases 1 have found suhperitoncal adenomyo- 
mata. In Case 1838 there was a large eub|H'ritoneal 
adenomyoma, and examination of the uterine mucosa 
showed that the glands extended 1.5 mm. into the mus
cle. Of course, no continuity with the s ritoneal 
nodule could Ik- traced. In Case 3293 suh|H-ritoneal 
cysts of an adenomyomutous type were found, hut in 
tiiis ease the uterine mucosa was normal. In Case 1872 
where the most typical adenomyoma lay perfectly free 
from the uterus, being attached to the utero-ovarian 
ligament, the uterine muensu extended into the muscle 
and the uterus was also the seat of discrete myomatous 
nodules. In Case 5782 the adenotnyomatous nodule was 
small and the uterine mucosa was completely destroyed 
by the adenocarcinoma. In the remaining case of sub- 
peritoneal adenomyoma only tin- nodule was removed 
and we have had no chance to examine the uterine mu
cosa to determine if anv continuity with the adeno
myoma persisted.

SUBMUCOUS ADBNOMYOMATA.

I have had seven cases of submucous adenomyomata. 
Some consisted of diffuse myomatous growths containing 
only a few small glands. In others the glands became 
cystic, while in one case the myoma was riddled with 
miniature uterine cavities. In this case the direct con
tinuity with the uterine mucosa was readily established. 
Where the uterine glands are seen penetrating the myo
matous muscle there is no ipicstion as to their being 
derivatives of the uterine mucosa, and, as will be seen 
from a study of these cases, in the majority of which the 
uterus was removed the mucous membrane origin was 
established. Th-s fact is very significant when com
pared with tin1 figures of those claiming the Wolffian 
duct origin. With the increase in thickness and the 
irregular growth of the diffuse myoma, it is very natural 
that the continuity of the uterine glands into the depth
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in after a time lust, as is evidenced by the formation of

It is not necessary that the uterine glands In; traced 
by continuity to establish the mucous membrane origin. 
The islands of glands lying deep down in the myomat
ous muscle correspond identically with those seen in 
cases in which the continuity is traceable and also, 
moreover, they are precisely the same as in normal 
uterine mucosa. Furthermore, they are surrounded by 
a stroma identical with that surrounding the uterine 
glands. In some cases miniature uterine cavities are 
scattered throughout the myoma. From the uterine 
mucosa there is a periodic hemorrhage every month.

According to llartz, Simgcr, when speaking to his 
students of tin- uterine mucosa, said : “This is no sim- 
jde mucous membrane, hut it is an organ which has an 
important function to fulfill.” With Sanger's view i 
am in thorough accord. In no other part of the body 
do we find a mucosa with a similar function and no
where do we meet with such histologic peculiarities. 
Now, if portions of this uterine mucosa he far removed 
from the parent mucosa, we should still expect them to 
retain their function, anil this they do. In nearly every 
instance in which cyst spaces are present the cavities 
arc, in part or almost, completely filled with blood; ami 
even in the small and undilatcd glands blood is fre
quently present, or the epithelial cells contain blood 
pigment, the remnants of old hemorrhages.

It is natural that the cysts in the uterine walls should 
remain small, as they are compressed by the muscle; 
on the other hand, when they have once become sub- 
peritoneal they may dilate until they contain several 
liters (quarts) of blood, although even in these cases 
they still show the evidence of the menstrual phenome
non as seen in their chocolate-colored contents. In the 
solid jiortions of these growths, islands of typical uterine 
mucosa are still demonstrable. It is so easy to under
stand how interstitial myomata become suhperitoncal or 
submucous, and yet in considering the subsequent his
tory of adenomyomata the majority of authors have 
forgotten to apply the same principle.

When the growth heroines subpcritonenl we should 
expect its glandular elements to gradually lose'their 
continuity with those of the mucosa, and such is the 
case. Hence the confusion as to their origin. Case 2 of
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Breus14 illustrates very well the intra-ligamentary va
riety. In KronigV* ease we have all the elements of 
normal uterine mucosa ami also large cysts. In Breus’ 
ease we find the same, hut fortunately the communica
tion between the uterine mucosa and the cystic tumor 
still persists, showing beyond a doubt that the gland 
elements in this case were from the uterine mucosa.

A definite example of a portion of a diffuse adeno- 
myonin becoming subperitonca! is furnished by I<ock- 
staedt.® The udenomyoma occupied the posterior wall 
and right side, and in the gross specimen it was possible, 
in at least five places, to see the mucosa extending deeply 
into the myoma. In this case there was a subperitoncul 
adenomyoma the size of a cherry that by its pedicle was 
in direct communication with the diffuse growth so that 
its glands were undoubtedly derivatives of those of the 
uterine mucosa.

Were we in need of still further proof that these 
islands of mucosa are identical with normal uterine 
mucosa, the case reported by Williams would cot tain! v 
tend to convince the most skeptical. In examining the 
uterus of a patient dying a few days after labor, he 
found that it was the seat of a diffuse adenomyoma and 
that the stroma of these islands hail Iteen converted into 
typical decidua.

SUMMARY.

In the examination of fifty uncomplicated diffuse 
adenomyomata of the uterus the mucous membrane ori
gin of the glands could la* traced in every case. In (i 
additional cases where squamous-eel 1 carcinoma of the 
cervix complicated adenomyoma of the body the con
tinuity was established in 5 cases. In the 2 remaining 
eases of diffuse adenomyoma of the body, the clue as to 
the origin of the glands was destroyed by adenocarci
noma of the body. Thus in only one case out of 5(1 
where I expected to find the glands originating from 
the mucosa, if my view ns expressed in 189(1 was cor
rect. did 1 fail to find it substantiated. In the remain
ing 18 cases of subperitoneal or submucous adenomyo- 
mnta we would naturally not expect to trace the rela
tionship between the mucosa and the glands in the

14. I’eber wnhre Kplthel ftihrende Cystenbllilung In Uterus My 
*" omen, Leipzig und Weln, isi>4.

15. Kin Retroperitoneal gelenge* vnluinlniim-* I’olyrtntnni. ent- 
stanilen huh Revlon des Wolffsehi-n Korpers, llelt sur ileb. u. Gyn.,
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myoma; nevertheless in one case (Gyn. 10314) the 
mucosa literally flowed into the myoma. It will thus 
be seen that when we include adenomvomatn of every 
kind, whether subperitoneal, submucous or diffuse. I 
have been able in 56 out of 73 cases to trace the origin 
of the element to the uterine mucosa.'"

All adenontyomata of the uterus in which the gland 
elements are similar to those of the uterine mucosa, and 
are surrounded by stroma characteristic of that sur
rounding the normal uterine glands, owe their glandu
lar origin of the uterine mucosa or to M idler's duct, no 
matter whether they lie interstitial, subperitonral or 
intra-ligamentary, solid or cystic.17

HI. Owing to ln<k of apace It la Ini possible for me lo give n de
tailed report of llieae raaee. They will lie reported with llluatra- 
tlona In a hook on "Fibroids, ’ which l>r. Kelly and I hope to 
publish later.

17. Krei|uently there are anitill eyat-llke apacea npimrently Juat 
beneath the peritoneal surface of the uterus. Theae are lined by a 
single layer of vuboldal relia and rest directly on the muacle. They 
are due to depreaalona from the peritoneal surface cut at another 
level. In favorable an Ilona their continuity with the peritoneal 
cavity can be traced. Meyer baa recently pointed them out. I 
thoroughly agree with hie (hidings and have also often met with 
them on the under or protected side of tubal adhesions or lining 
the small depressions occurring on the surface of the ovary. The 
peritoneal cells, where protected, tend to become cuboldal.
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Sim K 1MKI I haw lieen pacing e>p<siul attention to the 
various degenerations that occur in uterine myomatu uml 
incidentally to the condition of the uterine mucosa in such 
eases, 'l’lie myoma eases admithsl t«> the Johns Hopkins 
Hospital from its o|>ening in issft to July I, WOO, together 
with those occurring in the private practices of Dr. Kelly 
and myself up to that date, amounted to lietwccn 1 im and 
1Ô00. In the majority of these the uterine mtieosa has lieen 
carefully exatnineil histologically. In most of our cases in 
which the uterus was removed supravaginal amputation was 
employed. As a consequence only in a relatively small mini- 
l»er of the eases have we heen able to ascertain the histological 
ap|)earance of the vaginal |sirtioti of the cervix.

In nearly all eases in which the uterus was removes! we 
have carefully o|>cncd the uterine cavity and studies! its 
appearances hoth macroscopie idly .uni histologically. Pieces 
of mucosa have lieen removed fnuu various portions of the 
cavity, especial attention lieing given to any ami suggesting 
the least |Mithohigi(id change. It \\ill readily In* understood 
that a histological examination of the mucosa from all parts 
of the cavity in over 1000 cases would l»e out of the ques
tion, and that the |>athoiogicnl changes in a few cases have



UTERINE MUCOSA IN MYOMA CASES

■it >

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. We shall, therefore, consider them separately.

CHANGES IN THE CERVICAL MUCOSA.

Edema.
Hypertrophy.
Atrophy.
Dilatation of the cervical glands.
Cervical polypi.
Unfolding 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 was partially inverted by a sub
mucous myoma.

Hypertrophy. Marked increase in the size of the cervix 
was noted four times. In each of these cases there was a 
prolapsus of the uterus. The mucosa in such cases usually 
shows marked thickening of the squamous epithelium of the 
vaginal portion of the cervix, and the papilla* projecting into 
the squamous « urn are longer than usual and show 
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 on marked tension and 
on account of the stretching becomes much thinner than 
usual. The apparent atrophy is in reality not an atrophy, 
but a thinning out of the mucosa to allow it to cover a wider

2
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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 
diluted glands are not more frequent in mvoma cases than in 
those in which no tumor exists. The diluted glands are 
usually spherical, but may he irregular. The gland contents, 
as a rule, are viscid and semitmnslucent. Occasionally they 
are whitish yellow or opaque, owing to an abundance of 
exfoliated epithelium. Their epithelium may be high cylin
drical or considerably flattened.

Cervical Polypi. Polypi of the cervical mucosa in our 
experience have been conijmratively rare in myoma cases. 
In some instances they were found near the internal os and 
in others near the external os or projecting slightly into the 
vagina. They were usually single, but occasionally several 
were present. The size of the uterus or the situation of the 
myomata seemed to have little or no influence on the develop
ment of the polypi, as they occurred just as frequently when 
the myomata were small and when no submucous nodules 
existed. On histological examination some of the polypi 
closely resembled the normal cervical mucosa, and were in 
reality nothing more than small areas of mucous membrane 
that had been extruded and partially nip]>cd off. In other 
cases the process of extrusion had advanced farther; the 
polypi were composed of long narrow tongues of mucosa, 
and the point of attachment to the uterine mucosa was very 
slender. In San. No. 1872 (Gyn. Path. No. 8433) the glands 
of the polypi were uniformly and markedly dilated, and the 
picture resembled closely that of a thyroid gland.

Unfolding of the Cervical Glands. In those cases 
in which the cervical canal is much drawn out or where the 
mucosa of the cervix is put on great tension by a large sub
mucous myoma, the glands may literally unfold. The 
epithelium thus forms part of the of the cervical canal. 
Although the squamous epithelium usually ends at or near the

5
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UTERISE MUCOSA IN MYOMA CASES

external os, it may extend far up into the cervical canal. 
If such he the case, when the unfolding of the glands takes 
place the epithelial lining may consist of two types: squamous 
epithelium alternating with high cylindrical epithelium. Such 
a condition we have noted on several occasions.

Cervical Endometritis. Inflammation of the cervical 
mucosa is relatively frequent where a sloughing submucous 
myoma or a carcinoma of the uterus exists, but is rarely 
found under other circumstances even if there is an old inflam
matory process in the adnexa. In Case 3199, in which the 
cervical glands showed proliferation, there was marked 
small-round-celled infiltration, but the surface epithelium was 
intact. In Case 12221 there was likewise new gland forma
tion. In the cervix in places the surface epithelium was 
intact, but at other |M>ints replaced by granulation tissue. In 
Case 2800 (Gvn. Path. No. 312) the omentum was adherent 
to the large multinodular uterus over a wide area, and the 
appendages were bound up in adhesions. The cervical 
mucosa presented a branching arborescent appearance. The 
surface epithelium was intact; the underlying stroma showed 
marked small-round-celled and polymorphonuclear infiltra
tion. In Case 12139, the woman had been in the hospital 
seven years before, and at that time a pelvic abscess had been 
evacuated per vaginam. 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 |x>ly- 
morphonuclear leukocytes. The < um was intact, but 
the underlying stroma showed much small-round-celled infil
tration.

Suspicious Changes in the Cervical Mucosa. In at 
least five of our myoma cases sections from the cervix yielded 
rather suspicious histological pictures, where macroscopically 
nothing abnormal could be detected. The uterus in Case 
3418 (Gyn. Path. No. (>G1) was the sent of a diffuse adeno-
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myoma of the posterior wall. The cervical glands were in 
some places normal, hut here and there showed proliferation. 
The epithelium lining the cervical canal was intact. In Case 
3199 (Gyn. 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 cuhoidal epithelium. They did not 
appear to extend far into the stroma, but the latter showed 
marked infiltration with small round cells. In Case 3349 
(Gyn. Path. No. 910) the nodular myomatous uterus meas
ured 10 x 12 x 10 cm. Some of the cervical glands were 
dilated. In close proximity to one of the glands was an aggre
gation of minute glands some of which were branching. They 
were lined with cuhoidal ciliated epithelium, and had round 
or oval nuclei situated near the centre of the cells. The pic
ture instantly suggested commencing adenocarcinoma. The 
myomatous uterus in Case 12221 (Gyn. Path. No. 8832) 
measured 0 x 7 x 10 cm. The cervical glands had prolif
erated, forming many new and smaller ones. The cell pro
liferation had in places advanced so far that solid nests were 
formed. These resembled masses of si « epithelium.
At other points the surface epithelium had been replaced by 
typical granulation tissue.

In one of our cases we found very suspicious changes in 
the uterine mucosa which strongly indicated that a malignant 
growth was starting in the mucosa. In Case 3133 the abdomi
nal cavity was occupied by a myomatous tumor, 39 x 32 x 32 
cm. On histological examination some very interesting 
changes were found. In one the epithelium on one side 
was normal, but on the other side the nuclei were increasing 
in size. One of them was exceptionally large and circular 
and projected into the lumen of the gland. At other points 
were nuclei at least ten times the usual size. They stained 
very deeply and contained hyaline droplets. The stroma

3
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surrounding these large veils showed marked small-round- 
celled infiltration (Fig. 1). The entire picture was suggestive 
of eoinmeneing carcinoma of the uterus. It will be noted that 
in each of these five eases the picture was suggestive of a 
beginning carcinoma, but in no instance was the evidence 
conclusive. In 2 of the 5 eases an inflammation of the cervix 
was present.

('arcinoma of thk ( ’ervix. In IS eases carcinoma of the 
cervix was associated with uterine myomata. All of these 
cases will be described in detail in a forthcoming publication 
by Dr. Kelly and myself.

CONDITION OF TDK MtVOHA LINING THE CAVITY OF THE 
UTERUS.

(a) Size e of the uterine cavity.
(b) ration of the uterine cavity.
(c) Blood in the uterine cavity.
(d) Pus in the uterine cavity.
(e) Glands running parallel to the surface of the mucosa. 
(/) Extension of the muscle into the mucosa.
(g) Alteration in the bloodvessels in the mucosa.
(h) Thrombosis of the veins in the mucosa.
(t) Unusual shape of the glands.
(/) Edema.
(Ic) Dilatation or hypertrophy of the uterine glands.
(l) Uterine polypi.
(m) Atypical changes in the epithelium lining the uterine

(ro) A small myoma developing in the uterine mucosa.
(o) Endometritis.
(p) Tuberculosis of the endometrium.
(q) Adenocarcinoma.

(a) Size and Shape of the Uterine Cavity. The size 
and shape of the uterine cavity depends in great measure

3^22
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on the size and situation of the uterine nodules. If a myoma 
develops in the upper |mrt of the fundus the cavity may remain 
normal in size. If the tumor is intralignmentary it may reach 
very large proj>ortions without causing the cavity to increase 
in size. On the other hand, when a myoma remains inter
stitial and reaches large proportions, with the gradual enlarge
ment of the tumor there is a corresponding lengthening and 
often a broadening of the uterine cavity. The cavity may 
retain its normal shape, but if invaded by submucous myo
mata it becomes greatly distorted and may be very tortuous. 
The following cases give a fair idea of the various shapes 
and sizes the uterine cavity may assume: In Case 2919 
(Gvn. Path. No. 380) the multinjixlular 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 1 cm. thick. In Case 12080 
(Gyn. No. 8727) the myomatous uterus was 22 cm. in breadth 
and 12 cm. in its anteroposterior diameters. The uterine 
cavity formed a cavernous space 5 x 6 cm. Its walls could not 
drop together because the uterine cavity was literally paved 
with myomata so that there had resulted a noil-collapsible 
space. The uterus in Case 5734 (Gyn. 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 three subperitoneal myomata averaging 11 cm. in diameter. 
The uterine cavity was narrow and tortuous, approximately 
10 cm. long and averaging 1.5 cm. in diameter. In Case 3491 
(Gyn. Path. No. 713) the globular uterus measured 10 x 16 
x 10 cm. 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 upper portion. 
The globular uterus in Case 5017 (Gyn. Path. No. 1902) was 
22 cm. in diameter and resembled a pregnant organ. Situ-
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ated in the anterior wall was a myoma 17 cm. in diameter. 
The uterine cavity was 22 cm. in length and 13 cm. in breadth 
at the fundus.

One of the largest uterine cavities we have ever seen was 
furnished by Case 3133 (Gyn. Path. No. 494). The uterus 
was pear-shaped, measuring 32 x 32 x 3(5 cm. The great 
increase in size was due to a myoma which occupied the 
uterior 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, and from this mucus mixed with blood escaped 
into the uterine cavity. This secondary cavity on histological 
examination was found to be lined with one layer of epithe
lium 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 enlargement depends entirely upon the size 
and position of the myomata.

(6) Partial Obliteration of the Uterine Cavity. In 
a few of the cases in which submucous myomata are present 
the mucosa from the anterior wall is so firmly pressed against 
that of the posterior wall that the walls are becoming adherent 
and the mucosa over this area is disap|>earing. In Case 
3008 (Gyn. Path. No. 435), for example, in which the multi
nodular myomatous uterus filled the pelvis, the uterine cavity, 
which was (5 cm. in length, had become partially obliterated 
by a submucous nodule which was situated in the anterior 
wall and had become adherent to a similar nodule in the 
posterior wall, thus giving the cavity an “X-shaped” contour. 
The uterine mucosa was normal, on the whole, but toward 
the point where the uterine cavity was partially obliterated 
the mucosa became somewhat atrophied, and that from the 
anterior wall fused with that of the posterior wall. The 
glands gradually diminished in number and then entirely 
disappeared, leaving only a small amount of stroma. This
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finally disappeared and the muscle from the anterior wall 
became continuous with that from the posterior wall. At 
the point of junctio: were numerous bloodvessels, and the 
muscle showed small-round-eelled infiltration. Still further 
toward the upper part of the cavity the mucosa gradually 
reappeared and near the top of the cavity regained its normal 
appearance. In Case 3111 (Gvn. Path. No. 479) the multi
nodular myomatous uterus measured 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 
adherent to the corresponding mucosa of the posterior wall, 
thus partially obliterating the cavity. On histological exami
nation it was found that where the nodule projected into the 
uterine cavity the mucosa suddenly became compressed and 
that from the anterior wall became directly continuous with 
that from the posterior wall. The mucosa became still more 
atrophied, and over the most prominent part of the nodule 
entirely disappeared. Here the muscle from the posterior 
wall was directly continuous with that covering the sul>- 
mucous myoma.

The line of fusion was still recognizable by a moderate 
infiltration with small round cells.

Coalescence of the uterine walls rarely occurs, but it is not 
infrequently simulated by submucous myomata, which greatly 
narrow the lumen of the cavity. In such cases they have 
merely pushed the mucosa in front of them without causing 
fusion with the opposite wall.

(c) 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 873‘t, the cavity will be found par
tially or completely filled with blood. In this case the con
tents were tarn* masses and recent coagulated blood. 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 has been able to escape from the cervix.
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(J) Pvn ix the Uterine Cavity. A definite pyometra 
is ni rely associated with myomata, hut occasionally at opera- 
tion a small amount of pus is found in the uterine cavity. In 
i'ase 20DS the lower alnlomen was tilled with a myomatous 
uterus, and a small quantity of pus was found in the cavity. 
In Case 12-MO the large multinodular uterus was adherent 
in the pelvis and also firmly fixed to a loop of small liowel. 
Both tubes were tilled 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 replace! 1 
by gmnulation tissue.

In all cases in which there is a foul discharge from the 
uterus any ol>dominal operation should l»e postponed until 
the discharge has been eliminated, as there is great danger of 
infection. Of course, in some cases immediate operation is 
imperative irrespective of risks.

THE MVC08A.

If the myomata are so situated that the uterine cavity is 
not encroached upon nor enlarged, and provided the tubes 
are normal, it can, as a rule, lie assumed that the uterine 
mucosa is normal. The mucosa may occasionally, however, 
be somewhat thicker than usual or in rare instances may lie 
gathered up into irregular mounds which produce localized 
areas of very thick mucosa.

When interstitial myomata reach very large dimensions they 
usually cause a corresponding lengthening and broadening 
of the uterine cavity. The normal amount of mucosa must 
now cover an area sometimes twice, in other instances four 
or more times, as great as heretofore, and will naturally be 
only one-quarter of the usual thickness. If the myoma is 
small or of moderate size, it will generally become subperi- 
toneal or submucous. If it passes toward the cavity of the
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uterus the overlying mucosa gradually liecoines thin (Fig. 2). 
This thinning out becomes more and more marked until finally 
little or no mucosa can he detected over the more prominent 
part of the tumor, and sometimes it is clearly evident even to 
the unaided eye that the prominent part of the tumor is 
totally devoid of a mucous membrane covering. When a 
myoma is small, the amount of tension on the mucosa is 
naturally not as great, and the tumor, even if pedunculated, 
may still have a liberal covering of mucosa. With the con
tinued inward progress of the myoma the mucosa becomes 
thinner and thinner until all traces of the glands disappear and 
there is merely the surface epithelium and a zone of under
lying stroma separating the myoma from the uterine cavity 
(Fig. 3). The stroma becomes more and more thinned out 
until only a few layers of stroma cells are interposed between 
the myoma and the surface epithelium. Finally, when the 
myoma projects far into the cavity, the mucosa may be 
represented merely by a layer of somewhat flattened epithe
lium resting directly on the myoma.

The next stage was so well seen in Case 8767 (Gyn. Path. 
No. 4969) that we will describe it in detail. The specimen 
consisted of a globular uterus averaging 15 cm. in diameter. 
The great increase in size was due to an interstitial myoma 
approximately 17 cm. in diameter, and occupying the posterior 
wall. The uterine cavity was 15 cm. in length and its mucosa 
averaged 1 mm. in thickness. At one point over the myoma 
the mucosa had entirely disappeared over an area 7 x 5 cm. 
(F'ig. 4). The myoma here was dark brown in color and some
what roughened. On histological examination the inucqsa 
lining the uterine cavity was found to be perfectly normal, but 
near the denuded area it became thinner and thinner until 
nothing but surface epithelium remained. This disappeared 
and the myomatous tissue which hud undergone hyaline 
transformation formed the surface. Scattered throughout the 
hyaline material were quite a number of polymorphonuclear
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leukocytes. The next stage would he breaking down of the 
degenerated myomatous tissue with a speedy formation of a 
sloughing submucous myoma.

In some cases myomata are very abundant and literally 
(ill the uterine cavity. In such cases the walls resemble a 
mosaic. Over the myomata the mucosa is very thin, while 
the spaces between the myomata are filled with mucosa which 
is often injected and much thickened. Case 2(if>8 (Gyn. 
Path. No. 213) affords an excellent example of such a con
dition. The uterus was approximately globular, measuring 
13 x 11 x 11 cm. Scattered throughout the walls were many 
small myomata. The uterine cavity was f> cm. in length. 
Projecting into it from the top were two )>edunculated myo
mata. The entire inner surface of the uterus was filled with 
myomata varying from 0.3 to 3 cm. in diameter. The inter
vening spaces were occupied by injected mucosa, which in one 
cleft reached 8 mm. in thickness. On histological examina
tion the mucosa was in some p!nce« virtually absent and in 
others reached 8 mm. in thickness. That covering the sul>- 
mucous nodules over their most prominent portions was 
represented by one layer of cylindrical epithelium resting 
almost directly on the myomatous tissue. On passing away 
from the most prominent portion of these tumors the mucosa 
again regained its normal thickness.

In a few cases the thickened mucosa in the crevices between 
myomata showed typical gland hypertrophy.

(e) Glands Running Parallel to the Surface of the 
Mucosa. It is no uncommon thing to see the deeper portions 
of the glands running parallel with, instead of at right angles 
to, the surface. This is especially prone to occur over the 
less prominent portion of a submucous myoma. In such 
cases it seems that with the ingrowth of the myomata the 
deeper portions of the glands are pressed upward until they 
are at right angles to their superficial |>ortion. This will 
only apply to a certain percentage of the cases, as we have



Flo. 1. Suspicion* epithelial s in the mucosa of the cervix
from a large myomatous uterus. (X 300.)

(Jyn. Xo. 31.33. I'atli. Xo. 41M. n represents the normal thickness 
of the surface epithelium; h show* a nucleus of noriiml size; r, <I, ami • 
are granular masses of protoplasm of various sizes. They resemble 
miniature puff-balls ami an- devoid of nuclei; / is an exceedingly large 
nucleus containing aggregations of chromatin and large and small 
hyaline droplets. This nucleus is strongly suggestive of an early 
malignant change. Nature evidently fears trouble, as she is partially 
walling it off with many small round cells,

Fro. 2. -Thinning out of the mucosa over a submucous myoma. 
(X U)

Gvn. No. 3008, 1‘ath. No. 435. n indicates the normal thickness 
of the mucosa ami /> the layer of muscle se|uirating the submucous 
myoma from the mucosa. Toward the left the myoma becomes more 
prominent and the muscle ami mucosa gradually liecome thinner until 
at n' all traces of the glands have |>enred anil the mucosa is 
represented merely by the surface epithelium and a certain amount of 
underlying stroma.

5
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Flu. 11. Itupturc with mihaeipient llinanhosis nf » win in tIn* uterine 
mucosa over n submucous myoma. (X Uni.)

(}yn. No. s:t*i I. I‘nth. No. l.VV.i n represents tin* rein mint of the 
atrophie uterine imieosa covering the large submucous myoma; l> i~ 
the utulurlying muscle. Occupying the upper part of the held is a 
large vein The vein at r still contains normal IiIoihI, hut at </ is tillnl 
with a thrombus which reaches up and o|iens on the BUliaee. There 
has undoubtedly lieen a recent hemorrhage from this vein.

**--V

Flu. 7. Markedly dilah-ri uterine glands. ( X '».)
(lyn. No. 3232, Path. No. 543. « is the normal mucosa. At h the 

glands show cystic changes. The smaller cysts were irregular, the 
larger spherical, r is one of the markedly dilated glands. The surface 
epithelium is continued over it. All trace of the epithelial lining has 

a red from the inner walls of the greatly dilated glands, although 
still present in those showing only moderate dilatation.15
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I Its. 8, Claud liv|M>rtmpliv in a cleft lietween myomatous nodules
(X 4.)

San., December 9, 1899. Path. No. 19174. The slightly irregular 
myomatous uterus ineamireil 18 x 10 x 10 cm. Scattered throughout 
its walls were myomata, the largest 7 cm. in diameter. The uterine 
cavity was approximately 10 cm. in length, but much distorted and 
narrowed bv submucous nodules. The mucosa was smooth over the 
submucous nodules, but was as thin as |>a relouent, and where not 
subjected to pressure, reached from 2 to 3 mm. in thickness. On 
histological examination the mucosa presents an undulating surface and 
an intact surface n. Over the prominent (sirtion of the sub
mucous myomata it consists merely of a narrow layer of stroma covered 
with epithelium but devoid of glands. In the protected areas the 
mucosa was much thickened. The picture represents such an area. 
At c and (f the surface epithelium rests directly on the muscle, but in 
the cleft becomes even thicker than normal. It shows typical gland 
hv|MTtmph\, well seen at a. Some of the glands, as at />, are dilated; 
m is a small myoma.

^659
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not infrequently seen this deflection of the glands where no 
submucous myomata were present.

(/) Extension of the Mvscle into the Mvcosa. It 
is a common occurrence to find one or more uterine glands 
extending a short distance into the muscle, especially if there 
is an adenomyomatous tendency, but extension of the muscle 
bundles into the mucosa is relatively rare. In Case 2Xr>2 
(Gyn. Path. No. 347) some of the uterine glands were much 
dilated. The stroma of the mucosa showed moderate hemor
rhage in its superficial portion and here and there bundles 
of muscle fibers extending into it. The picture in Case 3113 
(Gyn. Path. No. 4.N7) was even more marked. The mucosa 
was atrophied. The surface epithelium was intact. The 
glands were few in number and small and round on cross- 
section. The stroma of the mucosa showed considerable 
infiltration with small round cells, and non-stria ted muscle 
fibers were seen passing up into the stroma of the mucosa 
nearly as far as the surface epithelium.

(g) Alteration in the Bloodvessels of the Uterine 
Mucosa. In myoma cases, as a rule, the mucosa presents 
the usual apjx*arance if the tumors do not encroach on the 
mucosa. Even if there be a marked projection of the tumor 
into the cavity, little or no change in the mucosa may be noted. 
In a moderate number of cases the mucosa is of a bright-red 
color, apparently due to congestion of the capillaries. More 
common are foci of ecchymosis. The ecchymotic spots, if 
recent, are bright red in color ami ap|>ear as splotches of red. 
They are irregular in outline and sharply differentiated from 
the surrounding normal mucosa. Sometimes they are found 
in a mucosa of the normal ss, but are more likely to
be noted over the more prominent surface of a large sub
mucous myoma. As the hemorrhagic areas become altered 
they change in color, being in turn dark red and then almost 
black. When the mucosa is exceedingly thin, dilated veins 
beneath the mucosa are often clearly visible. These veins are

14



14 UT EM X K MUCOSA IX MYOMA CASES

frequently greatly increased in size when large myomata are 
present (Fig. 5).

On histological examination one frequently notes a marked 
abundance and dilatation of the capillaries in the superficial 
portions of the mucosa. In those cases in which ecchymosis 
has been noted there is usually much free blood in the stroma 
of the mucosa. This may be fresh or may show a moderate 
degree of disintegration. In most cases all trace of the hemor
rhage then disappears, but occasionally a blood pigment 
remains. Thus in Case 3900 (Gyn. Path. No. 971 ) the 
uterine cavity was 3 cm. in length, 3 cm. in breadth, and its 
smooth mucosa presented numerous fine ecchymoses vary
ing from 2 to 3 mm. in diameter. In sections from these 
areas the surface epithelium was intact and the glands were 
normal. The stroma of the mucosa showed small-round- 
cel led infiltration, and there were deposits of pigment. In 
Case 3492 (Gyn. Path., No. 711) a myoma, 10 cm. in diam
eter, projected into the uterine cavity. Scattered throughout 
the mucosa were numerous patches of ecchymosis. On 
histological examination the mucosa covering the submucous 
myoma was found to be atrophic, and there was also edema. 
When the ecchymotic patches were noted large quantities 
of an almost black pigment were found in the stroma. This 
pigment occurred in irregular clumps or in minute specks. 
Whether it was contained in the cells or not it was difficult 
to determine. It is most exceptional to find any evidence of 
definite bleeding vessels in the mucosa. The surface epithe
lium is invariably intact, and the bleeding seems to be just a 
general ooze from the vessels into the mucosa without any 
especial injury to their walls. In all of the cases just described 
the hemorrhage was into the mucosa and the surface was 
smooth. In Case 7088, however, where the cavity of the 
uterus was distorted by an interstitial and submucous myoma, 
the mucosa showed large hemorrhagic areas which to a great 
extent were covered with fibrin and blood.
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(h) Thrombosis of the Veins in the Mucosa. In Case 
6007 (Gyn. Path. No. 2900) the patient gave a history of 
sudden hemorrhage four years before ami afterward had had 
profuse bleeding each month. The cavity of the uterus was 
occupied by one large and two small myomata. On histo
logical examination several large til in-walled veins of the 
atrophic mucosa were found thrombosed. In Case S3Ô4 
(Gyn. Path. No. 4539) the uterus was greatly enlarged as a 
result of subperitoneal, interstitial, ami submucous myomata 
and the uterus contained a very large polyp. The mucosa 
lining the uterine cavity was very thin. Its surface epithelium 
was intact but flattened. The glands were small. The 
stroma showed slight infiltration. Occasionally we fourni a 
thrombosed vessel sin to a limited extent, a young
tubercle. At one point, at least, the walls of the superficial 
veins had given way,' but the leak had been partially controlled 
by a thrombus (Fig 0).

(t) Unusual Shapes of the Glands Associated with 
Uterine Myomata. It has been noted that where myomata 
do not encroach upon the uterine cavity the cavity is usually 
of the normal size and, further, that the mucosa is, as a rule, 
normal in ap|>earanee and the uterine glands of the usual 
type. Even 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 gland patterns. These changes consist 
in the sending off by the of one or more branches;
sometimes five or six branches are noted. None of these 
pictures, however, in any way suggests malignancy.

(;') Edema of the mucosa is only occasionally met with. 
Edema 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 surface. The uterine mucosa has a glis
tening translucent appearance that might very readily be 
mistaken for edema when none exists. As a rule the diag
nosis can be made only on histological examination. Edema 

1 This agrees with the previous findings of Dr. John Cl. Clark.

51
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of the mucosa is usually limited to the superficial portions 
ami is absent near the muscle. It may be localized or uniform 
throughout the cavity. It occurs irrespective of whether 
submucous myomata are present or not. The surface epithe
lium is intact, and the glands are usually normal. The stroma 
cells are separated from one another by a granular material, 
which undoubtedly is coagulated serum. A certain amount 
of fibrin can also be demonstrated in some cases with Weigert's 
stain. Occasionally the exudate is exceptionally rich in albu
min. It then forms a homogeneous mass that takes the cosin 
stain. When the edema is very pronounced not only is much 
serum poured out into the stroma but also into the glands, 
and the surface epithelium may be separated from the stroma 
by serum. Occasionally the lymph vessels in the under
lying muscle may be dilated as in Case 4203 (Gyn. Path. 
No. 1116).

(/•) 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 the cavity, but are more prone to occur 
where submucous myomata are present. The smaller ones 
are recognized as spherical cysts, 0.5 to 1 mm. or more in 
diameter, and filled with translucent or transparent contents. 
If the mucosa is atrophied these small cysts stand out promi
nently. They an' also especially noticeable in uterine polypi. 
In rare instances the cysts become relatively large and project 
from the atmphied mucosa. In Case 3232 the uterine 
cavity was much increased in size, and the mucosa over a 
large submucous myoma had nu menais cysts or blebs pro
jecting from its surface. These cysts tended to arrange 
themselves in rows, had exceedingly thin walls, and ramify
ing over their surfaces were delicate traceries of bloodvessels. 
They wen* filled with clear limpid fluid. Occasionally the 
dilated glands contain small yellow bodies that float around 
in a clear fluid. These bodies usually consist of masses of 
exfoliated t cells.68
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On histological examination it is found that the glands 
showing moderate dilatation have an intact cylindrical epi
thelium. They may he either empty or contain a granular 
detritus or a solid coagultim resembling a hyaline cast. When 
the glands become still more dilated the epithelium may yet 
retain its normal form, but is usually flattened ( Fig. 7). In a 
few instances, as in Case 3437, the epithelium shows prolifera
tion, being several layers in thickness. When great dilatation 
occurs the epithelium may entirely disappear. An example 
of apparently tremendous gland dilatation is furnished by 
Case 3133 (Gyn. Path. No. 494). The uterus was pear- 
shaped and 36 x 32 x 32 cm. The uterine cavity was 31 cm. 
long und varied from 9 to 14 cm. in breadth. Its mucosa 
was atrophied and projecting into the cavity from the up|H-r 
part were three large polypi. .Situated in the posterior wall 
about 12 cm. from the top of the cavity was a yellowish area 
3 cm. in diameter. From this mucus mixed with blood 
escaped into the uterine cavity. 'Phis cavity had smooth 
walls. On histological examination marked atrophy of the 
mucosa was found. Most of the glands hud disappeared. 
The cyst-like cavity near the middle of the uterus and com
municating 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 contained mucus, however, suggested 
the possibility of its being of cervical origin.

Gland hypertrophy was noted in several cases. When 
present it was usually associated with submucous myomata, 
and macroscopic-ally it was noted that the mucosa was thicker 
than usual. The hypertrophic changes were almost invari
ably limited to the superficial layers of the mucosa (Fig. S). 
As to the cause of gland hypertrophy we are in the dark. 
In Case 7795 (Gyn. Path. No. 4055), in which a right tubal 
pregnanev existed, the exciting factor was of course evident.
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(/) Uterink Polypi. On opening the cavity of n myo
matous uterus one or more polypi were not infrequently 
found. These may be situated iu any part of the cavity, but 
are more prone to occur in the upper part. Polypi were 
found in large and small myomatous uteri. The size of the 
organ seemed to have little or no influence on their develop-

Some of the polypi were very small and ap|>enred as little 
flat and yet sharply outlined elevations from the surface of 
the mucosa. They appear to he m more than small 
portions of the mucosa which are heap<*d up. As the jxilypi 
grow larger they become somewhat pedunculated. The 
majority have " bases and are relatively thin, being 
not over 1 to 2 mm. in thickness. Nearly all of them point 
downward. The polypi in (’use 3038 (Gyn. Path. No. 452), 
however, is one of the rare exceptions. This was 1.5 cm. 
long and 4 mm. broad; it was attached near the internal 
os and pointed upward. The ’ are usually smooth 
and consist of a whitish-yellow semitranslucent substance— 
uterine mucosa. Scattered throughout it one often sees small 
cystic sjMices—dilated glands. The lower and free margins 
of the polypi are often deeply injected from hemorrhage into 
their dependent portions. The uterine mucosa surrounding 
the ' ‘ may be of the normal thickness, atrophic or even
show an increase in thickness. In a few cases the mucosa 
showed a definite tendency to gather into ridges or folds, but 
no definite polypi had developed. In Case 4955 (Gyn. Path. 
No. 1484) the globular uterus hod a cavity 15 cm. long and 
7 cm. broad. The mucosa covering the posterior wall was 
pale, smooth, and averaged 2 mm. in thickness. The surface 
was concave, having been subjected to pressure from a tumor 
occupying the anterior wall. Near the fundus the mucosa 
was gathered up into a broad flat mound 3 cm. in diameter 
and 1 cm. thick. Its margins were slightly injected.

Histological appearances of polypi from the body of the
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uterus. Uterine polypi are nothing more than portions of the 
mucosa that have been partially extruded, and with the suc
ceeding and frequent contraction of the uterus have been 
forced out into the cavity. If the uterine mucosa from which 
the polypi is nip|>ed off is normal, then we should expect the 
polypi to consist of normal mucosa. The surface of the jn>lypi 
is usually smooth. The majority of the glands present the 
usual appearance, but as a result of obstruction some of them 
tend to become cystic and their < "lum flattens. In the 
stroma or pedicle of the polyp non-stria ted 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 polyp often shows consider
able hemorrhage. A few of the polypi show slight disinte
gration; the gland epithelium tends to drop off and the gland 
cavities are filled with hyaline-like casts, as was noted in 
Case 3113 (Gyn. Path. No. 1ST). When the uterine mucosa 
is the seat of gland hypertrophy the polypi will, as a rule, 
also show hypertrophy of the glands. This was especially 
noticeable in Case 12021 (Gyn. Path. No. 8502).

(m) Atypical Changes in the Epithklivm Lining the 
Uterine Cavity. In addition to the cell changes fourni in 
endometritis and in cancer, we have also noted in a few 
cases a definite tendency for the surface epithelium to pro
liferate. In Case 3320 (Gyn. Path. No. 589), where the 
uterus was greatly enlarged as a result of subperitoneal and 
interstitial myomata, the epithelium covering the surface 
of the mucosa shows a slight tendency to proliferate being 
two or three layers in thickness at several jioints.

Proliferation of the surface epithelium was also noted in 
Case 3408 (Gyn. Path. No. 650) and in Case 6470 (Gyn. 
Path. No. 2700). Occasionally a small papillary growth 
may be detected arising from the surface of the mucosa. In 
Case 3133 (Gyn. Path. No. 404) the uterus was tremendously 
enlarged as a result of an interstitial myoma. The uterine

3
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cavity was also greatly increased in size, being 31 cm. long 
and varying from 9 to 14 cm. in diameter. The mue sa was 
naturally greatly thinned out. About the middle of the cavity 
were delicate papillary outgrowths of the surface epithelium. 
In Case 3340 (Gvn. Path. No. (Î07) the uterus was the seat 
of sub|H>ritoneal, interstitial and submucous myomata, and 
the uterine cavity was 0 cm. long. The mucosa was somewhat 
atrophied. The surface epithelium was everywhere intact 
and in most places normal, but near the submucous myo
mata were three finger-like outgrowths of epithelium, and not 
far distant from these the surface epithelium had proliferated, 
being 3 or 4 layers in thickness. The newly formed cells 
stained more faintly than normal epithelial cells, and they 
were separated from each other bv a moderate number if 
|Mtlymorphonuelear leukocytes. 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 epithelium as we have 
noted would Ik* much more frequently found. Some of them 
undoubtedly indicate a commencing malignant change, while 
others would advance no farther.

(n) A Small Myoma Developing in tiie Uterine 
Mucosa. In Case 5808 (Gyn. Path. No. 2101) the uterus 
formed a gl r tumor 14 cm. in diameter. Projecting 
from its posterior surface was a subperitoneal nodule 4.5 cm. 
in diameter, and the anterior wall contained an interstitial 
and slightly submucous myoma 12 cm. in diameter. The 
uterine cavity was 12 x 11 cm. Its mucosa was atrophied 
and some of its glands dilated. Projecting into its cavity 
was a tongue-shaped polyp 3.5 cm. long, 1.5 cm. broad. On 
histological examination the mucosa apart from atrophy and 
gland dilatation was little altered, except at one jxiint, where 
lying in the mucosa was a definite flattened myoma. This 
myoma apparently had originates! in the mucosa, probably 
from some preexisting muscle fibers that were located there.

1
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(o) Endometritis. Inflammation of the endometrium has 
in our experience been relatively rare. About ten years ago 
I rc|M>rted before the Medical and Chirurgical Faculty of 
Maryland the results of our examination of uterine mucosa 
for a period of four years. In that time we had noted 48 
cases of endometritis. In other words, it was found on an 
average only once a month notwithstanding the large amount 
of material at our disposal. We were astonished at the 
infrequency with which it was encountered, and were still 
further surprised to find that even when the Fallopian tubes 
showed definite evidence of inflammation the endometrium 
was often unaltered. If an inflammation of the uterine 
mucosa does exist the excessive vascularity, together with the 
excellent drainage afforded bv the more or less per|>eudicular 
position of the uterus, favors the speedy restoration to normal.

What s to the endometrium in general is equally
applicable in myoma cases. In our experience the mucosa 
rarely shows any inflammation when the uterus contains 
myomata. After carefully tabulating the cases in which 
there was an endometritis, usually very mild, we have found • 
that with one or two exceptions the uterus either contained 
a submucous myoma, usually disintegrating, or the tubes 
showed definite evidences of a recent or old inflammation. 
These findings are of importance to the surgeon in that he 
can with almost certainty say that if the patient has no vagi
nal discharge and if the ap|>endages are normal the uterine 
mucosa is unaltered. Knowing this he can open the uterine 
cavity if necessary, and be relatively certain that there is no 
danger of infection lurking there.

(/>) Tuberculosis of the Endometrium. From the 
accompanying table it will be seen that we have had 7 cases 
in which, in addition to the myoma, tuberculosis of the endo
metrium was noted. In 6 of the eases the uterus was rela
tively small. Only in Case 3319 did it reach fairly large 
proportions. In two of the cases minute tubercles were
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recognized on the surface of the uterus. In some of the 
cases involvement of the endometrium was early, in others 
nearly the entire mucosa was replaced by tuberculous tissue, 
and in Case 4965 the small uterine cavity was filled with 
creamy fluid. In Case .'1319 the tuberculosis had extended 
to the muscle beneath the mucosa. In none of our cases, 
however, had the tuberculous process involved the myoma. 
In April, 1901, Dr. Homer Gage, of Worcester, Mass., sent 
us a specimen showing definite involvement of a myoma 
by tuberculosis. The interstitial myoma was approximately 
globular and 7 cm. in diameter. On section it presented a 
putty-like appearance and was very soft, fully three-quarters 
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 {joints the stroma showed 
small-round-celled infiltration, and at one (joint in the mucosa 
a definite tubercle was found. The myoma over a small 
area presented the typical a ranee, but it was everywhere 
riddled bv areas of caseation with surrounding zones of tuber
culous 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 adenomvoma. Both tubes were the seat of 
advanced tuberculosis. Just how the tuberculosis started in 
the myoma we are at a loss to say. It is well known that 
tuberculosis of the tubes is usually present where tuberculosis 
of the endometrium is found, and as seen " " our
cases closely followed this rule. In five both tubes were 
involved, in a sixth case one tube, and in only one case was 
there no evidence of tubal tuberculosis.

We must association of tuberculosis of the
endometrium with uterine mvomata as accidental.

;V » . :
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Tuberculosis of the Endomf.thium Associated with 
Uterine Myomata.

W: Him of uterus. Condition of I uliet.

15 x 17 cm. Till*rculiwit of both Advanced luherruloei*.
tube*. Commencing involve*

inent^ of underlying

1499 4 x 3.8 x 3 cm. Myo- Both tulie* embedded Early tuberculosis of 
ma on aurface, .’> cm. in adhemon*, hut endometrium.
Cavity miiiiII. tilled not tulierculous. 
with creamy lluid.

8714 7 x 8 x 7 cm. Several Tuberculoma of both Tuberculome of endo- 
myonuita on surface, tuln-.s. met hum.
the largest 14 x 11 x 
II cm. Minute tu- 
liercle* on aurface.

9755 7 x 8 x 8 ci

(ty) Adenocarcinoma ok thk Body of the Uterus. We 
hnve hud quite a number of cases in which adenocarcinoma 
of the body of the uterus was associated with uterine myo
mata. These will be published in detail in the book on 
Myoma which Dr. Kelly and 1 have in press.
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Early Diagnosis of Cancer of the Uterus: Operative 
Technic.

By THOMAS S. CULLEN. M. B.. 
Baltimore. Mil.

In the various portions of the mucous 
membrane of the uterus three definite va
rieties are to be found. The mucosa, cov
ering the vaginal portion of the cervix, is 
made up of squamous epithelium; that be
tween the external and internal os consists 
mainly of racemose or branching glands 
which secrete a varying quantity of mucus; 
whereas in the portion that lines the cavity 
of the uterus arc numerous tubular glands 
differing totally from those of the cervix. 
From each of these types of mucosa 
cancer may develop.

In cancer of the uterus there occurs 
an outgrowth from the surface of the 
mucosa, while at the same time the growth 
penetrates into the underlying tissue. The 
cancerous tissue in the beginning is so rich 
in blood vessels that the slightest disturb
ance of the growth is liable to cause bleed
ing, and not infrequently an increased 
blood pressure is sufficient to bring about 
a faint show. As the growth advances, 
the older and more friable portions be
come necrotic and there results a breaking 
down which gives rise to a watery dis
charge, often tinged with blood and fre
quently fetid. This discharge is usually 
the first symptom of cancer, but it may 
be totally wanting until the growth has 
reached large proportions. Cancer of the 
uterus is most common between the thirty- 
fifth and fiftieth years, but it is occasion
ally noted in patients under twenty-five 
years of age.

Any bloody or watery vaginal discharge 
that can not be definitely accounted for

demands an immediate and careful local 
examination. If on bimanual examina
tion the cervix is found to be rough, fri
able and bleeding, the diagnosis of cancer 
is usually certain; but if the cervix is 
still intact, the diagnosis may be very diffi
cult. In early carcinoma of the cervix, 
when no disintegration has occurred, the 
surface is usually nodular, and springing 
from it arc fine finger-like outgrowths 
which bleed readily.

In every case a careful history should 
he taken but, even after all possible data 
have been obtained and after a thorough 
bimanual examination, it will not rarely 
happen that, the physician can not deter
mine to his satisfaction whether ma
lignancy exists or not. In such cases a 
wedge of the suspicious area (about one 
cm. deep and two or three mm. broad) 
should be cut out, dropped at once into 
a ten per cent, formalin solution and sent 
to the pathologist, who in the course of 
a few days will be able to decide with 
almost absolute certainty whether cancer 
is present or not.

When the cervix, on bimanual exam
ination, appears normal, the lesion is 
usually situated in the cervical canal or in 
the cavity of the uterus. The finding of 
an enlarged and nodular uterus venders 
it probable that myomata are present. 
When myomata are of the submucous va
riety, the monthly periods are usually 
excessive, but as a rule no intermcustrunl 
bleeding occurs and no fetid discharge 
exists, unless sloughing of a submucous



nodule is going on. In the latter case, how
ever, portions of the growth are apt to be 
found projecting from the cervix, and 
such sloughing masses are readily dis
tinguishable from cancer of the cervix, 
hecau.se they arc tough and not friable, and 
because the finger can be swept around 
them, proving that they have originated at 
a point higher up.

Extrauterino pregnancy frequently 
gives rise to intermenstrual bleeding and 
occasionally to a slight menstrual dis
charge, but in these cases we usually have 
a history of a missed period or of a period 
that has persisted, and in addition there is 
frequently the localized pain caused by the 
gradual distention of the tube. Finally, 
the bimanual examination will often reveal 
the definite, velvety moss to one side of the 
uterus.

Pelvic inflammatory conditions are at 
times accompanied by a bloody or watery 
vaginal discharge. In these cases we can 
usually learn that there lias been some 
recent local vaginal infection or that an 
old pelvic lesion has recently been re
kindled. In such cases there is often more 
or less elevation of temperature, whereas 
in early cancer there is no fever.

When the patient is stout, a satisfactory 
bimanual examination is often impossible, 
unices an anesthetic is employed. When 
the cervix feels normal and we have exclud
ed myomata of the uterus and lesions of 
the adnexa, the cause of the bleeding 
usually lies in the cervical canal or in the 
cavity of the uterus. Whatever the uterine 
growth, it must drain into the uterine 
canal, otherwise there would be no vaginal 
discharge.

In such eases the uterus should be most 
thoroughly curetcd. The mucosa should 
be brought away from the anterior, pos
terior and lateral w-alls and likewise from 
the cervical canal. If much tissue is ob
tained, it is probable that malignancy 
exists. All of this tissue, including the

blood, should be thrown into a ten per 
cent, formalin solution without preliminary 
washing and sent to the pathologist.

In some cases the pathologist has consid
erable difficulty in saying whether a given 
specimen is cancerous or not, but, as a rule, 
there is just as much di(Terence under the 
microscope between cancerous and healthy 
mucosa as there is between two totally dif
ferent patterns of wall paper. Although 
there is always a possibility of error, so 
exact is the aid obtained from the micro
scope in the examination of scrapings that 
in every instance during the last sixteen 
years in which we have made a micro
scopic diagnasis of cancer and have later 
examined the uterus, definite macroscopic 
evidence of cancer was present. Natural
ly, a thorough knowledge of the various 
pictures due to faulty hardening of the 
tissues, to gland hypertrophy with or with
out pregnancy, and those peculiar to the 
normal mucosa, in early life, during men
struation and in old age, is necessary before 
one can undertake to pass judgment on the 
character of scrapings.

Front no other part of the body is it 
possible to so easily obtain material for 
diagnosis. Take, for instance, cancer of 
the stomach; how thankful the operator 
would be were it possible to just introduce 
a straight curet to the pylorus and bring 
away some tissue for diagnosis, without 
the necessity of making any incision or of 
doing any suturing. For the early diag
nosis of cancer of the stomach, an explora
tory operation is usually necessary. We as 
general practitioners and surgeons have ab
solutely no excuse for failing to diagnose 
cancer of the uterus within one week after 
the first time the patient comes under our 
observation.

THE BEST OPERATIVE TECIINIC.
To speak of the operative technic for 

cancer of the uterus before a Pennsylvania 
audience is akin to bringing coals to New
castle when among others of your number



ii old friend of mine, I)r. John Clark, has 
iiitribnted so much to our knowledge of 
ie subject. The operation as elaborated

Wcrtheim seems to offer the best results.
consiste in the removal of the uterus, 

ppendages and parametrium and often 
Iso of the pelvic lymph glands.
It is uow generally recognized that the 

rreatest dangers of the radical operation 
ire due to the shock that immediately 
nllows. More recent experience has shown 
lint it is possible to lessen this shock in two 
vays, (1) by shortening the duration of 

rlie operation, (2) by keeping the patient 
worm while she is on the table and after-

With the abundant flood of “sunshine,” 
is furnished by Kronig’s light, the oper
ator can often save from fifteen to thirty 
minutes. This light should be in every 
operating room where much abdominal 
work is done.

The chief bleeding encountered in the 
radical operation is from the vaginal 
plexus of veins. The long, short-curved, 
Wcrtheim forceps enables one to clamp and 
cut the vessels with great facility, thereby 
often saving from ten to fifteen minutes. 
As was said before, this shortening of the 
operation by even ten minutes is all im
portant.

By means of Kronig’s electrically heat
ed table the patient can be kept at an 
equable temperature and usually leaves the 
operating room in an infinitely better con
dition than when the ordinary table is 
used. The patient is cleaned up on the 
regular table, and after being thoroughly 
dried is placed on double blankets laid 
over the electric table. It is always nec
essary to have a special nurse or assistant 
guard against any danger of burning the 
patient, and the current should be turned 
on and off as necessary in order that a rea
sonably equable temperature may be main
tained. In the course of a few weeks I 
operated on six cancer patients in succes

sion and, although in some of them the 
operation was a most extensive one and 
the patients were weak, in not one case did 
there occur the marked degree of post
operative shock so often noted.

In the time at my disposal I have merely 
sketched the salient features in the diag
nosis and treatment of cancer of the uterus 
and have omitted any consideration of 
polypi, adenomyoma, sarcoma and chorio- 
epithelioma.

In conclusion, I can not refrain from 
quoting an appeal made by the late J. 
Knowslcy Thornton some years ago, at 
once an appeal to us as medical men and 
one of the severest arraignments of our pro
fession that has ever been made in our 
management of cancer of the uterus.

How is an early diagnosis to be made? Clear
ly by neglecting no menstrual departure from 
the normal, however trivial It may at first sight 
appear, but at once to encourage the patient 
to accurately describe symptoms, and above all 
to Insist In the most determined manner on a 
local examination. Here it will be apparent 
that I. as a consultant, appeal for help to the 
great body of those who are now listening to 
my remarks, to my professional" brethren en
gaged in general practice. I, in common with 
i litre titrait ri as I am. too seldom have an op
portunité of diagnosing early, because the ma
jority of the patients come to us too late, when 
the disease has already advanced nearly or 
qrlre beyond the limits of surgical aid. I .et 
me then appeal to all engaged In family prac
tice who listen to me here, and to that larger 
body who may read my words when reproduced 
In tho medical journals, to sternly cast aside 
that too great modesty or that tendency to 
treat as trivial email symptoms, and to at 
o-ue take alarm about, and carefully investi
gate. every case In which there Is brought to 
their notice an abnormality in menstruation, or 
a vaginal discharge of any kind, however tri
fling. A very grave responsibility lies at the 
doors of the medical profession for the small 
progress made In the early diagnosis of uterine 
cancer and jts successful treatment. How con- 
Ftartly Is the consultant told: "I mentioned 
It to my doctor weeks or months ago, but he 
said. 'Oh. It Is nothing: I will send you a little 
medicine or a little Injection’ and never even 
suggested any Internal examination, so I did



not like to trouble him again till the pain be
came so bad or the discharge so troublesome, 
and then he examined me and said I must have 
special advice at once"? Invaluable weeks or 
months gone, and then the verdict of the con
sultant, “It is not a case for operation," which 
really means "You have come too late," but 
can not be so candidly expressed, because he 
must guard the reputation of his professional 
brother. I admit that the false modesty of the 
patient, especially in some classes of society, 
makes the position a difficult one, especially 
for the young family doctor, but let me im
plore you all to awake to what is at stake, and 
to be firm In your demand for an examination,

and If you have any doubt after such an ex
amination, to urge that the patient should at 
once seek the advice of some one who has larg
er opportunities than yourself for forming a 
sound opinion. I will go one step further, 
and ask you, If there should be any to 
whom such a temptation comes, never to 
go on treating a ease In which there is a 
shadow of doubt, either because you doubt 
or because you want practice; if the case is 
susceptible of treatment at all, it Is only sur
gical treatment which can avail, and that of 
so severe a kind that It requires the knowledge 
of the specialist If ever any disease did or does 
require special knowledge and special skill in 
operative treatment.
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SOME POINTS IN THE OPERATIVE TKC'IINTOU: OK VAOINAI. 
HYSTERECTOMY FOR PROI.APSVS

By THOMAS S. CUI.I.F.X, M D., Baltimore, Marvi.anh

It is not ray intention to discuss here the relative 
merits of the various abdominal or vaginal opera
tions for prolapsus of the uterus. Marked pro
lapsus usually demands operative interference, li 
the patient comes prior to the menopause, the 
uterus should lie preserved if possible, and even 
in women who have passed the menopause it may 
sometimes be deemed wiser to save the uterus on 
account of the probability of a prolapsus of the 
vaginal vault at a later date. In a certain number 
of cases, however, there is marked prolapsus of 
the uterus associated with mui h redundancy of 
the anterior and posterior vaginal walls and 
occasionally with a greater or less amount of ul 
leration. In this group of cases vaginal hys
terectomy combined with a wide removal of the 
surrounding vaginal mucosa, closure of the vaginal 
vault and repair of the perineum, as described in 
the following paragraphs, gives excellent results.

The accompanying • ase was the first in which 
we employed this procedure.

Vaginal hysterectomy with wide excision o/ the vaginal 
mucosa in a case of extensive prolaspus uteri with ulceration 
of the cervix and vagina.

Mrs. F. I... anti I 72. while, seen in consultation with 
Drs. Chapman and McCormii k of Trapjic and Itrice 
CioldslKirough of Cambridge, Mil.. March, iyos. This 
patient for 52 years has lievn suffering from prolapsus of 
the uterus, but never told her physii ians almut it until 
a fexv weeks ago. Until recently she has gotten along 
without much dillicultv.

Accompanying the prolapsus is marked descensus of 
the bladder. The cervix (Fig. 1) is greatly thickened and 
there are teat like projections from its surface. A long 
st ar seven or eight cm. in length extends up the right side 
of the cervix along the vaginal vault. On the left side i-. a 
similar but smaller one not completely covered over with 
epithelium.

I outlined the area to lie removed at the com
mencement by cutting just through the vaginal 
mucosa all the way around as indicated by the 
dotted line. I then dissected the vaginal mucosa 
downwards from the bladder, entered Douglas’ 
cul-de-sac behind in order that I might get my 
bearings (Fig. 2), removed the uterus and joined 
the vaginal mucosa to the peritoneum of Douglas’ 
pouch (Fig. 3). The peritoneum of the anterior 
pelvic wall was then sutured to that of the posterior 
wall, and in this way the pelvis was completely 
shut off (Fig. 4).

Path. So. 8459. The specimen consists of a 
prolapsed uterus together with a large cuff of

Fig. 1 Marked prolapsus of the uterus. The cervix 
i- much enlarged and >>pringing from it is a teat like pro 
jeetion more than 1 cm. long. * in the light side of the 
cervix and extending far out on to the vagina is an urea of 
ulceration. X similar but smaller one is noted on the 
left, t >n the anterior vaginal wall ate two small ulcerated 
areas. The dotted line indicates the outline of the incision. 
It passes through the vaginal mucosa but no farther. 
After it has liven determined just how mui h vaginal 
mucosa should Ik* removed with the cervix, this incision 
is carried completely around the cervix. In this case all 
the ulcerated area was naturally ini luded and posteriorly 
a flap of vaginal mucosa 7 cm. broad was removed with

vagin ul mucosa. The cervix itself is 7 cm. 
wide, and 5 cm. in its anteroposterior diameter. 
Surrounding the cervix is a cuff of vaginal mucosa 
varying from 2 to 7 cm. in breadth.

In such a case as this one linger in the |ielviv 
cavity is of the greatest assistance. After the 
area to be removed has been outlined and the 
vaginal mucosa has lieen carefully dissected down
wards in front, care being taken not to enter the 
bladder, an incision is made behind the cervix and 
Douglas’ pouch is entered. The left index linger
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Fig. 2. The fiiiçrr as a guid* in separating the bladder from the cervix. The vaginal flap was disserted down 
wards from the Madder. I touglas’ pouch was then opened up along the dotted line, and the left index linger 
carried down in front of the -mix tended to shove the bladder upward and away from injury while the knife 
dissected it from the cervix. In this case the tissue between the bladder and cervix was denser than usual.

can be passed through this opening, hooked over 
and carried down in front of the cervix between it 
and the bladder. The knife gradually cuts down 
upon this at a fixed point. By the employment 
of this method there is much less danger of injur 
ing the bladder < Fig. 2).

After control of all the blood-vessels and removal 
of the uterus with or without the appendages, as is 
deemed advisable, the peritoneum of the pelvis is 
drawn down and attached to the vaginal mucosa. 
In this way the stumps of the vessels are completely 
covered over and nothing but a small opening per
sists between the pelvis and the vagina. When one 
removes a large area of vaginal mucosa, as in this 
case, and then joins the peritoneum to the vaginal 
mucosa, the remaining portion of the vagina is 
drawn up as it were into the pelvis, no slack being 
left (Fig. 3), and the bladder which has been

prolapsed is again carried up into a relatively 
normal position.

It is comparatively easy to join the peritoneum 
of the posterior part of the pelvis to that of the 
anterior part. By means of several sutures intro
duced at different levels the peritoneal surfaces are 
approximated over a considerable area and the now 
shallow vagina is completely cut off from the 
pelvis. Care must be taken when suturing the 
peritoneum not to pierce any of the large vessels, 
otherwise troublesome oozing ora hæmatoma may

We have removed the uterus in this way in 
several instances with great satisfaction. The 
method is applicable chiefly to those cases where 
marked prolapsus exists.

If the tissues are not brought up quite as snugly 
as one would wish, the perineum may be repaired.



CULLEN V.\c » IN AL HYSTERECTOMY

Fig. 3. Appearance of the lower part of the pelvis 
after the pelvic peritoneum has hern united to the vaginal 
mucosa. The pelvic peritoneum has been joined to the 
vaginal mucosa by means of interrupted catgut sutures 
and the stumps of the vessels have been covered over. 
The bladder has Ix-en drawn well up and the vagina is 
much shortened.

Fig. 4. Clowe of the pelvis. The pelvic peritoneum 
is united over an area from 2 to 3 cm. long, rare lieing 
taken not to pierre any vessels. If the vagina is lax, the 
perineum should Ik* repaired.

I thought that this operation was original (if 
any vaginal hysterectomy van really he considered 
new) until my visit to Rochester a few years ago. 
There 1 saw Dr. Win. J. Mayo do an operation 
somewhat similar in character, the only differences 
being that he did not take out so large a cuff of 
vaginal mucosa surrounding the cervix as we have 
done, and that Douglas’ pouch was not at once- 
opened up and a linger introduced as a guide. 
These, of course, are only minor differences.
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A LARGE CYSTIC TI MOR DEVELOPING FROM 
THE ILIOPSOAS BURSA

CONTAIN IMS LARGE FREE CARTILAGINOUS MASSES, WU 
COMMUNICATING WITH THE HIV-JOINT

THOMAS S. VII.IÆN 
IIAI.TIMOIO

Hint or y.—In November, 11*08. I wue «»!»•. il liy Dr. A. II. A. 
Mayor to «•xntiiin«* a man aged 40 who hail what appeared to lie 
a very unit Mia 1 pelvic tumor. Alunit ten years before the 
patient hail begun to limp, ami a year later eonaultetl a physi 
vian who told him that he had a tumor of the left hip. The 
eoiiilitiou gradually had lievome worse. For about a year the 
man had noticed that every time lie put his weight on his left 
leg “soim slipped" in his hip.

K.rn hi inn lion.—The patient was a tall, rather anemic looking 
man. The chest sounds were normal. The left leg was still 
and when walking lie held the left hip joint as immobile as pos
sible. Occupying the left iliac fossa and extending lieynnd the 
median line was a linn oval mass. 8 by lu cm. "I his was con 
tinuous with a smaller mass which passed lie low 1‘oupart's 
ligament and extended to the left of the hip joint anteriorly. 
The large mass seemed to fill the left half of the pelvis. In 
some places it appeared to consist of hone, hut at other points 
felt cystic. It seemed to be intimately connected with tlie- 
pelvic bone. The glands in both groins were palpable. The 
left leg was three -is of an Inch shorter than the right. 
Oil flexion of the leg the pelvic mass receded somewhat, but on- 
extension the tumor again became prominent. Flexion, extcn 
sion. adduction and abduction were accompanied by dull crepi
tation in or near the hip-joint. On carefully questioning the 
patient it was learned that the swelling had lieen first noticed; 
just below Pott part 'a ligament.

Operation.—An incision was made just above and parallel 
with 1‘ou part's ligament and the extra peritonea I tumor ex
posed. After displacing the anterior crural nerve, which was 
markedly stretched over the tumor, and splitting the muscle 
which lay over it. it was found necessary to sever Poll part's 
ligament as a portion of the tumor lay beneath it. The pelvic 
portion of the mass was loosened up easily on its anterior and
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posterior aspects, but on the outer side was firmly attached to 
the ileum, and below seemed intimately related to the anterior 
portion of the hip joint. After being walled olT with gauze it 
was o|>ened and there was an escape of clear viscid fluid, yel
lowish in color. Lying free in the cavity were live irregularly 
lohiilated. hard cartilaginous masses (Figs. I. i. After these 
had been removed a sixth was found fastened down beneath 
Poupart's ligament. When this nodule had lieen taken out a

Fig. 1 A cystic tumor developing from the left Iliopsoas bursa 
containing large free cartilaginous masses anil communicating with 
the hip-joint. Occupying the left half of the pelvis Is a cystic tumor 
which on Its outer side was firmly attached to the pelvic wall. The 
cyst walls were composed chiefly of fibrous tissue. The thickening 
In certain areas noted in the walls Is due to deposits of bone. Tin- 
cyst cavity was distended with clear yellowish, tenacious fluid and 
also contained live free and Irregular cartllagluous masses. A 
narrow prolongation of the cyst passed downward and forward 
beneath l'oupart's ligament and opened directly Into the Iilp-Jolnt. 
Filling this jMirtlon of the cyst was a large free cartilaginous mass. 
All the cartilaginous masses are shown In their natural size In 
Fig. 3.

linger carried downward and forward passed directly into the 
hip joint anterior to the head of the femur. The bones of tIn- 
joint were perfectly smooth. The pelvic sue was gradually dis-

Opening
mtoJoint

Put is

■ ■
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m-cli'il free at a point considerably Iwdow Poupart'* ligament. 
It was then cut away ami the remaining portion which formed 
the margin of the entrance into the joint wan trimmed, turned 
in on itself. and snugly hmnght together with catgut suture*, 
thu* securely closing the hip-joint. A small drain was laid in 
the upper angle of the wound far removed from the joint and 
the incision dosed.

Bone,

BSHM

l-'lg. Part of the sac of a cystic tumor developing from the 
Iliopsoas bursa. The picture represents the Inner surface of the 
cyst. The walla vary from 1 to 2 nun. In thickness nnil In them 
are seen cross sections of plmpies of bone. In other portions of the 
walls cartilage was noted. The Inner surface presented a distinctly 
irnheculntcd appearance evidently due to the uneven stretching 
of Ihi' sac. Projecting Into the cavity Is an Irregular bony mass 
fully II cm. In diameter. The sac was lined with a smooth glistening 
membrane: It contained dear yellow tenacious fluid and the six 
cartilaginous masses depleted In l-'lg. 3.

Ift'Hull.—For a few days the patient did remarkably well hut 
then ltccnme delirious and talked incoherently. It was learned 
that on a previous occasion he had shown similar cerebral dis-
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tiirlmticca mill (lull it luul Im,**ii necessary In confine him fur u 
(inn* in a Honitarium. Dr. Henry .1. Berkley, who saw him in 
consultation, fell that his mental condition hail nothing to do 
with the operation. The wound after draining for a few days 
closed completely and the patient left the hospital in excellent 
physical and mental condition live and a half weeks afterward, 
lie was aide to walk without much difficulty.

Suhsrqurnl Mint or y.—Dec. IS, 1 !•()»: Dr. Mayer informs me 
that the patient occasionally has some discomfort in his leg hut 
lio pain in the hip joint, lie still uses a cane.

Ihurripiinn <>f Specimrn.—The walls of the sac were com
posed of fibrous tissue and scattered throughout them were 
ploipicM of cartilage and delinite bony masses ( Kigx I. -1. 
Some of these fragments of lame were very small; others 
reached 3 cm. or more in diameter. The inner surface of (lie 
sac presented a trabeculated appearance (Fig. 21 evidently due 
to the uneipial and gradual distention of the cystic tumor. Not
withstanding the uneven appearance the inner surface was 
everywhere covered by a smooth membrane. The lluid contents 
were clear, yellowish in color and rather sticky. The six 
irregular, white, cartilaginous masses filling the cavity are 
shown in their natural size in Figure 3. They were lying per
fectly free and five of them popped out as soon as the sac was 
opened. The sixth could not escape ns it was firmly held down 
by Poupart's ligament and its lower end entered the hip-joint.'

OWflIX OF THESE CYSTIC TtIMORS 

One of the largest, if not the largest, bursa in the 
hotly is that situated beneath the tendon of the iliopsoas 
muscle. This complex muscle arises from the body of 
the twelfth dorsal vertebra, from the bodies of all the 
lumbar vertebra?, from the transverse processes of all 
the lumbar vertebra? and from the iliac fossa. The com
bined tendon is inserted in the trochanter minor. In 
order to reach this the iliopsoas muscle must curve 
around the crest of the ilium. It is beneath the muscle 
where it curves over the hone that the bursa is
It lies beneath 1‘oupart‘s ligament below and lateral to 
the iliopectineal eminence. According to some authors 
it may attain the size of a hen’s egg.

1. The 8|iec'lmvne were demonstrated to the class and then 
drawn. During my absence In Europe they were unfortunately 
mislaid and have not yet been located ; consequently I have thus far 
been unable to make a careful histologic examination to determine 
definitely whether the central portion of the cartilaginous masses 
contained hone or not.

4



Fig. II. Carillnglnou* iuiihhvh lying free In a ryutle tumor develop- 
lug from tin- III<i|)hohh bursa (natural size). These masses wore 
pearly white, very Irregular, but perfectly smooth. They were 
rather lighter In weight than bone. Their general arrangement In 
the cyst I* shown In Fig. 1.



According to Joessel* the iliopsoas Imrsa or the bursa 
mucosa suhilinca lies between the partly tendinous por
tion of the iliac muscle and the front of the iliopeetineal 
eminence. Anteriorly, it is firmly attached to the ili
opsoas muscle, posteriorly to the ilio|icctincal eminence, 
and likewise to the thin portion of the en - of the 
hip-joint.1 It is hounded oil the outer side by the ilio
femoral ligament, below by the pubofemoral ligament 
and on the inner side by the cotyloid ligament.

.Toessel further finds that occasionally the fibrous cap
sule at the thin point of the joint is wanting and then 
nothing but the synovial membrane separates the joint 
from tlie bursa. Occasionally the synovial membrane 
is lacking at the thin point and in these cases there is 
a direct communication between the hip-joint ami the 
bursa. This opening explains how purulent accumula
tions of the joint may extend to the iliopsoas bursa and 
then appear under the iliopsoas muscle and also how 
psoas abscesses may travel down the muscle and eventu
ally cause involvement of the hip-joint. An extended 
consideration of the subject would necessitate a discus
sion of practically all diseases of the hip and would natu
rally lead us too far afield. I shall consequently limit 
my remarks chiefly to those cases in which cystic tumors 
similar to this have been noted and in which little or 
no evidence of inflammation has existed.

When consulting the literature I found a most instruc
tive ami painstaking article on “Diseases of the Bursa1 
of the 11 ip” by 1{. Zuelzer.4 I have examined in the 
original the references given by this author and have 
found them in the main so well epitomized that 1 shall 
draw largely on his descriptions and conclusions.

It has been noted that the Imrsa* that are regularly 
found are usually developed during fetal life, while the 
less constant ones appear at a later date. Virchow and 
Schuchardt found that the small subcutaneous Imrsa* 
developed out of a connective-tissue network resembling 
cavernous tissue. Eventually a cavity was formed in 
which as a result of the continuous movements and rub
bing the connective tissue gradually atrophied. The 
walls of these bursa* consist of dense connective tissue

6

•-*. TopographUrb-Chlrurglache Anntomle, I, 100. 
a. Thin i liln spot In wi'll neon In Figure 232 of Cunningham'» 

Anatomy, ltioo, p. 21)0.
4. lh‘Ulach. ZtNi-lir. f Chlr.. 1800. L. 148.
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and contain a very little elastic tiwue. The inner sur
face is lined with one layer of so-called endothelium 
and the contents of the huraa resemble those of the joint. 
They are slightly tenacious, thick and usually just 
enough in amount to keep the walls of the sac smooth.1

casks or cystic im'KioeMKXT or the imotsoam hi as a ah col
lected BT txr.XJ.VM

lion a: The patient, a workmwn. was struck on the right 
foot ami the left arm. lie walked home at once a distance of 
shout two miles, remained without treatment for fourteen days 
and again went to work. A year later he complained of pain 
in the region of the right hip. On examination the leg wu« 
found slightly Hexed, abducted and rotated outward. At the 
hip was a painful tumor which was clearly visible and palpable, 
it lay under l'oupart’s ligament between the psoas and the 
pectineue muscles and was of the consistence of Is me. On 
Ilex ion of the leg, however, tluct nation could be detected. The 
trochanter was in its normal posit ion and movements of the 
hip joint were easily made. Adduction. Ilex ion and rotation 
inward were, however, somewhat limited. The pain extended 
down to the knee. The corresponding leg was somewhat thinner 
than the other. This case was diagnosed by a colleague as an 
impacted fracture of the nock of the femur and the tumor was 
thought to be a callus formation pressing on the crural nerve 
and causing pain. There was no shortening of the leg.

Kiihi.k: A cooper, aged 33, for thirteen years had suffered 
with pain in the leg and down its inner side. Four months 
before coming under oliservation lie not iced a tumor situated 
slightly lielow l'ou part's ligament. This was ovoid in shape 
and lay under the large vessels. On extension of the leg the 
tumor became hard. On flexion fluid could la* detected. Exten
sion and rotation outward produced pain. Ily flexion it was 
clearly seen that the psoas muscle was lifted up. The hip- 
joint was free.

IlMmiilAXX : The |wlient had Is-en squeezed between two 
cars, the chief pressure coming on the left hip. The patient was 
carefully watched as he was supposed to la- a malingerer. On 
examination, however, a painful swelling of the bursa la-neath 
the tendon of the iliopsoas muscle was found. Flexion of the 
leg or rotation inward caused much |min in the joint.

Mommhkx: This surgeon saw a patient who had un ele
vated, clearly fluctuating painless tunmr which projected from 
the region of the iliopsoas muscle and passed out Uuieuth l*ou-

r>. Those Interested In the development of tiurse should not fall 
to read the excellent paper on Luetic Hursopathy of Yerneull by 
I»r. John W I'liurehman, Resident Surgeon In the Johns Hopkins 
Hospital (The Am Jour, of the Med. He., Kept ember, lliotl)
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part’s ligament. It lifted up the femoral artery. On pressure 
the tumor diminished in size.

Mommsen: The same author reported a case of a man 50 
years old who without apparent trauma complained of diffi
culty iu walking on account of a gradually increasing swelling 
in the right inguinal region. The tumor was ns large as two 
lists ami was situated deep in the right iliac fossa. It was 
linn in consistency ami only slightly movable. It was thought 
to be a sarcoma of the fascia of the hip. At operation its lower 
pole was found firmly attached to the joint capsule. The cyst 
walls varied from ii to 6 mm. in thickness ami the failure to 
detect Huetnation was due to over-distention of the cyst.

NciiXfer: The patient, a man coming to Volkmann’s clinic, 
complained of a tumor the size of a child's head situated at the 
llexion of the thigh and lying under Pout irt'a ligament. The 
man had fallen ami injured his hip a year and a half More. 
The tumor projected only slightly above the normal skin sur
face. It was burns! deeply in the muscle of the thigh, was 
elongate oval and followed the long axis of the psoas muscle. 
The thigh was markedly flexed. When the leg was extended 
the tissue was of stony hardness. With extensive flexion some 
fluet nation could bo detected. A second tumor the size of an 
apple was present at the edge of the gluteus maximus. This 
tumor also on extension was tense, but on flexion of the hip it 
became softer. Its contents could be made to disappear ami as 
a result the anterior tumor became more distended. The cystic 
tumors communicated with one another. The movement of the 
hip joint was free. The pain radiated from the hip to the knee.

Krickk: This author descrilied a case of a carter who with
out apparent cause had a tumor in the hip region. It lay over 
the right trochanter ami passed inward under Poupart’s liga
ment and extended downward over the upper third of the 
thigh. It really formed three tumors. The outer portion was 
as large as a child’s head and markedly distended. The second 
lay on the inner side of the thigh and the third, the smallest, 
lay between them. All three fluctuated and the fluid could be 
pressed from one tumor into the other. The position of the 
thigli was normal but movement of the hip was impossible on 
account of the severe pain which was caused especially by 
flexion and rotation. The tumor itself was not painful on pres
sure but pain was reflected down to the knee.

IIeiseke: This author observed a case in the (Ireifswald 
clinic in which after a rheumatic inflammation of the hip-joint 
a prominent and distinctly fluctuating tumor developed. This 
followed the direction of the iliopsoas muscle from Poupart’s 
ligament downward and raised up the femoral artery. On 
pressure the tumor diminished but on removal of the pressure 
the tumor again became prominent. Passive motion of the hip- 
joint was free and painless. In this case there was accumula-
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linn of fluid ill tin* iliac bursa and this communicated with tIn- 
hill-joint which also contained an excess of fluid.

Wood® reported a case in a thin man 2H years old. who two 
years previously, while convalescing from typhoid fever, had 
sprained his left hip. Walking was associated with severe 
pain. Six weeks later he noticed a swelling in this region. 
There was swelling both in front of and behind the hip and 
fluctuation was definite. A diagnosis of gluteal abscess was 
made. The patient, on account of well marked contraction of 
the iliopsoas muscle, was unable to extend the leg. The tumor 
ruptured and there was a spontaneous expulsion of particles 
of bone as large as beans. The hip-joint, was freely movable 
and not painful. This is one of the very few cases in which the 
Ian sa contained foreign liodies.

('OUTKAL'D: This pntient was a man, aged 31, who was very 
strong and bad done heavy work. Mix years previously ha 
had had syphilis. In the left inguinal region and on the inner 
side of the thigh was a prominent tumor the size of an egg. 
This was smooth, rounded, painless and could not lie made to 
disappear. The skin over it. was freely movable. On examina
tion fluid could be detected in the pelvis and this fluctuation 
communicated with the tumor. The hip joint was normal. The 
tumor was punctured ami clear citron yellow slightly tenacious 
fluid came away. In this case the chief pain was in the region 
of the knee.

Since Zuelzer's paper several cases have been recorded. The 
most interesting one is that of Delbet.1 This surgeon gives a 
very short account of a case in which he diagnosed a cystic 
tumor of the iliopsoas bursa (a hygroma) before operation. 
On opening the sac he found three foreign I todies each of which 
was the size of a large nut.

DIAGNOSIS

In summing up his article Zuelzer points out that these 
tumors may he of various sizes and that the swelling 
indicates primarily the anatomic position of the subiliac 
bursa. As the tumor increases it may extend far below 
I‘on part's ligament, sometimes reaching to the middle of 
the thigh. It may consist of one tumor or he made up 
of several. It may spread out on either side of the iliop
soas muscle or extend in various directions, and may 
communicate with the joint. When more than one tumor

11. Thin Is the only case of Zuelzer's that I could not confirm, 
ns the reference Is Incorrect and consequently I have not liven aide 
to obtain Wood's original article I was unable to trace the case 
either In the Index Medicna or the Index Catalogue of the Surgeon- 
General's Library.

7. Corps etranger contenu dans un hygroma de la bourse du 
psoas. Hull, et imlm. Hoc. de vhlr. île l'urls, tOOg, xxvill. V.'Ut.
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exists it is often possible to press the fluid from one 
tumor into another. On releasing the pressure the fluid 
at once comes hack. The tumor may extend forward 
beneath Poupart’e ligament and then backward along the 
course of the iliopsoas muscle as in our case.

In some cases fluctuation can be detected, hut in others 
the tension is so marked or the cyst walls so thick that 
the tumor is[^ e solid.

The skin is, as a rule, freely movable over these tu
mors provided inflammatory conditions are absent. Many 
of the tumors are painless, but when one remembers that 
the growth develops beneath the crural nerve ami puts 
it on marked tension as in the case reported, it is but 
natural that any excessive movement of the hip-joint 
should he accompanied not only by local pain but also 
by pain referred to the knee.

Zuelzer fourni that the typical position of the leg in 
these coses is in abduction, outer rotation and slight 
flexion of hip. In this position there is naturally a min
imum tension on crural nerve and iliopsoas muscle.

In these coses the hip-joint is, as a rule, perfectly nor
mal, the great trochanter bears its normal relation and 
there is no shortening of the leg. In this way it is jm>s- 
sihle to exclude completely fracture of the neck of the 
femur, fluetuations and diseases of the hip. In my case 
there was three-quarters of an inch shortening. The 
joint itself was perfectly normal.

ETIOLOGY

The majority of these cases have followed some injury, 
although syphilis ami rheumatism are also sup|xiscd to 
he contributing factors. In my case tin- connective-!issue 
walls of the cyst contained bone. This should occasion 
no surprise as this fibrous tissue is similar to and con
tinuous with that forming the joint. The presence of 
large free foreign bodies in the sac is most unusual, but 
when we remember that small free cartilaginous bodies 
arc not infrequently found in the knee-joint, it should 
not appear strange that a sac communicating with the 
hip-joint might contain similar produets. The foreign 
bodies in the case reported, however, were exceptionally

06368173
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TREATMENT

In times past, local applications were sometimes made : 
at a later date some of the tumors were aspirated, hut 
the fluid tended to return. In cases similar to mi in
complete removal of the sac is the only satisfactory solu
tion of the problem. Here it was necessary not only to 
get rid of the secreting surface, hut also to remove tin- 
large free foreign bodies. Under no circumstances should 
irritants be injected into the sac as was formerly done. 
The surgeon cannot, as a rule, determine definitely be
fore operation whether these bursa- communicate with 
the joint or not. The results from operative treatment 
should be most satisfactory.

Monroe’s beautiful atlas containing a description of 
all the “Bursa- Mucosa?" of the human body, published 
in Edinburgh in 1788. should be read by every surgeon. 
It will undoubtedly stimulate increased study of this 
subject and materially help to clear up many imperfectly 
understood conditions originating in the bursae in various 
parts of the body.

3 West Preston Street.
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\ RK* HT I'ELYIC 
ABSENCE

KIDNEY. ABSENCE ()E THE I.EEI KIDNEY; 
OF THE UTERUS; BOTH OYARIES IN 

THE INGUINAL CANALS'
By THOMAS s. Ct'I.I.KX, M. » . H vt mi i t, M\ mam«

CA II I., 1077. O. C. |.. OKnl 17. single, while, 
admitted in the Church Home and Infirmary. 

y • March 5, 1907. The patient has lieen under the 
care of Dr. Paul Jones of Snow Hill for some 

time. She had l>ccn thought to have an imperforate hymen 
and a double inguinal hernia. She had always lieen some 
what delicate and nervous.

Five years before a left inguinal hernia had been noted, 
which annoyed the patient considerably. Three years 
later a hernia made its appearance on the right side. The 
hernial protrusion on the right was larger in dimension 
than that on the left, at times reaching y to 10 ini. in 
diameter. On one occasion it had liecome temporarily 
incarcerated, and she had been wearing a truss on the 
right side. The patient had never menstruated, but 
nearly every month she had had hot flushes and had lieen 
cerv dizzy. The flushes would persist for two or three 
days at a time. She had no definite headache, but her 
head had felt “big and queer.” There had never lieen anv 
vomiting, but nausea had lieen noted at these times and a 
burning sensation in the region of the stontac h. The pa
tient entered the hospital seeking relief for her inability 
to menstruate. The menstrual symptoms had commenced 
three and half years licfore. The urine was found to be 
normal.

Fjcamination uintfr atnr\thesia. The breasts were not 
well developed for a girl of her age. The pubic hair was 
normal. On pelvic examination a small urethral orifice 
was found. This readily admitted the catheter and the 
bladder was at once emptied. There was absolutely no 
evidence of a vagina apart from a slight depression 1 mm. 
in depth (Fig. 1). < >n rectal examination we found a large 
oval mass which appeared to be slightly 1 ystic This 
tilled the right side of the pelvis and was thought to be 
either the enlarged uterus or a d'lated vagina

Operation. 1 passed four guv sutures at the |>oin 
where the vagina would naturally have lieen and then 
made a transverse incision 1.5 cm. anterior to the rectum. 
In my dissection I kept close to the rectum one linger in the 
IhiwcI serving as a guide and a pair of forceps introduced 
into the bladder serving to outline this organ when necca 
sary. Finally I was able to separate the bladder from the 
rectum for a distance of live inches, although the septum 
between the bladder and rectum was not over 2 to 5 mm. 
in thickness. I then encountered the firm ma" which had 
lieen detec ted in the right side of the pelvis. 1 >n making 
firm pressure from above the mass could be- felt dim tlx 
under the linger introduced into the wound We ex pec ted 
to find fluid but the growth seemed to lie solid or semi 
fluctuant. We at once realized that an unusual condition 
existed and an abdominal section was decided upon as the 
wiser procedure

1 Read l*fore the American Clyneoilnuiral

Fig 1 Absence of the vagina The urethral orifice is 
normal. Beneath it is a small pit, the only remnant of 
the vagina.

On making an alidominal incision we tirsi encountered 
the fimbriated end of the right tuU- d ig ?'■ This could 
lie seen and followed for 1 ; . m The remaining portion 
lay in the hernial sac on the right side. After slitting the 
sac slightly and examining the extratieritoneal portion I 
was able to detect the remaining portion of the tube. In 
the inguinal sac lay also the right o.arv, which was per 
fectly normal. The ovarian vessels came from the usual 
source. The utero-ovarian vessels passed down into the 
right inguinal canal ex did the lulie The right round liga 
ment emerged front the canal, formed a loop on itself and 
re-entered the canal.

Society, Washington, l>. ( .. May 1. luio.



srkciKkV, <iVNK('OL(>tiY AND <tBSTKl R1CS

I'i« 1 A right pelvic kidnri Tin- kidney is seen from above through the alxlominal incision. It fills the right half of 
ihe pelvis ami cxtcmls to the pelvic brim. i >n the left side the kidney is wanting. There is no uterus. A portion of the 
right tube is seen emerging from the inguinal ring. The bulging at the inguinal ring is made by the ovary and the re 
maining portion of the lui*1 both of which are extraperitoneal. The right round ligament emerges from the inguinal 
canal, forms a loop on itself and then again di.sap|»ears. The left round ligament is recognized as a little hud. The 
left tube and ovarv were in the inguinal ranal.

The f.rm mass fell in the vagina and thought to tie due 
to an accumulation of retained menstrual flow proved to 
lie solid. It felt like a kidney, the hilus lieing easily dem
onstrable on the inner side. It was about half as large

again as a normal kidney and lay extraperiloneally. It 
almost completely tilled the right half of the pelvis. I 
examined the usual site of the right kidney and found no 
kidney in this position.



CUL1.F.N A RIGHT PKLVK* KIDNKV

There was no trace whatever of the uterus. The Madder 
and rectum were the only organs in the pelvis except the

The left round ligament could la- seen fierping out of the 
inguinal canal for about t mm. It could In- pulled out 
much further. It formed a loop on itself ami then disap
peared into the inguinal canal. In other words both ends 
of the round ligament were in the canal.

The left side of the pelvis was perfectly smooth, there 
being no left lube or ovary visible. The mass in tie left 
inguinal canal was, however, apparently the left ovarv.

The left kidney was absent.
We at once closed the abdomen and then brought the 

tissue between the rectum and the bladder together as fat 
as possible and left in a small drain. The patient did not 
stand the anæsthelic well and was exceedingly blue. Her 
pulse when she left the table was ibe, but full. She rapidly 
recovered from the effects of the operation, and was dis 

< barged in practically the same condition as that in which 
she entered the hospital.

A vase of this character was operated upon by 
Dr. Polk of New York in tSS*. The mass in the 
pelvis was removed and it proved to lie a right 
jielvic kidney. The patient lived thirteen days 
and at autopsy Dr. \Vm. 11. Welch found that this 
was the only kidney.

We are deeply indebted to Dr. Polk for having 
reported this case in full and for It is timely warn

ing that in all cases in which a pelvic kidney is 
found careful examination should be made to dv-

termine whether the o|ierator is dealing with a i asc 
of unilateral kidney.

The advisability of making an artificial vagina 
has to be considered in these c a ses The ingenious 
operation suggested by Baldwin in which a loop 
of small gut is disassociated and brought down to 
form the lining of the new vagina may be tried. 
This procedure is dearly outlined in Tin- Journal 
of the American Medical Association. April j t, 
n>io, page i Vu. The o|ieration as carried out 
by Alex. Hugh Ferguson appeals more strongly 
me as it is naturally less dangerous. It consists of 
separating the bladder front the rectum. A l 
sha|x‘d (lap is then taken front the skin between the 
urethra and the m turn and attac hed to the bladder 
which has been well pulled down. When the 
traction on the bladder is released the bladder re 
tracts and carries the flap well up into the newly 
formed cavity. The (tosterior wall is now made by 
using two flaps consisting of tlu* labia. The m 
turn is pulled well down and the flaps are attached 
to it. When the rectum is allowed to recede the 
flaps are carried far up into the cavity. A plug 
covered with rubber is now tightly packed into the 
vagina. Ferguson rc|>orts excellent results in 
three cases in which he has employed this method.



CARCINOMA OF THF RIGHT FALLOPIAN TUBE 
READILY PALPABLE THROUGH 

THE ABDOMEN.

By Thomas S. Cullen, M. B.,
Associate Professor of flynecoloyy, Johns Hopkins University.



I From The JoHxe llnpiixn Honpitai. Hiu.btiv Vol. XXII, No 2SS, 
January. 1011 |

(A Itc I NOM A OF THE RIGHT FALLOPIAN TUBE 
READILY PALPABLE THROUGH 

THE ABDOMEN.

By Thomas S. Cullen, M. B.,
Associate Professor of Gynecology, Johns Hopkins University.

Cancer forms a very small percentage of the pathological 1801 
conditions of the Fallopian tube. As pointed out by Hunion,1 
carcinoma was noted only three times in the tube, as compared 
with some four hundred cases of cancer of the uterus that 
i a me under our observation in the Johns Hopkins Hospital. 
Among the more important American articles on this subject 
are those of LeCount ' and Hurdon." In the Johns Hopkins 
Bulletin of 1905, Vol. XVI, p. .199, I reported a case of adeno
carcinoma of the tube in which as a result of extensive involve
ment of the pelvic peritoneum and of the surrounding tissues 
I found it necessary to remove not only the entire uterus with 
the adnexa but also several inches of the sigmoid flexure and 
about one-third of the pelvic peritoneum.

Alban Doran,' of London, has given a complete survey of the 
literature and collected in all sixty-two cases. A further 
admirable monograph on the same subject by the same author1 
appeared a few months ago. In this the number of cases of 
carcinoma of the tube had been increased to one hundred.

* Elizabeth Hurdon. Kelly. H. A., and Noble. C. P. Oynecology 
and Abdominal Surgery, Phlla. 1907-08. T, 17B.

* U‘(’ount. Johns Hopkins Hoep. Bull., 1901, Vol. XII, p. 66.
Elizabeth Hurdon. Johns Hopkins Hosp. Bull.. 1901, Vol. XII.

p. 316.
* Alban Doran. J. Obst. â Gynsec. Brit. Emp.. Lond.. 1904. VI.

286.
* Alban Doran. J. Obst. â GjnuM Brit. Emp., Lond.. 1910, 

XVII, 1.

(1



120] After Buell thorough presentations of the subjects us have 
been furnished by these authorities u further survey of the 
literature would be simply a repetition und I shall merely 
report a case which came under my observation in the labor
atory. Its chief interest lies in the large size of the growth. 
When I first saw the hardened specimen before learning the 
clinical history, I considered it to be a very large hydrosalpinx 
or pyosalpinx. On section, however, its true character was 
readily discernible.

Adeno-carcinoma of the right Fallopian Tube, extension to left 
Fallopian Tube; very small uterus.

San. No. iUSS.—Mrs. M. H., aged 46. Admitted to Dr. Kelly's 
private sanitarium on May 14, 1907. The patient entered com
plaining of a mass and great pain in the lower part of the abdo
men. The family ami past history were negative.

The menses began at 14, were regular, moderate in amount, 
somewhat painful and usually lasted four days. For the last 
two or three months the periods have been Irregular but profuse. 
She had one miscarriage when 18. Recently there has been a 
profuse leucorrhœal discharge which, for the past year, has been 
associated with some odor and with blood.

Present Illness. Two years ago the patient first had what she 
called an attack of appendicitis. The pain was located in the 
right Iliac fossa and was severe and cramp-like in character. It 
bus persisted In this region and for the last year has also been 
present in the left side. The pain radiates into the leg and for 
the last four or five months both legs have been swollen.

Operation.—1The uterus was removed by bi-section; a small 
piece of Intestine was also removed on account of a little sub- 
peritoneal cyst which was supposed to be secondary to the tubal 
growth. There was no glandular Involvement and no evidence of 
any peritoneal Implantation.

Path. No. 11536. The specimen consists of a small uterus, of 
a greatly enlarged right Fallopian tube and of an enlarged left 
Fallopian tube.

The body of the uterus is 4 cm. long and about 4 cm. broad. 
It Is markedly atrophied. The right tube at the uterus is about 
7 mm. in diameter, but after passing outward 1 cm. it curves on 
itself, becomes markedly convoluted and 6 cm. from the uterus Is 
5 cm. in diameter. It continues to increase in size until at 
its outer end it Is 10 cm. in diameter. Roughly it forms a 
sausage-like tumor 14 cm. long, 12 cm. broad, and about 10 cm. in 
thickness. Anteriorly it is covered with adhesions. Posteriorly 
It Is perfectly smooth and springing from its surface is a sub

is)
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by a marked tendency toward «land formation and papillary out
growths, and by Its stability Instead of its tendency toward break
ing down. One might, with some propriety, claim that It re-

peritoneal cyst 1.5 cm. In diameter. I.arge congeries of blood |.jo| 
vessels are seen ramifying beneath the peritoneum.

On section It is seen that the great Increase In size is due in 
a large measure to a new growth. This has extended Into the 
lumen of the tube, but at no point does it appear to have reached 
the outer surface. Where the tube is 5 cm. in diameter the growth 
completely fills the lumen. It is composed of a granular looking 
new growth which presents a somewhat arborescent apiM-arance 
The growth apparently springs from all parts of the wall of the 
tube. Near the fimbriated extremity, where the tube is 10 cm. In 
diameter, for over fully half of its extent the walls are covered 
with a new growth This lu places reaches 2 cm. in thickness.
At other points the tube seems to be free from the growth. The 
entire central portion of the tube has been filled with fluid that 
has undergone coagulation in the hardening fluid. In the fluid 
next the growth here and there are large blood clots. The gross 
picture leaves little doubt that we are dealing with a malignant 
growth. If It be malignant the reason why It has not extended 
outside seems evident, because the point of least resistance would 
be toward the center of the tube

The left tube, near the uterus, Is 5 mm. in diameter, but on |JI1 
passing outward a short distance it Is dilated to 4 or 5 cm. It 
likewise on section Is found to be the seat of a similar growth.
The tube is covered with adhesions.

Histological Examination.—Sections from the growth of the 
right tube show in some areas little tree-like or teat-like projec
tions extending into the cavity. They remind one very much of 
the small folds noted where a hydrosalpinx exists. At other 
points the epithelium has proliferated forming gland-like arcus.
In more advanced portions over wide ureas papillary outgrowths 
are seen. These present a distinct arborescent appearance and 
the projections are covered with one or several layers of very 
high, exceedingly regular cylindrical epithelium. Over large areas 
there is not the slightest evidence of breaking down. In still 
other portions of the growth one sees nuclei two or three times 
the usual size. These stain somewhat deeply. In other portions 
cross and longitudinal sections of flnger-like processes with large 
blood vessels In their interior are seen. Here and there the 
epithelium proliferated until solid masses of glands have been 
formed. Masses of epithelium without evidence of gland forma 
tion are also noted. In only a few places Is there evidence of 
breaking down.

The growth Is, without doubt, a carcinoma, but is characterized



K\ ï?>

21] semblés, to a marked degree, a very cellular and branching 
papilloma.

It. Is interesting to note that the other tube presents a similar 
appearance. One tube may have picked the carcinoma up from the 
other. The tube walls themselves are not over 1 mm. In thick
ness. We did not receive the ovaries or the small nodule from 
the bowel for examination.

We find no record of any other carcinomatous tube that has 
reached such large proportions.

Pant-Operative History— Sept. :$0, litlO. Dr. Curtis F. Hurnam 
kindly made Inquiry concerning the patient and finds that there 
Is at present a marked recurrence of the growth, there being a 
large palpable abdominal mass. The pntient, however. Is able to 
do her work most of the time and her general health has been hut 
little affected.

The growth has evidently been a rather slow one as It Is nearly 
three years and a half since operation.

DESCRIPTION OF FIGURES.
Fm. 1.—Primary «'arelnoma of the Fallopian Tube. (Natural

The small uterus has been bisected and one-lmlf Is seen in the 
lower part of the picture. The tube at the cornu Is small, but 
after passing outward a short distance rapidly Increases In size. 
Its outer end Is so much distended that It might readily he mis
taken for an ovarian cyst. The surface of the tube Is covered by 
numerous adhesions ami Its vessels are large and tortuous. The 
Interior of the tube is shown In Fig. 2.

Flu. 2.—Primary Carcinoma of the Fallopian Tube. (Natural 
si/.'. )

For the general contour see Fig. 1. In the lower part of the 
picture Is a cross section of half of a bisected uterus. The great 
Increase in size of the tube Is in a large measure due to a friable, 
stringy growth which almost completely fills the lumen. The 
gréa* distension of the outer end of the tube has been caused by 
an accumulation of serous fluid which has coagulated In the 
hardening fluid. This roagulum is seen retracting from the tube 
wall and could readily he lifted out of the tube in one piece. It 
will lie noted that where the tube Is so much dilated Its walls 
over a considerable area ar * totally devoid of new growth.
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In tin1 summer of 1904 I removed from » man 12 
war» of ago an umbilical growth which mi h into logic 
examination was fourni to he an adenocarcinoma. Being 
at a loss to account for a glandular growth at the umbil- 
icua. and at the time being unfamiliar with the fact that 
cancer* of some of the abdominal organs sometime* give 
rise to métastasés at the umbilicus, I started to review 
the literature of diseases of the umbilicus. It was mv 

to present to the Section a digest of these 
studies, hut, notwithstanding the fact that few surgeons 
have observed more than one or two pathologic con
ditions of the umbilicus, I found that the sum total 
gives such an abundant and varied material that to do 
the subject justice and to consider it carefully from all 
standpoint* would require several hours.

Vndoubtedly one of the best articles on the umbilicus 
is that by Reginald Fitz,1 published in 1884. Other val
uable contributions have also been published by Freer* 
and by Morris.3

The French have dealt with the subject in a most 
exhaustive manner, and especially good articles have 
been published by Vi liar,4 Lannelongue and Frémont,1

* II* ail in lln- Si vilu» on Surgery of the American Medical A**n 
• Infton. at the Sixty l"lr*t Animal Se**lon. at St. laiul*. June Ittlu.

I Klti, Iteglnald : Vendaient Omphalomeaenterle Hama In* 
Their lm|x»rtanee In the l'au*nllon of liiteallnal liii|illiatlon t'yat 
formiillon ami ObHtrticlIon. Am. Jour. Med Hr.. ISM. Iiitvlll. an 

l-'reer, Janie* A : Abnormalltlea of the I’rai-bua. Ann Surg . 
IKS7. V. Ill"

II. Morris: Malignant lilsease* of the Navel a* a Secondary 
I'oinplleatlon Ann Surg. ISC1.’, iv. .CJil

4. Vlllar : Tumeur» de Com hill v. Théae de Varia, 188«
ft. I-annelougue and Krémoni la quel<|iie« varléleé* de 

ilimeur* congénitales do i ombilic et |?lu» *|iérlalemenf de* tumeur* 
adénoïde* divertIculalre*. Arch. gên. de méd. 1884. Slegenbeek 7.
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iiml by Quénu im<l Longuet." In the (I'.iinan literature 
the articles of Kolaezvk,7 Kiister." Hertz.® I^dderhose.1" 
Tillman*,11 Verniee.11 Miegenlieek van Heukelon!** ami 
Nchroeder*" stand out prominently.

On this oceasion. then. I shall limit myself to tlie con
sidérât ion of pathologic put tires due to partial or total 
lin k of i Insure of the omphalomeseiiterie duct and to 
primary and secondary cancer of the umbilicus.

\o\-MAI.hl\ A X T ABXOMIAI.IT1K8 OF THE UMBILICI’*
.Iilniomn of tin l'm hi lieu*.—Occasionally when the 

void comes away a small red, |»edunciilatod nodule is 
found springing from the umbilical depression. This 
nodule may Ik» the size of a pen. a small cherry or a red 
raspberry. It is bright red in color, has a velvety sur
face. accretes a small amount of mucus and is attached 
to tin* umbilical depression hv a delicate |iediele. On 
pressure this small nodule is firm and velvety. On his
tologic examination the outer surface is found to he 
covered with mucosa identical with that lining the small 
intestine. There is an outer covering of cylindrical 
epithelium, and then come tin» typical Livherkiilm glands 
with the intervening stroma. Beneath the mucosa is a 
certain amount of fibrous tissue and the center is com- 
|Mined of lion-striped muscle libers.

Funnrl-êhnfii -l Vwbilicun.—Sometimes after the cord 
comes away tic nurse notices that the umbilicus is 
somewhat moist and on investigation the umbilical de
pression is found to he deeper than usual. The outer 
|M»rt ion is covered with normal skin, the deeper portion 
of the funnel has a reddish, velvety lining and partially

a. «Jiii'mi ami I^hiuhi-I |1ii rancor eorondnlro do I'omhllli. 
Ili v do vlilr , I SOU. *vl. 1*7.

7. Kolnrxok : Zwol Kntoro-Tornlomo do« Naiad*. Arch f kiln
in

8. Kiialor Die Xetiblldiingrn nm Nahol erwarhsrne imd Ihr- 
n|H-rallvr lloliaiidlimg, Arcb. f kiln, t'hlr.. tI«angoubrvk'wi, 1874.

:• liorfa l'ol»r olnon Fall v<»n Adenm-an loom doe Nalielw bel 
olnor .*.*> jiilirlK'-n Fran. Inaiiii HI*».. Wllrzlmrg. IWi.V

In I^Mldorhoeo I'hlrnralarho I'rkrankungon do* NaboU. 
Di'iiterho Chirurgie. 18WI. Instalment 4.'i b

Il Tlllmaiin- IVlior angeliorenen Prolap* von Mngenselilrlm 
haul durch don Nabolrlng < Kctnpla venlrlmlli mid llbor aonatlgo 
lloerbwlllelo mid Klelvln dr* Nabol*. Ih*iit*ib Elarhr. f. I'hlr. 
188V 188.1 IVlII. HU.

IV. IVrnlro : Ills Nahelgraihwlllele. Hallo. 189V
Cl SI.grill» • k van llriikrlmii I Hr llrnoao d-T Kvlolila v on III

i nil am Nabrl. Vlrc'mwa A"ch. f path. Anal., 1888, cil. 4Î.Y
14 Si brooder : IVbor dll lUvertlkelHIldungeii am HarnvKanale, 

lining HI**. Augsburg. 18&4



till mg tin' in vi tv is ;i transparent. slighth tenacious 
iniicuf-. Sections from the red lining simw that it mn 
cists of a mucosa identical with that of tin 
and that it has an outer coat of iinn-striped musvl

Cystic Cavities in the Abdominal the Umbili
us.—In a few eases there was noted a slight water.' 
lise I large from the umhilii us and on examination a 
mall fistulous opening was detected lending direvth 

inward for from one to several centimeters. Tin 
in - were paitiallv tilled with mucus, and were linnl with

I lit 1 Ailmonm <>r flic imiMllt u< The spoi lim n ropr. 
n nimvrrw m i l Ion I Itrmigh n imi i bIIiiI iiilvimma of ilo umhlllrii 
l lii' " inml elvm Is Hindi' up of non sirlpoil munch' llhcr* cut Iran- 

I y Hurroiindlnn this I* n sotn* of illiroiiH tissue mul tlie outer
surfnev N vuvi-ml by u murium consist lug esseni hilly of ghoul 
I he small Intestine < Uiimelonguv mul Irenumi Arch 

m . 1SS4. cl III, ill*.

a velvety membrane which proved to lie intestinal mucosa 
These cystic spaces may lie external to or lieneath tin 
aponeurosis and in at least one instance the cystic eavitx 
had no connection with the outside

\leckel's Diverticulum.—As is weP known, Meckel* 
diverticulum, when present, usually projects from thi 
onvex surface of the ileum a few inches from the ileo-

91



recal valve and represents a portion of the omphalo
mesenteric duct which lias never closed. It may or may 
not have a mesentery. Its tip may lie free or attached to 
the umbilicus by delicate threads—remnants of the 

•mesenteric arteries and veins or of the outer pnr- 
t inn of the omphalomesenteric duct which has not totally 
disappeared. Meckel’s diverticulum may extend up to 
and he firmly attached to the peritoneum at the um-

/ntcstinal Cysts.— Intestinal cysts occasionally occur. 
Meckel’s diverticulum may be nipped off and form a 
closed sac lined with intestinal mucosa having muscular 
walls and an outer peritoneal surface. Several such 
cases are on record. These cysts usually contain noth
ing hut mucus, indicating that they have been cut off at 
an early period, at a time when no meconium is present 
in the intestine.

Vatcit Omphalomesenteric Duct.- A large number of 
cases belonging to this class have been reported. In 
some the cord is of unusual size at the 
shortly after it has dropped off a red mass is found. This 
is sometimes very small : in other cases one centimeter 
or more in diameter. It usually projects about 1 cm. 
from the surface, hut in some ^ases is fully 4 cm. long. 
In the center is a depression into which a sound can he 
passed for several centimeters. At first only mucus ea
rn pes. but later more or less fecal matter. Where the 
opening is small and a projection is scarcely noticeable 
only a faint moisture may lie noted.

In several cases in which this very small opening 
large existed numbers of roundworms and occasionally a 
tapeworm have escaped through the fistulous tract.

Prolapsus ami Invagination of the Small Dowel 
Through the Omphalomesenteric Duct.—If the fistulous 
opening be large, serious consequences usually follow. 
When the cord comes away a red nodule at the umbilicus 
is noted and fluid escapes. Fecal matter is usually 
passed through the rectum. In the course of a few days, 
when the child cries or strains, the umbilical picture 
changes and a little dome-like elevation is seen in the 
fistulous tract and in a short time a sausage-like mass 
several inches in length may be seen literally rolling out 
of the abdomen. This represents the small bowel which 
is being turned inside out through the fistulous opening. 
At either end of this sausage-like mass one finds a

9
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I il mon. tin1 ii | » | m * r mnl lower eml* of the prolH|wil part 
of the bowel. If one were able to put a linivl into the 
abdomen the minute the bowel I logins to invert and maki- 
gentle traction, the bowel would at once turn in and 
become straight, with the fistulous tract passing olf 
at right angles and ending at the umbilicus. As one 
may ? " <e. fecal matter comes from the up|>er end of
the | sed bowel, nothing but inucus from the lower 
end and sometimes mucus and possibly a little blood

Fig l' Inversion of the patent Meckel's dlverth iilum mnl Its 
complication » lili Intestinal prolapsus. A tumor »n« lu'iiml m 
Hu- Mini'll 1 t ilx ii* sunn h* Ilie mnl line hwii.v. Through tills open 
lug feral mailer escaiwd. There were also normal si.mls |»v iIn 
rectum. This lumnr was 1 mi. long, blood ml In color, velvety, 
amt lookeil like Injected Intestinal mueosn II was 1.5 em In 
illameter anil a probe passeil In 4 rin Five days later the small 
tumor had been transformed Into the sausage like mas* 
noted In the figure. Projecting from I he umbilical ring 
was a cylindrical tumor 2.5 c.iii. long and 1 75 cm tlilek 
IIiIh tumor, ii. was continuous with lln* sausage like cylindrical 
tumor h. • The tumor was dark red and covered over by mucosa 
which bled easily. Funnel like openings were present al points h 
and i The opening at h passed Inward through a canal In the 
tumor a and then was continuous Into the abdominal cavity 
From the opening at b fecal ma tier escaped. At d wn* n blind 
projection. The child wn* observed for several day* and n* a result 
of ervlng more loops of Intestine came down. An attempt was made 
to carry these back Into the abdomen and the bowel was injured 
From tills description It I* seen that there was a prolapsus of the 
Inverted Intestine. The child died sixty hours after o|s*ratlon 
i Arthur llnrlh Ueutsch. Zt*vhr f. Vhlr.. 1**7. xxvl, 106.1

mm
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from tin- rectum. The child dies in from one to three 
if shock and occasionally of h generallavs with sign-

CS ’vÿ ■*

I'Il' :i Si'niiiilnrx I'lii'i lnnimi nf thr iiiiiIiIIIviin. Nul m ill <l/.i 
11*11 Mi. X" 1 :.iS|ii'i lm-n m iii liy Hr lliiggiml nf Nnslivill. 
I-mi. \|-ill. lull' i I'll-' iiiiililllval Inlil Is mill'll xx lil-'iiiil mill Hi 
mniilliiii- H sliiilliixxii' I linn iisiml. H |iriHi-nls n suiiiiwliiii ini-'W 
mnl ii. -«In In r ii |i| m'ii m iii'i1. lull Is I'xi'ryxx li-'V-' InliU'i. Tu I hr right I
.1 l.iii'.'lliiillmil si'i'llull llirmigli III........ ihlllrns. Thi-m Is n ih'rji i l. l
:il.-in Hi. -kin .iirfii-r mnl lhr mnlillliNil fnlil Is «!.•• |h r ilimi ii'iiu 
Tllr fill III III. i|.|illl lilts hr. II rr|llllvri1 hi ll Iftl-gr rXI' III In lllirmi 
Ils-U' xx lil.'Ii Is vx.'i xxxlirrr lnllliriii. il hx inri'lmiimi Tin iiirUnnm 
slll'ln. r xx III. Il Is In III.. Irfl. Is I'l-rfri'll.V SIIIIMIlIl ', IlllTl' Is lllll ill 
silglil.-i i xMi'iii'i' .if mix' inllirslniis.

Ori</in nf Adenoma nf the Vmbilicm.—The term 
•‘adenoma” is a misnomer, hut ns the name has been used 
so long il has liven generally accepted. When we remem
ber the funnel-shaped umbilical depression with the in-

Mr.1
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tlio<‘ <*)iil«lr«*n n Meckel's diverticulum exists and is 
firmlv attached to the >. If at any time signs
of intestinal obstruction develop an exploratory section 
should at once lie performed. Several cases have lieen 
reported in which small adenomata existed, attached by 
a lihrous cord to a Meckel’s diverticulum.

Where a funnel-shaped umbilicus is present and the 
deeper portion is lined with mucosa it seems advisable 
to make an elliptical incision, removing the entire area 
and at the same time exploring to see if Meckel’s diver
ticulum is attached to the umbilicus. If so, it should be 
removed.

In those cases in which a very small fecal fistula is 
present it may be advisable to wait a few months to see 
if it will not close. If it is still open at the expiration of 
six months it should he dissected out down to the ileum 
and removed. Kven should it close the child should he 
carefully watched for signs of obstruction.

Where the fistulous opening is large it should he re
moved at once. With the child in good condition the 
danger is not very great. When prolapsus of the bowel 
with inversion has occurred, however, as a rule signs of 
shoc k have already supervened and the chances of suc
cess even with operation are very remote*.

M M.ICINANT (1BOWTIIS OF T11K rMKIl.lt/t S

These may he divided into four varieties :
1. Primary squamous-cell carcinoma.
2. Primary adenocarcinoma.
3. Sarcoma.
A. Secondary carcinoma.
Primary Squamous-Cell Careinotna. Cases have been 

reported. They are very rare and even in the majority 
of the supposedly authentic cases there is doubt as to 
the accuracy of the* diagnosis. The gross appearance is 
identical with that of a skin cancer elsewhere. The pro
cess seems to be a slow one and on histologic examina
tion the typical appearance of squamous-cell growth is

Primary Adenocarcinoma of the Umbilicus.—This up 
pears to he more frequent than that of the squamous-cell 
type. Here also much confusion exists from the fact 
that the umbilical growth may he nothing more than a 
secondary manifestation of a primary growth in one of

1479
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the abdominal organs. As lias been pointed out in the 
preceding paragraphs glandular remnants of the 
omphalomesenteric duct are often present at or near the 
umbilicus and one would naturally expect that these 
should occasionally undergo malignant changes.

Ronvoisin1* observed a case in Tillaux's clinic that 
seemed without doubt to lie a primary ‘ carci
noma. A man, ti l years old, had been ill for two month*. 
At the umbilicus was a brawny excrescence. When the 
nodule was first noticed it was no larger than a pea. In 
fifteen days it hail ulcerated and the surrounding skin

Fig. .*1. Aili-nn. arclnnma of Ihn nmblllcua Tbs nmblllcua b»>k* 
very much like nn Inverted carcinomatous iilppl.* Tin* margin- 
present n am* nodular appearance. The dotted line Indicate* ib«* 
limits of lIn* Induration tin the right Is n longitudinal Incision 
through llir umbilicus Thi'i’i' Is milch thickening due to carvlnn- 
inntons Inllltratlon The peritoneum bcncaih the uinblllvuw wne fre 
from adhésions.

was eczematous. On his admission to the hospital the 
umbilical zone was replaced bv a shallow ulcer with a 
blackish crust ami surrounding this was an inflamma
tory zone. The entire mass was as large as a five-franc 
piece and immobile. The nodule was removed lmt the 
man died. At autopsy no peritonitis was found and 
careful examination failed to reveal any primary car
cinoma in the nltdnmen. Pucellier, who examined the

l.Y llonvo|*ln : D'Splilv’llomn do I'omblllr. Tbftw. Varia, 1NWI

3419
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specimen, came to the com ludion that the growth was a 
primary adenocarcinoma of the umbilicus originating 
from remains of the omphalomesenteric duct.

Sarcoma of the Vmhiliruê.—Perniee, in his splendid 
monograph, says that he was able to collect accounts of 
only six eases. On reading over the* rejHirts of these 
cases, however, one cannot help gathering the impres
sion that most of the growths were in reality fibromata. 
The evidence of their sarcomatous nature is hardly 
sufficient to he convincing.

Ix*ydheckerie reported the case of a girl of 14, poorlv 
nourished, who had a nodule at the umbilicus. This 
grew slowly until nine months In*fore* operation, when 
it suddenly became painful and rapidly became larger. 
At ofieration the tumor was found to Ik* oval and the 
size of an orange. It was smooth and slightly )fendil
lons. The skin over the tumor was very thin and 
Iduish-red. Over the lower part of the tumor were ulcer
ated areas covered with blood and pus. The tumor lay 
on the superficial fascia. On section it was yellow, 
homogeneous and resembled pork. Histologically it 
proven! to be a spindle-celled growth. It was probably a 
sarcoma. The subsequent history was not recorded.

Secondary Carcinoma of the t'mbilicus.—From a clin
ic al standpoint this is by far the most interesting and 
important pathologic change that may he encountered 
at the umbilicus. Without a doubt many memliers of 
this Section have had one or more patient*» come to 
them complaining of an uncomfortable sensation at the 
umbilicus. On examination some thickening was de
tected or possibly a small nodule. There was. however, 
no evidence of any inflammation and the patient was 
probably in good health.

Such patients frequently give a history of having had 
a blow on the alNlomen or a sudden abdominal strain a 
few months lie fore this thickening was noted. If a care
ful history be elicited, we shall learn that for several 
months they have had some indigestion or a little vom
iting, although in some cases these symptoms may lie 
entirely wanting. In other cases the umbilical discom
fort was the first thing that in any way inconvenienced 
the patient. Shortly after the nodule is detected signs 
of indigestion usually manifest themselves, and the pa

ler. l>->«lliv<kir : Zur Megnow d«-r *ar< omiiiiiwn eienchwllluta. 
Cilveeon, I SSCI



tient loses weight and dies. The diagnosis may still In 
in doubt, but an autopsy will usually reveal a carcinoma 
of tlie stomach, which in many of the eases has been 
latent, and which oecas onally has given rise to no local 
manifestations whatevei.

Fig Appearance of tin carcinomatous tmthlllnis after
Ml.Mil .Xu i h ml *!/.• I'll III Ni. Minis A The parts are slightly
distorted from the mil. n of the hardening llul.l mii-I the untldll 

.ime* out more prominently • linn It really .11.1 In the patlein 
There Is, however, a slight unfolding of the umblllru* and one part 
eeins Miiniewhat raised The umbilicus Itself, however, 

f.-eily Intact. II A transverse see 11 on Ihrongh the iiinhlllviis Tin 
half to the left N more prominent and represents the elevation 

led In the nmhllhal depression. The snrface. however. 1* tutu, i 
There Is an Increase In the amount of connective tissue. Imt no 
vide me of any definite nodule Histologic examination sin 

that tin- ami wits everywheri Infiltrated with eat n 
gland*
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lu these cases the carcinoma has extended to the under 
surface of the liver either by the lymphatics or by con
tinuity. It has then traveled along the suspensory liga
ment to the umbilicus. The umbilical growth, accord
ingly, lies extraperitoneally between the peritoneum and 
the fascia. From this point it gradually spreads through 
the surrounding fat us a rather diffuse growth. This 
growth on section reminds one more of dense fibrous 
tissue than of a carcinoma (Figs. 3, 6 and (».) In the 
early stages there are no definite discrete foci that could 
lie recogn.zed a* carcinomatous. Their absence is due 
to the fact that the glands are so thoroughly scattered 
throughout the fibrous tissue. Rarely in the early 
stages is the peritoneum implicated. In each of the 
three illustrations the peritoneum was perfectly smooth.

After the umbilical nodule has b< n in existence for 
severu". months the lymph-gland- my be implicated. 
The superficial lymphatics from i ■ upper part of the 
umbilicus pass to the axillary glands; those from the 
lower portion to the inguinal glands. The deep lym
phatics pass either to the retrosternal or iliac glands.

Cancer of the stomach may occasionally become ad
herent to the anterior abdominal wall and involve the 
umbilicus by continuity. While a gastric cancer is the 
most frequent cause of secondary growth at the umbili
cus. cancer of the small or large intestine or of the 
uterus or ovaries may he followed by a secondary um
bilical growth. In these cases the extension to the 
umbilicus may be by wav of the lymphatics, by continu
ity or through secondary involvement of the omentum: 
In several cases the omentum has been caught in an 
umbilical hernia and the incarcerated nodule has in
volved the umbilical peritoneum. In one case at least 
the umbilical cancer was secondary to a malignant 
growth of the gall-bladder.

Tisserand17 saw a woman, 54 years of age, who had 
been suffering from pain in the umbilical region for five 
months. The umbilicus was very red, slightly painful 
and indurated. An exploratory operation was performed 
and the patient died suddenly on the tenth day. Can
cer of the gall-bladder was found. This viscus also 
contained gall-stones. The glands along the suspen
sory ligament to the umbilicus looked like beads. No 
trace of cancer was detected in any other organ.

17. Tisserand : A propos do doux eus do cancer aocondalro do 
l'ombilic. La Loire lin'd , 1906, xxv, 181.
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lu my last caw the umbilical cancer was secondary to 
cancer of the gall-bladder.

In the vases in which the patient remains alive for a 
long period, or in which the abdominal growth is a rapid 
one, the gastric cancer may break through and an abscess 
develops usually between the liver, stomach, transverse 
colon and lateral abdominal wall. This abscess may find 
its way to the umbilical opening and form a permanent 
fistula. In those cases in which the stomach has be 
come adherent to and involves the umbilicus by conti
nuity the growth may be very rapid. There is first the 
thickening at the umbilicus and the overlying skin be
comes fixed. Next there may be some reddening, fever, 
fluctuation and the physician or surgeon, thinking he 
is dealing with an abscess, opens it. A small amount of 
bloody serous fluid escapes; later particles of food may be 
detected. The growth occasionally wells up out of the 
fistulous tract, forming a cauliflower-like mass and the 
surrounding skin becomes markedly excoriated. Such a 
termination, however, is not common.

In the specimen sent me by l>r. Haggard, of Nashville, 
the umbilicus, apart from being much larger than usual 
and being markedly indurated, shows little change. The 
umbilicus in my first case was moist, and had little gran
ular projections springing from it. In my second case 
the umbilicus was only slightly enlarged and the thick
ening could not he detected until the umbilicus wae lifted 
up between tjie fingers. In my first case I removed the 
umbilicus thinking that it was the sent of a primary 
growth. In my second case it was removed on account 
of the severe pain experienced by the patient.

From what I have said, then, it is evident that there 
are two very important clinical factors to be considered. 
If an umbilical nodule be detected in a middle-aged per
son, the condition of the abdominal organs must at once 
be most thoroughly investigated. If moderate or marked 
indigestion exists cancer of the stomach may be sus
pected. If frequent jaundice has been present the possi
bility of cancer of the gall-bladder following gall-stones 
may be thought of as the causative factor. Marked in 
testinal symptoms will naturally suggest a growth in the 
small or large intestine, and a pelvic examination will 
tend to exclude or confirm the probability that the 
uterus or ovaries may be responsible for the umbilical
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The last <asc came under my observation a few weeks 
ago after my attention had boon esiKtially directed to tin» 
► object. The typical history of gnll-stones coupled with 
the non-inllaniiniitorv iimhilical thickening at once sug
gested carcinoma ami I made a provisional diagnosis of 
cancer of the stomach or gall-bladder associated with 
gall-stones ami interpreted the umbilical growth as u 
secondary manifestation. At oj>eration I found gall 
stones, cancer of the gall-bladder with involvement of 
the |H'ri|Hirtal lymph glands, ami small métastases in 
the lessor omentum: histologic examination also revealed 
tin* presence of a secondary adcnocarcinnuiatous growth 
at the umbilicus.

The second point this study brings out strongly is the 
futility of removing the umbilicus when the primary 
growth is in the abdomen. If one can rely say 
that cancer of an abdominal organ exists, removal ot the 
umbilical growth is of little value because the disease is 
already too wide-spread to permit of total eradication. 
On the other hand, in some of the cases the symptoms are 
so obscure that a diagnosis cannot Ik1 ventured until an 
exploratory operation has been performed; and again, in 
cases such as my last one the chief pain is referred to the 
navel region and removal of the umbilicus is followed 
temporarily by comfort.

SKC'ONDARY ADKXOCAKC1NOMA OF THE VMB1LICÜ8; ll.U 8- 
TKATIVK CASH

( ask I (Path. Xu. 15.02» |.—The specimen sent me by Dr. 
Haggard uf Nashville. Tenu., in April. I»in, consists of the 
unibilicu* with a good ileal of surrounding tissue. The entire 
*|iecimen measure* 10 cm. in length, 7 cm. in breadth. The 
umbilicus is 2.5 cm. across and is covered with skin. It pre
sent* a rather uneven, nodular surface, and is much more 
prominent than usual, baling welled up in the center (Fig. 3). 
There is. however, no evidence of ulceration at any point. 
On section th* distance lie tween the umbilicus and the perito
neal surface is 2 cm. The tissues look fibrous and in the 
vicinity of the umbilicus show infiltration apparently with 
fibrous tissue. At one point is an area of what looks like 
localized fibrous thickening 2.5 cm. in diameter. The adipose 
tissue ha* been almost entirely replaced at this point.

Hiatologic Examination.—The sipiamous epithelium is intact 
and there i* pigmentation in the deeper layers, suggesting 
that the specimen has come from a colored patient. The 
tissue immediately beneath the skin in some places is normal; 
at other points it shows some small, round-cell infiltration.

13
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Scattered everywhere throughout the thickened II brou* tissue 
are gland*. Some of them are *mall ami round other* elon
gated or tubular ; other* are dilated. The gland* are lined 
with cylindrical or cuboids! epithelium which in moat place* 
i* one layer in thickness. The nuclei of the epithelial cell* 
are for the most part oval ami stain uniformly. A few of the 
epithelial cells have very large and deeply staining nuclei. 
Where the glands are dilated the epithelium tend* to liecomc 
cuboidal. At other points the glands are exceedingly abundan*. 
are undergoing disintegration and are tilled with mucus. In 
some place* the epithelium i* several layers in thickness 
IIere and there gland epithelium has proliferated to such an 
extent that new gland* are being formed. The growth i* 
undoubtedly a carcinoma of a glandular type and similar to 
that originating either in the stomach or intestine.

< ask 2.—Secondary carcinoma of the umbilicus; métastasé* 
in the right inguinal gland*. Mr. Ü.. 42 year* of age. 
was seen in consultation Aug. 30, 1904. The patient was well 
nourished, and complained of a discharge from the umbilicus. 
Six weeks before he was struck in the abdomen with a shoe 
ami the umbilicus c onmcnced to discharge three weeks later. 
The umbilicus itself presented a granular appearance I Fig. 5) 
and the tissue surrounding it wa* indurated. The patient hail 
laid dyspepsia for years; also pain in the lower abdomen over 
the appendix, lie was admitted to the l hiirch Home. Vmler 
anesthesia the inguinal gland* were carefully palpated. A 
delinitc enlargement was fourni in the right side. An incision 
10 cm. in length was made and the inguinal glands removed, 
together with the surrounding fat. I then made a long ellipti 
cal incision around the umbilicus and removed the umbilical 
tumor, giving the hardened area a wide Iterth. The growth at 
the umbilicus closely resembled a retracted nipple. The 
patient took the anesthetic badly. Consequently I could not 
make as thorough an alHlominal exploration a# desired. With 
the finger carried in all directions I was unable to detect any 
thickening.

Ilinloloiiic Examination (Path. No. 7729).—The umbilical 
growth proved to lie a typical adenocarcinoma. The squamous 
epithelium in many place* was normal, but along the edge 
of the growth it was im|m*sible to distinguish lie tween the 
cells of the adenocarcinoma and those of the squamous epithe
lium. There was a* yet little breaking down. The growth in 
the inguinal gland* macroacopically looked like cancer (Fig. 
4). On histologic examination it presented exactly the *amc 
pattern as that noted at the umbilicus.

On Jan. 25. 1905, the patient was in fairly good health. 
He still bail considerable constipation, however. He also had 
great ditliculty In defecation. February 24, a tirni globular 
mass fully 111 cm. in diameter occupied the middle of the 
abdomen and the left inguinal glands were considerably en-
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larged. The umliilical growth waa undoubtedly secondary to 
the intestinal cancer. In May. 11105. I again saw the patient. 
His bowels had not moved for ten days and he was so 
emaciated that one would hardly recognize him. The ab
dominal nodules were everywhere palpable. He died a few 
days later.

CASE 3.—Adenocarcinoma of the umbilicus secondary to 
carcinoma of the gall-bladder. Mrs. I)., aged 58, was seen in 
consultation with Dr. (leorgv L. Wilkins and admitted to the 
Church Home and Inlirmury, April 24, 1010. The patient 
complained of an "umbilical nodule and of gall stones." Her 
past history was negative. The menopause had occurred at 50. 
The patient bad bad live children. The first and last labors 
were instrumental.

The patient showed a slight bulging at the umbilicus on 
standing. This was painful when the clothes rubbed against 
it. It was noticed first in December, 1000, that is. about four 
months before examination. For some months the patient 
suffered at intervals with pain in the region of the gall
bladder and had been jaundiced. The pain radiated to the 
back and to the right shoulder. At the time of examination 
there was some tenderness in the gall-bladder region. She 
suffered from the presence of gas and from constipation. 
There had been no clay-colored stools. The heart and lungs 
were normal. The urine was practically normal.

From the history and general condition a provisional diag
nosis was made of e'ihei cancer of the stomach or of the 
gall-bladder, associated with a secondary nodule at the um
bilicus. On examination of the umbilicus there was just a 
slight rolling out, but nothing to suggest a nodule until one 
picked the umbilicus up lietween the fingers, when marked 
sensitiveness became apparent (Fig. 0).

Operation.—April 25, 1010, on making a right rectus in 
vision 1 at once encountered little nodules in the lesser 
omentum. The gall-bladder contained numerous stones and 
also a new growth. The new growth was firm and had 
extended to the lymph-glands around the portal vein. One 
of these was over 3 cm. in diameter. We were dealing with a 
carcinoma of the gall-bladder, together with métastasés in 
the lesser omentum and the umbilicus. On account of the 
marked involvement of the lymph-glands complete removal of 
the primary growth was impossible. As the patient had 
had a great deal of pain in the umbilicus, this was removed. 
The inner or peritoneal surface of the umbilicus was free 
from adhesions. The patient made a good temporary recovery 
and was discharged May 9, 1910.

1‘athologic Examination ( Path. No. 14068).—The specimen 
consists of the umbilicus and surrounding skin. It is 7 cm. 
in length. 5 cm. in breadth. The umbilicus is slightly prom
inent. It is commencing to unfold a littie as seen in Fig. 6.



It we* not quite mi prominent, however, in the fresh state
1 he nodule coultl lie readily felt on lifting the uinliilicii* up 
with the IlngeiH. It np|ieare<l to In- nliont I cm. or more in 
diameter. In the hardened *|H-vimen the tisane wa* con 
traeted, Ininging the effect out more prominently. The skin 
was i" rywhere intact. The peritoneal surface was slightly

was what appeared to Ik* a little area of hemorrhage nlnnii
2 mm. in diameter. At first sight one would not for a momen* 
suspect the presence of carcinoma.

Ilinio'oijic K T» mina tinn.— The aqua moue epithelium is in 
tact and immediately heneuth it in a few places are some 
sweat glands. Approaching the peritoneum colonies of glands 
are found closely packed together with very little connective 
tissue between them. The gland epithelium is for the most 
part one layer in thickmss In some places it is cuboidal. at 
other points cylindrical, and there are very minute glands. 
The nuclei of the epithelial cells stain uniformly, hut vary 
considerably in size. In sunn- places the epithelial cells seem 
to have a tendency to be arranged in single rows. The growth 
is without doubt a carcinoma The small metastatic nodules 
ound in the lesser omentum in the neighborhood of the gall 

bladder present a precisely similar appearance. We aie un 
doubtedly with a primary carcinoma of the gall
bladder, involving the lymphatics around the portal vein 
There have lieen métastasés in the lesser omentum ami also 
involvement of the umbilicus.

» West l*i est on Street.
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A MALIGNANT INTESTINAL GROWTH RKQl IKING 
THE REMOX U Of IN l N1 81 AL NI MBER 

OF ABDOMINAL STRICTURES

By Thomas 8. CvLLEH, M B. 
Haltivio*r, MaryUnui.

My object in reporting this case to the society is to show 
what may be done in some eases in which the surgeon, on 
opening the abdomen, feels completely battled, but in which, 
on carefully surveying the field, he finally detects the key 
to the situation, and can remove the growth that at first 
has seemed impossible of enucleation.

In this case my first impulse was to close the abdomen, 
but the family physician, Dr. Ira McCurdy, of Frederick, 
insisted that the patient had been suffering from excruciating 
abdominal pain, that there were already signs of partial 
obstruction, and that, judging from her condition for the 
past month, he felt sure she could not last over a few days 
without operation. Under these circumstances 1 made a 
further examination of the combined tumor, and found that 
the key to the situation consisted in first enucleating the 
uterus with the adnexa and turning them up on the tumor. 
The operation then became essentially an abdominal instead 
of an abdominopelvic one.

The after results certainly more than repaid us for the 
chances taken. The patient, after u short time, was com
pletely relieved of her former pain, and in a few weeks was 
able to go about as usual. She had over a year of relatively 
good health before any further signs of the growth made them
selves perceptible.



A uaugkast intkstisal growth

Mrs. M., aged fifty-six years, was seen in consultation 
with Dr. McCurdy, December 20, 1909. She was exceed
ingly thin, pale and emaciated. Before her illness, which 
dated back several months, she had weighed 120 pounds. 
At the time I saw her she weighed 85 pounds.

On pelvic examination I found what appeared to l>e a 
myomatous uterus, which was firmly plastered to the left 
side of the jielvis and which almost completely filled it. 
As the patient gave a history of having flattened stools, 
occasionally associated with diarrhea, we bore in mind the 
possibility of a malignant intestinal growth.

Operation. The patient was removed to the Johns Hopkins 
Hospital, where she was operated upon on December 28, 
1909. On opening the abdomen we immediately found 
what appeared to be a mesenteric growth. Plastered over 
the surface were loops of small intestines and a considerable 
area of large bowel. The fundus of the uterus was firmly 
adherent to the tumor, and the appendix was also involved 
in the growth. Realizing the weak condition of the patient, 
and the extensive operation necessary to even attempt 
complete removal of the growth, I hestiated, hut on l>eing 
told by Dr. McCurdy that the patient could not live over 
a few days in her present condition, I accepted the responsi
bility and commenced the operation. After determining 
definitely that no secondary growths w-ere visible, and finding 
that the original tumor was somewhat movable, and that 
it did not implicate the larger abdominal vessels, we started 
its removal. The key to the situation consisted in first 
freeing the uterus. I therefore did a supravaginal hysterec
tomy, taking away the uterus, tubes, and ovaries. No attempt 
was made, however, to separate the pelvic structures from 
the intestinal growth, but they were turned up on the sur
face of the tumor and the empty pelvis was then packed with 
gauze. The appendix was found intimately attached to the 
tumor mass. It was likewise cut off, covered with gauze to 
prevent infection, and turned up on the surface of the tumor;
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the stump was then closed. We next encountered an 
adherent 1«h>|> of small l>owel near the eeeuin; to this a clamp 
was applied. The other end of the same loop, about IS 
inches distant, was also clamped and the intervening bowel 
eut loose. The descending colon over an extent of several 
inches was intimately blended with the tumor. This area was 
freed. Finally, we were able, after using many catgut 
sutures, to tie off the mesentery which fastened the tumor 
to the vertebral column. The entire mass, consisting of the 
tumor, the descending colon, a large area of small bowel 
and several inches of large bowel, the uterus, tubes, ovaries, 
and ap|X‘ndix, was then removed in one piece. On carefully 
examining the small intestine we found that the blood supply 
for at least a foot and one-half had been injured; we there
fore removed this area of bowel also.

The two ends of small bowel were closed and a lateral 
anastamosis made l>etwecn the small bowel and the cecum, 
which was only an inch removed from the distal end of the 
small bowel. On the left side, where a considerable area of 
descending colon had been removed, the tissues were fortu
nately redundant. Here also we closed both ends and did 
a lateral anastamosis between the descending colon and the 
sigmoid. A drain was laid in the lower angle of the abdomi
nal incision and another in the vagina.

The patient on her return to the ward showed a moderate 
degree of shock. After a week or two she had slight diarrhea, 
but otherwise manifested no untoward symptoms. At the 
end of five weeks she returned home in relatively good 
condition.

December 1, 1910. I heard from this patient a few days 
ago. She is in excellent health and is going everywhere. 
She has a good appetite and digestion.

March 20, 1911. The patient is rapidly losing weight, 
has a great deal of alxlominal pain, and from the present 
indications will not survive over a month or six weeks.



A MALIGNANT INTESTINAL GROWTH

Description of the Tissues Removed.

Path. No. 14,543. Examination of the hardened specimen: 
The s|>eeiiiien (Fig. 1) is made up of 15 cm. of the descending 
colon, containing a malignant growth, of between two and 
three feet of small bowel, of the uterus with its ap|iendages, 
and the appendix, all in one mass.

The descending colon is oeeupietl by a newgrowth, 8 ein. 
in length. This involves the entire circumference of the 
bowel, the walls varying from 5 mm. to 1 cm. or more in 
thickness. The bowel, where thickened, is in places smooth, 
but at other points presents an eaten-out appearance. 
The advancing margin of the growth is sharply defined and 
raised about 1 or 2 mm. from the surface. On the inner or 
median aspect of the growth there is a jierforation. The 
growth has extended directly through and has communi
cated with a loop of small bowel. It has likewise encroaches 1 
on the mesentery of the small bowel, forming a tumor, 
globular in sha[>e and altetut 7 cm. in diameter. This has 
extended to the peritoneal surface of the mesentery, but 
does not ap|>car to have broken through the surface*. At erne 
jietint, however, it forms a subperitoneal nodule 1 cm. in 
diameter. At the pewit where the fistula has exteneleel fretin 
the coletn into the small I tow el, the walls have evidently 
Itecoine exc-ecelingly thin anel the right exirnu etf the uterus 
has ltce-ome plasteresl on tei the mesentery at that point 
(Fig. 2), evidently ae-ting as a cetrk anel preventing the broken- 
eletwn area fretin bursting into the peritoneal cavity. The 
cornu of the uterus is firmly attae-heel to the mesentery over 
an area 5 cm. in eliameter.

The uterus itself is a little enlarges!. The tubes anel ovaries 
are normal.

The middle portion of the appendix is glucel to the mesen
tery. The tip etf the appendix is free, but the suiface is 
in places estvereel with aelhe-siews.



Fig. 1.—Removal of a carcimona of tin* sigmoid, several feet of smull bowel, the 
uterus, tubes, and ovaries, and the api»endix in one mass. The entire circumfer
ence of the sigmoid is involved by a carcinomatous growth. The advancing margin 
of the growth is sharply defined, and from the lower edge a long tongue-like |iolyp 
is growing. The cancer has eaten through the sigmoid and grafted itself u|>on the 
small bowel, and at one point had perforated the small bowel (as indicated by the 
bristle). Here there is a fistulous opening between the sigmoid and the lumen of 
the ileum.

Where the necrotic cancerous mass tended to break through into the general 
peritoneal cavity the uterus has adhered to it, thus eliminating the danger of |>cri- 
tonitis from this source. The normal tubes and ovaries are attached to the uterus. 
The appendix was involved in the process. It lies on the under surface of this mass. 
For the tumor on section, see Fig. 2.
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Fi«i. 2. ('arrhioma of the sigmoid breaking through into the ileum. This figure 
represents a transverse section through Fig. 1. The carcinoma occupies the entire 
circumference of the sigmoid at this level and has formed a fistulous opening into 
the ileum. The uterus has liecome intimately blended with the growth, reinforcing 
it at the point where it tended to rupture into the general peritoneal cavity. The 
adherent appendix is seen in the up|>er part of the specimen.
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Histological Examination. Sections from the growth in 
the descending colon shows that it is an adenocarcinoma, 
the glandular type being very evident. The glands them
selves, which, as a rule, are large, are lined with several layers 
of epithelium, and many of the glands contain secondary 
ones developing within them. The superficial portions of 
the growth have undergone necrosis. There is fragmentation 
of nuclei and coagulation necrosis. The uterus is the seat of 
a commencing adenomyoma. The appendix shows marked 
involvement.

In this case we have primarily a malignant growth of the 
descending colon. This has involved by continuity a loop 
of small bowel and o|>cned into it. It has also formed a 
large tumor which has encroached on the mesentery of the 
small bowel. The fundus of the uterus has glued itself on 
to this malignant growth where the walls tended to give 
way.
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Several months ago, l)r. Frank R. Smitli uskc<l me 
to see a woman who had a kidney-shaped tumor slightly 
heloxv and to the right of the itmhilieiis. Tim patient 
had noticed a small lump in this situation several years 
before, which for a long while had remained quieseent 
hut during the last year had gradually increased in size. 
At operation it was found to he a partly solid, partly 
cystic tumor of the ovary lying external to the abdom
inal muscles, the tumor am. its surrounding sac 1 icing 
covered over with a small an .tint of adipose tissue and 
the skin. The pedicle of the tumor passed through a 
hernial ring to the outer side of the right rectus and 
obliquely across the lower abdominal « vit\ to what 
corresponded to the normal insertion of the right utero- 
ovarian ligament.

I have been unable to find any reference to a similar 
case in the literature.

II ini or y.—Mrs. M. \\.. nge<l 50, was a short, well deicloped 
woman, ami. a purl from a tumor mass in the lower nlidometi. 
was in excellent health. She had had eleven children. Her 
periods had ceased at 511. She had felt some pain in the 
light ovarian region for fifteen years, and for about ten years 
•die had noticed a little tumor situated in the right lateral 
abdominal wall slightly above a line drawn between the iimldli 
eu» and the anterior superior spine. This, from her de'crip 
tion, seemed to have been about the size of an ovary. Ihniug 
the lad ten months this small lump laid increased in size 
until it formed a Inhabited ma sa, elongate in form, about In 
by s cm. It seemed to Is* Imt a short distance Is-lieath the 
«kin and could Ik- lifted up to some extent in the hand, hut it' 
absolute relationship could not he determined on account of 
the presence of a considerable amount of adipose tissue.

•From tile (tynecologlral |h partial at of the Johns ll"|il>ln' I !••'



(tptmtion.—Nov. 1, 1010, on making a pelvic examination, 
under anesthesia I found that I lie uterus was normal and that 
there was no thickening laterally. Not being sure of the exact 
condition. 1 made a median incision. The uterus was normal, 
the left tube and ovary presented the usual appearance. The 
right tube showed no change, but the right utero-ovarian liga
ment was markedly drawn out into a band about 1 cm. broad. 
This led ton hernial opening with smooth margins in the right 
lateral abdominal wall below and to the right of the umbilicus, 
but at least 12 cm. from the inguinal region ( Fig. I). After 
obtaining good exposure I found that this flattened band of 
the utero-ovarian ligament passed directly into a hernial open
ing alsnit 2.5 cm. in diameter, and into this opening a linger 
could readily lie introduced. The intra-abdominal portion of 
the pedicle was clam|H‘d oil' and sutured. An incision was then 
made over the prominent part of the abdominal tumor, whieli 
proved to lie extra-abdominal. The more prominent part of 
ibis tumor lay directly la-neath the skin in the adipose tissue, 
ami was very easily freed by blunt dissection to the point 
where the hernial ring entered the abdomen. I then cut the 
peritoneum around the hernial ring and delivered the tumor, 
with its peritoneal covering intact. The space where the tumor 
had existed having Is-en obliterated and the inner incision 
having been sutured, the outer wound was also closed. The 
ovarian tumor was multiloculur.

There had evidently been a hernial protrusion through the 
right lateral abdominal wall, into which the ovary had dropped 
and remained for several years. During the last year it had 
increased in size and given rise to a multilocular ovarian cyst. 
Naturally with the increase in size, the escape of the ovary 
from the sac was impossible.

Macroscopic Exantination of Hardened Specimen (Path. No. 
15.72.1). The hernial opening was about 2.5 cm. in diameter 
Its margins consisted of peritoneum, outside of which was a 
zone of adipose tissue. The tumor itself was kidney-shaped 

1 Fig. 2) 12 cm. long. 7 cm. broad, and ll cm. in thickness. It 
was covered everywhere with peritoneum, which could Is- read
ily separated from it. Here and there attached to the outer 
surface of the peritoneum were tags of adipose tissue. The 
tumor itself was in large measure solid, resembling a fibroma. 
It presented a Inhabited appearance. Here and there between 
nodules it showed cystic spaces, oblong, irregular, or round, 
varying from 2 mm. to 2 cm. in diameter. The majority of 
these were transparent and contained clear lluid. Some of 
them were slightly blood-tinged. So much could lie made out 
through a window, which was cut in the peritoneum. On 
|M-cping in through the hernial ring, were seen cysts varying 
from 2.5 cm. to II cm. in diameter and apparently tilled with 
clear lluid. After the drawing had been made the tumor was 
cut in two. The appearance on section is well shown in the 
drawing in the right upper corner of Figure 2.
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Uiatoloyic Examination.—The solid portion of the tumor 
consisted in large part of lihrmis tissue containing triangular 
or spindle-shaped nuclei. In some places the nuclei were abun
dant, in others scanty in number. The tissue showed a con
siderable degree of hyaline degeneration. At one or two points 
characteristic ovarian stroma was still in evidence. No 
Granllnn follicles could lie found, but after an examination of 
numerous sections a typical corpus fihrosum was noted. In 
some sections a few bundles of nun-striped muscle were visible. 
The stroma had a meager blood supply except in a few areas, 
where there were groups of rather large veins.

Scattered sparingly through the stroma were small circular 
or irregular glands occurring singly or in groups of two or 
three. They were found to la- lined with cylindrical epithelium 
and were similar to those so frequently noted in the hiliim 
of the ovary. Some of the very small cystic spaces, noted 
macroscopically, were lined with cylindrical ciliated epithelium 
and had nil underlying stroma that stained rather deeply and 
that consisted of cells with oval vesicular nuclei. This stroma 
stood out in sharp contrast to the surrounding fibrous tissue. 
Such cysts frequently contained a little fairly fresh blood. 
These cysts reminded one very much of the cystic spaces so 
frequently noted in an adenomyoma. but I believe that they 
represented only the earlier stages of the larger cysts.

The large cysts were lined with one layer of epithelium 
which might lie cylindrical, cultoidul or almost fiat. Projecting 
into some of the cysts were papillary folds. These occasionally 
occurred as delicate, irregular, llnger-like projections, but in 
the main ns blunt, single or branching outgrowths. All of 
them were covered over with one layer of epithelium. The 
stroma of the papillary masses hud in many places undergone 
almost complete hyaline degeneration, and in a few liqiiefac 
tion of this hyaline material had taken place. Even in some 
of the larger cysts a moderate amount of fresh blood was 
present. The stroma cells lieneath the cyst epithelium had in 
some places become swollen and spherical and were tilled with 
yellow or brown pigment indicating the absorption of blood 
at some previous time.

On the surface of the tumor were a moderate numlter of vas
cular adhesions, and on the under and protected side of these 
the peritoneal cells had become euboidal as is common on the 
under side of tubal or ovarian adhesions.

From the above description it will Is* seen that the dense 
matrix of the tumor consisted essentially of fibrous tissue and 
that scattered throughout this were multiple cysts, in large 
measure similar in character, some of which had small papil
lary masses projecting into them. Had the tumor developed in 
the nlHlominal cavity. I believe that in all probability it would 
have been a multiloculur cystoma, but ns it lay between the 
abdominal muscles and skin a rapid cystic growth was much
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linin' ililliciill. mill tin- lllirmi* tissue was thus allowed to keep 
|mvi* with tliv cystic formation.

Tlii'ii- wan mi sign of malignancy.

Till: ITIK.SKNVH OF OVARIKK IX IIKIIMAI. SACS

The ovt urri'iicv of ovarien and ovarian tumor* in her
nial Ham in of |iartiviilar interest in thin eiinnvvtioii. I 
shall, therefore, hriellv ilinetins the more ini|iortant eon- 
trihutions made in this field.

I'"ly. I IIXAIIUX I'KIIICI.K VAKHIMI Kill HI ITKIII S. OlT 'I'll mil '111 
x IIiiim.xi. Ill xii in Till: A him m i vu. W.m.i.. X schematic représenta 
il"ii -if tin* |m>Ivli" structures as fiiunil m operation. Tin* uterus anil 
left a|i|)i'iiilngi'K wi'ii* n main I Tin* rlyln iiinv was unnlti'ri'il, Imt pass 
lag I'lnai the uterus where the right ovary slnmlil have liven was a 
hanil I via. Iiroail. This ran ii|iwanl ami oalwanl ami iuiskviI mil 
Ihroagh an ahiliiailaal ring to the outer side of the right rectus. At 
the ring a linger voalil lie passed miu|ileiel,v armiml this pedicle. Ii 
was nowhere ailherenl in the ring. A glume ai the umnllicus will 
Inillvate I lie exact location of the ring iin looking Ihroagh the ring 
a small portion of the glistening tumor coulil lie readily seen. The 
dotted lliu" Indicates the relative size of the tumor.
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The man lias a rat her free excursus, ami it i~ not 
to la- wonderecl at that where an inguinal or femoral 
hernia exists the ovary ami often the tube form part 
of the contents of the hernial ear. I'uech1 in lH'ii con
tributed a most interesting article on hernia of the 
ovary. In addition to his own eases, lie refers to those 
of I'ntt. laissas. Itcneux. (iuersant. Parker. Mruny. War
ren. Meadows, Cusco. Conte, Knglisch. Weinleehncr. 
MacCluer. Sonnenhurg, Wertli and llhcinstaedter. In 
brief his paper says that the ovary may pass out at any 
of tin- natural abdominal openings, and that, when it 
does so. it is most frequently by way of the femoral or 
inguinal ring. The inguinal hernia, which i- the more 
frequent, may In1 congenital or accidental. The con
genital hernia is produced by a condition analogous to 
the descent of the testicle. In eighty-eight cases of 
hernia containing the ovary, fifty-four were incontest
ably congenital, seventeen doubtful and seventeen acci
dental. The congenital hernias were unilateral in 
twenty-seven cases, bilateral in twenty-seven cases In 
the unilateral cases the left side was more frequently 
involved. In eases of double hernia the presence of 
the ovaries in the hernial sac was sometimes associated 
with defective development of the generative organs. 
Puecli had records of sixteen cases in which the ovary 
was contained in a femoral hernia. In eleven of these 
cases the hernia was on the right side and in four on 
the left.

The uterus or one of its cornua was found ten times 
in the sac in cases of inguinal hernias, three times among 
the femoral hernias.

Dr. Joseph ('. Hloodgood tells me that lie Inis hail 
two cases of femoral hernia with the ovary lying in the 
hernial sac•.

Several years ago I operated on a child in Cambridge 
for an inguinal hernia. The sac contained the right 
tube and ovary. They were so intimately blended with 
the sac that it was impossible to save them, and they 
were removed preparatory to doing a radical operation.-

1. 1'ui‘cli. A.: Nouvolli'H rprlirrchra sur lin lii-mb-* dv rovalre. 
Ann. lit* gynéc., l'aria, 1R7». xl. 4»1.

Till* raw wa* ri'|Mirted mnl IUii*lriiliil In nn art li b- |iiilill*li* il 
by l»r. Trunk T. Aniln ws (Hrrnln nf tin- Ovary mnl Tula*. Tio: 
.bn iixAi. A. M. A., Nov. 1!4, lima. |i. 17**7». I'r Anilrvw*' nrilcb- 
givra mi I'Xi'i lli-ni ivsnim' of hi-rnlii of tin- ovary mnl ml*-, mnl llin- 
wlw ronlnln* n long inbiilnllon of <,a*i-* In-rvtoforp obwrvi-d.



My experience with ovaries in hernial rings associ
ated with lack of development of the generative organs 
lias heen limited to one case.3

A postoperative hernia occasionally contains an ovary.
I reported a case of this character several years ago.4 
The patient luul had an appendix abscess, which it had 
lieeii necessary to drain liberally. The resultant hernia 
in the sear was very tender and in dissecting it out I 
found that the sensitiveness was due to the presence of 
tbi' right ovary contained in and adherent to the hernial

OV Alii X X 'IT MOIIS niiVKLOl’INU IN Till: IMIl'IVAL < ANAL 

Since one or both ovaries may occasionally be found 
in the inguinal canal, we should not be surprised to find 
now and then a case in which such an ovary undergoes 
tumor development. Kheinstaedter5 in 18Î8 reported 
the case of a woman, lis years of age, who had an elon
gate oval tumor in the neighborhood of the clitoris. In 
addition, there was a right-sided globular mass, which 
was found to he a rigid inguinal hernia. The oval 
tumor was larger than a child’s head, elastic and appar
ent l\ lluctnant. The overlying skin was normal. A 
probable diagnosis of ovarian tumor in a left inguinal 
hernia was made. Six months later the left hernial sac 
was opened. The tumor was easily raised and its broad 

apparently containing the tube and round liga
ment was tied off, some adherent loops of small bowel 
were loosened ami pushed up into the abdomen, and the 
wound closed. The tumor weighed Î.V) gm. Careful 
examination of the right hernia revealed the presence 
of the ovary in the sac.

Marchand, who made the microscopic examination, 
diagnosed the tumor as an angiosarcoma.

ltheinstaedter, in reviewing the literature on the sub
ject. was aide to find only one case in which an ovarian 
tumor in an inguinal hernia reached the size of a child’s 
head. This was the case observed by Caznti and quoted 
by Iteigel. The hernial sac contained a portion of an 
ovarian cyst, the remainder of which lay in the pelvis.

:t. Cullen. Thomas S. : A Itight Pelvic Kidney : Alwenee of the 
Isft Khllie) ; Almvlive of the t’torils, lt.itll Ovaries In till- Inguinal 
('minis. Sing, tiynee. nml Ohflt., July. 1010, |>. 7!l

l Cullen. Tlmnuis S : The Right Ovary In the Aluloinlnnl Sear 
following an operation for Appendix Abscess, May, limit, Hull. 
Johns Hopkins liosp., xvll. No. 1*2. p. 16-,

Ô. ItlielnBlnedlcr : Klndskopfgrosses Anglosarkoma ovarii In 
elneiu I.elstenhrtt<-li. Ceil trail)!. I tiynilk., 1*7*. II. S4S.

91
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Of soli<I oviirian minors eniihiined in hernias la- men
tions only a case of (iuersant re|M>rtcd by Knglisch.

Kargas." in 18!Nl, described the ease of a woman, aged 
■is, who hail a tumor tin- size of a man's head occupying 
the right inguinal and laliial region. On the left side 
was an inguinal hernia containing an ovary, which was 
easily reducible. The patient said that until eight years 
previous the right side had presented the same ap|>ear- 
anee as the left, and Kargas. therefore, diagnosed the 
tumor as a right-sided ovarian cyst. Six years prior to 
observation the right hernia had become irreducible, and 
after that had gradually increased in size.

The hernial sac was opened and the cyst lay free from 
adhesions. Its pedicle was tied olf as in an ordinary 
ovariotomy and the tumor removed. The patient made 
a good recovery. The cyst was reticulated (multiloeu- 
lar). Kargas confessed that it might have been con
founded with a cyst of the round ligament, hut its topog
raphy rendered its source certain. The woman had had 
normal menstruation and had borne two children dur
ing the existence of this tumor.

Seymour* * * 7 in 1 S!»7 reported the case of a woman aged 
is. Two years lie fore coining under observation a small 
tumor had appeared in the right groin. It was some
what sensitive, hard and irreducible. An inguinal her
nia with possibly an incarcerated omentum without 
strangulation was thought of. At operation tin* tumor 
was found attached to the uterus by a pedicle, 4 inches 
long and j inch in diameter. This passed out through 
the inguinal ring to the under surface of the upper end 
of the tumor in the inguinal canal. The pedicle was 
tied oir and the sac closed. The tumor was ovoid in 
shape. I inches in length and 8 inches in circumference. 
The microscopic report was spindle-celled sarcoma.“

il. I'll run s : Not e sur un ms tie hernie Ingulnulabtale de l'ovaire
limit nvee gms kyste ri'lifiilalre du même organe*, Areh. de tocul.,
Carls. iNliu. xvil, 7U7.

7. Seymour : Hernia of a Sarcomatous Ovary. Tr. Med. Soi 
State of N. Y.. 1M1I7. |>. 870.

s. If the lihrous character of a solid ovarian tumor Is definite, 
one Is sure in making a diagnosis of llhromn. and If the growth vim 
slsts of spindle cells and has nuinv mitotic figures and atypical veil 
changes, one van with justice make a diagnosis of sarcoma. There 
are. however, ipilte a nunihcr of solid tumors of the ovary of the 
spindle veiled type. In which It Is Impossible to say front the micro
scopic examination whether the growth Is a sarcoma or a fibroma. 
In such cases the diagnosis van never lie definitely determined unless 
the patient suliseipiently develops ini'tustases.



\\ uv vin x\ « vst viiuTHi him; into tiik im.iix xi

Baldv* in 1 sî»s ivportcd an interesting uise of this 
character. Two \cars iM'forv ««lining umler ItalilvV 
observation thv |iati«int had notieo«l a small peiluneu- 
latf-il tumor in tin right inguinal ri'ginit. This had eon- 
tinui'il to grow until it was as largo as an egg ami luul 
thon Ih‘i-ii rvimiu'il. A year later a larger ami similar 
growth luul lieon |ir«-sent ami ha«l also been removeil.

I Iu :i. Ax i:\riu AitiH..Miv\i Mii.tii.mi ii.au !• ibbotthtoma 
hi'imillf n'im'KvnlHlIon of Him mniim-r In wlilrli Him luiimr i 

in ilrvvlop wlu'ii itIIi-vimI fioin H» HiirrunnilliiK iiri'wsurf l« In
n'HlIt) «uns lut ill "i fmn loi** kIiiiIIhi Iii «•hnriu-li'r mnl lolnoil 
together bj bn nd m narrow |iedh Ii -

When Balily saw the patient the growth was as large as 
a list. A pelvic «‘xamination revoal«*«l a mass tilling the 
right side of the pelvis.

\t opérât ion. an incision was directly over the
growth and the tumor freeil down to a thick. hr«»a«l.

H. I In lily, .1 M : ihtiiIiiii iv«i l'i<.lrinllng II....... ilu- Ingulmii
n nn I. Am Jour. «Mini . I min. xxxvlll
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short (>«>«1 ici** wliirli passed into and thrmigh the inguinal 
cm mil. Tin- attachments of tin- pedicle in I In- canal were 
freed Mini I lie finger forced into the alMlomen when it 
wan fourni that the tumor was a continuation of a large 
intra-abdominal mass.

Wlien ihe ahilouien was ojH-neil in the nicilian line, 
the |N-iliele of the inguinal growth was found springing 
from a large intraligamentarv tumor similar in charac
ter. The left uterine appendages were normal. A 
supravaginal hysterectomy was performed and the her
nial ring closed. The patient made an uninterrupted 
recovery.

AX OVARIAN CYST I.YIMi PARTIALLY IX A KKMORAL

This condition is exceptionally rare. Dellhaes10 in 
1 HS.‘i cited the case of a woman, aged .Vi, who entered 
the hospital in 1SÎ!) on aeeount of ascites. For four 
years she had complained of discomfort in the lower 
abdomen, and there had I icon an increase in size in the 
right side. Thereafter she had had a crural hernia on 
the right side and for the last niiu months a similar 
hernia on the left. The right was reducible, the left 
irreducible.

After the patient had been huilt up to some extent 
and after the ascitic fluid had been removed several 
times In puncture, a right-sided ovarian tumor, partly 
solid, partly cystic, was removed.

The left ovary was cystic and enlarged. It was partly 
situated in the |ielvis and had to he separated from a 
solid cord which passed into the femoral canal. The 
major portion of the large cystic left ovary lay in the 
fold of the groin and fourteen days later was removed 
through a herniotomy incision. This |»ortion was as 
large as a child's head. The patient made a complete

A SMALL PORTION OF AN OVARIAN CYST 1XCARCKRATKD 
IN THE ABDOMINAL WALL .IfHT UK LOW THF VMBILICVS

Hopkins" in 1H!M reported an interesting emergency 
case. The patient, aged Ô7, was admitted for a sup
posed strangulated umbilical hernia. Protruding just

In HpIUibps : Kim* lli-rnln miralla vyalovarll »iiilxtrl. Zlw In 
f iii-lmrlnli. ii. liynilk., 1 ks.-i, xl. asn

II lln|ikliiM. iiwirgi- ii : An Ovavliin <'ywt Slnmlntlng n Sirniigii 
Inteil I nililllinl Ili-mlii.. lluHtim Mvil. uml Kurg Jour., July _- 
1 vu. h ->1
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below the umbilical openim; »u« an almost black tumor 
the size of a walnut. Still thinking that it was a stran
gulated hernia, the operator eut the constricting hand 
and the tumor at once disappeared. The abdominal 
opening was enlarged and serous and gelatinous mate
rial began to pour out. On further exploration a mul
ti locular ovarian cyst. weighing about *.’.*» pounds, was 
found. This was removed and the patient promptly 
recovered.

A small portion of this cyst had become strangulated 
in a small hernial defect just below the umbilicus.

DKFFL'TS IX TUB AIIIMIMIXAL WALL

A study of the weak spot*, in the abdominal wall is 
of interest. Ix-vadoux12 made a most exhaustive exam
ination of the inner np|iearnnec of the umbilicus, of the 
linn I disposition of the umbilical arteries, the umbilical 
vein and the urachus, and described in detail how these 
sometimes blended in such a manner as to form a fibrous 
sheath that completely covered over the inner umbilical 
opening. In the course of his studies he also noted 
weak spots in the fascia just beneath the peritoneum. 
These openings were usually small and were oval, round 
or irregular in shape.

On careful scrutiny it has at times been noted that 
hernias, supposed to he umbilical, were in reality |ieri- 
umhilieal and that the umbilicus itself was intact. 
These defects in the fascia are undoubtedly the cause of 
such hernias. In July, loin. | saw. in consultation 
with Dr. A. II. A. Mayer, a boy. aged 11. who had a 
small hernial protrusion I cm. above and to the left of 
the umbilicus. This hernial protrusion projected I cm. 
through the fascia and was lolnilated. forming a mass 
d cm. in diameter. The patient was of spare build. On 
cutting down on the hernial sac I found a small defect 
in the abdominal wall with a small portion of the omen
tum projecting through it. The omentum was readily 
returned and the opening easily obliterated with a few 
sutures.

Dr. Bloodgnod tells me that he observed a case of 
hernia of the abdominal wall at the semilunar line, that 
was between the rectus muscle and those forming the

It!. Lcvniloux. Mlclu-I .lnsc|i|i Viii'ISiSn tie 1'iimhlllc n «If «••*. 
annexe*. TIu'nv Fno. Mctl cl ■! I'luirni tic Toulouse. IIM17. No
711.
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lateral abdominal wall. Tin- sm contained non-adhev- 
cnt loops of small bowel. The condition was readily 
cured. In our case the opening was also at. or near, the 
semilunar line, and instead of small bowel passing into 
it the ovary had for some reason occupied the space ami 
later luul gone on to tumor development. It is just 
possible that this weakness in the wall had become par
ticularly accentuated during a pregnancy and that the 
ovary during its ascent with the pregnant uterus had 
dropped into the cavity.

In 11111(111*11111. I wish tu t lin nk Di. l-"ml Uni lor hi* kind - 
lie** in ferreting out tlic reference* to the artiele* read l*y 
me in tin- |ire|iu rut ion of tlii* paper, and I am especially 
indebted to Mr. Max Hri'slcl and the Foundation of Art in 
Medicine of the John* llopkin* Medical School for the excel
lent illustrations.
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UMBILICAL TVMOHS CONTAINING UTEHINE 
MUCOSA OH HEM NANI'S OK 

M CELLE It’S DUCT

By Thomas 8. Cullkn, M.B.
Ifallimorr, Maryland

(From tlio Gynecological Department of the Jolm* Hopkins Hospital 
and the Johns Hopkins Vnivvrsity.)

While gathering together from the literature the numerous 
cases of primary tumor of the umbilicus, 1 found several that 
did not seem to belong to any of the classes hitherto recog
nized, and yet all of these cases in one or more points bore 
a certain amount of resemblance to one another. Finally 
the picture of this new group became so firmly fixed in my 
mind that when reading the description of a ease recorded 
in 1899, by Dr. Green, of Homford, England, 1 felt so sure 
that his case came under this category that I wrote him 
asking if perchance he still had a section of the tumor. 
An examination of the slide which lie kindly furnished me 
showed that we were right in our surmise. In brief, the 
clinical histories in this class of cases, coupled with the gross 
appearances of the tumors, leave no doubt that we are 
dealing with a variety of umbilical tumor never before 
clearly understood.

The composite picture of such tumors—which were fourni 
only in women—is as follows: At some time between the 
thirtieth and fifty-fifth year a small tumor develops at the 
umbilicus, reaching its full size in the course of a few months. 
It is usually described as being the size of a small nut. 
Sometimes it is painful, especially at the menstrual period,
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and in ut least one instance there was a brownish bloody 
discharge from the umbilicus at such times.

The overlying skin is usually pigmented, and there may 
be one or two bluish or brownish cysts just beneath the skin. 
These may rupture and discharge a little brownish fluid 
old blood. On section the nodule is found to be intimately 
attached to the skin, is very dense, and is traversed by 
glistening ‘ » of fibrous tissue. Scat tern I thri 
nodule one sometimes finds small spaces presenting a 
sieve-like appearance. These spaces arc filled with brownish 

there may be a small cyst several 
millimeters in diameter filled with contents.
Exceptionally grayish somewhat I - neons areas are 

in the tumor.
On histological examination the -uperficial squamous 

epithelium is usually found intact. It may be normal or 
thickened. The stroma of the growth is composed of 
dense fibrous tissue. Sometimes a few bundles of non- 
striped muscle are noted here and there in the fibrous stroma. 
In other specimens the non-striped muscle is much more 
abundant than is the fibrous tissue.

Scattered throughout the field are glands, round, oval, 
or irregular. They occur singly or in groups and are lined 
with cylindrical epithelium. When occurring singly, they 
frequently lie in direct contact with the fibrous tissue, but 
when found in groups, are usually surrounded by a charac
teristic stroma that stains more deeply, and is much more 
cellular than the surrounding fibrous tissue. The cells 
of this stroma between the glands usually have oval or 
round vesicular nuclei. Frequently some of the glands are 
dilated and their epithelium is somewhat flattened. The 
cyst spaces " maeroscopically and filled with brownish 
fluid are likewise dilated glands and the fluid is old blood. 
The stroma around the glands frequently shows fresh 
hemorrhage or remnants of old blood to be recognized by 
the deposit of blood pigment.
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From the above description it is clearly seen that the 
glam! picture is that of the uterine mucosa with its typical 
glands and its characteristic stroma, and further, that the 
typical menstrual reaction is often present as evidenced by 
the pain in the nodule at the |>eriods, the accumulation of 
old menstrual blood with the formation of small cysts, 
and in at least one instance by the occasional discharge of 
blood from the umbilicus. In this case (Fig. 1) one or 
two of the glands opened directly on tin* surface, thus 
allowing free escape of the menstrual blood.

In all nine cases have been recorded, (ireen’s ease (Fig. I), 
Mintz's first and third cases (Figs. 4 and 7). and Khrlich's 
case (Fig. Kb owe their glandular origin without doubt to 
the uterus or to a portion of Mueller's duct from which 
the uterine mucosa originally comes. Although the cases 
reported by Wullstein, (iiannettasio, von Xoorden and Mint/. 
(Case 2) also probably belong to the same group, the 
evidence is not quite clear, and without the opportunity 
of carefully studying the original sections I should not feci 
justified in claiming with certainty they do.

The most common glandular elements at the umbilicus 
are remnants of the omphalomesenteric duct. These are 
usually identical in structure with the glands of the small 
intestine and never give rise to the cystic dilatations noted 
in the group of cases under discussion; moreover, hemorrhage 
into the stroma is exceptional. They differ totally both in 
their gross and histological appearances.

We have in this group of cases glandular elements that, 
from their histological apjwuranee and arrangement, cor
respond exactly to those found in adenomyoma of the 
uterus, and in one case at least (Green's) the surrounding 
stroma was composed chiefly of non-striped muscle, making 
the growth essentially an adenomyoma. In the majority 
of the cases, however, the stroma consisted of fibrous tissue, 
little or no muscle being present.

These growths are benign and if removed in toto, provided
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no other embryonic foci exist, give rise to no further trouble. 
In Mintz's first case, four years after the first nodule had 
been removed, two others developed. These were also 
extirpated.

In Khrlich's case, in addition to typical uterine mucosa, 
there was a definite tumor formation that bad originated 
from sweat glands.

In order that the reader may gain a clear insight into each 
of the cases they are reported in detail, together with the 
comments on each case. The descriptions of the illustra
tions naturally differ from those given by the various 
authors. 1 have redescribed each picture in the light of 
our new knowledge of the subject.

A case of umbilical /hi pi Iloma which showed some activity 
of growth in a patient, fifty years of age, and which was due 
apparently to inclusion of a portion of Mechel's diverticulum. 
By Charles 1). Green.1 [The author very kindly placed a 
section of the growth at my disposal. There is no doubt 
that the gland elements in this case are identical with those 
of the uterine mucosa, as seen from the accompanying 
illustrations which have recently been made.—T. S. C\]

The patient, a woman, fifty years of age, had complained 
of irritation about the umbilicus for about two and a half 
years, and there had been an occasional discharge, brownish 
in color. When Dr. Green saw her fourteen months before 
the growth was removed there was some eczematous 
irritation of the skin in the neighborhood, but no projecting 
growth could be observed at that time. The bottom of the 
umbilical depression had an irregular wart-like appearance. 
The surrounding eczema soon yielded to treatment, but 
there was from time to time an irritating discharge from 
the umbilicus, which the patient declared was always worse 
during her menstrual periods.

1 Transact ions Pathological Society, London, 1890, vol. 1, p. 243.
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The umbilicus with the growth uml a portion of the 
surrounding skin was removed. The omentum was not 
adherent to the umbilicus and no intestine was seen at 
operation. The wound healed by first intention and there 
was no subsequent trouble so far as could be learned.

On microscopic examination the skin was found to be 
normal. The stroma of the growth was made up of fibrous 
tissue and non-striped muscle, scattered among which 
without any definite arrangement were numerous gland 
elements. Some of these were very near tin- free surface, 
others more deeply placed. They were for the most part 
tubular, and lined with columnar epithelium showing large 
deeply staining nuclei. They were thought to be reproduc
tions of Lieberkiihn's crypts, but differed from them in their 
exaggerated dimensions. Some of them were so large that 
they might almost have been described as cysts. (Dr. 
Green growth was a remnant of the vitello
intestinal tract.)

On reading this history I noted that there had been some 
discharge of blood front the umbilicus as " by the
brownish color, and, furthermore, that the patient had always 
been worse at the menstrual periods. This made me suspect 
the possible presence of uterine glands at the umbilicus. 
I wrote Dr. Green, and early in July received the following

“The Ferns, Romford, Fngland,

“June 22, ID! 1.

Dear Sir: In reply to your query about my case of 
umbilical growth, I herewith send you a section from 
the same, so that you may form your own judgment as to 
its histology. I did not think it was malignant. I last heard 
of the patient two and a half years after the operation. 
She was then alive and well. This, I think, shows that the 
growth was not secondary to an undiagnosed growth within 
the abdomen. Owing to removal. I have not subsequently

13648632
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lien ni of her, so I cannot say what ultimately happened to 
her. I enclose a copy of my paper which I happened to 
have kept.

“ Yours faithfully,
“Charles I). Green.”

We were particularly fortunate in obtaining this specimen 
from Dr. Green, in the first place because it was twelve 
years since the case had been reported and in the second 
place because it is one of the most valuable cases of this 
character thus far on record.

Dr. (ireen'a Specimen, So. 12f>. The skin surface is intact 
and practically normal, although at a few " the epithe
lium is considerably thickened. 1 u one or two places, directly 
beneath the skin, there is a small round-cell infiltration, 
chiefly in foci. At one point the surface epithelium extends 
a short distance into a cavity (Fig. 1, c). In the lower 
portion of the cavity the lining consists of cylindrical 
epithelium, one layer in thickness. Around this area the 
stroma shows a considerable amount of hemorrhage. It 
is from this point that there was undoubtedly bleeding at 
the menstrual periods. The underlying stroma consists, to 
a large extent, of noil-striped muscle. Scattered here and 
there throughout the muscle are glands. They are small, 
round, oblong, irregular, or large (Fig. 2). A few of them 
occur singly and lie in direct contact with the surrounding 
stroma. The majority, however, occur in groups or in 
chains, and are separated from the surrounding stroma In
definite stroma of their own (Fig. 3), which is recognized 
by its deeper stain and its abundance in vesicular nuclei 
which are oval or round. Some of the glands are very much 
dilated. Where such dilatations have taken place, the 
surrounding stroma frequently shows a good deal of hemor
rhage. Were it not for the presence of the skin surface, 
one would immediately diagnosticate the specimen as an 
adenomyoma of the uterus. The picture is typical, as seen

51
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from Figs. 1, 2, ami il. The growth is an adenomyoma 
of the umbilicus. Dr. (ïreen at the time felt sure that the 
condition was a rare one, as indicated from a second com
munication dated Aug. I, 1911 :

"Dear Dr. Cullen: ... I am glad you found my 
specimen so interesting. ... 1 had some photographs 
prepared, hut the Committee of the I’athologieul Society 
did not think them of sufficient interest to insert them in 
the Transactions. I was a little disappointed at the time, 
for 1 thought that the condition was uncommon. . . .

“ With kind regards,
“ Yours faithfully,

“Charles D. Green.”

[On looking np the Transactions I found that two of the 
Committee diagnosticated the growth as a colunmar-celled 
carcinoma, hut whether primary or secondary they were 
unable to decide. The Chairman of the Committee said 
some of the members present who examined the specimen 
were not inclined to regard it as malignant. There is little 
wonder that at that time confusion existed, and had it not 
been for the speeiallx favorable opportunity I have had of 
examining so many cases of adenomyoma I should have 
undoubtedly overlooked the true origin. T. S. <\]

W. Mintz, "Das wall re Adenom des Xahels” (True
Adenoma of the........... , Deutscli. Zeitschr. f. Chir.,
1S99, Hand li, S. ô4ô.

Cask I. In lXHit a woman acquired an umbilical hernia 
after labor. Ten years later, within the space of about 
two months, a dark blue tumor, the size of a hazelnut 
developed on the umbilical elevation. This had two cystic 
areas on its surface. I hiring menstruation the tumor swelled 
and the cysts ruptured. They contained blood-tinged 
fluid. The tumor was extirpated and the hernia repaired. 
This tumor on section presented a cavernous appearance, 
but no microscopic examination was made. In 1*97, four

1684
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years later, there was a return of the hernia, ami at the 
umbilicus were two hanl nodules about the size of hazelnuts. 
On microscopic examination they were found to contain 
glands lined with cylindrical epithelium and surrounded 
by a definite stroma. Here and there bundles of non- 
striped muscle were in evidence. The dilated glands con
tained blood pigment. Mintz thought he was dealing with 
remains of the omphalomesenteric duct.

[When discussing this case two years ago, just after making 
the abstract, I made the following note: “The clinical 
history, the macroscopic appearance, the picture of the 
glands, the stroma, and the contents of the dilated glands 
all point to adenomyoma, adenomyoma of the
umbilicus has never been reported.—T. S. C.]

We are fortunate in again hearing from Mintz on the 
subject. Ten years later he published an article entitled 
“Das Nabcladenom,” Arch.f. klin. Chir., 1909, Hand lxxxix, 
S. 385. Here he describes, more in detail, the histological 
findings of the same case. He says the ground substance 
of the growth consists of connective tissue not very rich in 
cells. They cross one another or run parallel with one 
another in cords. Here and there in the sear tissue, one sees 
gland tubules in either transverse or longitudinal section. 
They are surrounded by young, very cellular connective 
tissue, which passes very gradually into the old scar tissue. 
The glands are lined with one layer of cylindrical epithelium. 
Their hunina arc collapsed and contain blood pigment or 
reddish colored contents (Fig. 4). In some places the tubules 
lie close, at other points they are separated. The newly 
formed connective tissue surrounding them has changed 
into old connective tissue poor in cell nuclei. Some of the 
glands are dilated and their epithelium is flattened. The 
lumina appear to be filled with detritus. Here and there 
the cylindrical epithelium is unrecognizable and the cavity 
contains blood pigment (Fig. 5). Where the dilatation 
has occurred, the epithelium has disappeared; in this way 
are to be explained the cysts with blood contents which

00
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were noted when the patient first entered the hospital, 
between the glandular portion of the tumor there are at 
some points groups of non-striped muscle fibers that have 
no definite topographie arrangement in relation with the 
glands. The microscopic examination shows an adeno
matous growth in the sear tissue. This has stimulated the 
growth of the sear tissue and thus originated the young 
connective tissue surrounding the new glands. In the 
meantime the periphery of the nodule in the sear has been 
converted into sarcoma.

After giving this description he says in a footnote that 
at the time of writing, that is ten years later, the tumor 
has nevertheless not returned. The explanation of the origin 
of this tumor lie gives as persistent remains of the omphalo
mesenteric duct which hail remained latent for 42 years 
in the umbilical scar and under the influence of chronic 
injury (a ten year persistent umbilical hernia) had given 
rise to adenoma.

[It can hardly be doubted that we are dealing with an 
adenomyoma, although such a case had heretofore never 
been described. We have the increase in size at the menstrual 
puriod, the cysts with blood contents, glands resembling 
uterine glands, the characteristic stroma of the mucosa, 
surrounding the glands that was thought by Mintz to be 
sarcomatous, and the fact that after the second operation 
the patient remained absolutely well for ten years. How 
these glands originated at the umbilicus we do not attempt 
to explain. We have, however, found them in the inguinal 
region, and I feel confident that in the course of time 
somebody will get a clear chain of evidence showing how 
remnants of the uterus can reach the umbilicus.—T. S. ('.]

Mintz. ('ask II, p. 392. The woman was thirty-eight 
years of age. Eleven months before a myomatous uterus 
had been removed through an abdominal incision. Eight 
months later she noticed at the umbilicus a tumor which 
increased in size for three months, and then stop|>ed growing.



m V MR! UC AL TC MORS

During menstruation there was pain in the tumor. From 
the umbilicus to the symphysis there was an operation scar. 
At the umbilicus was a conical tumor with its base high 
in the umbilicus. The tumor extended for 2 cm. above the 
surface of the abdomen and was covered with pigmented 
skin. During the excision it was noted that this tumor was 
adherent to the omentum. With the naked eye one could 
see in it a cavity containing several drops of brownish fluid. 
Microscopic examination showed that this cavity was 
lined with epithelium. There were growths and
cavities, some more or less filled. By strong magnifica
tion one could see that the < and spaces were lined
with cylindrical epithelium. At other points the cavities 
contained exfoliated epithelium. Around the glands the 
connective-tissue cells here ami there were star-like, and 
contained large quantities of collagen, suggesting the tissue of 
tin* umbilical cord. At other points the connective tissue 
surrounding the gland cavities showed inflammatory changes. 
The tubules were dilated and here and there were seen 
emigrated leukocytes. In some of the connective-tissue 
cells hemosiderin was visible.

[ 1 n this case we are not sure of the exact condition. It 
reminds us somewhat of adenomyoma, but no mention is 
made of muscle. It is just possible that the cells surrounding 
the glands were not inflammatory, but represented ordinary 
stroma. This, however, is doubtful. The chief points in 
favor of adenomyoma are that the tumor was painful 
during menstruation, and that the cavities contained blood 
or brownish fluid, and, further, that the patient had been 
operated upon for a fibroid growth eleven months before, 
and that on histological examination hemosiderin was noted 
in the stroma.—T. S. C.]

Mintz. Case III. The patient was a woman forty-five 
years of age Nine months before she had noticed a harden
ing at the umbilicus. I hiring the first four months the tumor 
remained stationary in size, but later it grew and was painful.

9
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Then the growth ceased and the pain disappeared. The 
skin was adherent to the tumor; it was brownish in color and 
traversing it were slightly diluted veins. The tumor passed 
in a conc-sha|M'd form into the umbilicus.

The tumor on section was found to consist of firm sear 
tissue in which numerous small cysts filled with brownish 
contents were noted.

Microscopic Examination. The connective-tissue portion 
of the skin passes directly into the connective tissue of the 
tumor. This consists of parallel and irregular connective- 
tissue strands, here and there showing small round-cell 
infiltration. With the low power one sees cavities of various 
sizes filled with a brownish pigmented fluid. The small 
round and tubular cavities are partly arranged in groups, 
partly separated from one another by old sear tissue. The 
tubules here and there show dichomotous branching 
(Fig. (>). At several points the growth is seen passing in 
various directions. At many points where one group of 
unchanged tuhuli exists it is surrounded by young connective 
tissue which, toward the periphery, passes off into the old 
fibrous tissue ( Fig. 7). The cavities of more recent formation, 
and the tuhuli are lined with one layer of cylindrical epithe
lium. In the more widely dilat'd cavities the t " " limn 
assumes a flattened shape. On further dilatation the 
t becomes still flatter and drops off into the
cavities. These cavities are surrounded by connective 
tissue (Fig. 8). They contain detritus, swollen epithelium, 
and leukocytes.

[Mintz’s various figures are very suggestive, and Fig. 7 
could very readily be used by us to demonstrate an 
adenomyoma of the uterus instead of adenomyonui of the 
umbilicus. Here we have cross-sections of glands forming a 
definite colony. This area is surrounded by the character
istic stroma of the mucosa. Fig. 8 could picture a mild 
grade of gland hypertrophy of the uterus. It also is sur
rounded by the characteristic stroma of the mucosa. 
Although no mention is made of muscle being found in this

0
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growth, the glands and the gland branchings are absolutely 
identical with those of the uterus. In my case of adi-noiny- 
omn of the round ligament,1 connective tissue predominated, 
and there is no reason why in some of these cases also 
connective tissue should not take the upper hand through
out.—T. S. C.J

On page d9ti Mint/, gives a rfoumi of his three cases. 
They developed in women of middle life in the umbilical 
tissue, and the tumors reached the size of hazelnuts. The 
growth at first was slow, but suddenly increased after the 
lapse of several months. Examination of the tumors 
showed that they were painful. There was an exacerbation 
(congestion) at the menstrual periods.

In all three cases the microscopic picture showed the 
growth of tubular glands in the sear tissue of the umbilicus, 
this glandular growth being accompanied by “granulation 
tissue reaction." This young connective tissue surrounded 
the tubular glands and separated them from one another and 
transformed itself gradually into connective tissue. [This 
is the characteristic stroma which one normally finds 
separating the uterine glands from one another. —T. S. C.]

The gland tubules consisted of one layer of cylindrical 
epithelium, which when the tubules dilated into cavities 
under the influence of the secretion became flattened. 
Finally this epithelium disintegrated and dropped into the 
cavities which contained the albuminous bodies and 
leukocytes. Mint/, thought the tumors originated from 
remains of the omphalomesenteric duct. lie then describes 
an instance of a somewhat similar growth reported by von 
Xoorden in the Deutsche Zeitschrift f. Chir., 1901.2

1 Thomas S. Cullen. Adenomyoma of the Hound Ligament. Johns 
Hopkins Hospital bulletin, May, ISttti; Further Remarks on Adeno
myoma of the Hound Ligament. Johns Hopkins Hospital bulletin,
1898.

1 See also K. Herzenherg. Kin Beit rag rum wuhren Adenom des 
Nabob. Deutsche mod. Wochcnschr., 1909, band i, 8. SS9. Herzen
herg evidently describes the same cases as those reported by Mints.



In. I V small uinliilir.il tumor mill Hilling gland* a II* I stroma 
identical with those of the uterine mueosa The dale was kimllx 
ftirnisheil me l>\ Dr. ( liarle- I) <Ireen, of Homford, I ngland. ami 
i- from the umliilietil growth reported liy him in the Transactions 
of the Pathological Society of London, 1 stilt. The M|iiamoiis cpithe
lium is intact ami apart from some thickening appear* alimit normal. 
Seattere.I thn ut the umlerlyttig stroma are oval, routai, or irregular 
glatals occurring singly or in groups: there are also a few cystic «pace* 
Some of the glands lie directly liencalh the skin. At t two of the 
glands open directly on to the surface of the uinhilieu*. Xrea .1 has 
la-en enlarged and is shown in I ig J. The increased magnification 
of area It i* seen in I ig d. The photomicrographs of this 'erics were 
made 11\ Mr. Il II Hart
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lu,. 'J. (Hands from a small umbilical tumor. The picture is all 
enlargement of tin- area .1. in Tig. 1. The normal character of the 
surface epithelium is clearly seen. The glaml spaces vary considerably 
in size and shape and are lined with cylindrical epithelium. Those 
in the picture lie in direct contact with the dense surrounding stroma



l'ii,. ■{. Typical uterine mucosa in n small umbilical tumor. \ii 
enlargement of area li in Fig. I. Tin- three largo glum I* in tin* 
riglit-haml part of the picture in shafie atnl arrangement riwmlilc 
those found in an adcnnmyonm of tin* uterus; separating them from 
the dense tumor growth is a definite and eharaeteristie stroma. Tin 
group of glands in the middle of the picture i- even more eharaeteristie. 
one of the glands being dilated. All are limsl with cylindrical epithe
lium and the contrast between the surrounding stroma and the dense 
growth is very clearly marked. X~ noted in the description non- 
striped muscle was found scattered throughout the nodule.

• 'll v

Flo. I. < Hands in a small umbilical tumor. The outlying con
nective-tissue stroma is very irregular Occupying the lower half of 
the field are glands showing some They are lined with one
layer of cylindrical epithelium and lie in a characteristic stroma which 
separates them from the fibrous tissue of the tumor. The entire 
picture reminds one to a large extent of adenomyouia of the uterus 
W Mint/ Case I. Archiv f. kliti. Cltir., I'.HKi, Hand Ixxxix, S ;isT.
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Km. ■*>. Diluted glands in a simili umbilical tumor. In the eentie 
of tin* livid is ii wry much diluted gland. Its cpitlivliiini is flatlvnvd. 
Tliv gland itself is separated from the surrounding si roll.a hy a definite 
dark •staining zone. As noted in the history the diluted gland cavities 
in the tumor contained exfoliated epithelium, granular material, and 
in some instances blood. \\ . Mintz. Case 1. Arcliiv f. klin. C’liir., 
I'.HMl, Kami Ixxxix, S. :tss.

Km. ti. Dichotomous branching of glands in a small umbilical 
tumor. The hist " ‘id picture might very readily be taken for that 
of an adenomyoma. In the lower part the gland shows dichotomous 
branching. W. Mintz. Case III. Arcliiv f. klin. Cliir . lUOtl, Kami 
Ixxxix, S.

12
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Km. 7 Vtvrine glands in un iiniliilirni tumor. Tliv gland grouping
in tliv picture is similnr to 1 liât seen in n typical iiilcnoinynmii of the
uterus. In tin...... limy of glnmls near the ventre of tliv picture the
glands are regularly distributed and art* surrounded by a definite 
stroma wliivli separates them from the matrix of the tumor. The chain 
of glands in the left up|ier corner is in part surrounded by stroma. 
Inti some of its glands lie in direct contact with the dense surrounding 
tissue W. Mint/. Case III. A relu v I". Klin. Cliir., I WOW, Hand 
Ixxxix. S. 8W*i.

m :<t\- i -,

Km. S. Ailiunl hypertrophy in a small umbilical tumor. Near the 
centre of the field is a showing some hypertrophy. Separating
it from the surrounding stroma is a characteristic stroma which stains 
more deeply and is rich in cell elements. This picture could be used 
very readily as an example of a uterine gland in the muscle. \\. Mint/. 
Case 111. Arvhiv f. klin. Cliir.. 1W0W, Hand Ixxxix. S. :tWti.

1
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Flo. U. A Itimur of lliv umbilieus eomposed partly of hypertrophie 

sweat glands. The glands are gathered into definite groups reminding 
one of the gland arrangement in small fibromata of the breast. The 
individual glands bear a marked resemblanee to ordinary sweat glands 
Some of them are dilated. Another portion of the tumor eousisted of 
typical uterine mucosa (see Fig. III). II. Fhrlich. Frima res doppel- 
seitiges Mammacarciuom and wahres Xabeladenom (Mint/.i. Ans von 
Kiselsberg's Ixlinik. Arehiv f. klin. Cliir., IUÜV, Hand Ixxxiv S. 74W.



I'm;. 111. I trrinr mueiisa in nil umliilieal tumor. To tin- left are 
characteristic uterine iilamls, a few of them diluted. They an- sur* 
rntmdnl liy a definite stroma wlii<-li separates i In-in from I he connect i\e 
tissue. In tin- righl ii|i|M‘r corner of the picture an- similar aland.-, 
tin- majority of which have become diluted. If wi- lake the lower half 
of tin- picture only, it miuht very n-ailily paw without any description 
for a repn-senlalion of an adc-liomyoma of the uterus. II. l-'.hrlieh. 
I’ritnftres doppclacit iges Mammaearcilioin uml wall res \aheliuleiioni 
vMintzl. Aus von Kiselslierg’s Klinik. Arcliiv f. klin. (tiir., I'.Mhl. 
Hand Ixxxix, S. 717.



lu,. II. \ miiihII umbilical minor containing nunicmus glands. 
Tliis is a low power picture of the muss. The growth is eoverisi with 
sipiunious epithelium. Sen Mens I throughout the stroma tire i plant it ies 
of glands In form they hear a closer resemblance to uterine glands 

\t one |Miint the glands almost mieli the sur- 
Deutsche Zeitsehr. f. Cliir.. Will, Hand lix.Von X« orden.
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Km. U (Hands in a small umhilieal tumor. The* glands in tin- lower 
l.-li half of tin* picture hoar «piite a resemblance to utvrino glands. 
Those in the centre of the field remind one of the pictures seen in the 
depths of uterine glands, where there is some reduplication of the 
folds. The gland in the left part of the field is markedly dilated and 
contains much detritus. Yon Noorden. Dent sell. Zoitschr. I Chir., 
1901. Hand lix. Fig. 2, Tnf. III.
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11. Fhrlich, 'Trimares doppclseitiges Mammaenrcinoin 
uml wahres Nabeladcnom" (Primary Bilateral Carcinoma 
of the Breast ami True Adenoma of the Vmhilicr.s 
(Mintz), Aus von Kiselslierg’s Klinik), Archir f. IIin. 
Chir., IttOît. Band Ixxxiv, S. 742.

The patient was fifty-four years of age and had had no 
children. She had had an abdominal operation ten years 
before on account of some uterine trouble. Shortly after 
leaving tin* hospital she developed a tumor in each breast, 
which gradually reached the size of an apple. They eauxd 
little difficulty, and in the course of a year did not increase 
much in size. Simultaneously with the ap|ica ranee of the 
tumors in the breasts the umbilicus was pressed upward, 
markedly by a tumor the size of a hazelnut developing at 
that point. This growth had remained stationary. The 
umbilicus had been transformed into a small tumor with 
pigmented skin. The tumor was hard and was with diflieulty 
pushed over the underlying structures. The umbilical 
growth and the carcinomata of both breasts were removed. 
I We are here interested chiefly in the umbilical tumor.)

The tumor of the umbilicus was )i cm. in diameter. 
Maeroseopieallv it consisted of a hard, pure white scar-like 
tissue firmly attached to the skin. Scattered throughout 
the tumor were a number of pinhead-sized spaces which 
contained a serosanguineous fluid. Histologically the chief 
mass consisted of fibrous tissue, poor in nuclei and cell 
elements. The skin covering the tumor, except that it 
showed a marked pigmentation of the basal layer, looked 
normal. The connective tissue of the skin passed directly 
into that of the underlying tumor. In the tumor were 
numerous islands of loose connective tissue which varied 
markedly in the number of their nuclei, and inside this were 
epithelial elements. There were two definite histological 
pictures. In the portion lying near the skin (Fig. 0) were 
groups of closely compressed and tortuous gland loops 
lined with large euboidal epithelial cells having small 
centrally located nuclei. The gland luinina and the basement
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membrane of the tiiliular glands were easily recognizable.
Similar glands were also found in the connective tissue.
They were undoubtedly hy|icrtrophic sweat glands.

I’mlmninating in the central portion of the extirpated 
tumor was a second kind of epithelial tissue likewise situated 
in the loose connective tissue, but exceedingly rich in nuclei.
This consisted of tubular glands with high cylindrical 
epithelium; cilia and goblet cells were not visible. Through 
the fork-like arrangement of the tubular glands there had 
originated here and there many bay-like spaces which 
might be mistaken for papillary formations and which had 
given rise to cystic formations due to the presence of Huid.
Here and there the epithelium of the cystic spaces had dis
appeared or become flattened. The contents of the cysts 
were hemorrhagic or show til a formless detritus, and in 
several places surrounding the cysts were masses of blood 
pigment. Van (iieson's stain failed to bring out any smooth 
muscle surrounding the epithelial elements. This was only 
found in connection with the vessels of the connective tissue, 
and there not abundantly.

While the glands first described are without doubt 
hypertrophic sweat glands the glands of the second group 
are, on account of the character and their epithelium, in all 
probability derivatives of the intestinal tract. Fhrlich 
speaks of the growth as an adenoma of the umbilicus.

iTIic reader w ill note that, judging from Fig. 9, there is no 
doubt that the first gland elements described by Khrlich are 
sweat glands, and that the tumor consisted of sweat glands.
Fig. 10, however, shows everywhere that the second variety 
of glands can in no way be connected with remnants of 
the intestinal duct, but that we have here typical uterine 
mucosa enveloped in a definite stroma.

The cystic spaces, as noted in the text, were partly filled 
with blood. They are nothing more than glands that have 
been markedly dilated by old menstrual final. This is one 
of the cases in which the definite uterine character of the |N
mucosa is clearly evident. T. S. ('.]
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L. Wullstvin, “Eino Geschwulst «1rs Xahcls (Koinbina- 
tioti von ( ystadenom «Ivr Schwcissdriiscn mit cuveriiosem 
Angiom) ” (A Tumor of tin* I mhilicus Consisting ot a 
Cyst adenoma of tin* Sweat Glands and a Cavernous 
Angioma) Arbeiten aits dem Path. Inst, in Gottingen. 
|{. Virchow, 50 Doctor Jubilant)), IMKt, S. 24").

Wullstein says that in the literature lie has found no tumor 
similar to the one he is describing. In 1N91 a specimen was 
sent to the Gottingen Laboratory. This consisted of an 
umbilical tumor which had develo|>ed in the «ourse of three 
years, and was attached by a tbin pcdiclt* which hail not been 
completely removed. The policlc had extended into the 
abdominal cavity. The physician in charge had made a 
diagnosis of myxofibroma. Tin* patient was a st«*rilc 
woman thirty-four years of age. In addition to the umbilical 
tumor, another growth was present in the pelvis. This was 
the size of a fist, was connected with the uterus ami hail spread 
out diffusely in the neighborhood of tin* right broad ligament. 
It could not be regarde«l as an exudate. The physician was 
interested to find out whether then* was any connection 
between the two tumors; in other words, whether the 
umbilical growth was a metastasis. Wullstein examined a 
Mtiller's fluid specimen. It was everywhere covered with 
skin. It had a semicircular form and was about the size 
of a dollar. Tin* umbilicus was raised 1 cm. above the 
surrounding abdominal skin, and its surface showed numer
ous shallow furrows. Tin* umbilical furrow was recognized 
as an irregular transverse cleft, which divided tin* umbilicus 
into two unequal portions, it becoming «heper and «leeper 
in tin* middle until there was a depression II mm. in depth. 
About the middle of tin* under surface of the tumor was a cord 
about 1 cm. long, hardly as thick as a straw. This was solid 
ami composed of connective tissue. The tumor itself was 
about 3 cm. long, and averaged 1.5 cm. in thickness. On 
section it was seen that the umbilicus was everywhere 
covered with skin which in all portions was thickened and 
markedly pigmented. Front the bottom of tin* umbilical
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depression ami running parallel were thick bundles of dense 
connective tissue. The tumor consisted of numerous dense, 
hard, glistening connective-tissue bundles which enclosed 
more or less long or round areas of loose tissue grayish in 
ap|H-arance, and in the interior in places were small lumina. 
Subcutaneous fat was absent. In the vicinity of the umbilical 
scar the tissue was sieve-like. The spaces of the mesh- 
work was filled with dark brown masses about the size of 
poppy seeds. The mesh work consisted of firm connective

Microscopic examination of a section from the middle of 
the tumor showed that the epidermis was thickened. The 
dec|K*st cells of the stratum mueosum were granular, and 
contained everywhere brown pigment. Only at the base of 
the umbilicus, where the papilla* were not markedly formed, 
was the pigment absent. K very where in the corium and 
in the subcutis were numerous mast cells. Hair and seba
ceous glands were nowhere to lx* found. The deeper layers 
of the skin contained normally formed sweat glands. The 
tumor consisted chiefly of connective-tissue stroma and of 
cavities varying in size and form. The stroma, which in 
amount predominated over the alveolar tissue, was com
posed of broad, thick, dense connective tissue which con
tained a few cell elements but with spindle-shafted nuclei. 
Only around the spaces did the connective tissue form a 
most delicate connective tissue whose fibers formed a network 
partly as fine bundles. The numerous nuclei were oval and 
frequently almost round. Immediately around the alveoli 
the connective-tissue threads formed a thick layer, really 
a membrana propria. The cavities were lined with cylindri
cal cells which were placed at right angles. Their height 
was not always in proportion to the size of the cavity, but 
seemed to deftend on the pressure of the gland contents. 
In a few places the tubules were filled with epithelium. 
The gland tubules were usually cut either obliquely or 
longitudinally. The gland lumina near the periphery of
tin» timiiir in tlii'ir u iillli r«»<i»mlili»iI tin» inirm.»il <vvi»!it ir|»mil<
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On the other hand, those in the middle of the tumor were 
markedly diluted and round; in the latter the tissue was fre
quently infiltrated with cells. The majority of the glands 
were filled with a secretion coiiqMised of a most delicate, 
rather granular network of threads mixed with epithelial 
«•ells. The entire tumor was permeated by a thick network 
of capillaries which surrounded the individual gland tulmles. 
In many places in the connective-tissue stroma in the neigh
borhood of the bloodvessels were remnants of old and fresh

In the preparations taken from the lateral portion of the 
tumor accumulations of round cells and bloodvessels were 
seen. The cystic dilatation of the canals had evidently 
been produced by pressure from within. The cavities were 
lined with endothelium and the walls of these new cavities 
had projections into them. These cavities were due to the 
confluence of the neighboring small cavities. The origin <-f 
these in some places could be followed. At several points 
between the blood spaces were dilated tubules lined with 
cylindrical epithelium, and usually filled with secretion, 
and surrounded by the characteristic connective tissue 
which sometimes reached as far as the endothelium of the 
blood spaces. A few of the gland-like cavities also contained 
blood. At no point, however, was this adherent.

After these findings we must ask: Are we dealing with 
an individual tumor or is there a combination of two 
tumors? Further, under what category does this tumor 
formation belong? Wullstcin held it to bv a combination 
of cyst-adenoma of the sweat glands with cavernous 
angioma.

On page 250 he says what makes him believe that there 
is a combination of two tumors, is the fact that there is a 
different lining to the large spaces, the one being lined with 
endothelium, and the other with cylindrical epithelium. 
No less typical is the relation of the surrounding connective 
tissue to the spaces. The differences even with the low 
power are easily recognized, through the various micro-
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chemical reactions in color with mvthylene blue. The nhove 
already deserilied delicate bluish connective tissue is «part 
from the sweat glands, ami their tributaries in the s|>eciineii 
only present in the vicinity of the tubules lined with cylindri
cal epithelium, while the spaces lined with endothelium arc 
always surrounded by a thick fihrillated tissue which stains 
intensely red. lie thinks that the large cavernous spaces, 
in the lir-t place arc due to circulatory disturbances.

On page 251 lie says we must look U|Min the sweat glands 
as the point of origin for the epithelium of the newgrowth, 
on account of the position of the tumor beneath the skin, 
and on account of the cylindrical epithelium and the absence 
of squamous epithelial nests. Its origin from the epidermis, 
or from the hair follicles, or the sebaceous gland, is excluded. 
On the other hand, we must ask if it is not due to some 
cnihryological de|»osit. Three things come into consider
ation; the umbilical canal, the urachus, and the omphalo
mesenteric duet. Have we in this mixed tumor a purely 
accidental combination of adenomatous cyst of the sweat 
glands and a cavernous angioma, or do the two varieties 
bear a causal relation one to the other? In conclusion he 
says the old and fresh hemorrhage, in various |>ortions of 
the tumor, have followed as a result of hy|ieremia, perhaps 
the menstrual hyperemia.

iWullstein's tumor also occurred in a woman. Me speaks 
of its characteristic connective tissue separating the gland 
lined with cylindrical epithelium from the surrounding 
stroma. Further, in his last paragraph lie speaks of the 
hemorrhage through the tumor being due to hyperemia, 
possibly menstrual in origin. We think that here lie has 
the clue, and in all probability the glands in this case were 
also uterine glands. While the description of the histological 
up|NNiranee in this ease is in places rather involved, we have 
in our translation held closely to the text in order that the 
points favoring the uterine origin of the glands might not 
be unduly accentuated.

I wrote Professor Orth, of Ih-rlin, and he in turn referred
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mv to 1 >r. Wullstcin, who at tin* time* this cost* was pub
lished (1N!M) was an assistant of Professor Orth, and occu- 
pied the room next to mine in the Gottingen Laboratory. 
Dr. Wullstein kindly sent me the reprint of his article, but 
1 was unable to get the s|K*cimen, and consequently cannot 
speak with absolute certainty.- T. S. C.J

N. Gianncttasio, “Sur les Tumeurs de l'Ombilic” (Con
cerning Tumors of the Vmbilictis), Arch. (n'n. He MM., l!HHi, 
n. sér., t. ii, p. 52.

He gives a rhume of the literature on tumors of the 
umbilicus, and reports a ease in a multipara, aged forty-four. 
A year and a half before she came under his observation 
the patient had noticed a small tumor the size of a nut at 
the umbilicus. This was solid, immobile beneath the skin 
and occasioned no discomfort. It occupied the lower and left 
side of the umbilical depression. It was removed and the 
patient was perfectly well twenty-five months later, lie 
gives a very good plate, but the text is not satisfactory. 
The nodule, however, lie says contained cytogenous con
nective tissue. The plate shows normal skin, dilated blood
vessels, and gland spaces lined with apparently cuboidnl 
epithelium and surrounded by a stroma, the picture some
what suggesting uterine glands.

W. von Xoorden, “Kin Scliweissdriisenadeiiom mit Sitz 
im Mabel und ein Beitrag zu den Xabclgcsehwiilsten ' 
i An Adenoma of the Sweat Glands Situated in the l "mbilieu-, 
and a Contribution on Vmbilieal Tumors), Pcuhch. Zcihchr. 
/. Chir., PHIl. Hand fix, S. 215.

In the beginning of his article he states that he is going 
to demonstrate a tumor which, from its characteristics and 
anatomical picture, leaves no doubt that it originated from 
the sweat glands, and that as far as lie knows no similar 
ease is on record. On October I, ISOS, a thirty-eight 
year old multipara mentioned that for two months she 
had had a slight unevenness in the middle of the umbilicus. 
Light days previously a physician had observed a pea-sized
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enlargement in tin- floor of the umbilicus. ( ’linically it 
suggested u nevus, and on account of the dark pigmentation 
von Xoorden thought of mcinnusarcoma. On October 11, 
ISOS, the tumor was larger than a pea, was semicircular, 
and was not sharply defined from the surrounding umbilical 
tissue. In its centre it had a small wart-like elevation. 
There were no inflammatory changes in the vicinity. The 
skin over the tumor was somewhat uneven, grayish in color, 
and here and there more deeply pigmented than the floor 
of the umbilicus. No pulsation was noted, no variation on 
pressure. The umbilicus was removed. Two and a half 
years later the patient was perfectly well.

The umbilicus on section showed a drawing in of the 
skin, and in the depth there was a wart-like projection. 
The tissue of the umbilicus itself was very hard. On section 
at pea-sized light brownish pigmented area was observed, 
which was not sharply defined from the surrounding tissue.

MicroHcopic F.,raiiiinat‘on. The nodule was made up of 
a loose connective tissue with numerous large cells. It 
contained a large number of capillaries. Within this 
connective tissue were slit-shaped cavities lined with cylin
drical epithelium, which lias been loosened irregularly from 
the wall. Some of these cavities haul become diluted into 
irregular cystic spaces which here ami there showed clearly 
a lining of cylindrical epithelium, while in other places 
they had completely lost it. The contents of these cavities 
haul dropped out in some places, in others it consisted of 
cylindrical epithelium, and in numerous eases ♦ »f an irregular 
structureless network. Further sections were made, and 
the squamous epithelial layer over the entire nodule was 
found to be intact. Over the most prominent part it was 
three times as thick as ait the periphery. Where the cells 
were most abundant the deepest layers showed pigmen
tation. At one point, Fig. 11, the sweat glands could be 
traced aalmosi to the surfucc, being covered only by a few 
layers of cells. The stroma consisted of three definite 
kinds of tissue; normal tissue, dense fibrous tissue, ami
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mucoid-like tissu»*. The chief interest lay in the sweat 
glands; roots of hair were nowhere to he found, and setace
ous *i were reduced to a minimum. The search for 
muscle fillers in the reticulated tissue was fruitless. No 
elastic fibers were found. In general it may he said that 
the sweat glands were normal in the subcutaneous layer, 
and were arranged in groups. Then in one section, one would 
find two large o|>enings and three or four glands, and in 
another section groups of from two to four glands. Some 
were cut in such a manner that nine to fifteen round lutuina 
were in a line or in the form of a hook. The groups lay. as 
a rule, very close to one another. The normal sweat glands 
lay partly in the fibrous connective tissue, others and 
this is to be noted were separated by a rather broad layer 
of cells from the normal curium. The nuclei of this zone were 
pale and less abundant than in the remaining eorium. 
This zone suggested the above-mentioned mucoid tissue in 
which in part the altered glands lay. This tissue appeared 
always to penetrate between the normal gland grouping, 
and had separated the glands from one another. The 
gland epithelium was not changed. In addition to this 
slightly normal and slightly changed skein-like gland there 
were in the eorium a number of cavities and tubules. These 
extended from near the surface of the papillary masses to 
the vicinity of the subcutaneous fat. The cavities and the 
tubules are to be seen in Figs. 11 and 12. I We do not 
clearly understand what von Xoorden means by eorium. 
It seems, however, that he uses it instead of stroma. Mis 
general description is somewhat hazy throughout. T. S. ('.)

On page 222 he gives a résumé of his description: The 
tumor is made up of many roundish and often dilated ev't- 
like portions, which lie deeply seated in the eorium. In 
intimate relation to these, or independent of them, are 
tubular channels with numerous cork-screw-like winding-. 
These reach toward the epidermis. The cystic and also 
the tubular pictures are surrounded by dense and loose

^
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connective tissue, which separate surrounding
connective tissue, and are without any definite capsule. In 
the above described coil we, without doubt, recognize the 
sweat glands.

On page 22!I he reports one of Mintz's cases, and says 
that possibly the newgrowth had develop'd from the glandu
lar portion of the skin, for example, from the sweat glands, 
lie says: “I will also not assume this, but will say that por
tions of my tumor in respect to form, grouping, contents, 
and relation to the cells, both in the description and in 
the picture, produce a very similar appearance to the case 
reported by Mintz, and had it not been possible to establish 
a relation to the sweat glands, I should in all 
have followed the views of Mintz. Mintz found smooth 
muscle fibers in the connective tissue at several points. 
The explanation as to the origin is difficult." In con
clusion von Xoonlen says: “ From the above findings a 
true benign adenoma springing from the sweat glands can 
be diagnosticated."

(As will be noted from the history the patient was a 
woman, aged thirty-eight years. There was no evidence of 
inflammation. Histological examination in some places 
showed groups of glands surrounded by a stroma differing 
from the ordinary surrounding stroma. These groups of 
glands were lined with one layer of cylindrical epithelium, 
and the cavities of some of the dilated spaces contained 
cells that had taken up blood pigment. Von Noorden 
draws attention to the fact that his case bore a marked 
resemblance in many ways to Mintz’s ease. There remains 
little doubt in our mind that the glands resemble those 
found in the body of the uterus, and the thickened dense 
stroma around them bears a marked resemblance, even with 
the very low power, to the stroma of the uterine mucosa. 
The picture, at any rate, is much more suggestive of 
glandular growth of the uterine origin than of one coming 
from the sweat glands. I endeavored, through Professor

01631652
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I Hxlerlein, of Munich, to locate I >r. von Ni ionien, ami if 
possible secure a section of this growth, but have not Ihtii 
able to do so. T. S. (’.]

It is rather difficult to classify this tumor, but as it presents 
a few clinical and histological points suggestive of the group 
under consideration, I mention it here, although it m not 
considered in the digest.

Villar, “Tumeurs de l’Ombilic,“ Thèse tir Parût, Inm;. 
Observation <iS. L. I,„ aged forty-six years, entered the 
service of Professor (iuyon September 17, INMI. In the 
month of December, INN.'), nothing abnormal wa> noticed 
in the umbilical region, but shortly afterward her cor , ts 
produced pain in this region, and she discovered a small 
tumor the size of a pinhead, reddish in color, in the umbilical 
depression. This tumor increased very slowly, and in May. 
ISM », she went to the hospital for examination. She con
tinued under treatment, and in the month of August 
entered the hospital. At that time at the umbilical depres
sion was a tumor the size of a bird's egg. It was conical. 
Its base was continuous with the cicatrix, and was somewhat 
constricted by the depression. It had a very narrow but 
relatively large pedicle. It was in reality sessile, firm in 
consistency, but elastic and reddish in color. At the top 
was a blackish point 2 mm. in diameter. The tumor its* If 
was not ulcerated and did not discharge any liquid. Two 
or three days after she entered the hospital the blaekNi 
point ruptured, and there was an escape of tarry blood. 
The patient experienced no pain, and there was no 
nodular enlargement.

IIixlnlngical Examina!inn by ('latin. The tumor i- situated 
in the centre of the umbilicus and has developed in the 
depth of the cicatrix. It is covered with skin. In consistence 
it is a little less firm than a fibroma. On section one finds 
a capsule which surrounds the central mass. The tumor 
is whitish gray, with numerous dark spots, not any larger 
than the head of a pin, scattered throughout it. Micro-
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scopie examination shows that the tumor is formed of 
sarcomatous tissue, the cells I icing fusiform in shape. Some 
of the spaces are round, others oval and have anastomosed 
with one another. Some of the canals are lined with pave
ment epithelium. I let ween the cystic spaces one finds 
stroma containing a small number of vessels. The skin 
which eoin|N>ses the outer covering of the tumor is exceed
ingly thin, but presents the characteristic appearance. 
There has been extravasation of blood at the centre of the

(This woman, as above noted, was forty-six years of age. 
The history does not convince one absolutely that this is 
a sarcoma. It might very well be a fibroma. It resembles, 
in a few particulars, those tumors of the umbilicus that 
contain uterine glands, or glands faintly resembling them.

T.S.C.1
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\sl .s "f tin- « harachr are encountered 
from timv to lime, hut are by no means 
h un mun \' we hail an excellent oppor

tunity ni" studying this one carefully and a- we 
were particularly fortunate in having most failli 
fui illustrations by Mi Brtidel, I havt thought it 
wi'i- lu place ihe salient features on record.

On Max 7. 100.', I was summoned by hr. I K 
I'rippt ni Fusion to a case of strangulated 
hernia, which lu- -aid needed immediate attention. 
I'he patient \ (" had had a hernia for several 
years and had been wearing a right-sided trus-.
I lie hernia had frequently come down for a short 
linn but had always been reduced without much 
dim. nil\ 1‘his time it hail been down lor nearly 
a dav and attempts to return it had proved futile. 
I advised immediate operation.

The following note was made: "The patient's 
general expression b half masculine. I'he face 
i' well developed and shows a comparative!} 
heavy heard. The upper lip resembles that of an 
adult male. In the median line the heard extends 
half way down the neck. The Adam's apple b not 
well developed or, at least, not at all prominent. 
In general appearance the hair over the head is 
that of a female; it is about eighteen inches long. 
The v oice is masculine in type. The chest dev el 
opinent is more masculine than feminine. Mu re 
b a moderate amount of hair over the sternum; 
the mammary development is slight and there is 
a moderate amount of areolar pigment around the 
nipples and along their lower margins b a good 
quantity of hair.

The lingers are long and slightly more feminine 
than masculine in type The thumbs, however, 
are distinctly masculine. The forearm and arm 
are fairly well covered with hair. The umbilical 
fossa i' deep. The pubic hair is well developed 
and in the median line and also laterally extends 
upward to a point 2 cm. above the umbilicus. 
"I'he legs and thighs are well covered with hair 
and are masculine in ap|>earanee. (Fig. 4 The 
labium majus on the left side is well develop'd. 
< >n the right side it is also well formed in the lower 
portion but at the upper part is stretched out over 
a tumor that extends down from the inguinal 
region. No clitoris is to be recognized but in its 
place appears an organ suggesting .1 penis two 
inches in length and j1 .. inches in t in umference 
lig 1 Phis can be traced to the lower border

of the symphysis where it is reeogni • d as a small 
ford. I'he glans is 1 1 im In in lent,, h, 11 int lies 
from side to side. It is well «leveloped in the up 
per portion. Plie lower portion shows a distinct 
furrow inch in depth and 11 _■ inches in length 
and ending 14 inch above the meatus in a ridge 
1 Fig. .' I'he mucosa lining the furrow appears 
more delicate than that covering the gl.m- I'he 
prepuce is well «leveloped and 1 all be drawn down 
to cover fullv one third of the glans. I'he urethra 
proper is situated just below and posterior to tin 
ridge commencing at the proximal end of tin- 
groove in the penis. Ii is distinctly female in 
type, and .*'4 inches in length.

I'he hymen is represented by ,1 ragged ridge 
composed of numerous lags forming an elevation 
about 1 111m. in height around tin vagina. The 
linger enters the vagina for a distance of 11, 
inches. Lalerallv the mucosa b smooth, but 
posteriorly there is a consiilerabl" amount of st ar 
tissue. I'he width of the vagina b .• inches. I .at 
«•rally it extends up to the pubic bom - \o « « r 
vix can lie made out anti on bimanual examina 
tion no pelvic organs can be detected. I'he re« to 
vaginal septum is normal as far a~ it goes.

'I’he mass in the right inguinal region extending 
downwards to the right labium majus b 7 inches 
long and on an average im lies in breadth l ig 
1.) It is elastic and everv vvlien- resistant and « an 
be pushed upward and downward over a with- 
area. The lower two-thirds are dull on percussion 
but no definite solid mass , an be «letec ted.

Operation at the Church Home and Inlirmarv 
May S, igoi. An incision was made over the 
tumor and by transmittnl light the sac was seen 
to contain a good deal of lluid. "Phis proved to be 
turbid, and of a yellowish color. Occupying the 
s.u and projet ting through tin « xternal ring was.« 
knuckle of gut fully 4 cm. in diameter, also a tes 
tide and a portion of the epididymis, d ig 
As we were rather doubtful about the condition 
of the gut at the |xiint of « oust rift ion, an incision 
was made higher up in the alidomen. I’he in 
guinal canal was opened and, the internal ring 
having been severed, it was fourni that a loop of 
intestine fully 8 inches long had formed the her 
nia. As it was impossible to return the testicle, 
this together with the redundant sai was removed. 
I’he peritoneum was closed with catgut. Just 
over the femoral artery was a slight area of inizing
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I-ig i kighl «iriingulaled inguinal hernia in a pscudiihcrmaphmditr The hvmiul sa» i- nf moderate si/c and i» 
in ruai hing mi thv right lahiuni. Hic laliia arc mnlinucd upward forming the rudimentary prepuce.

In the >kvli li in tin Ivit lower corner the hernial sac has been pushed up exposing the penis which is over 2 inches 
long. 1‘lte gl.tit' is well formed in it* upper portion and the prepuce could lie drawn down so that it covered one-third 
of its surface.

I or the under surface of the |ienis see Hg. for the contents of the hernial sa« see Fig. v

which was rather dith nit to check. Here we in
troduced a delicate drain of i« (Inform gauze. The 
abdominal walls were closed with silver wire, 
catgut, and subcutaneous silkworm gut. The 
patient stood the operation well. Before the 
abdomen was closed the pelvis was carefully e\ 
«mined and no trace of uterus, tubes, or ovaries 
could be found. On the left side a testicle could

be clearly made out in the upper part of the in
guinal canal, pressure upon which occasioned 
considerable pain. The patient made a speedy

On histological examination the testicle showed 
some minor changes. The gland epithelium was 
swollen, the cells closely suggesting the urge 
si|uamou< epithelial type; there was no evidence

i
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rÏK ■ I lu mi|« ri.. 11> formed urethra in a pseudohvrmuiihrodite l'hv glatis |M ni-. i- jierle. tlx formed in us u|i|h 
|mrtii>n uikI alxive is provided with a rudiment.ir\ prvpiti v formed In the lahiu. l'Ite penile portion of the urethra 
rmigniaed in |»art a- a groove, in |wrt as a ridge. I'he urethral orilit e n ol tlu lernah t> p» and n im K patulo.n t<• tin 

l'hc vagina is t1, in. lies deep and end* in a Mind |h« ket I here i- n.» ex idem . ,.t a . , r\ i.

of spermatozoa. I hr stroniajif the testicle xv; 
increased in amount 
■The H was little altered.

interesting result 
after a most careful

letermmed h\ Mr. Hnidel 
vamination

XO XSUOAII Ms oj UKK1..I 'l/l h IMIUI \ XMl
I I XI XI I It ( oXII'XKI II Willi I'KofuKltoVs l\ ill K

ANAIUMK XI. PUI MS OF DIKII RI Ml 111 I XX I I N III I 
NORMALLY FORM I ') I I MALI XXI) ot K I* A 111 N I 

Mr. Brbdel, -t read Stratz's hook
the female human body, suggested that it might 
he of interest to compare the superficial anatom 
ical landmarks in our case with those laid down 
by Stratz as constituting the normal in the ft 
male. The accompanying tabulations gixe tin

Mra.ulr

Bur | aut trill 
Itt.t

70 It.
I.l llgtll of I M M | \ I IlH . Ill
Weight of ImhI> u. II
from nose io symphysis 

length of spinal

la-nglh of head 
Width at tempi

Dir Sclmnliril .|i~ XX nliln ln-i» k.>t|KTs 'luttsni

i

4450

6692

2811
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Fig. .v The contents of a lu-rnial sai in a pseudohermaphrodile. This mass was 7 inches long and 3 inches broad. It 
contained a considerable amount of turbid yellow fluid, a loop of small distended bowel, and the right testicle and 
epididymis After the hernial ring had been cut, the I novel was reduced, but the testicle ami epididymis were so firmly 
adherent to the sac, as noted in the picture, that it was necessary to remove them

Fig i Distribution of hair in .1 pseudohermaphrodite. The healed scar is readily seen. The pubic hair was well 
developed and extended upward a short distance alsivc the umbilit us. The photograph does not show this very 1 learly 
The legs were thickly covered with hair conforming closely to that of a male.

Ix'g (great troth.) 00 < m. 98 cm. 04 cm.
Circumference of chest 88.5 cm. ob cm.

On inspiration. . 88 cm.
On expiration 84 cm.

Width of shoulders 38.5 cm. 42.5 cm.
Center of... 33 cm.
Humerus. . 32.5 cm
At romian process 32.5 cm.
Skin measurements 40.5 cm.

Width of waist 21 cm. 24 cm. 27 cm.
Circuni. of waist 74 cm.

Nipples (center to cen-

Nipple to umbilicus.
S> m. to spinous process 
of 5th lumbar vertebra

Length of humerus 
(axis of joints)
Length of forearm 
(axis of joints)
Length of hand. 
Circumf. of humerus

Width at level of great
,4 5 cm. 3» cm. J«cm Circumf. of forearm 25 cm.

trochanter
Pelvis Ik-tween anterior

34 cm. 38 cm 3* rm Length of thigh 
(axis of joint).................... 44 cm.

sii|H‘rior spines
Between post. sup.

*..5 cm. wsem. *1 cm Length of thigh from 
ant. sup. sp. to but-

13.5 cm. tom of knee-cap
1 Ant’ll' with central skin fold y>° ■ sacral triank'lv Length of leg
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I ivlimiv Ihiiu--
Ki mm led forms ami run

l'ruminent lirvaM- 
I’elvis hruad 
Luxuriant hair on head 
rran-xvrsv low margin 
I ml >it hair 

I .il lie hair in axilla 
\<> hair on fan- and ImmIx 
lemler 'kin
Rounded, délit ale 'Lull 
small fate

\l SHINS UK KI M \ I I
I "orolit inn» [irrscnl n <>ur iule "

I lea \ X I Mini •
Muslix hard and angular

Hal male l>|*'
Narrow male ly|ie 
I'lie same

ni I Mending upward in midline 

Mm h hair
Mmh hair 
I hit k 'kin 
I.nng. angular skull

I ye sot kels. large 
Kyehroxvs, small 
laiwer jaw, delii ale 
Lines from eherk in 
grateful 

Nei k. riiunded

V ii'i. 'lender and er.u elul

» lax ii h - small and straight 
l "In -t. Imig and narrow 
Hun... ks. prominent 
I high. I hii k and rounded 
Low pul>it i urxe 
Rounded eoiilour' oi km t 
( all. rounded 
Xnkle. délit ate 
11el and lot ', small 
N-i umI and fifth loi ', long

Strong prominent 
k. Sharply drmareated

I'romitieni eariilages and

lleaxx 
I- airly 'mall

Hi ax x , male t)|H 
ltro.nl. male lx |m- 
Small, male type 
K< latixely thin, male txp

Xngular
II ixx

lî’.ox

I land 'in.ill and narrow 
shoulder' rounded and slopingltonx. hruad -liouldi r-
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ADDRESS IN GYNAECOLOGY

By Thomas S. Cullen, M.B.
Associate Professor of Gynaecology, Johns Hopkins University; and 

Associate in Gynaecology, Johns Hopkins Hospital

TV) visit London is always a pleasure, to come as an invited guest 
1 to the Canadian Medical Association in the Forest City an 

honour which I deeply appreciate.
This evening I want to briefly outline the various methods 

adopted to educate the public as to the early recognition of cancer, 
and to impress upon them the fact that in the early stages of the 
disease many patients can be permanently cured.

For several years the medical profession has been fully cogniz
ant of the fact that the laity has a false idea about cancer, namely 
the widespread feeling that it is a blood disease and that con
sequently it cannot be cured. It is our duty to impress upon them 
the fact that in the beginning it is a strictly local process, a process 
that is amenable to surgical treatment.

Several earnest campaigns have been waged during the last 
few years. The various committees have devoted their attention 
mainly to pointing out to the family physicians what might be 
accomplished by early operation and urging the physician to send 
his patient at the earliest possible moment to the surgeon. Not
withstanding the splendid efforts in this direction little has been 
accomplished, not because the physicians were necessarily negli
gent, but because the patients did not present themselves until the 
disease was far advanced It was finally realized that if satis
factory results were to be accomplished the message must be 
carried directly to the people. It was pointed out that fifteen or 
twenty years ago it was exceedingly difficult to prevail upon per
sons with appendicitis to be operated upon; now with the know
ledge they have, after appendicitis has been diagnosed, operation 
is at once sought, and the only question asked by the patient or his 
relatives is—to what hospital shall I go? When the laity are made 
fully aware of the cancer situation they will on the first sign of the 
disease present themselves for examination and will gladly avail 
themselves of surgical aid.

Delivered at the Animal Meeting of the Canadian Mi-dira! Association, London, 
Ontario, June 1913.
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At the meeting of the Clinical Congress of Surgeons of North 
America, held in New York City in November, 1912, a cancer 
campaign committee was appointed mainly through the efforts of 
Dr. Franklin If. Martin of Chicago. The committee was in
structed to write, or have written, articles on the subject of cancer 
and was further instructed to have these published in the daily 
press, the weekly or monthly magazines, as might be deemed most 
expedient. The committee has gone cautiously, and through the 
aid of that master organizer and medical editor, George H. Simmons, 
was able to enlist the cooperation and support of some of the most 
representative magazines in the country. Mr. Bok, editor of the 
Ladies' Horne Journal and Mr. Harriman, managing editor of the 
same journal, manifested the deepest interest in the campaign. 
After much thought they came to the conclusion that a lay writer 
could better reach the public car, and they naturally selected Mr. 
Samuel Hopkins Adams, who was such a dominant factor in the 
campaign against patent medicines, and who was last week made an 
associate member of the American Medical Association in recogni
tion of his splendid crusade. Mr. Adams visited various surgical 
clinics throughout the country and then wrote a most comprehen
sive article on the subject. His first article was published in the 
Ladies' Home Journal for May, 1913. It is well worth a thorough 
perusal not only by every layman, but also by each member of the 
medical profession. Collier's Weekly for April 2Gth, 1913. and the 
May number of McClure's Magazine also contain admirable ar
ticles on the same subject from Mr. Adams’ pen. The medical 
profession ii: under a deep debt of gratitude to Mr. Bok, Mr Harri
man, Mr. Collier and Mr. McClure for so freely opening their 
pages for the enlightenment of the public on this very important 
subject.

It has been estimated that these three articles reached a 
reading public of between eight and ton millions. Harper's Weekly 
for March 29th, also contained a timely article urging cancer 
patients to be operated uj>on without delay. Abstracts from the 
magazine articles appeared in many of the daily papers throughout 
the country. The Baltimore Sun contained a full column, the 
Baltimore News and the Baltimore American each devoted ample 
space to the subject. The New Orleans News-Item gave a full 
abstract of Mr. Adams’ article from McClure's and the Detroit News- 
Tribune for Sunday, April 27th, 1913, with the permission of the 
Ladies' Home Journal, copied Mr. Adams' articlt in full. I have 
just mentioned a few of the daily papers that have given this matter



ASSOCIATION JOURNAL 3

wide publicity. The entire press of the country has been most 
liberal in its dissemination of our knowledge of cancer. This 
support was not confined to the papers of the United States. The 
Canadian papers have also strongly emphasized the necessity of 
patients suffering with cancer having their ailment attended to 
promptly. I have spendid clippings from the daily press of Lon
don, Toronto, Montreal, St. John, N.B., Winnipeg and Vancouver. 
Our committee wishes to express our deep sense* of appreciation of 
the hearty support given us by the press of Canada and of that of 
the United States in the dissemination of this knowledge, and we 
feel confident that they will gladly continue to publish any new 
data on the subject, until every one on the continent has a clear 
idea of just what cancer is, what its early symptoms art*, and how 
they can best be treated.

An advertiser is naturally looking for results, and in like manner 
the cancer campaign committee was anxious to find out what in
fluence Mr. Adams’ article had had on the community at large. 
It was not long before they were forthcoming. I will relate just 
a few of them to you. Within a week after the appearance of Mr. 
Adams’ publication a colleague of mine told me that he had just 
operated upon a patient with cancer of the breast. The nodule 
was not larger than a pea. When asked why she came so early, she 
said that she had just read the article in the Ladies' Home Journal 
and felt that it was unwise for her to delay,—the outlook in this 
case is excellent. Another colleague had for weeks been urging a 
patient with cancer to be operated on, but to no purpose. Within 
three days after the appearance of the article which she had care
fully read she entered the hospital and was operated upon. Dr. 
C. Jeff Miller, of New Orleans, wrote me that, as a result of the 
Ladies’ Home Journal article, a lady soon came to him with an 
early cancer. Dr. T. C. Kennedy, of Indianapolis, under date of 
May 13th, 1913, writes. “A lady out in the state noticed a lump 
in the left breast. Seeing the article in the Ladies' Home Journal 
she immediately consulted her family physician who referred the 
case to me. I operated on her at St. Vincent’s Hospital last 
Thursday, doing a Halsted. Here is a case that has a good chance 
of getting entirely well, as it was taken early.”

Dr. Franklin H. Martin, of Chicago, early in May of this 
year saw a beginning carcinoma of the breast. The husband had 
just read the article in the Ladies' Home Journal, and insisted on 
his wife consulting a surgeon. Dr. Martin removed the entire 
breast and the axillary glands, and feels sure that the outlook for 
a permanent cure is an excellent one.
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My experience as to the strong improsion made by Mr. 
Adams' article, has been similar to those already related. In one 
morning I .-.aw three patients from widely different points, one from 
New Orleans with some bleeding due to slight pelvic inflammation, 
another from Alabama with some bleeding due to a prolapsus, and 
a third from Maryland, with a small, but benign tumor of the 
breast. Each had read Mr. Adams' article, and each hastened 
her visit as a result of this article. All were afraid of cancer and 
in each case I was able to relieve the patient’s mind, telling her 
that no malignancy existed. Two of these three patients required 
minor operations.

From what you have heard, the knowledge of cancer has 
already been widely disseminated and it is bound to bear fruit. 
The more the subject is investigated the clearer it becomes that if 
the women of the country are made aware of what can be done if 
cancer patients apply early for treatment, it will be unnecessary 
to pay much attention to the men. If men are sick, unless very ill 
they pay no attention to it, and only after they are urged by their 
mothers, wives, sisters or daughters, do they seek medical aid. 
As a matter of fact the woman is the health guardian of the house- 
1,..1.1,

Skin cancer. Cancer of the skin is easily and promptly recog
nized and is usually soon brought to the attention of the physician.

Cancer of the lip is also soon discovered by the patient and as 
a rule tin* physician’s advice is sought early. While in many in
stances wide excision of the growth is at once advised, yet it is ap
palling to find the number of patients that are still treated in a 
palliative manner. Only a few months ago a friend drew my 
attention to an ulcerated area on his lower lip. His associates 
had not noticed it because of his long moustache. On questioning 
him I was surprised and distressed to learn that a supposedly 
competent physician had been burning the “ulcer” every few days 
for fully two months. Very valuable time was lost. Within a 
few days the growth and the glands of the neck were removed. 
These glands were on microscopical examination found markedly 
involved by cancer, and the patient’s ultimate outlook is a very 
gloomy one.

Cancer of the tongue. Any growth of the tongue naturally 
calls for immediate intervention. My colleague, tiloodgood, has 
frequently drawn attention to the small white patches on the lip 
or tongue of smokers. He looks upon these as precancerous 
lesions, and if after a week or two they still persist, then he advo
cates their immediate removal.
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Cancer of the stomach is one of the wry frequent varieties of 
can:*er. In the late stages, to be sure, it can be diagnosed from 
blood in the stomaeh contents, the reaction of the stomach juices, 
and by the co-existent nodule that can in some cases be detected. 
In the early stages of the disease, however, most of these signs are 
wanting, and it is only in the early stages that a reasonable hope of 
a permanent cure can be thought of. In the right upper abdominal 
quadrant we most frequently find gall-stones, duodenal ulcer, oi 
cancer of the stomach. Any marked disturbance in this region 
calls for prompt operative interference. A delay in a case of earn er 
of the stomach until definite signs are present usually means a 
delay until the case is advanced too far for operation.

Cancer of the intestine may he detected early if tin* growth 
partially or almost completely blocks the lumen of the bowel, or 
if it be associated with a great deal of bleeding. Sometimes when 
the patient is thin the nodule can be palpated. In stout individuals, 
however, the cancer may have extended far before symptoms suf
ficiently definite to enable one to make a diagnosis, are present. If 
there be any obscure abdominal condition present, and if this does 
not yield promptly to treatment, then an exploratory operation 
should be promptly undertaken, as many valuable lives may in 
this manner be saved, lives that would be absolutely doomed if 
delay were advised.

Cancer of the rectum usually gives its tell-tale warning in the 
form of blood or of pain on defecation, and its recognition is not 
difficult.

I have referred only to the more common varieties of cancer; 
time will not permit me to discuss the subject in detail.

If we are successful in our cancer campaign, and of this there 
is not the shadow of a doubt, then we must be prepared to give t hesc 
patients the best possible service. We must be able to diagnose 
accurately the borderline cases, and then when cancer does exist 
we must do such an extensive and thorough operation that the 
patient is given the maximum chance for a permanent cure.

In cancer of the skin, lip, tongue and rectum a diagnosis can 
usually be readily made by the surgeon in his regular examination. 
Cancer of the stomach can in the early stages be detected, as a 
rule, only with the possible assistance of the Roentgenologist, and 
mainly by an exploratory abdominal operation. The two chief 
classes of cancer that require expert pathological knowledge are 
cancer of the breast and cancer of the uterus.

Cancer of the breast. All surgeons meet with many nodules
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in the breast. Some of these are definitely fibrous in character, 
others are definitely career, while not a few are on the borderline 
and can only be positively diagnosed on microscopic examination. 
It is wise to remove all breast nodules, but where malignancy exists 
it is imperative to dr. a most thorough and complete removal of 
the breast, pectoral muscles, axillary glands and fat. Bloodgood, 
after the most careful and painstaking study of the cases at the 
Johns Hopkins Hospital, has found that to remove a piece of can
cerous breast for microscopical examination and then delay several 
days or a week for the pathologist’s report is a most dangerous 
procedure, as nearly all of these patients have a recurrence. The 
cutting into the growth allows such a widespread dissemination of 
the cancer that the subsequent operation is of no avail. Conse
quently, in case of doubt a piece should be cut out and examined 
immediately, the area of the excision in the meantime being treated 
as a contaminated area, and if cancer is reported the breast is re
moved at once, the delay occasioned by the microscopic examin
ation not having taken over ten to fifteen minutes at the outside.

There are many good surgeons through the country, but 'few 
good surgical pathologists, except in the teaching centres. The 
time is speedily coming when every hospital will have a trained and 
expert surgical pathologist on its staff, a man whose advice can be 
had at every operation. He will prove to be one of the hospital’s 
most valuable assets. Some may a«k why we have not more such 
men. The truth is that the young physician must make a liveli
hood, and as the pathologist receives as a rule a mere pittance for 
his work, few have the scientific perseverance to enter this field. 
This field must be made sufficiently remunerative to induce plenty 
of capable men to enter it. When once they embark upon it, 
learn what a fascination there is in following an individual case to 
its very rock bottom, obtain here and there a clue enabling them 
to forecast with a degree of definiteness and precision whether this 
or that patient will recover, and even every now and then discover 
something that has never been known to medical men before, then 
you will find men that will never give up the study of surgical 
pathology.

When I started medicine a quarter of a century ago, asepsis 
was slowdy creeping into Ontario, and Lister’s carbolic spray was 
still in vogue. We examined very little operative material micro
scopically in those days. The time is rapidly drawing near when 
every surgeon, before he becomes a real surgeon, must have as 
thorough a grounding in surgical pathology as he now has in the
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principles of bacteriology. Many conditions that are now obscure 
to him, after months of study of tin ir liner structure in the labora
tory are readily recognized with the naked eye. On opening the 
abdomen, whether in the clinic or in a small country house, he is 
always thoroughly familiar with whatever panorama the abdomen 
in the individual case may unfold. In one case he will find a 
small nodule not larger than a pin-head; this will give him a clue 
as to some pathological condition tucked off in a remote corner of 
the abdomen. In another operation he will at first glance think 
tin- case inoperable but will notice some small familar nodule par
tially buried in adhesions. He knows from past laboratory ex
periences that this is benign, and will go ahead and finish his opera
tion. A high building requires deep foundations. Few surgeons 
of the future will attain marked renown unless these foundations 
consist in a thorough knowledge of surgical pathology, the material 
that they are daily confronted with.

Cancer of the uterus. Bleeding from the uterus that cannot be 
satisfactorily accounted for should always excite suspicion. On 
vaginal examination it is frequently possible to make out a uterine 
tumour. When the uterus is fairly normal in size and not nodular, 
and the cervix is normal, then of course the organ should be dilated 
and curetted. Before undertaking to make a diagnosis from scrap
ings one should have a thorough knowledge of the appearance of 
the normal endometrium at or between tin* periods, during preg
nancy, and in old age; each is different and yet perfectly normal.

Hyperplasia of the Endometrium. I want to draw your at- 
tion to a coi '.mon, and yet little mentioned, pathological condition 
of the endometrium causing exceedingly free bleeding at the period, 
and often reducing the patient’s hivmoglobin to a very low point. 
The first cases of this kind that were brought-to my attention came 
independently from Dr. F. R. Kccles and Dr. H. Meek,of this city, 
in 1895. These cases were reported in “Cancer of the Uterus,” 
page 479, published in 1U(X). These patients are usually from 
thirty-five to forty-five years of age, but I have noted the condition 
in girls in their teens. The flow is excessive and the menstrual 
periods may be almost continuous, there is usually no intermen- 
strual discharge, however. The mucosa is much thicker than usual. 
On microscopic examination the surface epithelium is found intact. 
Some of the glands are very small, others much enlarged. The large 
glands may be either circular or tortuous. All are lined by thicken
ed epithelium and the stroma is excessively cellular. Often the 
nuclei of the stroma cells contain nuclear figures. Scattered
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throughout the stroma are frequently found large venous sinuses 
some of which are thrombosed. Cancer of the body of the uterus 
is diagnosed from its pattern and, secondly, from the changes in 
the individual cells. Gland hyperplasia histologically bears ab
solutely no resemblance to it.

Where carcinoma of the cervix exists the small cauliflower 
outgrowths from the cervix or the area of ulceration leave little 
doubt as to the diagnosis. If one is not certain, then a small wedge 
of cervix is removed and examined, preferably at once.

While speaking of carcinoma of the cervix I wish to draw your 
attention to a pelvic tumor that has thus far in the main escaped 
notice. Dr. I). S. D. Jessup, of New York, recently sent me a 
specimen of two tumours each of which had the same character
istics. In each ease the tumour was attached to the cervix and grow 
into the rectal wall. Both growths were so firmly fixed that while 
the surgeon was doing a complete abdominal hysterectomy he 
had to remove at the same time a piece of rectal wall with the 
cervical growth. In both cases the tumour consisted of myomatous 
tissue with uterine mucosa scattered throughout it. In the Feb
ruary number of the Proceedings of tin Royal Society is a report of 
two similar cases by l)r. Cuthbcrt Lockycr, of London.

I have had two cases which belong in this category. In the 
first case the myoma had not as yet become firmly grafted on to 
the rectum. In the second case the adenomyoma filled the left 
broad ligament, and on account of the patient’s extreme weakness 
it could only be removed in part. I feel confident that, when all
rectal growths are carefully examined....................... some
supposedly carcinomatous growths will prove to be adenomyomata. 
These cases are of so much interest that I will give them somewhat 
in detail.

Case 1. Myomata of the I'terus; Adenomyoma between the 
Cervix and Rectum and associated with Rectal Adhesions.

Mrs. (i. I1., seen in consulation with Dr. Samuel T. Earle. 
March 17th, 1911. This patient had several small polypi in the 
rectum. The uterus lay back on the bowel and was apparently 
adherent. On March 22nd, of the same year, Dr. Earle burned off 
the rectal polypL These were five or six in number and situated 
directly behind tin* cervix. Microscopic examination of these 
showed that they had been undergoing definite inflammatory 
changes, as evidenced by the quantities of polymorphonuclear 
leucocytes on the surface, and by the fact that the underlying 
stroma contained great numbers of small round cells.

115
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After I)r. Earle had finished his operation I opened the abdo

men. The rectum was found adherent to the posterior surface of 
the uterus low down. On the left side was a corpus luteum cyst. 
This had evidently ruptured at some previous time, as the surround
ing tissues were stained a dark blown. We did a complete hysterec
tomy removing the uterus and appendages. 1 then shelled out a 
small myoma 1 cm. in diameter from the left side of the pelvic 
floor and another 3 cm. in diameter with a secondary nodule 1 cm. 
in diameter lying on its surface. This combined nodule was situ
ated between the rectum and vagina on the left. The patient made 
a perfectly satisfactory recovery. At a later date, however, she 
had definite renal trouble as evidenced by pus from both kidneys. 
X-ray examination showed a calculus in the pelvis of each kidney. 
As tlie left kidney had apparently given more trouble than the 
right we removed the stone from that kidney. Tin* stone in the 
right kidney the patient still has, as it has given her very little 
trouble.

Pathological report, No. 10079. The uterus itself is little 
enlarged. Scattered over the outer surface of the organ are several 
small fibroids. On microscopic examination the endometrium 
shows definite endometritis. The larger nodule lying between the 
cervix and rectum is 4 x 3 x 2 cm. and the smaller one l cm. 
in diameter. The larger nodule on histological examination con
sists in the main of typical myomatous tissue, but at one point in 
a cleft are islands of typical uterine mucosa and at another point is 
a miniature uterine cavity. The smaller nodule only contains 
one or two gland-like spaces. From the history it will be noted 
that in this case the cervix was adherent to the rectum. W e lm\e 
here a connecting link between the ordinary adenomyoma of the 
uterus and an adenomyoma involving the rectum. It is the only 
case that I have ever seen showing this stage.

('are 2. Adenomyoma in the left broad ligament and intimately 
blended with the reetum.

Mrs. G. S., admitted to the Johns Hopkins Hospital, June 
4th, 1913. This patient is thirty-seven years of age, and two years 
ago was operated upon in San Francisco, a myomatous uterus and 
enlarged ovaries being removed. At that time it was necessary 
to also remove a small portion of the rectum on account of dense 
adhesions.

Since operation she had had a great deal of pain in the lower 
abdomen and has for months had almost continual bleeding from 
the cervix. On her admission to the hospital i found thickening
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posterior to the cervix, also induration in both broad ligaments. 
Although she was in a very weakened condition from the continuous 
loss of blood we felt that something must be done. The cervix 
was dilated, and on curetting we brought away what on micro
scopic examination proved to be perfectly normal uterine mucosa. 
The supravaginal hysterectomy had evidently been a high one. 
The right broad ligament was indurated and board-like, and on 
the left side there was also thickening.

A few days later we explored the abdomen. When the opera
tion was commenced her pulse was 115. We found the rectum 
densely adherent to the bladder, and the left broad ligament was 
filled out by a rather cystic growth. Those assisting at the opera
tion thought that we were dealing with a malignant growth which 
had spread into the broad ligament. In order to determine defin
itely 1 cut the round ligament and separated the folds of the broad 
ligament, and found we were dealing with a cystic mass G cm. in 
diameter. This was gradually shelled out from its attachment to 
the rectum, but by this time the patient’s pulse hud become almost 
imperceptible and was between ISO and 100, although she had 
lost practically no blood. We removed the greater part of the 
growth but left a portion still attached to the rectum and did not 
dare explore the right broad ligament. A drain was introduced 
into tin- pelvis and brought out into the lower angle of the incision. 
When tin- cystic mass that was attached to the rectum and had 
occupied the left broad ligament was cut across, it was found to 
contain one large irregular cavity about 2.5 cm. in diameter. This 
contained chocolat «-coloured fluid and was lined by a rather 
smooth-looking membrane which was brownish tinged. The 
outer coat looked like ordinary muscle.

On microscopic examination it was found that the wall of the 
blood-stained cyst was lined by one layer of cylindrical epithelium, 
and that this rested on a definite stroma consisting of cells having 
oval vesicular nuclei. The more solid portions of the growth were 
made up of noil-striated muscle fibres arranged in whorls, and of 
quantities of uterine glands embedded in their characteristic stroma. 
In some places only two or three glands with the surrounding stroma 
were visible but at other points miniature uterine cavities were 
found.

We are here dealing with an adenomyoma which has formed 
a cystic mass in the left broad ligament and which has become 
densely adherent to the rectum. If the patient at a later date is in 
fair condition we will then attempt to shell out the thickening in
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the right broad ligament, remove the cervix and then a portion 
of the rectum to which the growth is intimately blended.

Since this note was made the patient had gradually become 
weaker. She died June 19th. These growths when once removed 
do not return.

To do the maximum amount of good for the increased numbers 
that will come for operation as a result of our labours, our surgeons 
must be thoroughly conversant with the anatomy of the given part 
and must have a full knowledge of the paths along which the cancer 
travels from its point of origin. In cancer of the lip the operator 
must consider the removal of the glands of the neck. In cancer of 
the breast he must be familiar with the lymph glands that arc 
first involved, and in cancer of the rectum must remember that the 
liver is frequently secondarily invaded and that if such be the ease, 
an extensive rectal operation is contra-indicated.

I shall never forget meeting one of my Baltimore colleagues 
abroad one morning and saving, “Why, I thought you were going
to Dr.----- 's clinic this morning.” The reply was, “I did. He
was to do a breast operation at 8.45,1 arrived at 9, and the operation 
was over.” This was not long ago, and the surgeon has a World
wide reputation. If our work were to be as superficial and incom
plete as in this case, then it were better not to undertake any cam 
paign against cancer. But such is not the case, and admirable 
work is being done in many clinics, not in all, however, I am sorry 
to say.

Some surgeons fearing they will not be able to close the wound 
after an extensive breast operation are loath to remove us much 
tissue as is necessary. They accordingly make their flaps alarm
ingly near the cancer area. A recent method devised by my 
friend, Dr. Curtis F. Bumam, obviates this. The surgeon makes 
a> wide a removal as he deems necessary giving no thought to the 
raw area left. After removal of the breast the raw area is mea
sured and a skin area of sufficient size is removed from the ubdomial 
wall. It does seem remarkable that this method has not been 
employed before as a routine proceedure, as the abdominal wall is 
so lux that a flap of practically any size can be removed and the 
resultant space easily approximated.

Every wide-awake business m n has his hands on the reins 
continually, has careful records of his purchases and of his sales, 
and at regular intervals takes stock. Recently I was dining w ith 
the general manager of one of the greatest trunk railroads in the
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United States. He was a keen-eyed business man. After dinner 
the conversation drifted to methods of keeping track of various data. 
On my asking him a question he took me back to the dining room 
in his private car and opened the buffet which in former years was 
usually stocked with viands, and showed me his card catalogue 
dealing with all phases of the road. In other compartments he 
had complete data of every piece of work being done on the entire 
road, also up-to-date statistics relating to the number and character 
of the employees of the road. This was a working office of the en
tire road where he could transact business no matter whether his 
car was lying on a siding or in a city distant to the home office, 
where a duplicate set of papers and tiles were kept. This rail
road manager, no matter where he happened to be. was always 
ready at a moment’s notice to satisfactorily transact his company’s 
business.

Hospital management in years past was notoriously lax, but 
in recent times business methods have been introduced into many 
of the newer institutions. It would do all medical men good to 
visit up-to-date business houses and see the card index systems 
and the various short-cut methods employed in every day business. 
It would also be admirable for the trustees of the various hospitals 
to see to it that the same systematic and business-like methods 
are used in the registration of data in the hospitals with which 
they are connected, as they employ in their individual business. 
I cannot help thinking of the Episcopal clergyman in New York, 
who had as his board of trustees several wide-awake business men. 
On one occasion it took them several hours to discuss the expendi
ture of a few hundred dollars. Finally the clergyman in despair 
leaned over and whispered to one of the trustees, “How would you 
handle such a proposition in your business?” This trustee replied 
that such small matters never came to his attention. The ludi
crous side of the situation suddenly dawned upon him. Here he 
and his brother trustees, all millionaires, were spending hours 
worrying over trivial matters- that would in their business offices 
be attended to by junior clerks. The trustee immediately moved 
that the rector be given authority once and for all to order what 
was necessary for the church, and to send in the bills to them. 
The trustees of the hospital and the various members of the medical 
staff are in some measure in a similar position to that board of 
trustees. Their time is too valuable to be continually taken up 
in routine, but it is their duty to see to it that competent clerks 
are employed to keep careful records of all patients entering the
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hospital or disi>ensary. The findings at operation must be recorded 
with precision and the microscopical examinations of the specimens 
added to the history.

This is an age of time-saving devices and all business men 
are keen to see what results have accrued from their endeavours. 
What applies to business applies equally well to the subject of 
cancer. What is the use of operating year after year in a routine 
manner, having but a hazy idea of what has finally become of the 
patient. At least one tactful clerk in every hospital should be 
assigned to the task of keeping in constant contact with those who 
have been operated on. In this manner one can at a glance tell 
how many patients have been relieved by operation. The results 
of one operator are compared with those of another- of course in 
a most friendly way, and there is no doubt that a runner van al
ways make better progress with a pacemaker. The careful analysis 
of a large number of cases always demonstrates wherein future 
improvements can be made. This continually keeping track of 
the patients will in itself strongly impress the former patients with 
the hospital’s interest in their welfare, and will stimulate them to 
urge their fellow companions to undergo the same treatment if 
they he taken ill.

These data to be of use must from time to time he thoroughly 
analyzed and published. You and 1 are continually gleaning 
knowledge from the publications of other men both on this and the 
other side of the winter, but how many of us arc doing our share 
in the dissemination of knowledge? In fact we manifest a remark
able tendency to become sponges instead of springs for the pouring 
forth of our medical experiences—experiences that other surgeons 
should know of and profit by. Follow up all your cancer patients, 
see what has become of them. Many of them will be dead, but 
some that you have lost track of are still living and well. You 
will soon become so interested in the return letters that you can 
hardly wait for the postman to arrive, and when now and then a 
reply says that the patient is alive and well at the end of ten or 
thirteen years it will wrarm the cockles of your heart, it will more 
than outweigh many of the disappointing results you have had and 
will make you feel that after all the fight is well worth the under
taking.

A year ago I was asked to write the surgeons of the Southern 
States to find out what their final résulta were after operation in 
cancer of the cervix. The results of my inquires are given in 
Surgery, Gynecology and Obstetrics for March, 1913. The vast 
majority had kept but scant histories, and had finally lost track
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of their patients, so that at the present moment few surgeons in 
the country have any adequate idea of what their labours have 
accomplished. Do let me urge upon you the systematic recording 
of every cancer case, the employment of the most thorough opera
tion in these cases, and the tabulation at yearly intervals of the 
results. You will thus continually improve your methods, will 
grow more enthusiastic in your campaign against this dread malady, 
and will at the same time give valuable data to your col
leagues in the profession.

The aim of our cancer campaign committee was to stimulate 
a wide-spread interest in the subject among the laity. Its labours 
have already borne fruit. Within the last few weeks a most repre
sentative body of New York laity, both men and women, have 
joined forces with the medical profession in the formation of the 
American Society for the Control of Cancer. This committee is 
assured of excellent financial backing, and is bound to be a great 
factor for the dissemination of knowledge concerning cancer.

We must not overlook the pioneers in publicity. Dr. J. H. 
Carsten, of Detroit, Michigan, has for years been doing yeoman 
work in his state, Dr. John G. Clark, Dr. F. F. Simpson and Dr. 
J. M. Wainwright, in Pennsylvania, Dr. S. Ixdgh in Virginia, Dr. 
F. H. Jackson in Maine, and there are a host of others whose names 
I would like to mention. I would also mention the splendid work 
of the Council of the American Medical Association in publish
ing instructions under the chairmanship of Dr. II. B. Favill.

I w'ould strongly urge upon the Canadian Medical Association, 
the most representative body of Canadian physicians, the ad
visability of at once appointing a cancer campaign committee for 
Canada. This could work independently or in close co-operation 
with one of the cancer campaign committees of the United States.

Much money has been given by philanthropic people for the 
study of the cause of cancer. Whether the ivtiology of cancer 
will soon be discovered or not is problematical, but in any event 
the people of the country should be made thoroughly cognizant 
of the early symptoms of cancer and of the fact that many may 
be cured by early operation. I can imagine no gift that would 
yield the philantliropist a greater return than the satisfaction of 
knowing that as a result of his munificence thousands of lives of 
cancer patients had been saved by prompt operation.

You in the Dominion have the wealth, the broad-spirited men. 
and the thoroughly competent surgeons, see to it that in the near 
future the cancer results of Canada arc equal to if not better than 
those of any other country.
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THE RADICAL OPERATION FOR CANCER OF THE UTERUS1
By THOMAS S. CULLEN, M. IL, Baltimokr

f'W AHE early recognition in recent years 
of cancer of the body of the uterus,

1 and, as a consequence, the complete 
removal of the uterus, has led to such 

excellent temporary as well as permanent 
results that a consideration of this variety of 
cancer of the uterus is at this time entirely 
unnecessary. Some operators claim that 
nearly all of these patients arc permanently 
cured of their cancer, and a most conservative 
estimate would be that fully two thirds of all 
cases of cancer of the body of the uterus 
operated upon never show any further mani
festation of the disease. This fact is often 
lost sight of in the gloomy reports frequently 
published on the final results in cancer of the 
uterus. The diagnosis in the majority of the 
cases of cancer of the body of the uterus has 
been made from scrapings, and from them the 
diagnosis is rendered certain in the incipient 
stage of the disease. In no other branch of 
surgery has the value of the microscope as an 
aid to the surgeon been more signally demon
strated. In the present address, therefore,
I shall limit myself to a consideration of can
cer affecting the cervix.

CANCER OF THE CERVIX

Before considering the immediate and end 
results in the radical operation forcancerofthe 
cervix, permit me to outline the salient points 
in our operative treatment of these cases.

Operability. It is very difficult to ascer
tain the percentage of cases that are suitable 
for operation. Many patients never see a 
physician until the disease is too far advanced 
for any radical operation, and often it happens 
that the surgeon is not even called upon to 
see the patient. Again, as pointed out very 
clearly by Taylor, numerous far advanced 
cases of cancer of the cervix arc seen in the 
dispen iaries, and only a minority of these 
reach the operating room.

When the cervix is freely movable, we con-
1 Read before the Third Clinical Congres* of Surgeons ■

sider the case operable; and although the 
growth may have extended to the vaginal 
wall, and even if the broad ligament on one 
side shows diminished mobility, provided the 
patient is in a fair physical condition, the ab
dominal operation is considered justifiable.

Before declining to operate, it is, as a rule, 
advisable to examine the patient under an 
anaesthetic, as one is occasionally able to de
tect that the lateral thickening is due. not to 
an extension of the cancer, but to a coincident 
inflammation of the tube and ovary. This we 
have noted on several occasions, and Taylor 
has recently drawn attention to this point.

TECHNIQUE OF Till. OPERATION

I have never performed a vaginal hyster
ectomy for cancer of the cervix, but would not 
hesitate to do so were I dealing with a very 
stout patient suffering from a carcinoma of 
the cervix, associated with marked prolapsus.

Preparatory treatment of the cervix. In 
some of the cases, we have cauterized the cer 
vix thoroughly and then abstained from all 
local treatment for a week, thus giving the 
raw area a chance to contract down. In some 
instances, this procedure has been followed by 
a marked “loosening up” of the cervix, and 
the uterus, which, prior to the cauterization 
had apparently been somewhat fixed, in the 
course of a few days had become freely mov 
able. On the other hand, I have noted that 
some patients take a second anaesthetic w ithin 
seven or eight days very badly; and so much 
have I been impressed with this fact that for 
several years 1 have, whenever possible, done 
the cauterization only just prior to opening 
the abdomen.

My colleagues at the Johns Hopkins Hos
pital, at the present time, after cauterizing 
the cervix and washing out the vagina, flush 
it it with an iodine and alcohol solution 
(iodine 3.5 per cent). When this is removed, 
the vagina is filled with alcohol After this
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in turn li;ts liven removed, the vagina is thor
oughly dried and is then filled with gauze. 
This method has proved to lie most satis
factory.

ABDOMINAL HYSTERECTOMY
The operation is patterned after that de

scribed by Wertheim. Good exposure of the 
field of ojieration is absolutely necessary to 
secure a thorough removal of the diseased 
structures. When the patient is very stout, 
a transverse wedge of skin and fat down to the 
fascia may be removed, and the abdomen 
then entered through a longitudinal incision. 
This procedure greatly reduces the depth from 
the surface to the floor of the pelvis, and mate
rially cuts down the time consumed in the 
operation.

In quite a number of the cases, we have em
ployed an electrically heated table throughout 
the operation, and it has seemed to me that 
these patients left the table in a much better 
condition than the average patient after 
hysterectomy for cancer.

Pro|x*r illumination is of great importance 
in this operation, and we have found the 
kronig light of much value in flooding the 
field of operation with a steady and most 
satisfactory flow of artificial sunshine. This 
light is a great adjunct to any operating

As many of the patients are weakened by 
the long standing hæmorrhage and discharge, 
I try to save the strength as much as jxissible 
by not placing the woman in the Trendelen
burg jxisture until the pelvis has been care
fully walled off and the operator is ready to 
expose the ureters.

As a rule, I have found no difficulty in lo
cating and isolating the ureters except in very 
stout persons. Here the jx-ritoneum appears 
to be excessively thin, while the underlying 
fat is correspondingly thick, and the small 
blood-vessels in the fat tear on the slightest 
traction. When the patient is thin, I rarely 
encounter much trouble until the vaginal 
veins to the outer side of and below the ureter 
are reached. These are usually readily con
trolled with the long Wertheim forceps, but 
now and then give rise to alarming bleeding. 
Occasionally, prior to cutting across the 
vagina, I apply the right-angle Wertheim

clamps, but usually, after doubly walling oil 
the uterus from the pelvic wall, and having 
had an assistant wipe out the vagina until 
the pledgets come away free from stain, I cut 
across the vagina, picking up the vaginal 
margins with Ochsner clamps.

After all oozing from the vaginal margins 
has been controlled the bladder jxTitoneum 
is tacked to the edge of the mucosa of the an
terior vaginal wall. Thus, as the bladder dis 
tends, it is the peritoneally covered area that 
ascends, and no raw surface is left to ride 
over any drain that may be left.

In some of the cases I have removed the 
pelvic glands, in others I have not disturbed 
them. Many of my patients were much ex 
hausted by the operation, and I felt that any 
further time exjx-nded in manipulation in the 
abdomen would seriously jeopardize the pa 
tient’s life. In 1900, in my book on cancer of 
the uterus, I drew attention to the fact that 
an enlarged gland did not necessarily indicate 
cancer, inasmuch as the enlargement might 
be due to septic absorption from the cervix. 
Peterson, in his series, removed the glands in 
29 cases, and in 5 of these found métastasés. 
Of the 5 patients, one died after operation, 3 
had a recurrence, and one was well after 3 
years. Whether the glands are to be removed 
or not must depend on the condition of the 
patient, and must be left to the judgment of 
the individual operator.

Closure of the pelvis. After the bladder has 
been attached to the anterior vaginal wall and 
the posterior vaginal wall to the rectum, the 
broad ligaments are closed. If all oozing has 
been completely checked, a small cigarette 
drain is laid in the pelvis and brought out 
through the vaginal opening, which is now 
not over 1.5 cm. in diameter. Where there is 
a little oozing in one or both broad ligaments. 
I have occasionally placed a cigarette drain 
in the lower angle of each broad ligament, 
bringing the ends out into the vagina.

Duration of the operation. When the car 
cinoma of the cervix is in an early stage, the 
patient is not likely to have lost much blood, 
and, as little sloughing has occurred, there 
has been a minimal amount of septic absorp 
tion. In such cases the opt ration is a relative 
ly easy one. In the far advanced cases the
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patient is frequently cachectic as a result of 
the anæmia and the absorption of septic prod
ucts. In these cases the growth often ex
tends alarmingly close to the ureter, and as a 
result the dissection is slow. This prolonga
tion of the operation in a patient already 
greatly weakened by the disease often leads 
to an alarming collapse before the ope. .tion 
is completed. Such a patient will stand the 
operation relatively well for from one to one 
and a half hours, and then suddenly collapse. 
A Wertheim operation, at best, is one of the 
most difficult of all the abdominal pro
cedures; consequently the operator needs to 
be in the best possible physical condition. 
He should make it his first operation of the 
day, and preferably perform it early in the 
morning, when lie is fresh. Stimulation of 
the patient should be undertaken, even before 
there arc the slightest signs of collapse.

When the cervix has been torn across dur
ing removal of the uterus, thus materially in
creasing the danger of peritonitis, I occa
sionally place an abdominal drain in the lower 
angle of the incision, in addition to the one 
emergi ig from the vagina. In these cases 
we place the patient in the Fowler position 
immediately after the operation, if the pulse 
will permit.

RESULTS IN THE RADICAL ABDOMINAL OPERA
TION FOR CANCER OF THE CERVIX

When the Committee of the American 
Gynecological Society met in Baltimore to 
arrange the program for its annual meeting, 
wlvch was held it. May of this year it was 
unanimously agreed that the time had 
arrived when we should take stock of the re
sults of abdominal hysterectomies for cancer 
of the cervix in America. The results of 
some of these labors arc to be found in 
Surgery, Gynecology and Obstetrics for 
August, 1912. That number of the journal 
includes interesting articles by Peterson. T ay
lor. and Taussig.1 At the meeting. Graves 
reported the results of his work in Boston and 
Peterson gave his statistics from Ann Arbor, 
Taylor sent out circular letters to about 17s

1 I ir John G ( lark of I’hilmlelpbia. Dr J Sampson of Albany, and 
vversl olliers aim briefly reported their naults in the radical operation. 
Ur t lari'» paper appears on p. a$$ of this issue. Dr. Samiwm's on

operators in New York. Brooklyn, and Phila
delphia. In his paper lie says, “The replies 
which 1 received did not give me any informa
tion along the line that I widicd. and I have 
not been able to deduce from them anything 
of value as to the ultimate result of cancer 
operations in these two states." He learned, 
however, two things: first, the entire absence 
of reliable statistics among the operators; 
second, the universal feeling among the sur 
geons that the patients were not seen early 
enough to be permanently relieved.

Taylor then reports his own results. His 
immediate mortality was only in 28 cases. 
Unfortunately many of his patients were lost 
track of, so that he could not determine the 
relative percentage of permanent recovery.

Taussig communicated with surgeons west 
of the Mississippi River. In all, lie collected 
records of (>o patients; only 14 of these ojiera- 
tions dated beyond the live year limit. He 
says, “By a strange coincidence, there was 
not a single operative mortality among these 
first 14 patients. Apparently, each operator 
was particularly careful in the selection of his 
first cases.” Of the 14 patients, one could 
not be traced and one had died of an inter
current disease. Of the remaining 12 pa
tients, 5, or 41.0 per cent of these, were still 
free from recurrence. This is an exceptional
ly good showing, even though the numbers be 
small.

Neel,'* after much labor, was able to trace 
the records of the cancer cases operated on by 
the radical method at the Johns Hopkins 
Hospital. These operations were performed 
by Dr. Kelly and his associates, and by the 
residents during the various years. Neel 
reported, in all, seventy cases in which over 
five years had elapsed since the radical opera
tion had been performed. There was an im
mediate mortality of 20, or 28.(1 per cent. Of 
the 50 patients leaving the hospital, nine had 
been lost track of, and one had died two years 
later of pneumonia ; 14, or 20 per cent of the 
total number of patients, are to day free from 
recurrence, and the remainder had died with 
unmistakable evidence of return of the 
growth. Neel draws attention to the fact 
that, if we deduct the 20 that died immediatc-

* Dr Neel's taper apt*.irs in this is«'ie on p. iijj
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|y and discard the patient dying of an inter
current affection, and also subtract the nine 
cases that were lost track of, he still has 40 pa
tients that survived the operation, and con
cerning whom he has definite data. Four
teen, or 35 per cent of the 40 patients, are still 
alive.

At the request of the Committee of the 
American Gynecological Society, I was asked 
to find out to what extent the radical ab
dominal operation was employed for car
cinoma of the cervix in the Southern states. 
Letters were sent out to most of the surgeons 
in the South, and I take this opportunity of 
thanking the many who took the time and 
trouble to reply. The majority had never 
done a Wertheim operation; a few had per
formed it two or three times, and had lost 
sight of the patient. Only in a few instances 
were the statistics of any value to us, either 
because the operation was of such recent date 
or because the patient could not be traced.

Under date of April 6, 1912, Or. George 
Tully Vaughan of Washington writes: “In 
reply to your letter asking for data of Wert
heim or other abdominal hysterectomies for 
cancer of the cervix, I should say that I have 
not had a large experience in gynecological 
work. About five complete abdominal opera
tions for cancer arc all I can muster — one 
death and the others still living, so far as I 
know. One, at least, was heard from recent
ly, three years after the operation.”

Dr. II. II. Grant of Louisville, Kentucky, 
replying under date of April 9, 1912, says: 
“ I have done but seven panhysterectomies 
for carcinoma, and but two of these included 
exploration for intra-abdominal glands, none 
claiming to be Wertheim. There was no im
mediate mortality. Two of these patients 
were subjected to amputation of the cervix, 
because of doubt, and in one, Mrs. L., aged 
37 years, reoperation was done after three 
months for a threatening recurrence in 1900. 
She died of recurrence ten months after the 
second operation. The other, aged 41, was 
rcoperated on in three weeks. She died in 
five months, of recurrence The other five 
cases arc still living. Mrs. W., aged 54, 
operated on November, 1909, well; Mrs. B., 
aged 47, operated on in February, 1910, well;

Mrs. M., aged 51, operated on in April, 1911, 
well; Mrs. V., aged 42, operated on in March, 
1910, suspicious; Mrs. M., aged 48. operated 
on in December, 1911, well.”

Dr. J. Mason Hundley of the University uf 
Maryland has had quite a number of perma 
nent cures, and is a most enthusiastic advocate 
of the radical operation. Under date of 
November 1, 1912, he writes: “I find we 
have records of 21 radical operations for can
cer of the cervix done by me since 1905. Of 
(hat number, 2 died as a result of the opeta- 
tion and one died after reaching home. Four 
are living and apparently well: one operated 
upon about six years ago, three between seven 
and eight years; and one is now dying, operated 
upon three years ago. Three are living after two 
years. The remainder have been lost track of.”

At the meeting of the American Gyne
cological Society, I reported my results in 49 
cases in which a complete abdominal hyster
ectomy was attempted. As noted from the 
accompanying table, brought up to June 1, 
1912, there were 11 immediate deaths, a mor
tality of 23 per cent; 3 patients were lost 
track of. and are accordingly included among 
the dead; 21 died at periods varying from a 
few months to six years. Fourteen were liv
ing and apparently well at the time of the 
meeting.

Some of the deaths were due to uncontroll
able venous oozing, others to shock due to 
hæmorrhage or to the greatly weakened con
dition of the patient, others to renal com
plications, and, in a few instances, to a local
ized purulent peritonitis. In the tabulation 
of remote deaths, it will be noted that in some 
it was clearly evident at the time of operation 
that the entire growth had not been removed. 
The death in nearly all of these cases was due 
to a continued progress of the disease.

Five-year limit. Twenty-six of my cases 
were operated on over live years ago. Of this 
number, seven died while the patient was still 
in the hospital. One of the patients was lost 
track of. Eleven died at periods varying 
from a few months to six years, and seven, 
or 26.9 per cent, arc well to-day.

i is well 6X years after operation.
1 is well 8 years after operation.
1 is well 8 years and 4 months after operation.
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i is well 8 years and 6 months aftcr operation. 
i i, well g years and 8 months after operation 
i is well g years and io months after operation, 
i is well 13 years aftcr operation.

In three of these cases, the ureters were 
rathetcrized prior to opening the abdomen.

The cancer in four of these successful cases 
was apparently confined to the cervix, the 
uterus being freely movable. In one case, 
the growth had extended into the right broad 
ligament and encroached alarmingly on the 
ureter.

In one case, the carcinoma had made such 
extensive inroads on the ai iur wall of the 
cervix that the bladder ha become densely 
adherent to it, and was oj led during the dis
section.

In the remaining the cervix was so 
extensively involve it, during the opera
tion, the body was almost completely torn 
away from the cervix, and on examination of 
the specimen after removal, the carcinoma 
was found to have extended almost to the cut 
surface. In this case a most guarded progno
sis was given. It is now over eight years and 
six months since this uterus was removed. I 
need hardly add that in every case a histolog
ical examination was made.

RESULTS OF ABDOMINAL OPERATIONS FOR 
CANCER OF TIIE CERVIX 1 

Immediate death, // cases —
Richardson, April, 190a.
Talc, July, 190a (H).
Kyle, October, 1903 (H).
Compton, April, 1903.
Rogers, March, 1905.
Hayward, February, 1906.
Vogelsang, November, 1906 (H).
Havistick, August, 1909.
King, December, 1909 (H).
1‘fafi, January, 1910.
Harris, November, 1910 (H).

Not located, 3 cases —
Collins, January, 1905.
Welch, January, 1908 (H).
Owens, February, 1908 (H).

Patients living, 14 cases —
Ryan, June, 1911; n months (H).
Carroll, May, 1911; ta months (H).
Griffith, October, 1910; 18 months.
Lucas, November, 1909; a years, 5 months til). 
Heilman, December, 1908; 3 years, 5 months (II). 
Sangwin, May, 1909; 3 years, 6 months.
Conklin, June, 1908; 3 years, 8 months (H).
Humphreys, December, 1905.
Herzen, April, 1904; 8 years.

1 Those marked with (II) 1 performed at the Johns Hopkins Hospital; 
the others were done at the other hospitals with which I am connecte4

Writes, January, 1904
Brown, August, 1903; 8 year'. <■ months

Mr M . patient -»l Dr G, . II f.trveth, Toronto, 
December, tgoj; g years, to months 

Keller, June, tSgg. 13 years.
Remote death, it caset

White, April, 1903, partially removed 
Tolley, April, 1903; partially removed.
Bowen, November. 1911; 1 month., un-mu. blindness 
(lifers, April, 1908; recurrence. 3 months ID

Jones, 1910; died, (> months ID 
lozemun, December, igto; incomplete removal. Died, 

(1 months.
Snivcly, June, 1910, died, <> months.
Finltle, April, 1903; died, 8 months.
Porter, January, 1 go5; not entirely removed; died, 11 

months.
Karr, July. 190(1; died. 14 months ill).
Franklin, February, 1908; died, 1(1 months ill).
Willis, October, 1905; died. 18 month- ID 
Mack, February, 1908; died, u< months tilt.
Raymond, January, 1908; died, at months ID. 
Ferguson, September, igofi; died, at months ID 
Trego, January, 1900; lived a years.
Baldwin, May, 1907; lived a years.
Ardingvr, July. 1908; lived a years, 10 months ID 
Stchle, May, 1904; lived 4 years 
Riggins, January, 1905; lived 5 years.
Mengel, May, 1904; lived nearly (1 year 

Operated on over 5 years ago; if) cases 
Immediate death, 7 cases.
Not located, 1 case
Remote deaths at periods varying from a few months 

to nearly b years, 11 cases.

7 cases or ab.9 per cent.

PROGNOSIS
Even after removal of the uterus, it is very 

difficult to give a satisfactory forecast as to 
the ultimate result. Sometimes a case that 
seems most favorable shows an early recur
rence, while a border line case that looks most 
unfavorable may remain free of the disease. 
When the growth of the cervix is of a glandu 
lar type, however, we may look for a s|ieedy

An early local return, while most discon
certing, need not necessarily prove fatal. 
Nearly two years ago, a very competent sur 
geon in a Southern state did a radical oj>era 
lion, and within a few months a carcinomatous 
nodule was detected in the vault. In this 
case, on account of the proximity of the car
cinoma to the ureter, I opened the abdomen 
and isolated the ureters and removed a long 
cuff of the vagina. This patient, up to the 
present time, if) months later, has had no fur 
ther manifestation of the disease.

Temporary Relief. Some surgeons are of
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the opinion that, if the entire growth has not 
been removed, the patients suffer much more 
than if no radical operation has been per
formed. In my experience, the patient in the 
late stages is no more prone to pressure symp
toms than is the woman who has not been 
operated upon. On the other hand, fre
quently the growth spreads in such a manner 
that the vaginal mucosa is not again involved, 
and the patient is accordingly spared the fre
quent hæmorrhages and the foul-smelling dis
charge. I am frank to admit that in some 
cases I would have refrained from operatng 
had I been aware of the widespread extension 
of the disease; but sometimes, when tihe 
growth is not very dense, the extent is only 
ascertainable when the operator has partially 
completed his dissection, and complete re
moval of the uterus cannot then be avoided,

DEDUCTIONS

It is difficult to lay down a hard and fast 
rule as to what cases should and what cases 
should not be operated upon. All familiar 
with the course of this dread disease know that 
in time the hæmorrhages become very severe, 
and that later on, in the intervals between 
hæmorrhages, the patient has a most foul and 
loathsome discharge, and that in some cases 
rectovaginal or vesicovaginal tistulæ or both 
may develop. They also know that the pa
tient becomes a burden to herself and a source 
of the greatest anxiety to her family, who are 
powerless to do anything; and. finally, that 
most painful pressure symptoms may develop. 
With such an outlook, I feel sure that there 
is not a man in this audience who, if brought 
face to face with such a problem in his own 
family, would not gladly take the chance of an 
operation, if there were only one or two 
chances in a hundred; as a matter of fact the 
chances are infinitely better.

Over a decade ago, when speaking before 
the Academy of Medicine in this city on the 
early diagnosis of cancer of the uterus, one of 
the most distinguished gynecologists of New 
York, in the discussion, said, if I remember 
correctly, that he had operated on over 120 
cases of carcinoma of the uterus, and that at 
the time of the meeting not one of them was 
living.

The splendid results obtained by Wirt 
heim and others in Europe leave no doubt 
that great strides have been made in the cure 
of cancer of the uterus, and even from tin- 
limited observations in America, it is clear 
that considerable progress has been made, 
and there is no reason why we should nut 
materially increase our percentage of perma
nent cures. The Germans certainly have one 
advantage over the American surgeons. 
Many of their patients have had large num
bers of children and, owing to their manner of 
work, have not accumulated the large amount 
of adipose tissue that is so prevalent with u>. 
Consequently the continental operator can at 
once secure a much better exposure, and is not 
troubled with the abundance of adipose tis
sue around the ureter and in the broad liga

The oftener the surgeon performs this op
eration, the more expert he becomes; the 
length of the operation is shortened, and con
sequently the death rate is lowered. The 
German surgeons apparently see many more 
of these cases than surgeons in this country. 
During my last trip to Germany, 1 was mak
ing rounds with Professor Zweifel, in Leipzig, 
and he told me that in one month he had per
formed fifteen Wertheim operations for cancer 
of the cervix. It is, therefore, only natural 
that the German surgeon should have a lower 
operative mortality. Again, the continental 
surgeon has materially profited by the wide
spread publicity which the cancer problem has 
received, both in the profession and among the 
laity.

From time to time attempts have been 
made in America to start an education of the 
women of this country to the necessity of re
porting any suspicious symptoms at once to 
their physicians, but, apart from some spas
modic efforts, nothing has really been accom
plished. It would be most fitting if this splen
did society should here and now start a can 
cer campaign that would extend from coast to 
coast. It can and should be undertaken at 
once. Publications that have done much to 
enlighten the laity on medical matters could 
be of invaluable service in the dissemination 
of this knowledge.

The laity now have a clear idea of the sub-
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j»it of appendicitis, and whereas a decade 
ago it was often necessary for the family 
physician, after making the diagnosis, to 
-pend hours in urging the necessity for im
mediate o|K-ration, at the present day, after h » 
has given his verdict, the first question asked 
by the family is, to what hospital the patient 
should Ik- sent.

The splendid crusade against tuberculosis 
is another example of the immense amount 
that has been accomplished by the education 
of the rank and tile of the community.

Two or three well illustrated articles, ex
plaining in simple words just what cancer is, 
how it spreads, and what may be accom 
plished by early operative interference, will 
he all that is necessary to put women on their 
guard. Many of them have an innate fear 
that they will some time develop cancer of the 
uterus, and are fully aware of the distressing 
train of symptoms in the advanced stages of 
this dread disease. What we want to do is to 
impress upon them the fact that any ab
normal bleeding, no matter how slight, should 
lie immediately investigated by their physi
cian to ascertain if cancer be present. If no 
malignancy be found, they are relieved of 
their unnecessary anxiety. If cancer be pres
ent, it can be combated in the early stages. 
The fact that early cancer may be success
fully eradicated by operation, and that it is in 
the beginning a strictly local process instead 
of a “general blood disease," as it is so often 
referred to by the laity, should be most 
forcibly impressed upon the community.

The sooner this subject is launched the 
-I«oner will our percentage of permanent cures 
increase. I feel sure that after women in 
general are thoroughly familiar with the ne
cessity of an examination just as soon as they 
present any symptoms, the surgeon will be 
able to save, at a conservative estimate, from 
20 to 25 per cent of these cases.

Among the most important surgical papers 
that emanate from the larger clinics are those 
which deal with the after results in various 
operative procedures, and it is well worth the

while of every surgeon to “take stock" at 
regular intervals. Having a vivid recoller 
lion of the numerous immediate deaths I had 
encountered following the Wertheim opera
tion, I hesitated long before I could make up 
my mind to attempt to locate the patients 
that had left the hospital. But when, finally, 
the work was commenced, and it was found 
that some patients had enjoyed comparative 
comfort for one, two or three, or even six 
years, I felt that the operation had been worth 
while. And when seven let ters came back say 
ing that the patients were well at periods vary
ing from six to thirteen years, and expressing 
the most profound thanks for what had been 
done for them, I could not help feeling that 
the radical abdominal operation is the one 
destined to yield the best results.

This is an operation, however, that cannot 
be lightly undertaken, as it requires the very- 
best efforts of the surgeon. My friend, Reu
ben Peterson, has expressed my sentiments so 
well that in conclusion I will quote what he 
has recently said on the subject.

“My belief in this operation has only be
come stronger. However, the experience 
afforded by eleven additional cases has not 
made me any more confident that the next 
patient I operate upon will either survive the 
primary operation or will ultimately be cured. 
On the contrary, in contrast with other ab
dominal operations, the more I perform this 
operation the more I res|>ect and, possibly, 
dread it. Vet 1 adhere to it for the simple 
reason that, in my hands, all other operations 
for cancer of the uterus have been disappoint
ing in their uniformly bad ultimate result, 
while with the radical abdominal technique I 
I have been able to save a fairly good per
centage of my patients, and that, after all is 
said, is what the surgeon is after. If he be 
not content to set at naught his surgical repu
tation as far as primary results arc concerned 
for the sake of ultimately curing more pa
tients, he would best not meddle with this op
eration, which, in apparently favorable cases, 
is only too apt to turn out to lie grave.”
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S* i;\ KKAI. months .1-0 our worthy sec 
rvlary. Dr. Le Roy Broun. u>ked me if 
1 would not look up for this meeting 
our operative results in cases with a 

low hæmoglobin. We have examined Un
cases of the gynecological department of the 
Johns llopkins Hospital from txs<> to 11> 1 -* 
.nul have found records of about 170 i .n > in 
which the hæmoglobin was 40 per cent, or 
below. This, however, by no means repre 
sents the total number. In the early days 
the hæmoglobin estimate was not made as a 
routine procedure, and from time to time 
since an occasional omission has occurred. 
The ligures are. however, fairly accurate I 
have decided on 40 per cent, as a convenient 
arbitrary percentage. \\ < are all familiar 
with the fact that many patients with le-- 
than 40 per cent, of hæmoglobin pas*, through 
an operation very satisfactorily, but in any 
case in which the percentage P 40 or less the 
operator naturally has a certain amount of 
anxiety. In our group are included a few 
cases which for various reasons were not 
operated upon.

Dr. Benjamin (). McCleary has been oi the 
greatest assistance to me in obtaining the ne 
cessary data and I gladly acknowledge my 
indebtedness to him.

For the purpose of convenience I shall 
divide the cases into two main groups :

1. Patients that recovered.
2. Patients that died.

('M'SF.i OF TIIE LOW II KMOtil.OBIN IN THE 
PATIENTS I'll AT RECOVERED 

I'tcrine myomata were associated with a low 
ha-moglobin in 42 cases. As is well known, 
the position of the myoma is responsible for 
the bleeding. A myoma may reach \ cry large 
proportions without occasioning any loss of 
blood provided it docs not in any way en
croach on the uterine cavity. On the other 
hand a submucous myoma not over 1 or 2

cm. in diameter max cause alarming luemor 
rlnge. According!) il i* the ubmucous 
myomata that are responsible for the very 
low Iwvmoglobin.

I I I KIM M V " VI X

Hyperplasia of On 1 tulomctrium was tbe
cause of the low ha-moglobin in .* > cases. 
This condition is a definite pathologie al entity 
that as yet has not been accorded the recogni 
lion it deserves. I he endometrium presents 
1 most characteristic pictui ! ’ 
is thicker than usual The surface may be 
perfectly smooth or there may be lit lie poly
poid outgrowths projecting from the surface. 
Many of the uterine gland' are mall and < ir 
cular on cross section; others are larger and 
still circular; not a few are at least ten times 
as large as normal and are somewhat irregu 
lar. I he glands, whether large or mall, have 
a much higher epithelium than normal and 
many of them are apparently lined with two 
or three layers of epithelium lhe stroma 
is much more cellular than u-ual and its cells 
frequently contain nuclear ligures. The \ t ins 
in tlie stroma are often much dilated forming 
sinuses, which at times are partly or com 
pletely tilled with organizing thrombi.

(liven such a condition one can supply a 
relatively accurate clinical picture of the 
patient. She P usually between > and 4>

’Read before thr American Gynrcologlcal Society \\ .-hlnitum I» < May X »>t,
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years of age and her periods are excessive. 
As a rule, there is no intermenstrual discharge 
of any kind. Curettage is usually followed by 
perfectly normal menstrual periods for from 
three or four months to a year. The excessive 
bleeding then recurs, to be again relieved by 
curetting. The haemorrhage may be perma- 
ncntly relieved after several . urettings, but 
in not a few cases it is in the end necessary to 
remove the uterus. I drew attention in 1900 
to this group of cases in “Cancer of the 
Uterus” (p. 479) and in “Adenomyoma of the 
Uterus” (p. 181, Fig. 53). Since then I have 
seen this condition several times in young 
girls. Quite recently I saw a girl, 16 years of 
age, suffering from a profuse and continuous 
bleeding. A physician who saw the large 
amount of mucosa removed felt sure that I 
was curetting away remnants of an afterbirth 
and only on microscopic examination of the 
scrapings was he convinced that no pregnancy 
had existed. Dr. Elizabeth Hurdon has also 
seen a case of hyperplasia of the endometrium 
in a givl still in her teens. This is a condition 
with which we should all be thoroughly 
familiar. In some of the 23 cases here men
tioned the hyperplasia was of a mild grade, 
in others it was marked.

HYPERPLASIA OF THE ENDOMETRIUM 
Oyn. No. Percent. Gyo. No Percent. fiyn. No. Pei

5783 
507'» • 
6128 . 
668g . 
7846
8413

934°
10097

......31

..........17

..........33
15

......40

......15

..........4°

10136 35
10165 35
10409................ 38
10562 35
10902 14
11049 *5
117501 35
12070 /..............40
1.3344 30

13883...................20
14059................40
M503 38
>3883 \ ..
noos f........,s
,6»' )........ ,o
17444/ ’
18030.................. 35

Squamous cell carcinoma of the cervix was the 
cause of the low hæmoglobin in 18 of the cases.
SQUAMOUS-CELL CARCINOMA OF THE CERVIX 
Cyn. No. Percent. Oyn. No. Percent. Gyn. No. Percent-

7454 
7564 
7786..
7819
7840
7900
9004

38 39
10849 . .. 18 16846 1

13376... 40 17609J

13545 40 'S'53
13943 19 18333 35
13986 40

Pelvic inflammation was apparently the 
cause of the low hæmoglobin in 13 of the 
cases. We are all familiar with the frequency

with which a pelvic inflammation, especial . 
if one-sided, may simulate a tubal pregnant . 
and there are probably few of us who ha\e 
not opened the abdomen confidently expect 
ing to find a tubal pregnancy only to en
counter a pus tube or general pelvic adhesion .

PELVIC INFLAMMATION
Per cent Gyn. No. Per cent.

6615. 30 H764 .28 16294
•146 40 11934 30 16333
9139 38 13826 16494

32 15745
..........23 16290 ..........35

Retained placental tissue had brought about 
a hæmoglobin of 40 per cent, or less in 13 
cases. In one of these the loss of blood had 
been so great that the patient’s hæmoglobin 
was only 15 j>er cent, on her admission to the 
hospital.

RETAINED PLACENTAL TISSUE
Gyn. No. Per cent. Gyn. No. Per cent

5759 38 37
6164. . . 38 95581 ..........35
7794 35 9878' . ..........30
7908 23 '5 'Endometrium o(

..........30 ..........19 pregnancy.

Tubal pregnancy. Where the tube is still 
intact the abdomen may contain no blood, 
but if the tube rupture or if there be a tubal 
abortion, the abdomen may be filled with 
blood, the amount being only limited by the 
capacity of the patient’s abdomen. Conse
quently the multipara will naturally lose 
more than the nullipara whose abdominal walls 
have never been distended by a pregnancy. In 
12 of our successful cases the low hæmoglobin 
was due to a ruptured tubal pregnancy.
TUBAI. PREGNANCY WITH A LOW

Per cent. Oyn. No.
40 11815 . ...28

7782 . 30 35
•••■ <7 13211 \

..........35. 40 uii6/
..........39 15145 ..........35

HÆMOGLOBIN 
Gyn. No. Per cent
if) 296...................25
16615.................. 40
17438...................23

Adenomyoma of the uterus was the cause of 
the low hæmoglobin in 7 cases. In this 
group of cases we have a diffuse myomatous 
thickening of the uterine wall. This may be 
limited to the anterior or posterior walls, or 
form a mantle around the uterine cavity. 
The uterine mucosa passes down into the 
crevices in the myomatous tissue and in addi
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tion the uterine walls often contain discrete 
myomatous nodules. The excessive loss of 
blood at the periods, the severe [tain at the 
period so often noted, coupled with the fact 
that there is no intermenstrual discharge, and 
that the endometrium is normal, taken to
gether give a symptom complex which renders 
the clinical diagnosis relatively certain.

ADENOMYOMA WITH LOW HÆMOGLOBIN 

Uyn. No. Per cent. Gyn No. Per cent Gyn. No. Per cent.
66 Jt................ 24 13407 40 16603 40
7850................. 30 M060 35

iiqiq............... 40 16010.......... 40

Chorio-epithdioma. One of our patients 
(10094) on admission had a hæmoglobin of 
20 per cent. Another (18034) came to the 
hospital with a hæmoglobin of 40 per cent.

Other causes of a low hæmoglobin. In look
ing through this list it will be noted that in 
addition to carcinoma of the body of the 
uterus, hæmorrhoids and prolapsed rectum, 
where the loss of blood could account for the 
low hæmoglobin, there were other causes such 
as peritoneal carcinosis, amenorrhcea, chronic 
interstitial nephritis, mitral insufticieno, 
ovarian and pelvic abscess. In these the Ijw 

hæmoglobin was due to some factor o:her 
than the loss of blood.

Gyn No Percent
Abdominal carcinosis..................................... 8219 25
Hæmorrhoids.............................................. 8369 35
Adenocarcinoma of ovary with métastases. 8907 40
General pcritonc-.l carcinosis........................ 9 12 35
Adenocarcinoma of uterus, left tube and

Pregnancy.......................................................
Carcinoma of body of uterus.......................
1'mlapsed rectum...........................................
Menorrhagia (no op.)....................................
Large ovarian cyst — refused operation 
Chronic ulcer of cervix.................................

Carcinoma of body of uterus........................
Abscess occupying right side of abdomen

after labor...................................................
Abscess in left broad ligament.....................
Ovarian cyst, abscess in right broad ligament

Amenorrhcea, infantile pelvic organs, T. B. 
Tuberculosis of endometrium and uppendi-

Hypertrophy of cervix..................................
Indefinite menorrhagia..................................
Adenocarcinoma of cervix............................
Amenorrhcea, retroposition, pulmonary 

tuberculosis.................................................

Pelvic melanosarcoma and ascites.... .

38
9940

10838
113*5 36
11347 28
11555 40
11278 1 4011562 /
11762 35

12456 26
13564 37
13601 So
(fell to

14544 30

*5542 21
15838 30

35
17080 28

14544 1,
173**/
17377

PERCENTAGE OF HÆMOGLOBIN

In our series of patients that lived, 14 had 
a hæmoglobin below 20 |>er cent. The lowest 
were 10 per cent. (9593), 12 per cent. (18153), 
14 per cent. (10902), 14 per cent. (11889), 15 
per cent. (10001), 15 per cent. (13883 and 
14698), 15 per cent. (16405).

In summing up the hæmoglobin in 152 
cases we and approximately the following:—

Between 40 and 36 per cent., inclusive 49
Between 35 and $1 per cent . inclusive 30
Between 30 and 20 per cent., inclusive . 29
Between 25 and 20 |kt cent., inclusive 30
Below 20 per cent... .... 14

15*

OPERATIONS ON PATIENTS WITH A 1IÆ.MO 
GLOBIN BELOW 30 PER CENT.

Curettage. An ether examination with 
curettage even with a very low hæmoglobin 
gives rise to little or no trouble, as is indicated 
by the following list.

CURETTAGE
Gyn. No. Per cent Gyn. No. Per cent Gyn No Per cent
5976..............17 13883 \ For retained

10097..............*0 14698/ 5 membranes
10902 14 15745 21 7908 23
11049..............25 For chorio-cpi- 7908............... 23
11652..............23 thelioma 10001............ 15
13883..............20 10004 20 10148................19

Vaginal removal of a submucous myoma. In 
seven cases this was successfully accom
plished. Where, however, only a portion of 
the myoma is submucous, the greater part of 
the tumor being interstitial, and the hæmo
globin index very low, the vaginal operation is 
out of the question and any operative inter 
ference is fraught with great danger, particu
larly when the myoma is sloughing.
Gyn. No. Percent Gyn. No. Percent Gyn. No. Percent

9678 23 16405
11743 23
1 iSSqfp.irti.tl) 14

1$

Abdominal operations in the presence of a 
low hæmoglobin. These consisted in an ex
ploratory laparotomy, conservative ojiera- 
tions, removal of the appendages on one or 
both sides, removal of tubal pregnancies and 
the drainage of an abdominal abscess in a 
desperately ill patient. Even with the low 
hæmoglobin the patients stood the operations
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Exploratory laparotomy .......... ................ 25
Conservative abdominal operation..............
Removal of tubes and ovaries...................... 25
R( mov il of tubes 117(14 28
Removal of right appendage >....................... 23
Removal of tubal pregnancy. 11815 28
Removal of tubal pregnancy
Opening abdominal abscess following labor

16,»6 2$

(desperate condition)................................. 12456 26

Hysterectomy on patients with a low henno- 
glohin. As seen from the accompanying 
table, vaginal hysterectomy was performed in 
two cases and abdominal hysterectomy in 17 
cases with success, despite the fact that in 
one case the hæmoglobin was only 19 per cent, 
and that in several others it was below 25 per 
cent. The results clearly show that even with 
a very low hæmoglobin, hysterectomy may be 
safely undertaken. In such cases, however, the 
utmost care must be taken to avoid any un
necessary loss of blood and 1 have also found 
that in such cases the shorter the time the 
patient is on the operating table the better.

HYSTERECTOMIES PERFORMED ON PATIENTS 
WITH HÆMOGLOBIN BELOW 30 PER CENT.

(a) Vaginal hysterectomy:
Gyn. No Per cent

7564 Carcinoma of cervix ...........................................22

(b) Abdominal hysterectomy:
Gyn. No. Percent Gyn. No. Percent. Gyn. No. Percent.

7438 .............IQ 8413............... H139 25
8130..............28 Curettage. 25 12234 .25
9201.............. 22 Hysterect 38 12800 ........25
9340...............29 9789 20 14458 20
9593.lo&23(Op.) 10172 .29 15542 21
9707 . .'(1 11077 22 17080 28

18185 25

PATIENTS WITH A LOW HÆMOGLOBIN, UNABLE 
TO UNDERGO AN OPERATION AND WHO 

DIED IN THE HOSPITAL
I shall here briefly record the history of 

each of these cases. Cases 8804, 11337 and 
14477 indicate very clearly that myomata, if 
left alone, occasionally are the direct cause of 
death. Elsewhere 11 have shown that in over 
1 per cent, of our myoma cases sarcoma de
veloped in or was associated with the myo
mata and that in over 1 per cent, of the myoma 
cases carcinoma of the cervix was found ; and 
further that in 1.7 per cent, of the myoma

1 Myomata of the Uterus Kelly and Cullen, pp i6q, j6j, 174.

cases adenocarcinoma of the body was a Is. 
present with the myomata. Here we havt 
three cases in which the death was direct 1\ 
due to the hæmorrhage from submucous myo 
mata, the hæmoglobin being 20 per cent., 1 
per cent, and 10 per cent, respectively.

In cases 10975 and 18533 the low hærno 
globin coupled with the infection was amply 
sufficient to cause death. In the two remaining 
cases the carcinoma with its secondary compli 
cations naturally caused a fatal outcome.

A large, sloughing submucous myoma; irrigation 
and packing of the uterine cavity. Hæmoglohin so 
per cent.; death. Gyn. No. 8804. M. r . whiti 
aged 45. Admitted to the Johns Hopkins Hospital 
May 30, 1901 ; died June 1. 1901. For nearly four 
years the patient had had frequent uterine hæmor 
rhages and for three weeks prior to admission had 
passed dots. She had grown progressively weaker 
and for the last two weeks had had fever. On ad 
mission she looked desperately ill; the hæmoglohin 
was 20 per rent. The abdomen was markedly dis 
tended by the myomatous uterus. The uterine dis
charge was offensive. The cavity was irrigated and 
a litre of foul clots came away. Death soon fol

Submucous myoma, hæmoglohin 12 per cent. No 
operation; death. Gyn. No. 11337. It. H., aged 38, 
colored, nullipara. Admitted to the Johns Hopkins 
Hospital June 6, 1004; died June to, 1904. Ihr 
complaint on admission was weakness and uterine 
hemorrhage. She had been married ten years. 
She began bleeding on December 16, 1903 (7 months 
before admission); each How was profuse and lasted 
two weeks up to March, 1904. She had lost so 
much in strength that she was forced to remain in 
bed. After March the haemorrhages had become 
constant, very severe at times, large clots had been 
passed and there had been in addition a very foul 
ieucorrhoeal discharge. The bowels had been con 
stipated and she had suffered a great deal from 
nausea and vomiting. On admission she was 
fleshy but very amende. The abdomen was tender 
just above the symphysis on both sides and a mass 
could be made out extending above the symphysis. 
The cervix was smooth and normal, the us patulous. 
Occupying the position of the fundus was a mass 
the size of a cocoa-nut. The patient bled profusely 
from the prick in her ear made to obtain the blood 
for the estimation of the hæmoglobin, although tin 
needle was of small size. Adrenalin had little 
effect. The bleeding was checked by the use of 
compresses and collodion. The blood obtained 
showed a hæmoglobin of 12 per cent, red blood cor 
puscles 1.828.000. white blood corpuscles 8000. On 
June 8th the patient was markedly nauseated and 
vomited. The vagina was packed tight with gau/< 
The patient continued to grow worse, became ir 
rational and restless, and died on June 10, 1904.
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\t autopsy, in addition to the myomatous uterus 
. re was double hydrosalpinx and an ovarian cyst, 

vtremc secondary amenda, fatty degeneration of
heart and other organs, focal necroses in the liver 

11 a healed infarct of the spleen.
Submucous uterine myomata, li<rmoglobin m to i *

■ a!. pulse l6o to tSo. No t pt Ui 
m weakness and shmk.
llyn. \o. 14477 S. I". It., aged 36, coloreil. Ad 
1 tvil to the Johns Hopkins Hospital January n. 

10S, died January 7, 1908. This patient was seen 
• her home on January 0. 1908. She was ext rente- 

ana-mic. Her hæmoglobin varied from to to 1 5 
r cent., her pulse from 160 to 180. She had all

■ lie symptoms of internal haemorrhage, was extreme-
restless, had marked pallor and was dysp 

1 ic. For some years she had had a very profuse 
Menstrual flow at intervals of from two to three 
weeks, lasting several days. She would pass a 
irge quantity of clotted blood with a great deal of 

pain. Her physician at that time advised removal 
• • ! an abdominal tumor. There had been a partial 
prolapse of the uterus. She has been confined to 
lied for some time. When seen at her home she had 
not voided for 30 hours and her general condition 
was precarious. The submucous vaginal growth 
was apparently attached by a pedicle 4 to 5 mi. in
■ Unmetcr. On abdominal examination the bladder 
was found to be markedly distended and reached 
almost to the costal margin on the left. This 
mounted for her inability to void. On the right 
-l ie could be felt a hard indurated nodular mass, 
apparently a myomatous uterus movable from side 
to side, but firmly fixed in the pelvis. On admission 
to the hospital the condition was so critical that 
operation was deemed out of the question. The 
rectal temperature was 940 F. She died at 3 i> m. 
of the same day. At autopsy a myomatous tumor of 
the uterus was found. The cervix was dilated to 
(1 or 8 cm. in diameter. Death was due to extreme 
weakness and shock.

Puerperal infection developing three weeks after 
labor. Hemoglobin per cent. No operation; 
death, llyn. No. 10975. B. (1.. married, aged 20. 
white. Admitted to the Johns Hopkins Hospital 
January 6, 1004. died January 8, 1004. This pa
tient entered the hospital with fever, shortness of 
breath and at the time of her admission she had a 
haemoglobin of 25 per cent. She had been married 
. years, had had one child and one miscarriage. 
Three weeks before she had had a full-term child. 
1 or the first day after, she had felt well, but then 
began to suffer with pain in the abdomen. The 
bleeding kept up continually. She was curetted 
4 days later by her physician, but had a severe chill 
and fever on the day following. The fever and the 
chills continued and there was vomiting every day, 
incontinence of feces, a vaginal discharge and pain 
in the abdomen. On admission she was exceedingly 
pale and there was a purulent reddish vaginal dis
charge. The cervix was soft, the uterus subin
voluted, in anteposition. There was some thick

ening in the broad ligament and marked tenderness 
everywhere in the pelvis. Her red blood count was 
2.100.000, leucocytes 7200. hæmoglobin 25 per cent. 
She gradually grew worse and died January 8. at

thrombosis of the ovarian veins, vegetative endo 
carditis of triais pit valve, peril ardiat effusion, hi 
lateral fibrinous pleurisy, lobar pneumonia. No 

Gyn No
18533 11 I' . lolored. aged 40 Admitted to the
Johns Hopkins Hospital July 18, kji • died August 
1. 101»>n admission 'lie was irrational and her 
history had to be obtained from a relative. She had 
been feeling badly for a month but had worked up to 
a week of her admission to the hospital. She com 
plained of pain in the lower abdomen and had fever. 
She had been married 20 years and had had 8 
children and one miscarriage. She had always been 
well up to the present illness, about ten or twelve 
days before admission. When 'he entered the 
hospital she was very drowsy, irritable when aroused, 
did not answer questions clearly, could not tell h-r 
age, but was conscious of the fact that she was in a 
hospital. She apparently understood questions, but 
only when they were asked a number of times. The 
skin was hot and her tongue coated. The breathing 
was harsh and there were sibilant râles. The heart 
was slightly enlarged; the pulse rapid. The abdo
men was somewhat distended. Its walls were thin. 
There was considerable voluntary resistance.

On vaginal examination the mucous membranes 
were found to be pale. There was bulging of tin- 
anterior and posterior walls. The os readily ad 
mit ted the tip of the index linger. The cervix was 
larger than normal. The fundus could not be made 
out on account of resistance. The hæmoglobin was 
25 per cent.; the leucocytes were 17.400. On tin- 
following day the leucocytes were 21.500, red blood 
corpuscles 3. too.ooo. On July 20 the patient wa« 
gradually becoming worse. Illood cultures showed 
Staphlococcus aureus.

On July 23d a mass of doughy consistency and 
tender was found in the right side just in front of the 
iliac bone.

On July 25th the condition was about the same. 
The kidneys were acting normally. Red blood 
cells 1,736.000, whites 20,300, hæmoglobin 25 per

July 30th. The patient refused all food. N’utri 
ent enemata were expelled. The respirations rose to 
60 per minute. There was a slight cough with 
blood-tinged sputum.

July 31st. Consolidation was noted in the lower 
left lobe. Death occurred at 12.15

In this case a Wassermann test was negative. 
Blood cultures showed staphylococcus aureus. Au
topsy revealed thrombosis of the ovarian veins. 
There was vegetative endocarditis of the tricuspid 
valves, pericardial effusion, bilateral fibrinous pleu
risy. lobar pneumonia, chronic congestion of the liver.

Hilatrral ovarian adenoc y stomata, multiple uterine, 
myomata, eareinomi of the sigmoil. perforation of the
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lower bowel, non prenons peritonitis. Iiœmoglobin 40 
p>r tent. A'o operation; death. (iyn. 12656. 
K. (aged 50, colored. Admitted to the Johns 
Hopkins Hospital January 25, iqo6, died February 
S. 1006. This patient 1 ad never been pregnant. 
She was suffering from diarrhœa, having four or live 
stools a day. She had been passing blood in the 
stools for a long time, probably a year, but had not 
suffered from hæmorrhoids. In June, IQ05, she hail 
continuous severe abdominal pain, especially in the 
lower portion; this had gradually become worse. 
It had borne no relation to menstruation. She had 
noticed an abdominal swelling about 5 months 
before admission. The swelling had rapidly in- 
1 reased and night sweats appeared. There had been 
no leucorrhival discharge, but loss of weight and 
strength. She had become very weak and emaci
ated. On admission the temperature was 102° I ., 
the pulse 120; the red blood corpuscles were 2.720.- 
000. whites 54,400, ha-moglobin 40 per cent.

Her condition gradually grew worse and she died 
February 8th. At autopsy bilateral ovarian adeno
cystoma! a. multiple myomata of the uterus, car
cinoma of the sigmoid, perforation of the bowel and 
a gangrenous peritonitis were found.

Squamous-cell carcinoma oj the cervix with ex
tension to the pelvic strut turcs. Métastasés to the liver 
ami rectum, double hydro- and pyonephrosis. Ilirmo- 
globin 2,S’ per cent, no operation, death, (iyn. No. 
8058. II. B., colored, aged 28. Admitted to the 
Johns Hopkins Hospital July 41, 1001. The pa
tient gives a history of sudden profuse uterine 
hemorrhage in September of the preceding year. 
She was sewing at the machine at the time, became 
so weak that she fainted and large clots came away. 
She has been passing large clots from time to time 
since then and has undergone some operation at 
another hospital within the last few months. At 
the present time she complains of pain in the hip, 
w hich radiates up and down the leg, of colicky pains 
in the abdomen every few minutes and of cramplike 
pains in the umbilical region. She has a great deal 
of nausea; even a sip of water will make her vomit. 
At times she is very hungry, but afraid to eat. She 
suffers from constipation, increased frequency of 
micturition and at times difficulty in passing water.

When the patient was admitted she was very weak 
and considerably emaciated. The inguinal glands 
were palpable on both sides. There was a foul 
smelling vaginal discharge, watery in character, and 
almost the entire vagina was filled with a nodular 
mass which was fungating; it involved the anterior 
vaginal wall and extended far out on the lateral 
walls.

Clinical diagnosis. Squamous-cell carcinoma of 
the cervix with pelvic involvement. At this time 
the ha-moglobin was 28 per cent. The patient was 
in no condition to stand operation. She died on 
September 3, moi.

Autopsy. Anatomical diagnosis: Carcinoma of 
the cervix with métastasés in the broad ligament, 
pelvic, inguinal and abdominal lymph glands, in the

labia, the rectum and liver; double hydro ureter and 
hydronephrosis. Effusion in the pleural cavities; 
cystic ovary.

DEATHS FOLLOWING OPERATION ON PATIENTS 
WITH A LOW HÆMOGLOBIN

We have had 13 patients with a low haemo
globin that succumbed after operation.

Alxl. hysterectomy for myoma;
lucmoglobin.................................... Death

Removal of tubal pregnancy; harino-
IS Death

Removal of tubal pregnancy ; hæmo-
Death

Alxl. removal of tubo-ovarian abscess 38 Death
Abd. hysterectomy for squamous-

cell care, of cervix.......................... 39 Death
9387 Nag. Inst, for squamous-cell care, of

35 Death
Fxplor. abd. op. in advanced squarn-

ous-ccll carcinoma of cervix..........
18341 Abd. hyst. for squamous-cell care.

of cervix ........................................... Death
Abd. hyst. for care, of body of uterus 35
Kxpl. of abd. Inoperable care, of

17 Death
Expl. of abd. lno|terable care, of

35 Death
Abd. removal of pelvic structures for

care, of ovary.................................. 38 Death
Abd. hyst. for chorio-cpilhelioma. . 35 Death-

'On jSth day. ’After several months.

Myoma. In Case 8024 in which an abdonv 
inal hystero myomectomy was performed the 
convalescence, as seen from the history, was 
normal until the 16th day when intestinal 
complications developed. We have had nu
merous abdominal hysterectomies on patients 
with a ha-moglobin lower than 40 per cent, and 
had this patient not developed the intestinal 
complications she would certainly have re 
covered.

.1 myomatous uterus, hamoglobin 40 per cent 
Hysleromyomcctomy, death. (Iyn. No. 8024. Path. 
No. 4255. S. F.. aged 45, colored. Admitted to 
the Johns Hopkins Hospital July 28, moo, died 
August 28, moo. This patient had been married 
years, had had one child, no miscarriages. For 
eight weeks she had gradually been losing weight and 
strength. When she was first taken ill she had had 
vomiting and could keep nothing on her stomach 
She had noted something growing in the lower abdo 
men for about two years. There had been slight 
straining at micturition. On admission the patiem 
was poorly nourished. The lower portion of tin 
abdomen was distended by a rounded tumor ma— 
about the size of a six months’ pregnancy. At tin 
time of operation the ha-moglobin was 40 per cent
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but from the history we could gather no indication 
.is to the cause of this low percentage. On August 
i. iooo, a complete hysterectomy was done. Con
valescence was normal and the patient was up in a 
wheel chair on the iht h day. Frequent stools began 
on the 17th day and continued to the 22d day. In 
spite of appropriate treatment the patient died on 
the 28th day. She was delirious for several days 
anil had fever for three days before death.

Tubal pregnancy. Although in Case 10678 
the hæmoglobin was only 15 per cent, the 
patient stood the operation fairly well hut 
died on the following day. In Case 15,(14 at 
the time of operation the hæmoglobin was 
52 per cent. Most patients with such a per 
ventage would be considered a fair risk. The 
only two cases of extra-uterine pregnancy 
that I personally have ever lost each had a 
complicating general peritonitis associated 
with intestinal obstruction.

Tub:il pregnancy. hæmoglobin / > per rent. Re 
moval of fallopian tube; death, (lyn. No. 10(178. 
Path. No. (>qio. !.. Mcü . aged 25, white. Ad
mitted to the Johns Hopkins Hospital August 23, 
1903, died August 25, 1903. This patient was ex
ceedingly ill when brought to the hospital. She 
had felt perfectly well until a week before admis
sion. Her last menstruation had occurred live 
weeks previously. She had been bleeding a little 
every day for two weeks and one week before a.I 
mission she had been seized with violent cramp-like 
pain in the right side. Similar attacks had occurred 
a couple of times during the week. When she came 
to the hospital she was exceedingly dizzy and very 
pale. Her hæmoglobin was 15 per cent. Shortly 
after admission on the same day the right tube was 
removed.

After operation the temperature was tot0 F., 
pulse 160. The patient was exceedingly pale, and 
dizzy. Stimulants were employed, but on the fol
lowing day the pulse became rapid and weak, the 
temperature rose and at 6 P. xi. was 105.5°. The 
patient became delirious, extremely restless and 
died at 8.30 1*. M., August 25th. Her hæmoglobin at 
that time was 10 per cent.

Extra-uterine pregnancy with a hæmoglobin of 32 
per rent, at operation; death, (lyn. No. 15314. K. 
\Y\, aged 35, married. Admitted to the Johns Hop
kins Hospital November 26. 1908. died December i, 
1008. She gave a history of having had no children 
for 13 years. She had missed her period for two 
months when there commenced to be a slight 
hæmorrhagic discharge. She was suddenly taken 
with severe abdominal pain; her skin became cold 
and clammy and she was in a condition of shock. 
Her physician immediately brought her to the 
hospital, but at that time operation was entirely out 
of the question. After appropriate treatment she 
rallied somewhat but nausea and vomiting per

sisted. On November <th the hæmoglobin was w 
per cent. There was much abdominal pain and 
distention and operation seemed to afford the only 
hope. When the abdomen was opened an extra 
uterine pregnancy on the right side about the size 
of a two months’ fivtus was found I'he abdomen 
was filled with bright red blood. V far as possible 
this was evacuated. The patient became gradually 
worse, grew irrational and died at 4 ,\. m. December 
1st.

Tubo ovarian abscess. The death in Vase 
io.to.t was without doubt due to the dis
semination of the streptococcus infection that 
already existed in the Utho ovarian abscess. 
The percentage of hæmoglobin was not ex
cessively low and had it not been for the 
virulence of the streptococcus this patient 
should have recovered.

Tubo-ovarian abscess, hæmoglobin O' per < • nt., 
death, (lyn. No 1039c I. S., aged .’(>. white. 
Admitted to the Johns Hopkins Hospital April (>, 
1903, died April 11. mov This patient had been 
married three years ; had had no children and no mis
carriages. For a year she had noticed pain in her 
right side low down along Vouparl’s ligament and 
high up in the groin. The pain was of a dull type 
and came on at different times, was never constant, 
never severe. The patient was supposed to have 
had typhoid -in August. 1902. Sin suffered from 
severe headache, nausea and vomiting and the abdo 
men became swollen. There was severe pain 
paroxysmal and slurp. The abdomen was promi
nent in the mid line and on the right side. The 
patient was very ill at that time, but finally re 
covered During the winter at various intervals 
she had vomiting spells bringing away tarry blood, 
but she had had no vomiting of this character for 
three months before admission She had lost a great 
deal in weight and had had slight pain on micturi 
lion. On admission the patient was [xiorly nour
ished. ’The abdomen was scaphoid and was tender 
everywhere. A vaginal examination was not made 
at that time on account of the extreme tenderm^s

Operation April 1 s, 1903. A right tubo-ovarian 
abscess was removed. At the time of operation her 
hæmoglobin was 38 per cent ; the leucocytes wen 
6500. After operation she developed a strcptoeoi 
eus peritonitis. She had several attacks of dyspnira, 
but no cyanosis, and vomited occasionally. She 
suddenly grew worse, and died on April 11th.

No complete autopsy could be obtained.

Squamous cell carcinoma of tlic cervix. Pa
tients with advanced cancer of the cervix are 
invariably bad risks even though the hæmo
globin index is high. When it is low the im 
mediate outlook after operation is always 
gloomy.
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Squamous-cell carcinoma of the cervix in a patient 
with a Inemoglobin of jç per cent. Abdominal hyster
ectomy; death. Uyn. No. 9362. I. 11., married, 
white, aged 31. Admitted to the Johns Hopkins 
Hospital January 25, 1002, complaining of a bloody 
offensive vaginal discharge, and discomfort in abdo
men and back. She had had six children, no mis
carriages. The bloody discharge had persisted for 
a year and a half, was slightly offensive, pale pink
ish in color. The condition had gradually grown 
worse during the last nine months, and she had had 
bearing down pains. There had been a good deal of 
swelling in the abdomen for the last two years. 
The cervix was replaced by a deep excoriation 3 to 
4 cm. across, and extending far into the uterine 
cavity. It encroached very closely on the base of 
the bladder. The body of the uterus was almost 
normal in size.

On February 6, 1902, an abdominal hysterectomy 
was performed. Following operation there was 
marked gastric and intestinal distention and exces
sive vaginal bleeding. The patient's hæmoglobin 
on her admission was 39 per cent., but prior to opera
tion it had risen to 50 per cent. Death occurred 
on February 9, 1902.

The autopsy showed localized fresh peritoneal 
adhesions, hæmorrhagcs into various pelvic struc
tures, acute fibrinous pleurisy, acute diphtheritic 
and hxmorrhagic colitis.

It will be noted that in this case the patient really 
had a hæmoglobin of more than 40 per cent. It was 
below 40 when she entered the hospital, but at the 
time of operation the percentage was 56.

Squamous-cell carcinoma of the cervix with a 
Inemoglobin of jy per cent. Vaginal hysterectomy; 
death. Gyn. No. 9387. M. E. M., married, aged 
40. white. Admitted to the Johns Hopkins Hospital 
February 5, 1902. This patient complained of an 
offensive white vaginal discharge which was some
times blood-tinged. She had had ten children and 
one miscarriage. A year before admission she had 
had a milky vaginal discharge small in amount, now 
and then irritating, but not offensive. This had 
become greenish in color and streaked with blood. 
In October she had a hiemorrhage and lost a great 
deal of blood. At that time she had hemorrhages 
every two or three days for two weeks. The cervix 
was curetted and a diagnosis of squamous-cell car
cinoma made (Path. Nos. 5574 and 5627). Vaginal 
hysterectomy was done on February 26, 1902; the 
patient died about noon on the following day. 
After operation the pulse, which was exceedingly 
weak, became stronger and rose to 144. About 4:30 
next morning she complained of difficulty in getting 
her breath and the respirations were gasping in char
acter, 36 per minute. She died on Feb. 27th.

In this case it may be noted also that the hæmo
globin was 35 per cent when the patient was admit
ted to the hospital on February 5th, but before 
operation on February 25th it had increased to 54 
per cent, so that the operation itself was not done on 
a patient with a hæmoglobin under 40 per cent.

Squamous-cell carcinoma of the cervix, Inemoglobin 
/.> per cent., minor palliative operation; death. Gyn 
No. 16132. Path. No. 14305. B. J., colored, aged 
32- Admitted to the Johns Hopkins Hospital Octo 
ber 20. 1009, died November 11, 1909. This pa
tient had been married 4 years, and had had two 
children, no miscarriages. There was a moderate 
white vaginal discharge. For six months she had 
had severe abdominal pain and the last three months 
this had become gradually worse and continuous and 
she had been having irregular uterine bleeding. She 
had passed many large clots. The bleeding on 
admission was very profuse. Urination had been 
frequent and painful, and the patient had lost a great 
deal in weight and strength.

On vaginal examination the cervix was found firm 
and rounded. The anterior lip was hypertrophied, 
the posterior roughened, and indurated, on each side 
of the cervix was a mass extending up from the cer 
vix. This xvas firm and immobile. A diagnosis of 
myomatous uterus, densely adherent and malignant, 
was made. This patient had a hæmoglobin of 15 
per cent.; leucocytes 34.000. It was clearly recog
nized that a radical operation could not be per 
formed, but on account of the leueocytosis it was 
deemed wise to do a posterior vaginal drainage 
Drainage was also made through the abdominal 
walls at numerous points. It was realized that little 
could be done, particularly on account of the low 
hæmoglobin and the fact that the patient was suf 
feritig from mitral stenosis and insufficiency in 
addition to the local trouble. After operation the 
patient steadily grew worse and died on November 
nth. Carcinomatous masses were found tilling the 
entire pelvis. These were rigid and immobile and 
there were extensions to the peritoneal viscera and 
the omentum contained implantations from the 
growth.

Path. No. 14305. The diagnosis of the tissue 
from the cervix was squamous-cell carcinoma.

Squamous-cell carcinoma of the cervix with a 
Inemoglobin of jj per cent. Abdominal hysterectomy, 
death. Gyn. No. 18341. I. G., aged 31, white. 
Admitted to the Johns Hopkins Hospital April 27, 
1912, died May 13, 1912. This patient complained 
of pain in the hip, but chiefly of vaginal bleeding. 
She had been married fourteen years and had six 
children, the eldest 13, the youngest 10, and one 
miscarriage seven years before admission. Three 
months before, she commenced to have slight 
vaginal bleeding, but thought that it was a return of 
the menstrual flow. This bleeding had been getting 
worse and accompanied by clots. There would be 
sudden hæmorrhagcs which made her very weak. 
She had lost a great deal of blood. The cervix was 
hollowed out, irregular and friable and almost 8 or 
9 cm. in diameter and the growth had extended later 
ally into the vaginal fornices. The fundus could 
not be made out. Hæmoglobin 33 per cent.

On April 29, 1912, abdominal hysterectomy was 
performed. The patient’s condition was satisfar 
tory up to May 7th. w hen she tried to get out of bed.



CULLEN: OPERATIONS ON PATIENTS WITH LOW II.LNKKiLOHIN

Her pulse rose to 140am! her temperature to io.' s’. 
'he was still unruly ami now asked for morphine 
, ontinually and complained of pain in her abdomen. 
The abdomen was soft and there was no induration. 
Pelvic examination showed that the drainage tra<t 
was partly open. A very hard and irregular nodule 
. .mid he felt which appeared to he carcinomatous. 
The patient died suddenly at 4 A. m. on May 1 <. 
iqi2. From the history there was no definite indi 
, at ion as to the cause of death. No autopsy was

('arcinoma of the hotly of the uterus. In ( *ase 
hi) 11 the hæmoglobin was 35 per cent, and the 
growth had extended to the vagina, necessitat
ing the removal of not only the entire uterus, 
but also of the vagina. Such an operation 
would tax the patient’s endurance to the 
utmost were her hemoglobin nearly normal.

\ii-nocareinoma of the hod y of the uterus with a 
htrmoyfohin of J5 per cent, and implantations in the 

. ina. Hysterectomy; death, (lyn No.qqii. M. 
IV (!.. married, aged 53, white. Admitted to the 
Johns Hopkins Ilospital on September 1 7. too.', died 
October 23. IQ02. This patient complained of 
lucmorrhage from the uterus, of leucorrhcca and of 
great loss of strength. She had been married 38 
years, had had nine children, no miscarriages. She 
had been perfectly well up to the onset of the bleed
ing in November, toot. Previous to this she had 
had no menstrual flow for live months. After this 
bleeding the periods had been excessive, coming on 
at irregular intervals up to the time of admission. 
She also had had an offensive vaginal discharge 
which was very irritating, and considerable discom
fort in the abdomen. She had become steadily 
weaker, dizzy and short of breath. On admission 
she was moderately fat but amende. Her ha-mo 
globin was 35 per cent., leucocytes 7800. Situated 
just to the left of the urethral orifice was a hard 
indurated mass. This was excised and the wound 
dosed. All around the urethra there was indura
tion. The cervix was somewhat enlarged, the fun
dus had a very limited mobility. On dilatation of 
the cervical canal a large amount of very foul pus 
escaped. The body of the uterus was curetted, a 
mass of carcinomatous tissue coming away.

On September 22. iqoj, an abdominal hysterec
tomy was performed. The entire vagina was re 
moved with the uterus. The patient died on t lu- 
following day. No complete autopsy was allowed, 
hut it was seen that the abdominal incision showed 
no signs of peritonitis. There was no evidence of 
healing.

It will be noted that in this case after the dilata 
lion of the cervix and removal of the pus from tin- 
uterine cavity a long interval elapsed before tin- 
hysterectomy was performed, in order that tin- 
danger of gcnural infection might be minimized.1

'Tlii- pathological numbers in this case are 6106, 6111 til so ami 6148.

Adenocaninoma of the ovdrv. Wln-rv ab
dominal carcinosis exists the resistance to in 
fection is always lowered. It will be noted 
that in Cases 7(110 and 10000. when the ah 
domett was opened it was found impossible to 
remove the growth and the abdomen was 
closed. In Case 10300 it was necessary to re 
move all the pelvic organs. I11 this case death 
was in all probability due to peritonitis.

Ovarian carcinoma, htrmogfohin per tent.; n 
ploratory laparotomx; death. (on. V- (mo R I 
colored, aged 1 Admitted I" tin- Johns Hopkins 
Hospital on Man h 1 1 lied March iH
Tin- patient complained of an abdominal tumor. 
She had been married 26 years, but had had no < hil 
dren and no miscarriages. Her menses had ceased 
ten months before admission, and up to that time 
she had been quite well. Since that time she had 
had persistent nausea and vomiting increasing in 
severity, and some shortness of breadth. Prior to 
the appearance of the t umor she was a mm h si ronger 
looking woman. On her admission to the hospital 
she was very pale, emaciated; ha-moglobin 27 per 
cent. The abdomen was occupied h> an immense 
cystic fluctuating mass giving the abdomen a dome 
like and extremely tense appearance. Ihe 1 ir 
cumfcrence of the abdomen at tin umbilicus was 
108 cm. The tumor tilled the abdomen so fully 
that it could not be moved at all. On vaginal 
examination it was noted that the right labium 
ma jus was hypertrophied, the outlet nulliparous. 
The cervix was small and soft and the uterus could 
not be outlined.

On March 5, iqoo. an exploratory operation was 
done under Schleich’s solution. The abdomen was 
tilled with what appeared to be a solid ovarian car 
ci noma which was adherent to the abdominal wall. 
No attempt was made to remove the tumor. I In
patient gradually grew weaker. Nausea and vomit 
ing persisted, the dyspntra im teased The tent 
peraturc was 0(1.4°. The patient died suddenly on 
March iSth.

exploratory laparotomy: death, tiyn. No. ioo-m 
11. A. M . aged ;white. Admitted to the Johns 
Hopkins Hospital on November 21, 1002. died 
November 28, 1002. She complains of an abdom 
inal tumor. She has been married 1 i years, has had 
three children and no miscarriages. One year ago 
she noticed that she was growing weaker and at the 
same time detected a small lump in the lower ulnlo 
men. This was not especially hard or painful 
The |R-riods ceased and there has been no flow since 
then. Prior to this time the periods had been longer 
than usual and more profuse. There had been a 
great deal of pain and a dull sensation during the 
last two days of the flow. The tumor has im reused 
more rapidly in size during the last two or three 
months 11er appetite has been fair, but she has
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TABULATION OF THE PATIENTS ENTERING THE GYNECOLOGICAL DEPARTMENT OF THE JOHNS HOPKINS HOSPITAL 
WITH A HEMOGLOBIN OF 40% OR LESS. NEARLY ALL UNDERWENT AN OPERATION OF SOME 

CHARACTER AND ALL IN THIS GROUP SURVIVED

îùid. c*. Act rc Diagnosis
onbad-

Operation
Hxmoglobin 

after operation £2&
17» M J W ” 3057 Retained placental tissue 3»?c Curettage

53% Jan r6
Jan. 23.1878

17U KM w 41 Polypoid endometrium; slight hyperplasia 17% Curettage Tran.ierredto

Jan. 17. 1H98

»rt UY. w ao ”I° Slight hyperplasia of endometrium with 
polypoid formation

17% c-“» April 16. 1898

6OOJ A. G. w 34 Apr. s, 1898 117S Submucous myoma 24/C Vaginal removal of tumor April 22,1898
«■>8 S. H. w. 53 2389 Polypoid endometrium with slight hyper- «% Curettage **

.... “ T w. 51 ,u~ **“ Retained placental tissue 38% Curettage, repair of perineum, suspension Transferreil 
June 28,180S

E J c “ J“ Chronic endometritis, pyosalpinx, uterine 30% Hy-teromyomectomy; salpingo- 
m .phorectomv

27% Feb 3. 1890 
32% Feb. to. 1890

Feb. 28. 1S99

66ji J H. J... ...78» -* Uncontrollable uterine hemorrhage, 
adenomyoma; gland hypertrophy

U% Vaginal hysterectomy
44' , leb y 1S99

F. H. Cystic ovaries 25% Removal of tubes and ovaries. Previous 
history No. 5798). curettage; no micro 
examination. No. 6043. uterine polypi 
Hysterotomy Apr. 27. 1898. Path. No. 
2325 Polypoid mucosa with gland dilata
tion; hyperplasia

32% Feb. 26.1899 
35% Mar. 7,1899

6oso N.S. W 17 May 29,1890 3237 Right tubal pregnancy 40% Removal of both tubes and ovaries July it, 1899

73U L H. w 45 0“■ .1» Spindle-cell sarcoma of uterus. Subacute 38% Hysteromyomectomy, salpingo-oophor- 
ectomy 1 >ee page 105 Myomata of Uterus 
Kelly and Cullen.)

Nov. 29, 1899

AW w. 43 Dec. 13,1899 87» Uterine myoma Hysterosalpingo-oophorectomy. (Bisection; 20% Dec. 22.1899 
3- , Dec. 2». 1699 
48% Jan. 6,1900

Feb. 10,1900

74S4 M H W. 49 Dec. 18,1899 3691 Squamous-cell carcinoma of cervix 35% Vaginal hysterectomy Feb. 7.1900

7564 MW c SO Feb. 7,1900 3320 Squamous-cell carcinoma of carvix; with 
uterine myomata

Vaginal hysterectomy «9%
44*1 Mar. *6
53% Mar 25

Apr. 28, 1900

76l S A. R- W. St Mar. 3.1900 3879 Submucous myoma; cervical polyp 39% Removal of polyp and myoma Mar 17. 1900

77«* S. W. W. 41 Apr 30. 1900 4045 Ruptured tubal pregnancy 3=% Removal of tube May 24.19°°
7786 E.W W. 54 May 3, 1900 4040 squamous-cell carcinoma of cervix 3°% Curettage May 24. 1900

7794 E H W 3S May 7, 1900 4046 Retained placenta 35% Removal of adherent placenta May 17. 1900

SB w. 40 May 15,1900 4074 Squamous-cell carcinoma of cervix with 
uterine myomata; pelvic adhesions

35% Hysterectomy June 12. 1900

7840 F. N. w 44 May 22,1900 4083 Squamous cell carcinoma of cervix; uterine | 38%, 1 Vainn.l u— .
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7840 '« w. " May 22,1900 4083 Squamous cell carcinoma of cervix; uterine 
myomata 38% ^^Jô°ho *iyslcrcctomy • right salpingo- June 16. ,900

7846 L i. *0“ Excessive uterine bleeding; slight 
hyperplasia of the endometrium 40% June 2.1900

7850 A. B. w ** May 29, igoo 4.» Adenomyoma of uterus; hydrosalpinx 30% Hysteromyomectomy with removal of
appendages S°%> June 29, ,900 June 30, ,900

7VOO £ A. u 37 June .2.1900 lno|ierable carcinoma of cervix 30c; Ether examination only
July 16, 1900 41$4 Retained membranes 23% first operation, curettage; s rood. repair of 

cervix and anterior and posterior vaginal 47'i July 22" ,900 a™

A E H 38 June 26. 1900 4169 Uterine myoma 40% Ify at erosa Ipingo-ortphorectoray
8042 h R. v 33 Aug- s. 1900 4269 Retained placenta 30% Curettage
8130 nut w 48 060 Submucous uterine myoma; pelvic « Panhysterectomy 37% Sept. 26. 1900 Oct- 2». ,900

H.46 B. » c » bevt- 20. ,900 4350 Chronic endometritis 40% Curettage Sept 10 ,900
Oct. ,,.,900 4399 Adenocarcinoma of omentum, (origin?) 25% Exploratory laparotomy Oct 25. ,900

8360 J H. 3» I*c $.1900 4353 Hemorrhoids 35% Suspension of uterus. Whitehead operation. Jan 5 ,90,
H M * 44 bee. 29, 1900

**•
Polypoid endometrium, gland hypertrophy 2$% first operation !>ec 31. curettage; second 

o[ieration. Jan. 10, hysterosalpingo- 
oophorectomy 5»

.
iT

s

H
I F* ..

«007 M. a. * S» July 6.1901 i.=. Adenocarcinoma of ovary with métastasés 40% Hysterosalpingo oophorectomy with 
removal of portion of omentum

Aug „. .go,

8934 L i* vv 40 July 20.1901 $,10 Submucous myoma 33% Panhysteromyomectomy Aug ,90,
8936 «ZZ

ed

36

Sept 17.1901
Multiple uterine myomata, submucous 

myoma, menorrhagia, anemia
>5%

No operation
45?t Oct. ,$

35% OcL 30

July 29. ,901

Oct. 3,. 1901
89$. L M » 48 July 26. 1901 $,28 l lerine myoma 35%, Vaginal hysterectomy bisec turn! hent iron.

E-B W A„ $.7, Mild chronic endometritis, slight gland 
hypertrophy

40% w

9004 M U C 49 Aug. 22. ,90, ...3 Squamous-cdl carcinoma of cervix; 
uterine myoma

Vaginal hysterectomy, right salpingo 
oophorectomy

OcL ,$. igo,

90» H VA * 43 Uterine myoma 11 y stemsalpingo--oophorectomy oa >«i

CXt. ,6. ,90, Pelvic inflammation: postoperative fecal 
fistula; pulmonary tuberculosis No operation. I'yometria evacuated m 

- ill'4k. Va ; Liter abdominal operation. 
Norfolk. Va, March. 1900■

Oct 31 ,99,

1 r u * 43 *" ,M“
$376

Retained placenta
Polypoid endometrium

first operation, curettage, second opera 
t*»n suspensioo of uler .5 repair of outlet ■

E. C. H w *7 Dec. 9 ,90, $460 Squamous-cell carcinoma of cervix 3»% Curettage |M 30, ,901
.w L r. u 30 D- *” Uterine myoma, polypoid endometrium ».% Panhysterectomy 25% bee. 29. ,90, 

36% Jan 14. ivci
Jan ,$. 1902

"" * s * ” 1 «encrai peritoneal carcinosis 35% Abdominal paracentesis first. Jan 9, 
second. Jan 13. third, Jan 17

30% Jan. 8 Jan. ,7, ,902

LI, Uterine polyp, m.-derate gland hyperplasia 29% Hysterosalpingo oop borer torn y feb ,7. ,902
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Feb. o. 190j
10136 L.W. tt. ,6 u*u “■

--
Moderate hyperplasia 01 en.lomclnum

wiUMhromlsosis of veins of mucosa, right
** Curettage, right salpingo oophorectomy, 

appendectomy

Dec. ,5. 190, Retained placenta .8% Removal of placenu

.0.6, LE. W 38 J“ * '”J 6„. Menorrhagia; hyperplasia of endometrium Hysterectomy

W" 17 Jan. 6. 1903 6,» Tubal pregnancy; endometrium of pregnancy 6*1 Curettage; right salpingo oophorectomy

Jan. 6.1903 Uterine myoma 29% Hysternmyomcctomy. double salpingo 
oophorectomy

EEr 1 M M W. 46 Feb. 2$. 1903 6400 l terme myoma 35% Hysteromyomectomy ; radical cure of hernia
M K x 4$ Feb. 26. 1903 6SII Uterine myoma 35% H> steromyoroectomy

.6,76 “**■ W 4i April 1. 1903 ‘”6 Submucous myoma with hyaline changes 
sarcomatous.';

30% \ aginal myomectomy

M I» " Aprfl i3. 1903 Relaxed outlet rctroposed uterus, slight 
hyperplasia of endometrium

*■* ( uretUge. repair of perineum, suspension

“ April 30.1903 Submucous utenne myoma Hysterosalping,. oophorectomy; radical 
cure of hernia

.6,6, L 11. w. 44 June i8.1903 6»i Hyperplasia of endometrium with polyp.., ! *» Abdominal panhysterectomy

‘“S73 K H. June 22. 1903 M2, Cystic uterine myoma 38', c Multiple myomectomy
•0597 * “ July 7, 1903 Submucous myoma 2$', Operation refused
lOOos A E M H 38 July 23.1903 Uterine myoma, chronic pelvic adhesions Hysterosalpingo oophorectomy
• 0018 L. C. July 18.1903 6347 Utenne myoma submucous 43' , \ aginal myomectomy
.08,9 CJ Oct- 26.1903 7030 Extra-uterine pregnancy 30' c Removal of tube

S.S 11 Oct. 29. 1903 Carcinoma body of uterus •* Panhysterectomy

10849 M 1 SI 40 \ov. s. 1903 Squamous-cell carcinoma of cervix 18'. Inoperable
.090, B . T. W 7.04 Menorrhagia, slight hyperplasia of 

endometrium 14'. c~*w

IIO40 D L U ,8 Feb. 6. 1904 7272 Menorrhagia, hyperplasia of endometrium *5% Curettage

Uterine myoma Hysterosalpingo oophorectomy

40', Mar 20. 1903

July to. 1903

July Z4, 1903 

Aug 14. 1903

l»n 13. 1903
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TABULATION OF THE PATIENTS — Continued

ca: Initials C<*» Admission p;‘„h D»«n«i.

-TTÏS3T
globin 
on AJ- Opérât*»

Hemoglobin 
after Operation

«1139 R. J. Mar. 24.1904 Uterine myoma, pelvic adhesions «5% Hysterosalpingo-oophorectomy 25% April *3 
«3% April $
29% April 19

April 30. «004

11098 M. P. 42 Mar. s. 1904 7310 Squamous-cell carcinoma of cervix 33% Curettage Mar 23 1904

LG W " June 1, 1904 Prolapsed rectum 36% Reduction of prolapsed rectum 60% July is
75% July 25

Aug. 9.1904

S.J. P. W 43 June 10.1904 Menorrhagia *3% Transferred to

*«SSS E. P. S3 Sept. 21. «904 Large ovarian cyst 40% Operation refused Sept. 24. «904

"T. E.W. •* Sept. 24,1904 58 Chronic ulcer of cervix Curettage of cervix Oc*. ■> ,m

M.C Oct. *6,1904 Acute endometritis .5-. Curettage ;£> BS8 D“

*«743 M. B. C. Dec. 5.1904 8024 Submucous myoma 23% Vaginal myomectomy 42% Dec «6 Dec lb «904

S.O. ,6 1*. 35% Curettage 40% Dec. 25
48% Jan. 2

J“
of endometrium

S.C. sS Carcinoma of body of uterus and cervix 35% Vaginal removal of portion of uterus 40% Jan. 3 J“ *■"”

11764 C. V. E. 30 Dec. 19.1904 8054 Acute salpingitis 23% Double salpingectomy 33% Jan. 9. «905

u“- c ** Jan. «7, «905 SIS Tubal pregnancy, decidual cast of uterus or. Right salpingo oophorectomy 60% Feb. 14. « 90s

R.B. w. .3 ”',90‘ Ruptured extra-uterine pregnancy, 
encapsulated Collection of blood in

35% Vaginal section, removal of blood dots 55% Feb. 28, «90s

MM, LV.O. Feb. 13, 1905 Infected submucous myoma ««% Partial vaginal myomectomy 20% Feb. 26 April «1,190s

CF. Feb. 18, *905 Retained membranes 40% Cumucc Feb. 27.1905

1,9,0 G. H. O. Feb. 27. «90S Adenomyoroa. gland hypertrophy. Graafian 
follicle cyst, chronic pelvic adhesions

40% 11 y st eroray omectomy ; double salpingo- 
oophorectomy 70% May 17

May «7. 1905

J. H. » M„ Inflammation of pelvic structures 30% None 55% Mar. «4 Mar. 23, «90s

Ïm70 S.Ü.G. April 23.190S 8,61 Hyperplasia of uterine mucosa with gland 
dilatation

**» Curettage with cauterization of uterine 48% April 28. 1905

*.H. ” April 29,1905 Uterine myoma 40% Hysterorayomectomy. double salpingo- June 20, 190s

E.W. 18 July 13. «905 Subacute inflammation of cervix, uterine 
myoma, glandular hypertrophy

25% Hysteromyomectomy, double salpingo- 
oophorectomy

45% *“ A .Ai

t I M. H. | I 47 I lulv .6 »----  I e«c. I =
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TABULATION OF THE PATIENTS — Continued

fiyn.
Initial» Color Diagnosis

là
Operation

Hemoglobin 
after Admission Discharge

E.J. C" I5SÎ Tuberculosis of endometrium, myoma, 
normal^ tubes, cystic ovary, chronic

Hysterectomy, double salpingectomy, left 
oophorectomy. Appendectomy

Mar. 9.1909

C. L. 30 May 6. igog «3785 Chronic endometritis «% Curettage May is. 1900

«5838 1* M W. “ June ig. igog **"* Hypertrophy of cervix 30% Amputation of cervix. postoperative 
hemorrhage from cervix . repair of 
relaxed vaginal outlet

July 16. igog

'*"** S.AW 36 Aug. 3, igog ■*“*“ Uterine myoma, retained membranes ** Aug. 15. igog

UM ** Aug. 30. igog ...„ Uterine myoma, normal cervix, left 
hydrosalpinx, pyosalpinx

40% Hysteromyomectomy bilateral salpingo 
oophorectomy, release ol adhesions

hept 17. igog

L‘ *“ ...OO, ...» Early adenotnyoma, bilateral chronic 40% Panhysterectomv. myomectomy, double 
salpingo otiphorectomy

Sept 18. igog

Nov. 13. igog.6.0. KM w ** Ort. .. .0»
14305

Squamous-cell carcinoma of cervix, 
chronic bilateral salpingitis

39% Panhysterectomy, double salpingo- 
oophorectomy suture of bladder

So% OcL 24
54%

'*’** S H c ““ ” ■*" Metrorrhagia, ret reposition of uterus, 
bilateral cystic ovaries, small corpus 
hbrosum. chronic appendicitis

35% Resection of corpus hbrosum, puncture of 
cyst, appendectomy “ *“*

.6W IF c *• Dee 28, igog Tubo-ovarian abscess, chronic bilateral 
salpingitis, oophoritis

35% Panhysterectomy, bilateral salpingo- 
oophorectomy, release of intestinal J“ *’■ **"*

“*** AS. »■ • Dee. 30. igog ***** Acute pelvic inflammation 38% Pelvic section opening of old drainage tract l ib ig, igio

.6.06 X ». 0 D“ *”■ *”* ***** Ruptured tubal pregnancy, ovarian cyst I-«ft salpingectomy, resection of cyst wall Mar 5. 1010

***** G.U. c “ Jan. 17. igio Polypoid endometrium chronic appendicitis “* Curettage, exploratory laparotomy, release 
of adhesions **v‘ Feb. 8. 1910

****** A 8. 36 Feb. 17. 1910 ..’*■ Pedunculated submucous myoma 15% Vaginal myomectomy Mar. 6. igio

***** MW - M“ " ™~ 14840 Tulxvovarian abscess, chronic salpingitis, 
endometritis, cystic left ovary

40% Hysterectomy, bilateral salpingo 
oophorectomy, appendectomy

April 7. 1910

.660. ». « April 30, 1910 14989 Adenomyoma (diffuse), uterine polypi, 
cervicitis, chronic appendicitis

40% Hysterectomy, myomectomy, right 
salpingo oophorectomy, appendectomy

May 26. igio

.66., U H. - May $. 1910 *«** Extra-uterine pregnancy 40% Right salpingectomy 75% May 27.1010

.,o6o ” Ott. 31. 1910
15669

Adenocarcinoma of cervix 28% first operation cauterization and curettage; 
second operation, panhystcrectomy. *” ■**■ n,°

M S w 46 Feb. 13. 1911 16063 Amenorrhœa, ret reposition of uterus 
pulmonary tuberculosis, small medias
tinal tumor, chronic appendicitis

30% 68%. Transferred

leb. 18.1911

F.P ** Jan. 13. 1911 15827
150.5

Gland hyperplasia, chronic appendicitis 40% Curettage, suspension of uterus repair of 
relaxed vaginal outlet, appendectomy *** *•"■*"

36 Mar. 18, iQii 16000 I I'cl vie ir I
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that it took the position of the kidney. The cervix 
was enlarged, the body of the uterus was uniformly 
enlarged, pushed over to the left and adherent. 
I’anhysterectomy with removal of the pelvic struc
tures was performed on March 5, 1903. The pa
tient developed nausea and vomited a dark greenish 
material. She was markedly constipated, restless, 
and hiccoughed. She gradually grew worse, and 
died March nth. No autopsy was allowed.

( liorio-epilliclioma. This patient (Case 16008) 
was kept in the hospital for a considerable period 
before an operation could be undertaken. The 
cervix was first thoroughly curetted and at a later 
date a complete hysterectomy done. The case was 
a desperate one. The patient lived for several 
months. At autopsy it was found that the left 
iliac vein was involved in the malignant growth and 
that the lungs contained métastasés. In addition 
there was a peritonitis and parenchymatous changes 
were found in the kidneys.

( horio-rpillirHoma. Ihrnin^ohin ?/> per cent.; 
hys'.en 1 lomy; death, (lyn. No. 16008. Path. Nos. 
14.’ob, 14528. Mrs. A. S.. aged 2 5. white, a Lithu 
anian. Admitted to the Johns Hopkins Hospital 
October 0, 1000. died January 2, 1910. Since tin- 
birth of her child ten months ago she has never 
been well. Her menstrual flow lias been profuse. 
The last period occurred one month ago. Between 
periods there has been a profuse malodorous dis
charge, at times serous, at other times bloody. Patient 
has been in bed ten days suffering from pain in the 
lower abdomen and back; no fever, but very weak.

On examination she is well nourished but amende, 
pulse 128, regular but poor in quality. The ab
dominal walls are soft and very relaxed. Extend 
ing to within two lingers’ breadth of the umbilicus is 
a hard nodular mass which is freely movable. This 
tumor extends three lingers* breadth to the right of 
the median line. Its surface is irregular, firm in 
consistency and sensitive. There arc chains of 
inguinal glands on both sides. The typical car 
( inomatous odor « an In- d< tec 1 » « I in 1 In- room.

( >1* pelvic examination it is found that the patient 
is bleeding profusely and there is a fetid discharge. 
The cervix is large, the canal cavernous, and readily 
admits the index linger. There is marked loss of 
tissue around the cervical canal, but a curious 
absence of induration so common in carcinoma. 
The tissues arc soft and friable. The linger in the 
uterine cavity detec ts a large spongy mass, tilling Hu
nt crus. There is marked induration of the broad 
ligament. The lower part of the uterus is fixed. 
Before operation the ha-moglobin, on October 9th. 
was 35 percent., on November 8th, 36 per cent.; on 
December 27th, 30 per cent.

Operation, October nth, curettage; October 18th 
complete abdominal hysterectomy. After opera
tion the general condition was not good. The pulse 
was rapid and there was abdominal pain. She grew 
gradually worse and died on January 2, 1910.

Autopsy. At autopsy it was found that the 
growth extended out to the pelvic wall on both

sides, further on the left. The left iliac vein was 
thrombosed. The growth resembled placental tis
sue. There were métastasés in both lungs ranging 
from the size of a hazelnut to a tangerine orange. 
The liver showed fatty changes. The kidneys 

showed chronic parenchymatous degeneration, the 
spleen marked amyloid changes. There was em
physema of the lungs, oedema of the left leg, bilateral 
hydro-ureter, hydronephrosis, acute peritonitis, 
pleuritis and gastric erosion. In this case, of course, 
the operation was at best but a palliative procedure.

I have purposely given the briefest outline 
of our findings, as practically all the essential 
points are given in the tabulation of cases.

DEDUCTIONS
From the foregoing it is clearly evident that, 

as a rule, patients with a relatively low haemo
globin stand pelvic or abdominal operations 
fairly well. Where carcinoma of the cervix 
or body of the uterus exists, however, the 
dangers are materially increased.

In those cases in which the bleeding is 
limited entirely to the menstrual period it is 
well to defer operation until a few days before 
the next period in order to raise the percentage 
of haemoglobin to the maximum.

Hyperplasia of the endometrium is a defi
nite disease. The bleeding caused by this 
condition often leads to a low ha-moglobin 
index, which can be temporarily checked by 
curetting. Sometimes after two or three 
curettings in the course of a year the excessive 
How ceases. In other cases it is necessary to 
remove the body of the uterus.

I cannot emphasize too strongly the necessity 
of becoming thoroughly familiar with the 
technique of transfusion. This procedure, as 
simplified by Bernheim, can be readily em
ployed by any surgeon and should not require 
more than 20 minutes to half an hour. Trans
fusion will certainly in the near future become 
a routine procedure in cases in which opera
tions are required on patients with a very 
low hæmoglobin. It is hardly necessary to 
draw attention to the inadvisability of em
ploying any but the mildest cathartics after 
operation on such patients. I recently heard 
of a patient who, notwithstanding a hæmo
globin below 20 per cent., weathered a severe 
abdominal operation. A day or two after
ward she was given calomel and salts and 
promptly died. The after-treatment of these 
cases requires the greatest care.
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REPORT OF THE CANCER CAMPAIGN COMMITTEE*
So much has recently appeared in the press 

concerning the value of radium in the treatment 
of cancer that your committee has deemed it ad
visable to refer briefly to this subject before de
scribing its activities during the past year.

Mr. Charles L. Parsons of the United States 
Bureau of Mines sums the matter up so well in 
his article, “Our Radium Resources,” published 
in Science, October 31,1913, that one can scarcely 
do better than quote him verbatim :

“ It is to be greatly regretted that, owing to the 
high price of the material, only three or four 
Xmertcan surgeons have, so far as the Bureau of 
Mines is informed, been able to use it in quantities 
sufficient for the drawing of decisive conclusions. 
In the progress of the future applications of 
radium to the curing of disease, nothing is more 
to be feared than its use in nostrums of every 
kind. The “wonders of radium" have been so 
extensively exploited in the public press that 
already the name is being employed as a psycho
logical agent in advertisements of all kinds of 
materials, many of which contain no radium at 
all, or, if this element is indeed present, in such 
small quantities that no therapeutic value can In- 
expected. As bearing on the need of further 
vx|»eriment, attention is called to the fact that the 
concentrated action of large quantities of radium 
may effect cures that have been impossible with 
the smaller amounts heretofore available to the 
medical profession. It is doubtful if there is at 
the present time in the hands of the medical 
profession of America more than a single gram 
of this rare element, and the results of investiga
tions soon to be published will show that the 
concentrated action of the gamma rays from 
several hundred milligrams arrest certain forms 
of cancer and other malignant growths, when 
smaller quantities are without beneficial effect. 
It is highly important that the medical profession 
should also have some guarantee of the material 
they purchase, even if it is purchased in small 
quantities, and I am glad to note that the United 
States Bureau of Standards is preparing to 
standardize radium preparations.”

From what Mr. Parsons says it is clearly evi
dent that the supply of radium in this country is 
as yet very limited and that only three or four 
surgeons in the United States have had sufficient

quantities of radium to enable them to satis
factorily test the efficacy of this mineral in the 
treatment of cancer.

In the hands of these surgeons the immediate 
effects on the cancer have in some instances been 
wonderful, the growth literally melting away in a 
few days. Some of these patients, it is true, have 
later succutnl>ed to the disease, but others up to 
the present time have remained apparently well. 
Of course, these patients must lie watched for at 
least one or two years more lie fore it can In
definitely stated that they are cured. Only 
time will tell what percentage of cancer cases 
can Ik- cured with radium. In the meantime the 
surgeons engaged in the study of radium strongly 
advise the employment of surgical means in all 
cases of cancer in which operation offers a satis
factory chance for a permanent cure.

This evening we are to hear from Professor 
Gauss what has been accomplished with meso- 
thorium in the Freiburg Clinic.

At the New York meeting of this Congress 
held one year ago it was clearly demonstrated 
that the laity had a very hazy idea of just what 
cancer is and how it can be most successfully 
combated.

The following facts were emphasized: During 
the last decade several earnest cancer campaigns 
had been waged. The main object of these had 
been to jioint out to the family physician what 
might In- accomplished by early operation and to 
urge him to send his patients to the surgeon at the 
earliest |M>ssible moment. Notwithstanding the 
splendid efforts in this direction little hail been 
accomplished, nut because the physicians were 
necessarily negligent, but because the patients 
did not present themselves to the physician until 
the disease was far advanced. Hence it was 
finally realized that if satisfactory results were 
to be accomplished the message must be carried 
directly to the people. It was |>ointed out that 
fifteen or twenty years ago it was very difficult 
to prevail uj>on persons with appendicitis to be 
operated upon; now with the knowledge they 
have, after appendicitis has been diagnosed, 
operation is sought at once, and the only question 
asked by the patient or his relatives is, “To what 
hospital shall I go?” Similarly, as soon as the 
laity are made fully aware of the cancer situation,

■Read before the Clinical Congress <•( Su neons Chicago November 1911
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they will on the first sign of the disease present 
themselves for examination and will gladly avail 
themselves of surgical aid.

The Clinical Congress, fully realizing the neces
sity for immediate action, gave the subject most 
careful consideration, and mainly through the 
efforts of its secretary, l>r. Franklin II,Martin, 
a Committee consisting of Dr. K. C. Dudley of 
Chicago, Dr. C. Jeff Miller of New Orleans, Dr. 
F. F. Simpson of Pittsburgh, Dr. II. C. Taylor of 
New York, and the speaker, were appointed.

The Committee was instructed to write, or 
have written, articles on the subject of cancer,and 
were further instructed to have these published 
in the daily press and weekly or monthly mag
azines as might be deemed most expedient. 
Your Committee has proceeded cautiously, anil 
through the aid of that master organizer and 
medical editor, George II. Simmons, was able 
to enlist the co-operation and support of some of 
the most representative magazines in the country. 
Mr. Bok, editor, and Mr. Harriman, managing 
editor, of the Lillies' Home Journal, manifested 
the deepest interest in the campaign. After 
much thought they came to the conclusion that a 
lay writer could better reach the public ear, and 
they naturally selected Mr. Samuel Hopkins 
Adams, who has prov ed himself such a dominant 
factor in the campaign against patent medicines, 
and who, in June of this year, was made an asso
ciate member of the American Medical Associa
tion in recognition of his splendid crusade. Mr. 
Adams, after visiting various surgical clinics 
throughout the country, wrote a most compre
hensive article on the subject, which was first 
published in the Lallies' Home Journal for May, 
1913. It is well worth a thorough perusal, not 
only by every layman, but also by each member 
of the medical profession.

Collier's Weekly for April 26, 1013, and the 
May number of McClure's Magazine also con
tained admirable articles on the same subject 
from Mr. Adams' pen. The medical profession 
is under a deep debt of gratitude to Mr. Bok, Mr 
Harriman, Mr. Collier and Mr. McClure for so 
freely opening their pages for the enlightenment 
of the public on this very important subject.

It has been estimated that these three articles 
reached a reading public of between eight and 
ten millions. Harper's Weekly, for March 29th, 
also contained a timely article urging cancer 
patients to be operated upon without delay. 
Abstracts from the magazine articles appeared 
in many of the daily papers throughout the coun
try. The Baltimore Sun contained a full column, 
the Baltimore News and the Baltimore American

each devoted ample space to the subject. The 
New Orleans News-Item gave a full abstract of 
Mr. Adams’ article from McClure's and the 
Detroit Nrws Tribune for Sunday, April 27, 1913, 
with the permission of the Lillies' Home Journal, 
copied Mr. Adams' article in full. I have just 
mentioned a few of the daily papers that have 
given this matter wide publicity. The entire 
press of the country has been most liberal in its 
dissemination of our knowledge of cancer. Nor 
was this support confined to the papers of the 
United States. The Canadian journals have also 
strongly emphasized the necessity that sufferers 
from cancer should have the condition attended 
to promptly. 1 have splendid clippings from the 
daily press of London, Toronto, Montreal, St. 
John, N. B., Winnipeg and Vancouver.

Our Committee wishes to express its deep 
sense of appreciation of the hearty support 
given it by the press in the dissemination of this 
knowledge, and feels confident that the press will 
gladly continue to publish any new data on the 
subject, until everyone on the continent has a 
clear idea of just what cancer is, what its early 
symptoms are, and how it can best be treated.

Our Committee was particularly anxious to 
find out what influence Mr. Adams’ article had 
had on the community at large and it was not 
long before data were forthcoming. Within a 
week after the appearance of Mr. Adams’ pub
lication a colleague of mine told me that he had 
just operated upon a patient for cancer of the 
breast. The nodule was not larger than a pea; 
and when asked why she had come so early the 
patient said she had just read the article in the 
Ladies' Home Journal and felt that it was unwise 
for her to delay. The outlook in this case is ex
cellent. Another colleague had for weeks been 
urging a patient with cancer to be operated on, 
but to no purpose. Within three days after the 
appearance of the article, which she had carefully 
read, she entered the hospital and was operated 
u|)on. Dr. C. Jeff Miller of New Orleans, one 
of our Committee, wrote me that as a result of the 
article in the Ladies' Home Journal a lady soon 
came to him with an early cancer. Dr. T. C. 
Kennedy of Indianapolis, under date of May 13, 
1913, writes: “A lady out in the state noticed a 
lump in the left breast. Seeing the article in the 
Ladies' Home Journal she immediately consulted 
her family physician, who referred the case to me. 
1 operated on her at St. Vincent’s Hospital iast 
Thursday, doing a Halsted. Here is a case that 
has a good chance of getting entirely well, as it 
was taken early.”

Dr. Franklin II. Martin of Chicago early in
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May of this year saw a beginning carcinoma of the 
breast. The husband had just read the article 
in the l.adies' Home Journal, and insisted on his 
wife consulting a surgeon. Dr. Martin removed 
the entire breast and axillary glands, and feels 
sure that the outlook for a permanent cure is 
excellent.

It is evident, then, that the knowledge of 
cancer has already been widely disseminated and 
it is bound to bear fruit. The more the subject 
is investigated, the clearer it becomes that if the 
women of the country are made aware of what 
can be done if cancer patients apply early for 
treatment, it will be unnecessary to pay much 
attention to the men. If men are sick, unless 
very ill, they pay no attention to it, and only 
after they are urged by their mothers, wives, 
sisters or daughters, do they seek medical aid. 
As a matter of fact the woman is the health 
guardian of the household.

The campaign of education has, however, in 
reality, just begun. It will be necessary to en
lighten every member of the community. The 
problem is a complex one—one that cannot be 
handled in the same manner that tuberculosis 
has been. The subject of tuberculosis is easy 
of explanation. The disease not only affects 
the individual, but is a real danger to those in the 
vicinity, consequently those in the neighborhood 
are continually on their guard, and if the patient 
be not careful in the mode of handling his sputum 
this laxity is soon brought to his or her attention 
by those in danger.

Cancer, on the other hand, affects chiefly the 
patient and is of little danger to those around. 
There is no danger signal such as a cough to draw 
attention to the malady Of course, if the cancer 
be on the hand or face it may be noted by others, 
but as a rule it is hidden, and the patient only is 
aware of its presence, and her friends do not for a 
moment suspect the true condition until the 
patient appeals for medical treatment, or, as is 
too often the case, drifts along until the sallow, 
cachectic appearance accompanying the late 
stages of the disease clearly demonstrates that 
the individual is suffering from some dangerous 
affection.

Much can be accomplished through carefully 
written and authoritative articles in the daily 
press and in magazines; but this will not be 
enough; the symptoms of each and every form 
of cancer must be indelibly impressed upon 
every individual. For women such information 
can be most satisfactorily disseminated by 
women’s clubs. These clubs have been render
ing yeoman service to the country, and their real

worth is only now receiving its due share of 
appreciation. The men of the community van 
be best reached through short lectures delivered 
in factories or in the clubs that they may be 
affiliated with. This heart-to-heart discussion on 
the subject before small companies of men and 
women is bound to yield results. If such an 
enlightenment is to be accomplished the entire 
medical profession must take an active part in 
the dissemination of this knowledge.

In some cities the |>eople are waking up to the 
fact that the public school buildings are at most 
used only about thirty-five hours a week. They 
furthermore appreciate the fact that if the maxi
mum amount of good is to be accomplished 
there must be concerted action. In wideawake 
communities the school house has become the 
evening meeting place of the neighborhood. Here 
health talks and lectures on hygiene are given and 
many other topics relating to the welfare of the 
community are discussed. This practical utiliza
tion of the public school building will undoubtedly 
soon be adopted in all parts of the country and 
this avenue for the dissemination of the knowledge 
concerning cancer will then probably be the most 
important one.

The Clinical Congress entrusted our Committee 
with the initiation of this campaign. Your 
Committee finds that accurate data on cancer 
in the United States are very meager. If the 
people of the land are to be enlightened, we must 
keep better records.

The campaign entails added responsibility on 
the Clinical Congress of Surgeons of North Amer
ica With the increased number of cancer 
patients seeking surgical aid will come a large 
number of border-line cases cases in which a 
careful microscopical examination of the growth 
must be undertaken to determine whether it is 
cancer or not. If the growth be malignant, opera
tion is indicated at once. How many surgical 
clinics throughout the United States are prepared 
to make frozen sections at once and have at their 
command an expert surgical pathologist whose 
opinion can be obtained on the spot? Outside 
the main centers few possess these facilities, and 
in many of the hospitals it is days before an expert 
opinion can be obtained.

Among the many good surgeons throughout 
the country naturally only a few arc surgical 
pathologists. The time is speedily coming when 
every hospital will have a trained expert surgical 
pathologist on its staff, a man whose advice 
can be had at every operation. He will prove to 
be one of the hospital’s most valuable assets. 
Some may ask why we have not more such men.
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Tin-1 ruth is that the young physician must make 
a livelihood and as the pathologist receives, as 
a rule, a mere pittance for his work, few have the 
scientific perseverance to enter this field. If the 
work was made satisf. ctorily remunerative 
plenty of capable men could he induced to enter 
this field; and when they have once learned what 
a fascination there is in following an individual 
case to its very rock bottom, in obtaining here 
and there a clue enabling them to forecast with a 
degree of definiteness and precision whether this 
or that patient will recover, and in discovering 
every now and then something that has never 
before been known to medical men, the majority 
of these men will never give up the study of sur
gical pathology. But it is only fair that these 
pathologists should be well paid. They are 
really the judges that pass sentence upon this or 
that patient. It is they who determine for the 
surgeon whether a radical operation is necessary 
or not. It is the duty of this Congress to see that 
in the near future every hospital has a well 
trained surgical pathologist attached to its staff. 
Otherwise much of the value of your cancer 
campaign will be lost.

Your Committee wishes to draw attention to 
the absolute necessity in every case of cancer of a 
thorough operation. To accomplish the maxi
mum amount of good for the increased number 
that will come for operation as a result of our 
labors, our surgeons must be thoroughly con
versant with the anatomy of the parts concerned 
and must have a full knowledge of the paths 
along which the cancer travels from its point of 
origin. In cancer of the lip, for example, the 
operator must consider the removal of the glands 
of the neck. In cancer of the breast he must be 
familiar with the lymph glands that are first 
involved; in cancer of the rectum he must re
member that the liver is frequently secondarily 
invaded, and that if such be the case, an extensive 
rectal operation is contra-indicated.

On one occasion, while in Europe, meeting one 
of my Baltimore colleagues on the street, I said,
"Why, I thought you were going to Dr.---------’s
clinic this morning.” The reply was, “1 did. 
He was to do a breast operation at 8.45; I arrived 
at q, and the operation was over.” This surgeon 
has a world-wide reputation. If our work is to 
be as superficial and incomplete as it was in this 
case, then it were better not to undertake any 
campaign against cancer. Fortunately for our 
patients, admirable work is being done in many 
clinics, hut there are still exceptions.

Aftkr-rfsvlts. Hospital management in 
years past has been notoriously lax, but in recent

times business methods have been introduced 
into many of the newer institutions. It would 
do all medical men good to visit uji-to-date 
business houses and see the card-index systems 
and the various short-cut methods employed in 
everyday business. It would also be advisable 
for the trustees of the various hospitals to see to 
it that the same systematic and business-like 
methods are used in the registration of data in 
the hospitals with which they are connected as 
they themselves employ in their businesses.

This is an age of time-saving devices and all 
business men are keen to see what results have 
accrued from their endeavors along these lines. 
What applies to business applies equally well to 
the subject of cancer. What is the use of operat
ing year after year in a routine manner, having 
but a hazy idea of the final outcome. At least 
one tactful clerk in every hospital should be 
assigned to the task of keeping in constant con
tact with patients who have been operated on. 
In this manner one can at a glance tell how many 
patients have been relieved by operation. The 
results of one operator can be with
those of another -of course in a fraternal and not 
hypercritical spirit; for there is no doubt that a 
runner can always make better progress with a 
pacemaker. The careful analysis of a large 
number of cases will always demonstrate wherein 
future improvements can be made, moreover 
this strong evidence of the hospital’s interest in 
their welfare cannot fail to impress its former 
patients, and will stimulate them to urge their 
fellow-sufferers to undergo a similar treatment.

These data, to be of use, must from time to 
time be thoroughly analyzed and published. 
Follow up all your cancer patients, and see what 
has become of them. Many of them will lie dead, 
but some that you have lost track of are still 
living and well. You will soon become so in
terested in the return letters that you can hardly 
wait for the postman to arrive, and when now 
and then a reply says that the patient is alive 
and well at the end of ten or thirteen years, it 
will warm the cockles of your heart, it will more 
than outweigh many of the disappointing results 
you have had and will make you feel that, after 
all, the tight is well worth keeping up.

With the increased number of cancer patients 
coming early for operation the percentage of 
cures will naturally be increased and with the 
improved methods of operating this percentage 
will be still further improved. It is this continual 
increase in the number of permanent cures that 
we must keep continually before the public.

Many of the smaller hospitals have difficulty
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in making ends meet. Such institutions will 
not he able to furnish funds for the collection of 
the necessary data on cancer. X cancer fund 
could not he put to better use than in paying the 
salaries of capable young - who would
carefully analyze the cancer results of the smaller 
institutions. If all statistics could be utilized, 
in a few years the cancer committee would have 
an abundant and really valuable amount of in
formation on the subject.

Whether the etiology of cancer will soon be 
discovered or not is problematical, but in any 
event the people of the country should be made 
thoroughly cognizant of the early symptoms of 
cancer and of the fact that many may be cured 
by early operation. I can imagine no gift that 
would yield the philanthropist a greater return 
than the satisfaction of knowing that as a result 
of his munificence thousands of lives of cancer 
patients had been saved by prompt operation.

New workers in an old held are often prone to 
forget the fundamental labors of pioneers in the 
same field, and we should be remiss did we not 
express our appreciation of the labor of those who

in the past have done so much to bring before the 
general public a judicious amount of knowledge 
upon the subject of cancer.

In a few words let me give you the message of 
the Cancer Committee of the Clinical Congress 
to the people of America:

Cancer is a very common malad)
In the beginning it is a strictly local process 

and not a blood disease.
It is easily cured when removed early in its

It is incurable in its later st.ij»«-s.
It is no respecter of race, creed or social dis

tinction.
It is the common enemy of all mankind.
Karnest thinking people in all walks of life 

must combine to make a determined light against 
this relentless foe.

Thomas S. Ci ms, NI.1C. Baltimore. Chair-

1 . C. IM tu.KV, M.D.. Chicago.
C. Ji ff Mili i k, M.D., New Orleans,
IC V. Simpson, M l)., Pittsburgh.
II. C. Tayi.or, M l)., New York.
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Adenomyoma of the Rectovaginal 
Septum



ADKNOMVOMA OK T1IK RKVTOVAtilNAL 
SKVTUM *

THOMAS N C'VI.LKN. Ml) 
HAl.miOM"

At the meeting of the Canadian Metlival Association 
in June, 1913, I incidentally referred to two cases of 
this character that had recently come under my can-.1

'I’llis group of cases has in large measure escaped tlu- 
attention of the surgeon. They are, however, of much 
interest not only to the pathologist hut also to the 
operator.

Several months ago Dr. D. S. D. Jessup of New York, 
sent me elides from two pelvic tumors. In each case 
the tumor had been attached to the cervix posteriorly 
and had grown into the rectal wall. In each case the 
growth was so firmly fixed that, while the surgeon was 
doing a complete abdominal hysterectomy, lie was com
pelled to remove at the same time a piece of the anterior 
rectal wall, as it was absolutely impossible to separate 
the uterus from the rectum. The slides that I examined 
showed non-striped muscle with islands of typical uterine 
mucosa scattered throughout them. The muscular tis
sue under the microscope was seen to he intimately 
blended with the rectal wall, hut the rectal mucosa was 
perfectly normal. The histologic picture-- in these two 
cases were identical with those found in adenomvoma of 
the uterus.2 An account of the two cases from which 
the specimens were taken will be published shortly by 
the surgeon who operated on the patients.

Within forty-eight hours after I sent mv report to 
Dr. Jessup, the February number of the Proceedingn of

• From tin- Gynecologic» I and l-athologlcal departmenta of the 
.? * ill ii.i llopklna Hospital ami Vnlveralty.

• Hind before tin- Southern Surgical ami Gynecological Roclei\ 
Atlanta, tin., Dec. HI. 1013.

1. Cullen. Thomas S. : Address In Gynecology, Canadian Med 
Assn. Jour., August. I ill 3.

2. Cullen, Thomas R. : Adenomyoinn of the Ulerue, I’lilliidelphla. 
W. B. Saunders Company, 11*08.
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the Royal Society reached me, and in it was a similar 
case reported in full by Cuthbert Lockyer of London. 
11 is description was most lucid and the illustrations left 
absolutely no doubt that the case was one of adenomvoma 
of the rectovaginal septum.

lockybb’s casks

Cask 1.—Teat-like projection in the vaginal fornix.
Cuthbert Lockyer* at the meeting of the obstetric and 

gynecologic section of the Royal Society of Medicine, Jan. 2. 
1013, before reporting a very interesting case ot adenomyoma 
in the reeto-uterin mid rectovaginal septum, briefly referred to 
a case that lie hail previously seen in which there was a teat 
like projection in the right vaginal fornix. This projection 
was covered over with vaginal mucosa. There was no 
ulceration and the growth lay close to the cervix on the right 
side and was long enough to be palpable liefore the examining 
linger reached the vaginal cervix. In this case there was no 
projection into the rectum and no operation had been per 
formed.

Cask 2.—Adenomyoma of the recto-uterine and rcctoraginal

The patient, aged 35. was married but sterile. She coni 
plained of vaginal hemorrhage and pain. The periods had 
always hem regular, but for twelve months the loss had been 
excessive, particularly for the last three months. There was 
great pain in the rectum, and defecation had become very 
difficult. The pain had ls-en very severe for the past three 
months and the patient felt as if “something prevented the 
Isiwcls from moving." The pain was always worse at night. 
For several weeks the patient had la-en bedridden. The hemor
rhage for a few weens previous to her entering the hospital 
hail been practically continuous, but there had never been 
any bleeding from the bowel.

On vaginal examination a curious hard mass was felt in 
the posterior vaginal fornix; it was definitely fixed to the 
supravaginal cervix ami adherent to the pelvic floor. The 
mass was found to project anteriorly into the lumen of the 
rectum, but the overlying mucous membrane was intact. No 
definite diagnosis was made.

It was noted that, although the vaginal cervix was normal, 
the upper part of the posterior vaginal wall for a space of 
1% square inches was puckered and presented bluish-like 
varicosities.

Operation.—When the abdomen was opened the appendages 
were found to lie normal and the uterus small. The rectum 
and uterus had la-come fused together la-low the peritoneal

3. Lockyer, Cuthbert : Proc. Roy. Hoc. Med., 1013, vl, No. 4.



3

reflection ho that the two struct urea could only be moved en 
mnanc from aide to Hide (Fig. 1). An it was impossible to 
remove either viacue apart from the other Lockyer proceeded 
to take the uteriiH and rectum out together. For this pur 
pose he liegan ns for a Wertheim panhysterectomy by dis 
secting out the ureters. The left ureter was very intimately 
adherent to the side of the rectum, to the growth and to the 
vagina. The right ureter was not adherent. After displnc 
ing the ureters and ligating the uteiiue vessels lie carried the 
dissection anteriorly down as far as possible. The vagina 
was opened in front and the uterus vas now freed from all 
its connections except where it was adherent to the rectum

Fig. 1.—Adcnomyoma of the rectovaginal septum A longitudinal 
section of the uterus and rectum. The posterior wall of the cervix 
Is occupied by a diffuse fibroid growth, which near the cervical 
canal contains Irregular cavities. Posteriorly the growth Is Inti
mately blended with a tumor which has Implicated the anterior 
rectal wall and markedly encroached on the lumen of the bowel. 
The rectal mucosa Is still Intact. For the histologic picture see 
Figure 2. (Copied from Vuthbert Lockyer.)

and to the undivided posterior vaginal wall. The rectum was 
next divided between clamps and the proximal end wrap|>ed 
up and held aside in the upper angle of the wound. The edges 
of the vagina were ligated with several interrupted sutures. 
The edges of the rectum were invaginated and then oversewn. 
The cellular tissues were tied off and the peritoneum of the 
pelvis was closed. A small vaginal drain was employed.

The sigmoid or upper free end of the bowel was brought out 
through a fresh lateral opening in the left iliac region and the



mil ni I abdominal wound cloned. Two drainage-tubes, how
ever, were inserted down to the cloned peritoneal level. The 
convalescence wan disturbed, hut the abdominal wound never 
broke down and the patient at the time of the meeting was 
sitting up, although still in the hospital.

Lockyer say» that microscopically the growth had the struc
ture of an adenomyoma, being made up of dense fibrous and 
muscular tissue in which were sparsely scattered simple gland 
tubules surrounded by very cellular tissue similar to that seen 
around the tubules or follicles of adenomyoma of the uterus 
(Fig. iil. Histologically, he says, the growth was compara 
tively benign, but with the naked eye it could be seen that 
the cervix as well ns the anterior wall of the vagina had lieeii 
definitely invaded by it. There were large hemorrhagic area*

Fig. 2.—Adenomyoma of the rectovaginal septum. For the gross 
appearance of the tumor see Figure I. The section Includes the 
rectal mucosa and a portion of the underlying tumor. The rectal 
mucosa Is Intact and normal. The tumor lying beneath It con
sists of nnn-strlated muscle with glands scattered throughout It. 
Home of these glands lie In direct contact with the muscle and a 
few of them are dilated. The glandular area In the center of the 
field has a definite stroma, which Is sharply dlfferentlaied from the 
surrounding muscle. It Is the characteristic stroma of the uterine 
mucosa. The tumor is so Intimately blended with the rectal wall 
that no point of cleavage Is possible. Consequently the operator 
would be forced to remove a portion of the rectum, If he attempted 
a complete -x< Islmi of the turner, t Copied from Cutbbvrt Isickyer.)

which ran down from the center of the growth to the vaginal 
mucous membrane. The clinical observation that the mucosa 
of the bowel was intact proved to be correct, the only sur
face lesion being the puckering of the posterior vaginal wall.

Lockyer suggested that this tiraue had developed from 
remains of the wolflian duct. In discussing the case he said 
that had he known that the growth was not malignant he 
would have considered removing a portion of the rectum and 
closing in the opening, thus avoiding the necessity of making
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a permanent colostomy ; but he drew attention to the fact 
that the rectal wall over a large area was firmly fixed and 
that in all probability it would have been necessary in this 
vase to do a resection.

Two excellent illustrations accompany the communication. 
The tlrst (Fig 1) shows a longitudinal section of the uterus 
and the rectum with the growth lying between. The posterior 
wall of the uterus near the cervix is much thickened and inti 
mutely blended with the growth. The rectal mucosa, although 
puckered, is everywhere intact.

Figure 2 shows a section through the growth and rectal 
mucosa. The rectal mucous membrane is intact. The under
lying growth is in large measure muscular in character. The 
gland spaces are large ami small. Some of the glands lie in 
ilirect contact with the muscle, others are separated from it 
by a definite stroma.

There is absolutely no doubt that Lockyer was deal
ing with a typical adenomyoma. Its constituent ele
ments were similar to those of adenomyoma of the 
uterus.

In the discussion of Dr. Lockyer’s paper Dr. Mac 
naughton-Jones briefly referred to a patient aged G6, a 
nullipara, who had a hard mass occupying the rectovag
inal septum. This included the posterior aspect of 
the vagina with its upper two-thirds and had encroached 
laterally for some distance. No microscopic examina
tion of this growth bad been made, and consequently its 
exact character could not be determined, although the 
patient six months after a curettage was in good health 
and not suffering to any appreciable extent.

Mr. Clifford White in the same discussion said that 
he had observed two patients suffering from growths in 
the rectovaginal septum. Both had been admitted to 
the University College Hospital during the year. Clin
ically in both cases the tumors were malignant, but 
sections showed apparently simple adenomatous tissue. 
There were glands lined with a single layer of epithe
lium separated from the connective tissue by a definite 
basement-membrane. No proliferation of the epithelium 
was present. The connective tissue was fibrous and 
muscular and contained much lymphoid tissue. The 
squamous vaginal epithelium was thickened but not 
epitheliomatouB. In neither case was an operation 
undertaken.

Mr. Herbert Spencer, referring to the cases mentioned 
by Mr. Clifford White, said that in the first case the
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growth occupied the rectovaginal septum below the pos
terior lip of the cervix. The tissues around the rectum 
were infiltrated up to the pelvic wall and the exudate 
was nodular. He said that microscopic examination 
showed the growth to he an adenomyoma. As the patient 
was in good health he proposed to keep her under obser
vation for the present.

My two cases, while somewhat different from those of 
Jessup and Loekyer, definitely belong to the same group. 
Case 1 shows a very early stage, whereas Case 2 clearly 
shows the late stage of the disease.

IB

Fig. 3.—Adenomyoma of the rectovaginal septum. Qyn.-I’nth 
No. IfiUTII. A diagrammatic representation of the condition found 
ui operation. The uterus contains several anmll aubporltoncal anil 
Interstitial myornaa. The cervix posteriorly la adherent to the 
rectum. Occupying the rectovaginal septum la an oval myoma tom 
nodule, which projects Into and narrows the lumen of the bowel 
The overlying rectal mucosa Is Intact, hut was the seat of several 
small rectal polypi. At operation the uretvra were Isolated and the 
uterus was then removed. The myoma In the rectovaginal septum, 
although Intimately adherent to one ureter, was removed without 
Injury to the ureter or to the rectum. For the histologic picture of 
the nodule In the rectovaginal septum sec Fig. 4.

author’s cases
Cask 1.—Myomas of the uterus, adenomyoma between the 

cervix and rectum and associated with rectal adhesions.
Mrs. G. 1\ E., seen in consultation with Dr. Samuel T. Earle, 

March 17, 1911, had several small polypi in the rectum. The 
uterus lay hack on the bowel and was apparently adherent.
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Operation.—March ‘22. Ur. Karle burned awa\ live or six 
rectal which were situated directly behind the cervix.
Microscopic examination of the growth# showed that they 
had been undergoing definite inlhimmatory changes, aa evi
denced by the quantities of polymorphonuclear leukocytes on 
their surface and by the fact that the underlying stroma 
contained great quantities of small round cells.

After Ur. Earle had removed the polypi, I opened the 
abdomen. The rectum was adherent to the posterior surface 
of the uterus low down. On the left side was a corpus- 
liiteum cyst. This had evidently ruptured at some previous 
lime, as the surrounding tissues were stained dark brown 
I did a complete hysterectomy, removing the uterus and 
appendages, nr ! then shelled out a myoma, I cm. in diameter,

j-m
Fig. 4 Adenomyoma of the rectovaginal septum, tlyn.-l'ath 

No. 1607H. For the gross appearances see Figure ;i. The point 
from which the drawing was made Is Indicated In the small sketch 
on the left. The greater portion of the tumor consisted of myoma 
tous tissue. A glance at the islands of mucosa Is sufficient to 
establish the fact that they consist of typical uterine mucosa. The 
glands resemble ordinary uterine glands and are surrounded by the 
characteristic stroma. The picture Is Identical with that noted In 
ndenomyomn of the uterus.

from the left aide of the pelvic floor ami another, about 4 
cm. in diameter, with a secondary nodule, 1 cm. in diameter, 
lying on ita surface. This combined nodule was situated 
between the rectum and vagina on the left (Fig. 3).

Oct. 12, 1011, the patient returned to me with signs of 
definite renal trouble. The roentgenogram showed a stone in 
the pelvis of each kidney. As the left kidney had apparently 
given more trouble than the right 1 removed Hie stone from 
the pelvis of that kidney. The patient improved markedly,

9



but from time to time she experienced some pain in the right 
renal region.

Nov. 10, 1913, I removed a stone from the pelvis of the 
right kidney. The patient at present is in excellent condition.

Pathologic Report No. 10079: The uterus itself is only 
slightly enlarged. Scattered over the surface of the organ 
are several small fibroids. On microscopic examination the 
endometrium shows a definite endometritis.

The larger nodule lying between the cervix and rectum is 
4 by 3 by 2 cm. and the smaller one 1 cm. in diameter. The 
larger nodule on histologic examination consists in the main 
of typical myomatous tissue, but at one point in a cleft 
< Fig. 4 | are islands of typical uterine mucosa and at another 
point is a miniature uterine cavity. One of the smaller 
nodules contains one or two gland-like spaces.

From the history it will be noted that in this vase the 
cervix was adherent to the rectum. We have here a con
necting link between the ordinary adenomyoma of the 
uterus and an udenomyoma involving the rectum. It 
in the only ca*e that 1 have ever Keen allowing just this

Case 2.—Adenomyoma in the left brotul ligament intimately 
blended trith the rectum.

Mrs. G. K., referred to me by Dr. E. Taliaferro of Nor 
folk, Y«.. was admitted to the Johns Hopkins Hospital June 
4. 1913. This patient was 37 yeais of age and two years 
before had been operated on in San Francisco, a myomatous 
uterus and enlarged ovaries lieing removed. At that time it 
was necessary to remove a small portion of the rectum also 
oil account of dense adhesions. She had a stormy conval
escence and shortly after the operation developed intestinal 
obstruction.

After leaving the hospital she had had a great deal of pain 
in the lower abdomen and for months had had almost con 
tinuous bleeding from the cervix, (hi admission I found a 
thickening behind the cervix and induration in both broad 
ligaments. Although the patient was much weakened from 
the continuous loss of blood we felt that something must lie 
done. The cervix was dilated and on curetting we brought 
away what on microscopic examination proved to lie perfectly 
normal uterine mucosa. The supravaginal hysterectomy had 
evidently been a high one.

The right broad ligament was indurated and Imard-like and 
on the left side there was also thickening.

An attempt was made to build the pauent up, but she con
tinued to lose, a great deal of blood and showed absolutely 
no improvement. A few days later we felt that it was impera 
tive to explore the abdomen. When the operation was begun
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rnomyom*
Adherent to reel.

the pulse was 145. We found the rectum densely adherent t<- 
the bladder and the left hroail ligament was tilletl with a 
somewhat cystic mas*. Those assisting at the operation 
thought we were dealing with a malignant growth, which hail 
spread into both hroail ligament*. In order to determine 
definitely I eut the left round ligament, separated the folds 
of the broad ligament, and found we were dealing with a 
cystic mass U cm. in diameter (Fig. 5). This was gradually 
shelled out front it* attachment to the pelvic wall, hut hy 
the time this had been accomplished the patient's pulse had 
Income almost imperceptible, the rate being from ISO to ItMt.

fig. ft- Advnimiyonia of the broad ligament densely adherent to 
the rectum. A dlitgriimimitlv representation of the appearance of 
the pelvis nt operation. As noted In the history, the uterus and 
appendages had been removed several year* before. The bladder 
was densely adherent to the rectum. When the left broad llga 
ment was opened up. a cystic mass was encountered, which wa- 
adtierent to the pelvic wall ami blended with the rectum. Its 
walls consisted of muscle and In Its center was a cavity about V.ft 
cm. in diameter, lined with a brownish tingi d membrane. The cavity 
contained chocolate-colored blood. Fig. 0 gives the histologic pie 
lure of the walls of this tumor. The right broad ligament also 
eoiitnluvd a Arm mass probably similar In origin, hut the condition 
of the patient did nut warrant Its exploration

although elie had lost practically no blood. We removed the 
greater part of the growth, hut left a portion still uttached 
to the rectum and did not dare explore the right broad ligu 
ment. A drain was introduced into the pelvis and brought 
out through the lower angle of the incision. When the cysto
mas* that was attached to the rectum was cut across we 
found that it contained one large irregular cavity about 2.6
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cm. in diameter. Thin contained chocolate colored fluid and 
was lined with a rather smooth-looking membrane which hud 
a brownish tinge. The outer coats of the tumor looked like 
ordinary muscle.

On microscopic examination it was found that the wall of 
the blood-stained cyst was lined with one layer of cylindrical 
epithelium and that this rested on a definite stroma consisting 
of cells with oval vesicular nuclei. The more solid portions 
of the growth were made up of noil-striped muscle libers 
arranged in whorls and of quantities of uterine glands 
embedded in their characteristic stroma | Fig. It I. In some 
places only two or three glands with the surrounding stroma 
were visible, but at other points miniature uterine .cavities 
were fourni.

Mg. it. Adrnomyomn In the left broad lignaient. This section 
Is from the tumor occupying the left broad ligament In Figure 
Tin' tumor consists of myomatous tissue everywhere traversed by 
typical uterine mucosa. The glands are surrounded by the chaîne 
i> rlstlc stroma of the mucosa, which Is sharply differentiated from 
the surrounding muscle. Some are diluted. A few of the outlying 
ones lie In direct contact with the muscle. The small area Indl 
eali'il by Hie arrow has been enlarged. Here we see that the glands 
an lined with one layer of cylindrical epithelium and that their 
surrounding stroma stands out In sharp contrast to the muscle

In this case we were dealing with an adenuiuyoina, which had 
become densely adherent to the rectum. It was hoped that 
xve might at a later date explore the right broad ligament 
remove the cervix and then a jiortion of the rectum with 
which the growth was intimately blended. The patient, how
ever, gradually became weaker and died. .Tune 19. 1913.
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Adenomyoma of the uterus is now a well-recognized 
pathologic lesion and in many cases can be diagnosed 
clinically. That it is not rare is evident from the fact 
that 1 was able to report over seventy eases from the 
gynecologic clinic of the Johns Hopkins Hospital. 
It was clearly shown that in the majority of the eases 
the glands of the adenomvoma came from the uterine 
mucosa. It was further pointed out that portions of 
the growth might be carried into the uterine cavity, 
forming submucous adenomyomas, and that in other 
cases portions of the adenomvoma were carried outward, 
forming subperitoneal adenomyomas, and that these sub- 
peritoneal growths, when released from the compressing 
influence of the uterine wall, sometimes become cystic, 
the cyst fluid being chocolate-colored — an accumulation 
of old menstrual blood. It was also demonstrated that 
an adenomyomntous uterus tends to become adherent to 
the surrounding structures.

1 have reported elsewhere instances of adenomvoma 
of the round ligament* and tumors of the umbilicus con
sisting of adenomyomas.4 * 6 All of these tumors, no mat
ter where situated, showed the same clinical reaction, 
namely, sw< at the menstrual period.

In my group of adenomyomas of the uterus were 
several of cervical origin. If these grow posteriorly, 
owing to their inherent tendency to become attached, 
they will spread out into the rectovaginal septum, and 
become adherent to the rectum ; or the peritoneal sur
face of the cervix may grow fast to the peritoneal surface 
of the rectum. In either case the rectum becomes fixed 
to the cervix.

My Case 1 is probably the earliest stage of such a 
condition. Lying in the pelvic floor were several myo
mas, the smaller ones consisting of simple myomatous 
tissue, the largest one measuring 4 by 3 by 2 cm. (Fig. 
3) in diameter and containing a well-developed island 
of uterine mucosa (Fig. 4). It will be noted that 
even at this early stage the rectum was adherent to the 
posterior surface of the cervix. It was, however, pos
sible to remove the uterus without injury to the bowel.

4 Cullen. Thomas S. : Adenomyoma of the Hound Ligament, 
Bull. Johns Hopkins Hosp., 1 800. Nos. «2 and «3.

B. Cullen, Thomas S. : Surgical ninennea of the 1'inblllcun, Tiib
Journal A. M. A . Feb. II. 1011, p. 301.

A:A



In J mu p’s two vases the growth was so intimately 
blended with the rectum that in each it was necessary 
to remove a piece of the rectum with the uterus.

IxK-kyer’s case represents a still further development 
of the adenomyoma. Such a wide area of the bowel was 
adherent that it was necessary to remove a complete seg
ment of the rectum and to make a permanent colostomy.

In my Case 2, when the abdomen was opened, in San 
Francisco, the operator had found it necessary to remove 
a piece of the rectal wall with the adherent myomatous 
uterus. The patient’s recovery was slow ami compli
cated by an intestinal obstruction. When I saw the 
patient several years after the first operation she had 
had vaginal bleeding for months and was almost exsan
guinated. When all attempts at building her up had 
failed, and the loss of blood still continued, as a last 
resort we did an exploratory operation, with the results 
recorded above. As noted from the history, the opera
tion was necessarily an incomplete one, and hence it was 
impossible to tell the exact character of the thickening 
in the right broad ligament, but it was in all probability 
also adenomyomatous in character.

These cases are naturally of considerable interest to 
the surgeon. In the first place these growths, of course, 
are found only in women, and in the second place, 
histologically, they arc not malignant ; that is, they do 
not give rise to métastasés. In the early stages, as shown 
in my Case 1, the growth may be removed without injury 
to the rectum. When the growth has invaded the rectum 
to a limited extent it is necessary to remove only a small 
portion of the anterior wall of the rectum and the defect 
can be closed, still leaving a bowel of sufficient caliber. 
When the rectal involvement is extensive, as in Lockyer’s 
Case 2, resection of that portion of the bowel will, as a 
rule, be necessary.

The immediate differentiation between carcinoma of 
the bowel and adenomyomas of the rectovaginal septum 
is all-important to the surgeon. If the uterus contains 
myomas, the probability that the pelvic growth is an 
adenomyoma is strengthened. Further, if the growth 
appears to be muscular in origin this diagnosis is still 
more probable; if the growth is cystic, the diagnosis of 
adenomyoma is almost certain.

Cancer of the rectum starts in the mucous membrane, 
gradually infiltrates the bowel and then extends to the
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peritoneum and at a later stage may involve the cervix. 
Clinically, there is a history of hemorrhage from the 
bowel. In adenomyoma of the rectovaginal septum, on 
the other hand, the only rectal symptom is painful 
defecation, or there are obstructive symptoms. On rectal 
examination the bowel mucosa may be found puckered 
but still intact. Thus it is seen that the differential 
diagnosis is relatively easy.

Adenomyomas of the rectovaginal septum are benign 
so far ns they do not give rise to métastasés, and conse
quently if the entire growth be removed no further 
trouble need be feared. If portions be left these will 
continue to grow and will lend to more pelvic adhesions, 
and finally produce complications that may result in 
death or permanent invalidism. When cancer of the 
rectum is present the operation must of necessity be a 
much more extensive one.

This group of cases still more clearly emphasizes the 
necessity of a careful microscopic control of all rectal 
growths, as they might easily pass for rectal carcinomas 
and the cases be classified as permanent cures of rectal 
cancer, when the patient in reality never had cancer.

In cases of adenomyoma of the rectovaginal septum 
the ureters should be carefully isolated and the uterus 
then removed in its entirety as in the Wertheim opera
tion. As soon as the vagina has been out across the 
uterus and rectum are more mobile and can be drawn 
further up into the wound. The necessary oval or elliptic 
piece of rectum is now removed with the uterus and the 
bowel wound closed. The remaining stages of the opera
tion are identical with those of the Wertheim operation 
and it will be wise to place a delicate protective drain in 
the pelvis, taking care, however, that it does not come 
in contact with the suture line in the bowel. The lower 
end of the drain emerges from the vagina.

When the adenomyoma involves a large part of the 
lumen of the bowel, it will become necessary to resect 
a segment of the bowel.

The glands in these growths undoubtedly arise from 
the uterine mucosa or from remnants of Mfiller’s duct. 
If they were rectal adenomyomas, the glands would 
naturally be of the type composing the rectal mucosa.

The report of four cases in the course of a few months 
seems to indicate that adenomyoma of the rectovaginal
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septum is not rare; and with the more careful examina
tion of all rectal or perirectal growths I feel confident 
that in the near future many more such cases will be 
recorded.

In conclusion 1 want to thunk my friend, Mr. Max BrOdel, 
director of the Department of “Art in Medicine,” in the John» 
Hopkins Medical School, for the excellent illustrations nccom 
punying this article.

3 West Preston Street.
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PREFACE
'HIS fragmentary historical account of the Church Home
and Infirmary <was given at the graduation exercises of the
Training School for Nurses held on Tuesday evening. May 

/j, IÇIJ. The data contained in this short history came almost 
exclusively from the Annual Reports. The medical and the nursing 
side have been dealt with somewhat fully. The limited time at my 
disposal prevented me from adequately considering many other inter
esting events connected with the history of this institution.

The hospital and home, although supported entirely by the Epis
copalians of Baltimore and of the State of Maryland, in addition to 
giving a permanent home to the aged and infirm of its own faith, 
has also rendered incalculable service to the sick of the city, and I 
might say of the country at large.

It will be noted that the Church Home and Infirmary resulted 
from an amalgamation of the St. Barnabas's Church Home on Bid
dle Street and of the St. Andrew's Infirmary on High Street, and 
further that, on the day the Church Home and Infirmary was opened 
in /8jS, sixteen people were brought to it from the Home and twenty 
patients from the Infirmary. This dual function has been continued 
throughout the many years.

With the evolution in hospital methods during the last twenty years 
and the ever increasing realization on the part of the public that, 
as a rule, a medical or surgical patient has a much better chance 
of getting well in a hospital than in his or her home, greater demands 
have been made in all hospitals for more abundant and more ade
quate accommodationsfor private patients. Appreciating the situa
tion, Trustees of the Church Home and Infirmary not only improved 
the private rooms they already had, but in addition added a new 
building called the Annex. The new and attractive private rooms 
were soon in great demand and as a result of the increased revenue 
obtained it has been possible not only to care for more guests on the 
Home side but also to make their lot a much happier one-, moreover,



•when one of the permanent guestt of the Home now needs medical 
or surgical treatment, this can he furnished most satisfactorily under 
the same roof.

The Episcopalians of Baltimore and of the State of Maryland 
have an institution of which they may feel proud, and it must he a 
source of the greatest satisfaction to them to feel that, while the 
privilege of residence in the Home must of necessity be limited to 
members of their own faith, on the Hospital or Infirmary side they 
are caring for the many irrespective of faith or creed. The Church 
Home and Infirmary has for over fifty years been doing an incal
culable amount of good and its usefulness is continually increasing.

THOMAS S. CULLEN,
Chairman of the Medical Committee
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THE CHURCH HOME AND INFIRMARY IN 186$
This picture was made in commemoration of the monument erected to the memory of Thomas Wildey, founder 

of the Independent Order of Odd Fellows. The Home shows little change. The lawn was then as now 
a most attractive feature. The CJeorge Corner residence is seen in the left of the picture. The 

costumes then noted on Broadway differed materially from those of today.
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INTRODUCTION

UPON hearing Dr. Cullen's splendid address, herewith 
published as a historical sketch of the Church Home 
and Infirmary, I felt its publication for distribution 

among our people would be most desirable and acceptable.
No one is better qualified to define what such an Institution 

should be, in its home, no less than in its hospital features, 
than the author of this sketch.

Nor does anyone occupy a more favorable position than he 
to state intelligently what this particular Institution really is 
in every department of its administration, for through many 
years he has been part of it and has so devoted his time to it, 
and merged his personality and powers with it, that lie knows 
it as w'ell as does he know himself.

The only thing the Managers of the Church Home and 
Infirmary have to fear is ignorance of its true purpose and 
administration; what they supremely desire is that full knowl
edge of its inner workings, especially on the Home side, shall 
universally obtain. The address of Dr. Cullen is well calculated 
to shed proper light upon the Institution and all its affairs from 
the day of its establishment to the present time.

I appreciate sincerely the kindness of the author in com
plying with my request for the publication of the sketch, and 
commend it to the careful consideration of all who may be 
fortunate enough to have the opportunity of its perusal.

Bn hip uf Maryland.

11 io Madison Avenue 
Baltimoee
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THE
CHURCH HOME AND INFIRMARY

A Historical Sketch

LL of you arc thoroughly familiar with every nook and
cranny of this splendid philanthropic institution, but I

■*" venture to say that few in this room have any very clear 
knowledge of just how it was started or of the departed friends 
who were responsible for the gradual development of the 
Church Home.

In the time allotted to me 1 shall endeavor to give you a short 
history of your Alma Mater. Most of the information contained 
in my address has been gleaned from the Annual Reports.

A couple of days go I called at the office and asked the 
names of those who had long been associated with the Church 
Home and Infirmary and who were still in the institution. 1 
was informed that none of the present occupants ha.. been resi
dents of the Home for more than fifteen years. This came as 
a distinct shock to me as I have been coming to the Home for 
over fifteen years and I could hardly realize that I was the old
est inhabitant. A more careful examination of the roster, how
ever, showed that several have been in the Home for a much 
longer period.

Early in the fifties the Episcopal Church in Baltimore was 
stimulated to start philanthropies looking to the welfare of the 
sick and homeless. St. Andrew’s Church had an infirmary on 
High Street and several of the other churches supported a 
Church Home on Biddle Street. The Church Home on Bid
dle Street had as its officers-.-Visitor, Rt. Rev. W. R. Whit- 
tingham, D.D. Bishop of Maryland; Rector, Rev. Edmund B. 
Tuttle; President, Mrs. Whittingham; Vice-President, Mrs. 
Neilson; Treasurer, Mrs. Montell; Secretary, Miss Barney.

In addition there were four managers from each of the fol-
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lowing churches, St. Paul’s, Grace, Mt. Calvary and Emmanuel. 
The matron to the institution was Mrs. Tuttle, and the attend
ing physicians were Dr. F. Donaldson and Dr. R. Atkinson.

In the report of the Trustees of the Church Home on St. 
Barnabas Day, June 11, 1856 we note that on the 1 ith of Oc
tober, 1855, “They called together by public notice the con
tributors to the Fund, they reporting progress and recommend
ing the immediate organization of the Home, under the joint 
management and direction of the Rector or Warden thereof, 
and of a committee of ladies from such of the congregations 
of the Protestant Episcopal Church in the citv of Baltimore as 
might associate themselves for that purpose. Their recom
mendation was adopted by the meeting, and shortly after car
ried into effect by the formation of Church Home Societies in 
St. Paul’s, Grace and Mt. Calvary Churches, and at a subse
quent period in Emmanuel Church. The following Resolu
tions were likewise adopted by the contributors.

•“Resolved, that the Trustees, heretofore charged with the 
collection of a fund for the Church Home, are hereby appointed 
to continue their work, and to manage and enlarge the Fund. 
Resolved, that they have power to add to their number from 
among the Clergy and Laity of the Church; and that they arc- 
authorized to fill vacancies occurring in their body. Resolved, 
that they are also empowered to take out a Charter of Incor
poration, which will enable them to hold property and receive 
bequests, on behalf of the Fund.'

“The Trustees fully believe, and would urge it upon the at
tention of this meeting, that the present is a suitable time for 
the more earnest—they hope successful—prosecution and com
pletion of this charitable work. It has survived its initial stage; 
it has given an earnest of what it can accomplish; it has brought 
out into bolder relief the wants and claims of the class it aims 
to benefit. To go back, to fail, would be a shame to our com
munion. To remain stationary, would be to reject and throw 
back to poverty and suffering many whose eyes are turned to 
this charity as their only relief. We must go on, by God’s 
grace and the generous hearts of Christian men.

“We must throw ourselves upon the charities of members

Tîannpl
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of the Protestant Episcopal Church and beg them, in Christ's 
Name, to keep alive and render operative an institution, pecu
liarly of their own body, for the relief of the suffering of those 
of the same Household of Faith. New York found no diffi
culty in raising one hundred thousand dollars for St. Luke s 
Hospital—and is in the field for as much more and will get 
it. Philadelphia has a large hospital and infirmary well sus
tained. Chicago, a city of yesterday, has gone beyond us in 
this respect. Why should our church community, so large, 
so wealthy, we may add, so charitable, linger on the threshold 
of so great a work." The Trustees then asked for $20,000. 
This appeal was signed by the Chairman of the Trustees, Rev. 
W. E. Wyatt.

In the report of 1856 it was said, “The number of persons 
who have thus far received benefits of the institution is as 
follows:

36 inmates of the Home for divers periods
98 to whom temporary shelter and meals have been 

afforded."
This was, of course, at the Biddle Street Church Home. 

“The lodging department, for wayfaring men in the season of 
winter, is an incidental and distinct feature of the charity, which 
may, or may not, be connected with the Home. The base
ment was fitted up for this purpose, having no connection with 
other parts of the building, or its inmates.

“In short the Home is a place where, if need be, the aged 
clergyman, worn out and enfeebled in his Master’s service, can 
find a suitable place to which he can retire and prepare his 
soul for eternity.

“The sick child of sin and sorrow, may come here and learn 
how to die.

.'he daughter of misfortune can stop here by the wayside, 
as it were, and rest awhile, till ready to go on and do battle 
with the world, which seemed to be all against her.

“The aged, whose sojourn here is but temporary, can find, 
what they long for, within its walls—the Old Man’s Home.

“The Home is greatly indebted to its friends for donations 
in money, furniture, etc. Drs. Donaldson and Atkinson have
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given their services regularly and faithfully without any charge 
to the Institution.”

At the celebration of the Feast of St. Barnahas, in 1856, the 
Rev. A. Cleveland Coxe, Rector of Grace Church, preached 
a sermon in behalf of the Church Home, taking as his text, 
“Take care of him, and whatsoever thou spendest more, when 
I come again I will repay thee.”

In the course of his remarks he said, “ I et us regard our 
assembling then, not so much an act of mercy to the poor as 
of justice to ourselves. True, the outcry of the needy is sound
ing in our cars; hut our necessities are greater than theirs. If 
we shut our ears, or pass by on the other side, we rob them 
indeed of the morsel of our bread which is theirs by a holy 
claim, hut at the same time, we are losing the opportunity of 
feeding our spiritual hunger with the Bread ‘which endureth 
unto Everlasting Life.’

“ • Go and do thou likewise,’—that is, go, visit the poor and 
needy, and so far as you can give them the use of your own 
blessings ; deny yourself for them, as the Samaritan did when 
he descended from his beast and went on foot that the sick man 
might ride; and what you cannot do in this way, for the want 
of time or opportunity do in the same way that he did, when 
he said, ‘Take care of him, and whatsoever thou spendest more 
1 will repay thee.’ Here is the original conception of such 
charities as our Church Home; and Christ has chartered it 
and made it a part of Christian benevolence, by saying of it— 
‘Go and do thou likewise.’ And I beg to ask, how—before 
its doors were opened last October—how did the Churchmen 
of Baltimore fulfill this part of Christian duty? Where could 
they go and do likewise? Modern hotels do not open to the 
poor nor do landlords accept such charges from those who 
would bid them take care of them. Neither pence nor pounds 
would secure what such require in any ordinary inn. I trust 
I may yet see with my own eyes this name of Church Home 
set over the gate of some large establishment, reared by the 
Churchmen of Baltimore, as a becoming tribute to God for 
His bounties to them, and as an illustration of their ideas of 
the duty suggested by the words, ‘Go and do thou likewise.’
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It should occupy some spacious and healthy site, of which we 
should be permitted to say, that some Son of Consolation, like 
St. Barnabas, devoted it, as that apostle did his land in Cyprus, 
to the glory of (iod and the good of Christ's poor. Who will 
give the land? It should have large and airy halls, in which 
should lie a great number of impotent folk, as at the pool of 
Bethesda. It should have a decent chapel, in which, twice 
every day, the poor should lift their grateful hands to heaven 
to crave blessings on their benefactors, and in which, from 
time to time the Word of God should he preached to them 
and spiritual meat provided."

Little has been written of St. Andrew's Infirmary on High 
Street, but in the Report for 1888 we note that of six pa
tients who died during the year one had been in the Church 
Home thirty years (wanting a few days) having been admitted 
in February, 1858. The report further goes on to say, “That 
was we believe one of the first patients received in the Home, 
(Mrs. Jane Chase) having come into the institution on the 
9th of February 1858, that being the day when the present 
building on Broadway was taken possession of under the man
agement of the Deaconesses of the Diocese of Maryland, who 
merged in one work of charity, and removed into the building, 
thirty-six patients, of whom twenty came from St. Andrew’s 
Infirmary, and sixteen from the old Church Home Society." 
It was, therefore, on this day that the Church Home and In
firmary was opened. From the paper “Church Home and 
Infirmary, Past and Present," written by Dr. F. D. Gavin, ap
pearing in the report of 1896, we learn that the building pur
chased was erected in 1836 and was used as a medical college, 
a department of the old Washington University, since merged 
into the College of Physicians and Surgeons of this city. The 
original building included a rotunda flanked by towers, and 
connecting with a wing extending east about seventy feet. Both 
rotunda and wings were five stories high, with basement, and 
extended one hundred feet facing the lawn, and looking to
ward the south.

The earliest picture of this institution, that I have seen, re
presented this building situated high on a hill and surrounded



by corn fields. The first report of the Church Home and In
firmary says, “ The situation of the Church Home and Infir
mary is on the most elevated ground in the city and commands 
a view of the bay and surrounding country, even superior to 
that obtained from the top of the monument.

“ This eminence—long known from an adjoining site, as 
Fairmount, is easy of access, and yet removed from the heat 
and noise of the city. The Avenue, Broadway, on which the 
building fronts is one of the finest in Baltimore, and although 
little travelled in this section it is, at a few rods distance, the 
thoroughfare of a line of Omnibuses, (Pennsylvania Line) 
which ply through Baltimore Street and the heart of the city 
to its western extremity.

“As the building now stands it presents a noble aspect. Its 
cupola is surmounted by the same cross which so long adorned 
the spire of old St. Paul’s, and which, after surviving the fire 
which consumed that venerable church, now glances in the 
sun like an ensign on the hill, its wide spreading arms betok
ening a charity as comprehensive as that of Him who once 
testified upon the tree his undoubted love for man.”

From time to time improvements were made in the insti
tution, the rotunda was fitted up in 1875. In 1883 the Church 
Home and Infirmary not only owned the building and grounds 
on which the institution was situated, hut had investments 
amounting to $115,975 yielding #4,200 per annum. At that 
time the women’s ward on the 5th floor was an attic room. 
In 1888 and 1889 it was decided to build the west wing, which 
was put up at the cost of $45,864. In this wing provision was 
made for a sailor’s ward situated in the basement and also for 
a children’s ward. The sailor’s ward was, however, not a suc
cess as no patients came to fill its beds. The children’s ward 
has had many beds and at certain intervals quite a number of 
children were in the ward but report after report dwells upon 
the fact that “notwithstanding the many beds few were oc
cupied.”

In 1891 the gallery of the chapel was altered so that wheel 
chairs could be taken in.

In 1893 the East portico of the building was added. In 1896
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the Trustees seriously considered the establishing of a Home 
for Tuberculous patients as by this time the medical profes
sion was urging that the dangers of allowing consumptive pa
tients to be associated with others were great. In 1897 the 
East wing was repaired and in 1905 the present annex became 
an accomplished fact.

The Visitor of the Church Home has always been the Bishop 
of Maryland. Since the building was established the iollowing 
Bishops have been Visitors, Bishops Whittingham, Pinkney, 
Paret and our Bishop Murray. The first treasurer of the Church 
Home and Infirmary was George W. Tinges,* and in going 
through the many records I have grown to feel that he was 
an old friend.

His reports are models. One can sec the tremendous amount 
of interest and anxiety he had for the institution to weather 
the storm in its early days. One of the most amusing items that 
I have seen in the report was, “debtor to cash #2.00 for a coun
terfeit note.” That is the only instance in which 1 have known 
the Church Home to have lost money in such a manner, l'he 
finances of the institution had many ups and downs, but the 
Treasurer, assisted by the Trustees and the ladies, was able to 
cope with the situation. Probably the most pathetic report was 
that of 1863. “The current year had scarcely opened before a 
sensible diminution of receipts was felt. The Board had already 
expended, for debts incurred and for the support of the House, 
all its funds, including a portion of the endowment and the 
Treasurer could consequently no longer respond to the calls for 
money for ‘current expenses,’ however urgently made. The 
result has been, ‘no money to go to market with’ more than 
once during the past three months, new debts for ‘bread and 
meat’ have followed, although it was distinctly understood in 
July, 1861, that the Board could not keep the institution open, 
except upon condition that it be kept from debt. The alter
natives were Debt, Starvation or the Almshouse. The first was 
chosen, but of that there must be an end.
♦Mr. George W. Tinges on numerous occasions refetred to the gift of the Rev. S. R. Sargeant 
and on the day that he sent in his resignation as Treasurer to the Board of Trustees in October 
1874» he said “ On the first of September 1854, I received #150 from my friend S. R. Sargeant 
as the beginning of this Society. That was the comer stone.”
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“The number of beneficiaries has averaged higher than that 
for which a support was pledged. The cost of support of each 
has increased. The receipts from pay patients have diminished, 
and it follows that more, not less, must be paid into the treas
ury for the present year in order to prevent the second or third 
alternative above mentioned.”

In the report for 1865 by the Warden, the Rev. Mr. Clark, 
we find the following: “Lastly, v e were so unfortunate a few’ 
weeks ago as to lose a very fine cow, for which $100 had just 
been paid. This is mentioned in the hope that it may meet 
the eye of some liberal farmer who will replace her."

Mr. C. T. Boehm was appointed Treasurer in 1875 and died 
in 1893. I can hardly realize that our present Treasurer, Mr. 
William Thomsen, still a young man, was appointed to his 
responsible position in 1891,22 years ago.

Among the list of physicians we notice Drs. F. Donaldson, 
James A. Reed, W. Chew Van Bibber, W. G. Harrison, Jr., 
E. Lloyd Howard, Christopher Johnston, George D. Beatty, 
M. S. De Rossit, Thomas R. Brown, F. R. Walker, B. W. 
Barton, B. C. Riggs, Russell Murdoch, William Green, H. S. 
Bowie, Robert W. Johnson, H. P. Wilson, A. E. Stein, L. 
Mcl.ane Tiffany, Howard A. Kelly, and George J. Preston. 
The first resident physician was Dr. W. C. Worthington, ap
pointed in 1873; the second, Dr. Frank D. Gavin, appointed 
in 1874.

In the report of the Trustees for the year 1879 we read, 
“During the past year there have been performed several very 
interesting surgical operations and in this connection the Trus
tees would make grateful mention of Dr. Thomas R. Brown, 
by whose death the Church Home suffers a great loss. Dr. 
Brown had for several years given his most acceptable services 
gratuitously, and many are those w'ho by his skill have been 
relieved. He was always faithful in his duties, thus voluntarily 
assumed, and kind and gentle to the suffering. His memory 
will long be dear to those whom, under God, he has restored 
to health and strength,"

In 1 892 the report of the Executive Committee says “That 
we are able to close the year without materially exceeding our
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income is a matter not only of congratulation, when the increase 
of patients treated in the surgical and general wards of the In- 
tirmary is noted, but also worthy of commendation. The credit 
is due, in a very great measure, to our resident physician, F. 
I). Gavin, M. D., to whose care and foresight the efficiency of 
the institution at the present time is in a great measure due. 
Always giving his time and thought to our needs the many 
years of his oversight are hearing fruit, and his kindness to
wards the inmates, his fairness of dealing with those among 
whom he labors, and his cordial welcome given to other phy
sicians and surgeons, whose patients find in him a constant and 
attentive friend, is appreciated by all. He has seen that which 
was needed to make the Church Home and Infirmary more 
useful to the sufferers in our community, and his insistence 
until the wants have been supplied has enabled the Home to 
offer to the large number, who have availed themselves of its 
care, much that has alleviated distress and increased the use
fulness of the work that is carried on within its walls.”

The report of 1904 contains the appointment of Dr. S. Grif
fith Davis as assistant physician. Dr. Davis has for many years 
rendered the institution signal service by giving the anaesthe
sias ; he has become one of the most prominent anaesthetists 
in the country, and has added greatly to the prestige of the in
stitution.

The first Interne to be appointed was Dr. Maurice Lazenhy, 
who was selected in 1904. In the same year Dr. Gavin was 
made Superintendent. Mr. S. J. Hough, Secretary of the Execu
tive Committee said “Your committee hopes that this action 
will meet with the approval of the Board. They feel confident 
that the appointment of Dr. F. D. Gavin as General Superintend
ent, from his long continued connection w'ith the Home for a 
period of thirty years and his intimate acquaintance with its 
policies and workings, will greatly tend to increase the efficiency 
of the work of the Home in every respect, and it is but a just 
tribute for the valuable services heretofore rendered by him.”

Thecommittee, consisting of Rev. Dr. J.S. B. Hodges, Samuel 
J. Hough and Arthur Boehm, in making their report say : “As 
the work of the Church Home has grown, especially during
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the past few years, it has been thought advisable to make some

■
 change in the management of the institution, particularly by

placing the internal administration of the Home under a single 
head, who is responsible for the entire management to the Trus- 

■ tees, through the Executive Committee. This has been done;
and Dr. Frank D. Gavin, who has since 1874 (full thirty years) 
been the Resident Physician, has been appointed Superintendent 
and physician in charge of the Church Home and Infirmary.”

I
 In the early days the rates in the public wards were $3.00 a

week and for private patients from #5.00 to $12.00. In the be
ginning the Church I Iome and Infirmary recognized the neces
sity of having suitable quarters for pay patients. It was one of 
the first hospitals in the country to understand that private pa
tients should have at least as good treatment as free patients, 
and furthermore the Trustees had the business sagacity to see 
that a certain amount of revenue might he derived from pay 
patients, thus enabling them to care for more free patients than 
their finances would otherwise permit them to do.

In one year, in the second report there are records of seven 
colored people being cared for, this being the maximum. Since 
then no record of treatment of colored people is forthcoming, 
which is only natural considering the size and scope of the in
stitution.

In 1879 an eye and ear dispensary was maintained and pre
sided over by Dr. Russell Murdoch. This was kept up for some 
time, but then closed as Dr. Murdoch could no longer give his 
time to it. One of the most interesting rules for patients that 
I have noted in any hospital was contained in the report of 1874 
and subsequent reports. “No discontented or dissatisfied in
mate will he retained in the house."

NURSING IN THE INSTITUTION

As noted in the beginning of the report, the Deaconesses 
from St. Andrew’s Infirmary came to the Church Home and to 
them was entrusted the care of the patients. These nurses set ved 
the institution most faithfully and in various reports high tri
bute is paid to their excellent service. The report of 1863
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mentions the possibility of a training school for nurses. “It 
is to establish there a training school for nurses, where Chris
tian women, who desire to devote themselves to such a calling 
may find a home, and gain the experience which is so necessary 
for its judicious and faithZul exercise. This has been already 
done to a limited extent, but it is the wish of the Trustees to 
establish this as an integral part of their work. It is believed 
that such a central home for nurses would be a great blessing 
to the Home itself; to the women who might he instructed 
there, and to the community at large, who would thus be sup
plied with carefully trained and responsible nurses, whose fidel
ity can be vouched for by the physicians and other officers in 
the institution.”

In i860 the Chairman said; “The withdrawal of Rev. Mr. 
Clark subjected the Trustees to no little anxiety lest they should 
be unable to supply his place; this anxiety was happily removed 
by the voluntary offer of the Sisterhood of the Good Shepherd 
to undertake the charge of the Home for three months, at the 
expiration of which experimental period the Sisters were willing 
to withdraw, in case the Trustees should prefer to fall back 
upon the old arrangement.”

“As this movement was a very important one, and has already 
been attended with great advantage to the institution, the Board 
of Trustees desire to place on record their deep sense of the very 
valuable services which were rendered in their great emergency 
by this Association of Christian women. In the hottest part of 
the past trying summer, the Sisters freely relinquished their 
usual vacation, went to the Home in sufficient force to take 
charge of its affairs, gave themselves up not only to the work 
of nursing, but with their own hands cleansed and purified the 
building from top to bottom, putting every room and ward in 
good order, and establishing a degree of neatness, order and 
economy throughout, which cannot but be gratifying to the 
friends of the institution.

“At the expiration of the three months, the Board was fully 
satisfied that the experiment was eminently successful ; and that 
whether regard was to be had to care and tenderness in nursing, 
to neatness and order in internal arrangement, or to economy
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in management, the Sisters were the most efficient and faithful 
helpers they could possibly secure. They accordingly, on the 
i 2th of November last, adopted a resolution setting forth their 
appreciation of the services which had been rendered, and re
quested the Sisterhood to continue their care of the institution. 
The internal management of the Home and Infirmary is now 
in their hands, they have the same temporal duties and responsi
bilities which devolved upon the Warden, and a Chaplain attends 
to the spiritual duties of the House.”

In the annual report of 1871 we note: “They enjoy alike 
the ministrations of the Sisters, six or eight of whom are in 
constant attendance without cost to the church, sometimes even 
without the cheering expression of her people’s countenance, 
by the bedside of the weak and dying.”

In 1 872 the Sisters of the Good Shepherd left and went to 
Missouri. The report for 1873 says: “Scarcely had the year 
begun before the Sisters of the Good Shepherd, who were 
entrusted with the care of the House which they had served 
well and long, gave notice to the Trustees of their acceptance 
of an invitation from the Bishop of Missouri to remove to his 
Diocese. The loss occasioned by their withdrawal was very 
seriously felt, and as slowly repaired. They had grown up, as 
it were, with this child of their nurture and were all that was 
left of the original Deaconesses of Maryland, then at work in 
its borders. After weary search and anxious consultation Sister 
Anne and her associates of what is known as the Sisterhood 
of St. Luke the Physician were induced to undertake this 
responsible charge, upon the duties of which they entered at 
Easter. Of this Order of Christian Women, the Bishop of the 
Diocese is ecclesiastical head, and its members are subject to 
his sole direction. Sisters Eliza and Margaret, who were among 
the first Deaconesses set apart in Maryland, were offered a home 
for life upon the removal of their Order, which they gladly 
accepted from the Board of Trustees.”

When Sister Anne took charge there were thirty-four in
mates, and on the list of pay patients seventeen persons. Sister 
Anne and her associates resigned in 1873. “She was followed 
by Miss Mary J. Bradford a lady so well known to the churches



in Baltimore, as to make it unnecessary to say a word more. 
Miss Bradford had Miss Theodora Gilmore as an invaluable 
assistant. Sister Margaret and the other assistants remain, Miss 
Bradford as the Head, with the Executive Committee of the 
Board as her council of advice, will now conduct the work."

Miss Bradford remained in charge for over fifteen years and 
died at the Church Home in 1890.

The report for 1890 says: “The Trustees of the Church 
Home and Infirmary, in laying before its many friends another 
Annual Report cannot begin that report without the expres
sion of their sense of the great loss the institution and all 
connected with it have sustained in the death of Miss Brad
ford, who passed calmly, peacefully away from her earthly 
labors on the 12th day of last February. For fifteen years, 
close upon half the entire lifetime of the Church Home and 
during which period more than one-half of its active work has 
been accomplished, she gave it her wise, loving and never fail
ing care.

“While, w’ith all who came under her influence, we sorrow 
for the loss, we should be ungrateful indeed if we were not 
devoutly thankful for her long and faithful service. And we 
gladly place upon record our testimony that the loss occasioned 
by her death has been the less severely felt by reason of the 
faithful and capable services of her long time fellow-workers, 
especially Dr. F. D. Gavin and Miss H. M. Sudler, upon whom 
the Executive Committee at once devolved the immediate re
sponsibility of the work."

In 1892, in the report of the Rev. Dr. J. S. B. Hodges we 
note that “Several of the City physicians have availed them
selves of the invitation issued last year, and a number of oper
ations have been performed by them with most gratifying re
sults. The Operating Room, recently fitted up, has answered 
its purpose admirably. Every facility is afforded for operating 
according to the latest requirements of Surgery. Trained nurses 
have been employed for all cases requiring such special care. 
Dr. Gavin reports that heretofore the hospital feature of our 
work has been so small that it furnished little or no material 
for training. If the work continues to increase at the same rate
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as during the past year we shall be able to train nurses for our 
own use."

The report of the physician in charge for 1897 says: “We 
have six nurses under the immediate direction of Mrs. Lucas, 
from whom they receive instruction in all matters concerning 
their work. They have charge or supervision of all cases re
quiring their care. Of our nurses I wish to make this state
ment; that without exception they have discharged the duties 
committed to them both carefully and cheerfully, and have been 
painstaking in carrying out instructions, and obliging when 
taxed beyond the requirements of service. They deserve our 
appreciation and they should know they have it."

In the report of 1898 Dr. Gavin says: “We have seven 
nurses, besides Mrs. Lucas, who superintends their work and 
directs their studies. These nurses have charge of five floors 
or wards, where the transient patients are most numerous; and 
the oversight, also of any case that requires especial attention 
in other parts of the house."

I would just like to emphasize this fact for the benefit of 
my hearers and I, too, gladly speak most highly of the work of 
these women. They not only helped in the wards and in the 
operating room, but also were frequently up all night. At that 
time it was difficult to get sufficient nurses and the institution 
was not overly burdened with money, consequently the nurses 
that worked all day retired in kimonas, each patient had a bell 
by her side and in case of emergency during the night the bell 
was rung. The weary nurse would attend to the patient and 
then retire. Those of us who now think we have a great deal 
to do have in reality much lighter labors than the nurses of 
those days.

In the same report Dr. Gavin refers to “one who was engaged 
in this work from its very beginning, who shared its vicissi
tudes, and who lived to enjoy the assurance of its success. I 
refer to Sister Margaret. For thirty-two years she gave all she 
possessed of bodily strength, excellent judgment and honest, 
whole-souled endeavor for the advancement of this charity. 
Late in her life, after ill health and feebleness had made cessa
tion from the chosen labors imperative, she lived on to appre-
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ciate as a blessed resting place this same Home that she had 
done so much to make a happy one for others. The last eight 
years of her life were passed in such quiet and contentment as 
were permitted hv her increasing infirmities. She slept peace
fully away on Sunday morning, the day after Christmas, in the 
eighty-sixth year of her age.”

The improvement of the Training School for Nurses was a 
gradual one. Alter the resignation of Mrs. I.ucas we had in 
succession, Miss Mallalieu, Miss Lucy Sharp, Miss Saunders. 
Miss A. Miller, Miss Caroline Taylor, Miss VVeidman, Miss 
Nancy P. Ellicott, Miss Mary B. Thompson, Miss Lucy Sharp, 
Miss Waters, Miss Hartwell, Miss Bennett and Miss V. Bartlett.

On the resignation of Dr. F. D. Gavin in 190S the follow
ing report was made by the President of the Trustees, Rev. I)r. 
Arthur Chilton Powell. “In recent years under the direction 
of Dr. Frank D. Gavin, the Infirmary department of our insti
tution has been greatly developed, while the Home feature has 
not been diminished. Great credit is due him for this develop
ment, to which he gave both time and care. It will always be 
a monument to his long and faithful administration, which ter
minated by resignation in March last. Dr. Gavin took with him 
the good will and personal regard of every member of the Board 
of Trustees when he retired to the private practice of his pro
fession. He had been attached to the Church Home and In
firmary in several capacities for a third of a century, and his 
name must always be honorably associated with its history.

“In March 1908 the Rev. Dr. J. S. B. Hodges, S.T. D. pre
sented to the Board his resignation as its President, and thus 
brought to a close a personal service such as our institution 
has had from no other Trustee. For the past thirty-four 
years, he had been the faithful President of the Board, and, 
through his influence added greatly to the strength and popular
ity of the institution. His resignation was received with much 
reluctance. He remains, however, a memher of the Board of 
Trustees."

In the report of Rev. Dr. Arthur Chilton Powell published 
in April 1906,we note,“During the year Miss Sudler, for many 
years matron of the institution, decided to retire from active ser
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vice, and in appreciation of her long and faithful connection with 
the Home, a yearly pension was voted her, equal to the salary 
she had received.”

Miss Sudler after severing her active management in the 
affairs of the Church Home and Infirmary spent several very 
happy years among her many warm friends in Baltimore and 
died after a short illness on April 9, 1913.

To those of you who knew Miss Sudler no mention of her 
splendid qualities is necessary. For those who were not fortu
nate enough to be associated with her I will say that she was 
a woman of splendid tact and judgment and that in the minis
tration of her office her chief aim was to make the lot of the 
infirm and the aged as comfortable and happy as it could pos
sibly be. Her daily rounds were looked forward to by all, and 
her final departure will be mourned by the many members of 
the Church Home and Infirmary family.

For several years after the resignation of Dr. Gavin the Exe
cutive Committee, with Mr. Arthur Boehm as active represen
tative, looked after the management of the institution. When 
he resigned the position, Mr. William Thomsen and Mr. M. K. 
Burch successfully guided the destinies of the Home.

In the Fall of 1912 the Executive Committee after much 
careful consideration and investigation was successful in secur
ing the services of Miss Jane Nash, who had successfully man
aged the Fordham Hospital in New York. In a personal con
versation with Dr. Winford H. Smith, Superintendent of the 
Johns Hopkins Hospital, I asked him who was the best avail
able person for the Superintendency of the Home; he said “One 
of the two or three in the United States is Miss Nash, but you 
can’t get her." It is a source of great gratification that she is 
now the Executive officer of the Church Home and Infirmary.

The First Board of Trustees as mentioned in the Second An
nual Report published December 1, 1859, consisted of the fol
lowing gentlemen: Rev.Wm. E. Wyatt, D. D.; Rev. A. Cleve
land Coxe, D. D.; Rev. Sam’l R. Sargeant; Rev. Geo. D. Cum
mings, D. D.; Mr. Wm. Woodward; Mr. Matthew Howe; Mr. 
Geo. W. Tinges; Mr. Sam’l G. Wyman; Mr. Fred. W. Brune, 
Jr.; Mr. Wm. G. Harrison; Mr. Laurence Thomsen.
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Report after report attested to their fidelity to the trust they 
were so thoroughly interested in. The tribute paid to each of 
these men as they one by one passed to the Beyond leaves no 
doubt as to the great part they played in the development of 
the Institution. I wish time permitted me to briefly sketch the 
lives of these splendid and representative citizens of Baltimore 
and of the members of the successive Boards.

The present Board of Trustees is a most active one and on 
the Executive Committee for 1913 are Rev. Arthur Chilton 
Powell, D. D., Chairman, Ex-officio, Mr. William Thomsen, 
Ex-officio, Mr. Marion K. Burch, Mr. Edward Guest Gibson, 
Rev. Edwin B. Niver, D. D., Mr. Franklin P. Cator, Mr. John 
Black, Mr. William W. Chipchase.

At a gathering similar to this and taking place half a cen
tury later, and probably in this very rotunda, 1 feel confident 
that the speaker when referring to the management of the 
Church Home and Infirmary for 191 3, will say, that the Trus
tees were broad-minded men, that they were absolutely true to 
their trust and that they had brought the institution to such a 
degree of perfection that it was enabled to do the maximum 
amount of good, and that it was a philanthrophy of which the 
Churchmen of Maryland justly felt proud.

No history of the Home would he complete without a ref
erence to Lizzie, who for so many years, faithfully looked after 
the meals in the East wing and has long since been promoted 
to the Nurses’ Home.

A ride in the elevator without Mike would seem unnatural, 
and a visit to the Home without seeing the bald head and 
beaming countenance of Mr. Marvel would not be complete. 
I must, however, cease. Time will not permit me to linger 
with these and many other members of the Institution who 
year in and year out have labored unostentatiously and faith
fully for the welfare of the Home.

I have in as short a space as possible given you some of the 
history of the Church Home and Infirmary. The City of Balti
more when this institution was started was relatively small as 
is indicated by the fact that St. Michael’s and All Angels was 
spoken of as in Baltimore County. With the growth of the
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city the development of the institution has kept pare.
I will now address a few remarks to you of the graduating 

class. In a recent address of Sir William Osier to the gradu
ating class of the Johns Hopkins Training School for Nurses 
he spoke of Tact, Tidiness, Taciturnity, Sympathy, Gentleness, 
Cheerfulness and Charity. The necessity of each one of these 
is clearly evident to you. You have doubtless had numerous 
lectures hearing upon this subject, consequently I will leave 
nothing with you but the titles.

In recent years it has been more and more evident that every 
man and woman should have a vocation. In the majority of 
instances this is necessary for a livelihood, but rich and poor 
alike must be employed, if they are to satisfactorily fill their 
individual niche in the community and if they are to get out 
of life true happiness.

Many are compelled to select vocations or occupations that 
are not to their liking and that are monotonous. You have 
chosen a profession that is continually unfolding new and inter
esting problems,—a profession that brings you into the most 
intimate contact with nearly every phase of life. In these few 
years, you have seen the happy and the sad side of life and are 
able to deduce the proper prospective of what is and what is 
not really worth while.

You are now ready for graduation, in reality you are just at 
the threshold. Heretofore you have been under hospital super
vision, where if you were not exactly sure what should be done 
you could always call upon the head nurse or the superinten
dent for instructions. Henceforth if any emergency arises, 
between the physician’s visits and when he is not available, you 
will have to use your own initiative. You will now occasionally 
have to decide promptly just what shall be done and will have 
to act accordingly. You have in the past been, figuratively 
speaking, hot-house plants. Y ou are now transferred to your 
own individual sphere of usefulness.

The medical student, who after graduation thinks that fur
ther study is unnecessary, usually vegetates and in the course 
of a few years is no longer in touch with the advances in 
medicine. The same is equally true with the nurse. She should
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take one or two of the best journals, and when opp minify 
offers see what new and important methods have been devised. 
In this way she keeps abreast of the times and her value to 
the community is greater. Again, this new knowledge is a 
continual stimulus, and often fosters the spirit of investigation.

Rest. The work of a trained nurse is very strenuous and con
sequently every nurse should take at least one month's vacation 
each year. Remember health is one of your greatest assets. In 
fact, if you are not well, you cannot do justice to yourself or to 
your patient. If at any time you are run down, take a rest at 
once. Remember, as a rule, you can accomplish more real work 
in eleven months than you can in twelve.

Save. Unfortunately neither the nurse nor medical student 
is given any business instructions during their course. Few 
nurses can withstand a long series of years of work without 
taking a prolonged rest and every nurse must reckon with the 
possibility of sickness. A good business man will lay bv a con
tingent fund. Nurses should do likewise and I cannot too 
strongly impress upon you the necessity of saving a definite 
percentage of your earnings to be safely laid by or to be in
vested by a thoroughly competent business man.

In a hospital with which I was connected years ago, the 
Superintendent of Nurses made a very curious classification of 
her former pupils:

1. Nurses on the active list.
2. Nurses on the mortality list.
3. Nurses that were deceased.
Class 2, nurses on the mortality list, consisted of those who 

had married and had left the nursing profession. No matter 
what profession you may later enter the training you have al
ready had will always be a most valuable adjunct.

In conclusion I want to congratulate you of the graduating 
class on having satisfactorily completed your term of service 
and I sincerely trust that each of you may have a most happy 
and successful career.
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I. \ < \l.< ti ll h I.VMI'll til.ANI) I'KODVCINt. SYMPTOMS SOMI-.WIIA I SI (i(ii s11\ |; 
OK tlAl.l. STOM.S

M
RS. ('. S. was rvfvrrvil by hr. S. |>c n» y 
Willson ami operated u|m>ii at the Church 
Home and Infirmary on June u, mi i. 
In December, mi v site had had sharp pain 

in the right lower abdominal quadrant and had 
been confined to lied lor three days. There had 
been no vomiting at this time. In February, up j, 
she had had a second attack and ten days before 
admission a third. During this last attack there 
had been vomiting and fever. Her previous history 
was unim|xirtant save for the fact that there had 
been a slight tenderness in the right lower quadrant. 
In other words, the patient gave a definite history 
of a mild ap|H’iidicitis and on one occasion there 
had been a yellowish tinge to the eyes.

Operation: I made a right rectus incision, not 
being absolutely certain whether the gall-bladder 
was involx’ed or not. We removed the ap|>endix. 
which was twice the natural size and contained a 
concretion. I examined the gall-bladder region 
and felt what apiieared to be a stone. 1 accordingly 
lengthened the incision and then saw a stone be
neath the junction of the cystic and common ducts 
(Fig. i). This was irregular in outline, about 1.5 
cm. in diameter and embedded in a little scar tissue. 
It xvas gradually |iecled out.

hr. Paul Wegefarth, who was 'landing by mx 
side, suggested that we were |nissihly dealing with 
a calcified lymph gland. Hot h duels were of normal 
caliber and free front induration. Neither tin 
common nor the cystic duct was opened. \ small 
drain was carried down to the jKiint of removal 
of the stone. Kxamination of the so called stone 
tended to show that it was really a calcified lymph

hr, Wegefarth examined the .■.lone chemically. 
With hydrochloric acid and also with nitric avid 
the stone substance dissolved completely, giving 
olf carltonic acid. The test for bile was negative. 
X |M>rtion of the stone was ground up and then 
mixed with alcohol and ether. Kxamination of the 
residue was made for cholesterin with negative

There is no doubt that this apparent cal 
cuius represented an area of calcification. 
Its size, sha|H‘,and situation tend to show that 
it was a calcified lymph-gland. The client 
ical examination demonstrated conclusively 
that it bore no resemblance whatsoever to a 
gall-stone.

I hvrml»rr I ft, lull.1 Kr|«>ftnl al (hr mrrling ul lhe Southern 'urgu.il .uni UynmilogH.il Association. Asheville. North l aniline
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Il AN OU) \\|) INI 1(1 I I) ABDOMINAL PRFGNANCY WITH I XTI NSION Ol Till 
LONG BONIS INTO TH K HLADDKK XM> INTO Till. BOW II.

Gyn. N«>. i.vNob. L. S., ;igvd .t.v colored; admitted 
to the Johns Hopkins Hospital, May .(• i<io;; dis
charged, June .’(t, u»07. Apart from the fact that 
the woman had never been strong the early history 
was unimportant.

The menses began at i.t and were regular. She 
married at iK. Two years later she had a mis
carriage at the third month, and three years later 
a second at one month. Ten years after marriage 
she had a child. The labor was instrumental and 
there was much tearing. She was in bed two 
months with high fever, and had a great deal of 
vomiting and abdominal pain. After this the 
periods became too frequent, coming on practically 
every two weeks. Since a supposed miscarriage 
(three years before admission) the menses have 
occurred at irregular intervals of four to eight 
weeks; they have been profuse and have lasted 
from two to three weeks. The last period began 
April 7, 1007. and persisted for fourteen days.

Present illness: Lor the last five years the patient 
has had pain in the right lower abdomen, usually 
dull in character and occasionally accompanied by 
nausea. There have been no chills, no fever, and 
no vomiting. The abdominal discomfort is not 
present every day. It is aggravated by exertion.

Three years ago the patient was supposed to be 
pregnant. The periods ceased ; there was morning 
sickness and later the perception of fœtal move-

Common
i.Dià

l ig 1. A calcified lymph gland embedded in adhesions 
and lying against the cystic and common bile-ducts.

mcnts. There was colostrum in the breasts and 
abdominal enlargement. She developed severe 
abdominal pain which was labor-like in character. 
This lasted for five minutes and then suddenly 
ceased, but the patient passed only blood. Im
mediately after she noticed a hard tender lump in 
the right lower abdomen. This lump has gradually 
become smaller, as has also the abdominal enlarge 
ment. The patient has not lost in strength. There 
is no swelling of the feet, but dyspmva has been 
noted on exertion, and for two months last winter 
there was a cough and occasionally night sweats. 
The patient has had a good deal of indigestion but 
no jaundice. She complains of burning in the 
urethra, micturition is frequent and scanty and the 
urine at times is mixed with blood. She has a 
profuse odorless but irritating vaginal discharge.

On admission to the hospital the patient did not 
look acutely ill. Her tongue, however, was furred. 
The pulse was a little rapid but of good volume. 
The abdomen was distended on the right side by an 
irregular nodular mass, which on palpation gave a 
peculiar feeling of crepitus differing from anything 
that I have ever felt. The mass was irregular 
but hard, like a myoma. On pelvic examination the 
cervix was found to be firm, the uterus slightly 
enlarged and in rctroposition. On the right side 
was a mass which was apparently connected with 
the body of the uterus. The structures on the left 
side could not be palpated.

From the history and examination the condition 
was diagnosed before operation as an abdominal 
pregnancy. The patient was catheterized when 
under ether, and a large quantity of thick tenacious 
urine was obtained. In the bladder the catheter 
also encountered something which felt very much 
like a stone.

Operation, May 4. 1*107: I made a median 
abdominal incision. The peritoneum was opened 
and at once disclosed a large irregular mass in tin- 
right lower abdomen, with the omentum densely 
adherent to it. After the omentum had been 
doubly ligated and severed, the upper portion was 
pushed back out of the way and the parts were 
carefully walled off. The large and small bowel 
were found to be densely adherent to the sac. 
The small bowel was dissected away as carefully 
as possible, but the outer coat was torn about 
12 inches above the ileoctecal valve. This tear was 
immediately repaired with a continuous Pagcn- 
stcckcr suture.

On opening the sac I found it contained a large 
number of fœtal bones, as indicated in Fig. 2. After 
removing the greater number of the bones 1 at
tempted to enucleate the sac. The left tube and 
ovary were now removed and the sac on the right 
side was gradually loosened up. The bladder was 
found densely adherent and connected with the 
extra-uterine mass. After being freed by blunt
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l ig. Fœtal Ixmes mntainvil in the abscess nh of 
an old alxlominal pregnancy. These have been roughly 
plated together. Une end of the long Isme (at the hot 
torn of the picturei is much thickened This is due to 
the fact that it had ulcerated through into the bladder, 
where it had become entrusted with phosphatii deposits. 
I his bone has been photographed on a larger scale than 
the others.

dissection, it was noted that one of the long bones 
projected into the bladder and that the portion 
within the bladder was covered with a thick de

l»osit of urinary salts d ig I he bladder «umiing 
was closed with catgut and with i « ont unions 
I'agenstccker suture. Ihe enucleation of the sac 
was continued until it was delivered from the 
abdomen. The large Imwel was then examined.
I here were two openings in the < ,e< um. one at the 
junction of the ilew aval valve. Ihe vermiform 
ap|H-ndi\ was thickened and indurated. It was 
situated : cm. from this hole in the < avum. I he 
ao|M'ndix was removed and the hole in the Imwel 
» lose»I in w it h l wo coni iniious I'agenstccker sut un ■» 
The second opening in tin cavilm was (i cm. from 
the ileocaval valve. This was drawn up into 
the wound and sutured in a similar manner with 
two » «intimions I’agcnstcckcr sutures I In holes 
in the bowel had Iwcn made by the ends of tin long 
Inities which had ulcerated through and were pro 
jetting into the lumen.

\ parovarian cyst was also removed from the 
right side \ cigarette drain was placed in the 
lower angle of the in» ision and tarried down to the 
< aval region and also into houghs' ml-de sat. 
Owing to lhe ditliculty in getting adequate e\|Nisure 
at the Inginning of the o|K-ration the right rectus 
muscle was ml t (trough.

The patient was returned to the ward in a very 
weakened tondit ion. She had a quiet night, but 
was nun h nauseated and saline infusions were given. 
t»n May <> I he retention catheter which had been 
left in the bladder was removed. On May 7 a 
note was made that the nausea still continued. 
The patient gradually improved, although 1 lie 
abdominal incision broke down over a considerable 
area, \fter several days a small amount of urine 
commence»! to esta|ie from the abdominal wound. 
On June i it was noted that the wound looked 
very well. The leakage of urine had cease»I On 
the day of her discharge, June . the following note 
was made: "The abdominal incision has healed 
well. There is no tenderness, but still a little thi< k 
ening of the incision. The patient has gained in 
weight and has generally improved. \ No <f 
cystoscopc was intnxluied into the bladder No 
reddening was found. The mucous membrane 
was everywhere white, glistening, and smooth, and 
the bladder-vessels were not injected. Ihe urine 
was perhvtly clear."

Path. ,\o. 11,534. Sections from the wall of the 
sac show that it » «insists partly of omentum, 
partly of granulation tissue, which is very mlcm 
aunts. The right ovary is «edematous and cystic 
and measures 6.5 x 5.5 x cm.

In this cast* the uterus had evidently 
ruptured at the time of the patient's severe 
pain and the fietus had escaped into the 
right lower alxlomen. A slow inflammatory 
process had gradually develojied, and even 
tually the ends of the long hones had been 
forced through into the bowel ami bladder.
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III A I I R l in k ( ASK OF XDKXUMYOMA <>| I NI. RKVTOYACINAL SKl'Tl M

At the last meeting of the Southern Surgical 
and (lynecological Association I reported two 
cases of this character. At that time I 
referred to two instances recorded by Cuth- 
bert Lockyer and also mentioned two spec
imens sent me by Dr. I). S. Jessup.

Dr. Jessup has since reported his two cases 
in full in the Section on Pathology and 
Physiology of the American Medical Associa 
lion, if)14. Recently another patient with 
adenomyoma of the rectovaginal septum 
has come under my care.

Miss k. T.. aged 30, was referred to me by Dr. 
Alexius Mctilannan. October i(>. 1014. I lirst saw 
this patient at the Johns Hopkins Hospital on 
November to. iqo6. At that time I removed the 
left lube and ovary and resected a portion of the 
right ovary. The appendix was also removed. 
When I saw her again she complained that she was 
incapacitated for txvo days before and after her 
period and that her suffering was almost unbearable. 
She was well nourished, weighed 170 pounds, anil 
for the previous two nr three months she had been 
having about six bowel movements a day. The 
stools had been normal in color. Her discomfort 
hail been so great that she insisted on having some 
thing done.

Operation, October to, 1014: On opening the 
abdomen we found adhesions everywhere in the

pelvis, ami the rectum was almost completely oh 
structed just posterior to the cervix. We found it 
necessary to do a complete hysterectomy. This 
was accomplished with much difficulty. The 
ureters on both sides were outlined and the uterus 
was removed. The cervix was so densely adherent to 
the rectum, over an area about 2.5 cm. in diameter, 
that it was necessary to cut through this tissue, 
which was almost as hard as gristle. The rectum 
was carefully examined and fourni to be almost 
completely obstructed. It was then brought up 
as far as possible. Its peritoneum was severed 
but its vessels were not disturbed. After the 
rectum hail been freed for about eight inches the 
pelvis was packed with gauze and the anal margin 
all the way around was incised just as for an ex
tensive Whitehead operation. About eight inches 
of rectum were then drawn through the anus and 
removed together with the growth. The rectum 
was then attached to the skin. The patient did 
not lose very much blood considering all that was

After she was returned to the ward her pulse 
steadily increased, although there was no evidence 
of haemorrhage. About seven hours after operation 
signs of sudden cardiac dilatation developed and 
the patient soon died.

The growth, situated between the cervix and the 
rectum, was intimately blended with both. It was

Fig. v Adenomyoma of the rectovaginal septum. The 
upper dark ribbon is rectal mucosa, which is intact. In
timately blended with the rectum is a well-delincd and 
relatively circumscribed growth. Scattered throughout 
it are isolated glands surrounded by stroma anil large 
islands of typical uterine mucosa. For the appearance 
under the high power see Fig. 4-

Fig. 4. Adenomyoma of the rectovaginal septum. 
This is one of the islands of mucosa seen in Fig. 3. The 
glands are identical with those of the uterine mucosa, anil 
they lie embedded in the characteristic stroma of the 
mucosa. This shows some small round-cell infiltration. 
Surrounding this island is the usual diffuse myomatous
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I ig. v An umbilical hernia and a markedly jiendulous alwlomen in a patient weigh
ing 4114 pounds. This is a sketchy outline of the condition found. With the patient 
standing the de|wndent |K>rtion of the abdomen readied the knees. V the omentum 
was adherent to the hernial sat the transverse colon was markedly drawn downward. 
The dotted line indicates the line of dissection, the fat of the alulominal wall I wing 
removed down to the fascia. The hernial sat was divided into numerous secondary 
cavities. This is particularly well seen in the upper sketch of the hernial sac, which 
was drawn after removal.
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about 3x2 cm., very dvnsv in texture, and pro
jected into the lumen of the bowel. The rectal 
mucosa itself was intact, normal, and showed no 
evidence of ulceration or inflammation. In some 
places the muscle of the myoma was continuous 
with that of the bowel. At other points a little 
adipose tissue intervened or lobules of fat were 
surrounded by nonst riated muscle.

Scattered throughout this myomatous growth, 
which was diffuse in character, were islands of 
uterine mucosa (Figs. 3 and 4). In some places 
just a triangle of the typical stroma of the mucosa 
was visible. At other points were isolated glands, 
surrounded by stroma; or a small cavity was seen 
lined with cylindrical epithelium, which had glands 
extending into it. In other places there were large- 
areas of uterine mucosa surrounded by the char

acteristic stroma, or there was a long drawn out 
ribbon like mass of stroma with one or two long and 
tortuous glands lying in it. In some sections there 
was a definite area of mucosa, at least S mm. long 
by 3 mm. broad. Here, with the low power, the 
mucosa occupied more than one field, no muscle 
being visible. Such areas are really miniature 
uterine cavities.

The growth is a typical adcivunyoma of the recto 
vaginal septum, evidently starting in or near the 
cervix and gradually invading the rectum by con
tinuity, but respecting the rectal mucosa at all 
points. The bowel was so nearly obstructed, how 
ever, that we were forced to remove at least S 
inches. The ideal method would have been to 
excise the area of the growth and then close up the 
defect.

IV. Ol'KRATION FOR Till. RADICAL (VRF OF AN l'MKII.lt AL IIKRNIA IN \ I'\ HI NT 
WFit.IIINi; 4O4 IMU NDS

Mrs. C. J., aged 35, was admitted to the Church 
Home and Infirmary, February 11, 1014. She 
had had five children, the youngest being eight 
months old. At the time of her marriage >lu- 
weighed 225 pounds. Her weight on admission was 
4O4 i. She complained of an umbilical
hernia which was about 10 cm. in diameter. When 
on her feet, the abdomen hung down to the knees. 
The dragging sensation caused thereby was so 
great that she was forced to keep off her feet as 
much as possible.

Operation, February 12, 1014; I was unwilling 
to operate and explained the danger to her husband. 
The patient, who is still a relatively young woman, 
said she was becoming a semi-invalid and insisted 
that she be relieved. On account of the marked 
redundancy of the abdominal wall, we decided to 
remove a large quantity of fat with the hernia, as 
advocated by Dr. Howard A. Kelly. Accordingly 
a large transverse, elliptical area was outlined 
( Fig. (>). This area, when measured after removal, 
was 36 inches from side to side and 10 inches from 
above downward. The adipose tissue of the tre
mendous flap was dissected from the fascia of the 
abdominal wall all around as far as the neck of the 
hernia. Then, with the finger in the abdomen as a 
guide, the neck of the sac was cut at its approach to 
the abdominal wall. The dotted line in Fig. 5 
indicates the line of dissection. The omentum in 
the sac was so intimately blended with the walls of 
the sac that this portion was cut off and removed 
together with the sac and redundant tissue.

In the upper sketch in Fig. 5 Mr. Hrodcl has 
clearly shown the neck of the sac and the numerous 
chambers passing off from it. The hernial opening 
was closed by the Mayo method of sliding the fascia 
of the lower margin of the opening up under that of 
the upper margin. We used kangaroo tendon for 
the mat tress sutures and, after the first row had been 
placed and tied, the edges of the upper flap were

fir

Fig. (>. An umbilical hernia associated with marked 
prolapse of the abdominal wall. The umbilical hernia 
was about 10 cm. in diameter. The elliptical transverse 
incision i> indicated by the black line. The lower figure 
indicates the shape and size of the piece of adi|x>sc tissue

45



ci 1.1.1 N : l'MSl'AI. CASKS; POINTS IN DIAGNOSIS VNI > TKKATMKNT

fastened down with a second row of mattress sutures. 
Ihe abdominal wound was now approximated liy 
interrupted silver wire and silkworm gut sutures. 
At curate skin approximation was obtained hv con
tinuous black silk threat I \t eat h eml of the iiit ision 
a protective drain was intrittluced.

The patient made a speedy recovery ami the 
alulominal wound healed perfectl\ When the 
stitt lies were removed the abdominal incision hail 
contracted until it measured only j; inches from 
side to side. Ihe patient, eight months later, was 
in excellent health.

\ ki.mux \L ni \ i.XRt.i: 11 hi;r( i lui s < vsi ui mi mima i i kn <>i mi 
JKJI'M'M. rut.I MILK \\ I I II I III (ORRKSl'UXmXt; s|.(,M| \l n| Hu\\ |;|. 

RI-(OVKRV. LAI I.R DKAIII. XITXkl \ I I.N I RuXI I l Kl.k 
Cl LOI S MI NIM,I I IS

Baby k.. a frail girl. j'_. years old, was referred 
t«» nic by Dr. Julius Friedenwald anil Dr. Harry 
Goldberg on May 27, i<;i4.

Two weeks before her admission to the Church 
Home and Infirmary a tumor was first noted in the 
up|HT abdomen. This was globular, ap|«eared to

TruV'j*

l ig. ; A tuberculous cyst springing from the mesen- 
tery of the jejunum. The cyst was globular, net upied the 
center of the upper abdomen anil was partly covered by 
adherent, red, and greatly thickened omentum, below 
it was adherent to several It Mips of small Imwel. The
omentum was severed near the transverse colon and the 
l'M,P" of small bowel were liUratetl. Ihe cyst was then 
gratlually ItMisenetl, as far as feasible, from its attai hment 
to the mesentery. The l<Mip of jejunum here shown was 
thickened, but at operation seemed to Ik- normal. A 
glance at Lig. 8. however, demonstrates that its mucous 
coats are much thicker than usual. In the mesentery of 
the jejunum are markedly enlarged lymph gland-.

be altoul 10 cm. in diameter ami could Ik- pushed 
front one side of the abdomen to the other. It 
lay somewhat to the left of the median line.

I here was a Icucocytosis of 1 5,000. The urine 
was normal. I he history gave absolutely no clue 
as to I he probable character of the growth The 
majority of those who saw the patient thought that 
the tumor was probably an enlarged left kidney, 
but no one ventured a (msitive diagnosis.

0|«eration: I made a median abdominal ill
usion, commencing a short distance below the 
xiphoid and ending near the umbilicus. The tumor 
lay I «clow I he transverse colon and was covered over 
by a great ly reddened, t hit kened. and adherent omen 
t uni (Mg. 7.) The ornentum was cut across near t he 
transverse colon anti we gradually loosened up the 
cystic tumor, freeing it from several loops of small 
bowel and separating it from the adherent mesen 
• cry. Xfter getting good exposure, we found that 
the tumor sprang from the mesentery of the je 
jununi. XX<• continued our dissection, hoping that 
it would lie (Missible to iiimpletely enucleate the 
cyst without injuring the blood supply of the 
jejunum. XX hen this hail been almost at tom 
plished. the tumor having been freed except over an 
area of alniut < x t cm., a little pus commenced to 
escape. Fortunately, the tumor was at this stage 
of the operation mobile enough to lie partially 
lifted out of the abdomen. It was slit often and 
evacuated into a large basin with little or no con• 
lamination to the alulominal contents. The sat 
contained alniut 700 ccm. of a rather thin greenish 
yellow, odorless pus. XX hen empty it was clamped 
off ami removed. It was then found that the 
blood supply of a large area of the jejunum had 
been tut off, as the same vessels that supplied the 
tumor also supplied the Imwel. It was further seen 
that no matter in what manner the sat had been 
removed the blood supply of the Imwel must of 
necessity have been cut off. The portion of the 
jejunum which had lost its blood supply was clamped 
anti cut (l ig. 71. Both ends were closetl ami a lateral 
anastomosis was made. It hail been necessary to 
cut off the jejunum about three inches from the 
point where li passed to the left over the vertebral 
column. This short end naturally made the 
anastomosis rather difficult. A cigarette drain 
was carried down near, but not to, the |mint of 
anastomosis and the abdomen closed.
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Fig. 8. Tuberculous cyst of the mesentery of the 
jejunum. Resection of the jejunum together with the 
cyst. Temper <ry recovery. The right half of the draw
ing showing the mesenteric cyst and the jejunum i> an 
accurate portrayal of the specimen removed. The left 
half gives a more or less schematic representation of the 
relation of the cyst to the body. The cyst was spherical, 
had a definite basal mesenteric attachment, about .t x ;< 
cm., and was covered with greatly thickened indurated 
omentum. The cyst walls varied from 2 to mm. to 1 cm. 
or more in thickness. The inner surface presented a fri

able, worm-eaten ap|iearance and the pus was odorless, 
rather thin, and greenish yellow in color. At the < ut ends 
of the jejunum the mucosa is practically normal, but a 
section near the center of the loop shows marked thicken
ing of the bowel wall, together with much narrowing. 
As shown in the illustration, the glands in the mesenterx 
are considerably enlarged. The ends of the I towel which 
were held by forceps were closed and a lateral anastomosis 
was then made. This was a rather difficult procedure on 
account of the shortness of the remaining portion of the 
jejunum.

Within a few hours after operation the child was 
carried out on the veranda and there she remained 
throughout her sojourn in the hospital. She stead
ily improved and had no abdominal complications 
whatsoever. About two weeks after operation a 
partial facial paralysis was noted on the left side, 
but this did not interfere with her recovery.

Path. Nos. 20,246 and 20,287. Sections through 
the wall of the sac show that the outer surface is com
posed of fibrous tissue poor in nuclei. In some places 
it has a laminated arrangement. At ot her point s t he 
libers run in all directions. There is a good deal 
of hyaline transformation. As one approaches the 
inner surface there is a tremendous amount of

small round-cell infiltration and the tissue at 
certain points looks like ordinary granulation tissue, 
having a very abundant blood supply. W here this 
granulation tissue exists, the inner surface of the 
sac is covered with fibrin, which has in its meshes 
small round cells and polymorphonuclear leucocytes. 
At other points scattered through the granulation 
tissue are giant cells. Some of these resemble 
tremendous placques of protoplasm with rather 
deeply staining nuclei scattered throughout it. 
At other points are round or oval areas of proto
plasm with oval or vesicular nuclei arranged chiefly 
around the margin of the large cell. At other 
points are tremendous giant tells surrounded by
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small round cells or sv|>aratvd from the round veils 
by a zone of epithelioid tells. In other words, tin- 
picture is that of typical tuberculosis. In some 
places ten to fifteen giant cells are visible in one 
field. This is without doubt a tuberculous cyst of 
the mesentery of the jejunum. Sections from the 
growth in the small bowel failed to show any evi 
ilence whatsoever of tuberculosis.

In four or live weeks the patient was walking well 
and was going from her home to the Johns Hopkins 
Hospital to receive electrical treatment for tin- 
facial paralysis. She came to see me at the office 
shortly before the summer vacation.

l)r. (ioldberg tells me that during the summer her 
appetite was good and that sin- gained four pounds. 
Suddenly about two months after the operation, 
she was taken with severe headache, which at first 
was occipital, but which later extended all over tin- 
head. On the next day. when Dr. (ioldberg saw 
her, she was in a semi-comatose condition, was 
irritable and cross and wished to be let alone. The 
light seemed to hurt her eyes and she did not care 
for food and water. The pupils were dilated and 
gave little or no reaction to light. The respirations

were rapid, the pulse was <jui»k. the temperature 
00 4 . flu- heart and lungs were normal, the ab
domen was scaphoid. The child lay with her limbs 
flexed and with her face away from the light.

She remained in this condition for several days. 
She was obstinately «onstipated. Alter the bowels 
hail been emptied she showed some improvement for 
a few hours, but soon lapsed into her former vondi 
lion. Some ditliculty was noted in swallowing. This 
gradually in< reaped and during the last t wo days tin- 
child refused all nourishment. Finally she became 
comatose and died. Three days before deal h part ial 
opisthotonos was noted There was backward 
tract ion of the head, but the knees were not drawn up.

I )r. ( ioldberg was unable to get an autops\. 
but the clinical pic ture, coupled with the ah 
dominai findings at operation, strongly sug 
Rested tuberculous meningitis as the cause 
of death. A tuberculous condition of the 
meninges is little to be wondered at when we 
remember the massive primary focus of 
tuberculosis in the mesenteric cyst.



The Relation of Obstetrics, Gyne
cology and Abdominal Surgery 

to the Public Welfare

I 11 11 M A > ' Il I. I I V Ml»



The Relation of Obstetrics, Gynecology 
and Abdominal Surgery to the 

Public Welfare

THOMAS S. CULLEN, M.D.
BALTIMOKK





THE RELATION OF OBSTETRICS, GYNE 
COLOGY AND ABDOMINAL SURGERY 

TO THE PUBLIC WELFARE*

THOMAS S. CULLEN. M IX
BALTIMORE

To he selected chairman ot' any section of the 
American Medical Association is an honor which a 
man may he proud of ; to he named the presiding offi
cer of this very important section was a compliment 
1 little dreamed of, and 1 am deeply grateful for the 
confidence placed in me.

An artist from time to time steps hack from his 
easel to get a good view of the painting he has in 
progress. The business man at regular periods takes 
stock to see what are his assets and liabilities. We in 
like manner should at frequent intervals leave our 
labors and, figuratively speaking, ascend the mountain 
peak whence we may overlook the plain of our daily 
labors and may he able not only to see what has been 
accomplished hut also to detect the weak s|>ots, the 
points at which our endeavors have fallen short.

In the time allotted to the presiding officer I shall 
briefly give a panoramic view of obstetrics, gynecology 
and abdominal surgery as 1 saw them twenty-five 
years ago, and shall then compare them with the same 
branches of medicine as we find them today.

THE OBSTETRICS, GYNECOLOGY AND ABDOMINAL 
SURGERY OP TWENTY-FIVE YEARS AGO

Obstetrics.—In many localities, obstetrics and dis
eases of children were still linked together, the 
accoucheur not only looking after the child at birth hut 
also attending to it during its early years. With the 
gradual awakening to the fact that childrens' sore

• Chairman'* address, read liefore ilie Section on Obstetric*, Gyne
cology ami AlMloniin.il Surgery at the Sixty-Sixth Annual Session of 
the American Medical Association, San Francisco, June, 191$.
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throats were often streptococcic in origin, that a case 
of puerperal fever might follow the too close asso
ciation of the obstetrician with a case of scarlet fever, 
that diphtheria was due to a definite germ ; and fur
ther, with the rapid development of pediatrics into an 
important specialty, it was deemed wiser to separate 
the practice of diseases of children from that of obstet
rics. Thus at the time of my graduation, just a quarter 
of a century ago, we had one relatively small, although 
splendidly equipped, lying-in hospital in a city of about 
125,000. It was presided over by a most capable 
physician who limited his work almost exclusively to 
obstetrics. He not only obtained excellent results hut 
was also a most able teacher—a man who left his 
impress on all those who had the privilege of his 
instruction. Few obstetric teachers did more consci
entious work than did Adam Wright who, I am glad 
to say, is still with us.

Gynecology.—In my student days the pupils learned 
that there were antéversions, anteflexions, retrover
sions and retroflexions and that some of the displace
ments might he relieved by appropriate pessaries. We 
were told of erosions of the cervix and had the value 
of zinc chlorid or Churchill’s tincture of iodin as the 
proper agents in the treatment for such conditions 
drilled into us day after day. Much stress was laid 
on laceration of the cervix, and many repairs were 
done. Now and again a torn perineum was also treated 
surgically.

Abdominal gynecologic operations were limited 
almost entirely to the removal of large ovarian cysts. 
An occasional myomatous uterus was removed, but the 
fatality in this class of cases was so high that the 
operation was rarely attempted. We occasionally 
heard of cancer of the cervix or of carcinoma of the 
body of the uterus, hut the only operative procedures 
we were familiar with for this dread disease were 
curettage, and cauterization of the carcinomatous cer
vix. To entirely remove the uterus for this condition 
was not thought of.

Abdominal Surgery.—Fractures were well handled 
and the surgery of the outside of the body and lateral 
lithotomy were successfully and dextrously performed, 
but abdominal operations were undertaken with great 
trepidation. Surgery of the stomach was rarely if ever
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seen. Gallstones were not removed, and I have seen 
a leading medical consultant watch an appendix abscess 
for over a week, hoping that it would soon rupture 
externally. The appendix was rarely, if ever, removed. 
As an intern in the medical ward, I watched a patient 
with a perforation due to typhoid ulcer for seven 
days — until the woman's death — when the diagnosis 
was verified at necropsy. ( )nc of the abdominal cases 
most vividly impressed on my mind was that of a 
thin, elderly man with definite intestinal obstruction. 
He was in good condition when he entered the hospital, 
but gradually grew worse and died after a few day*. 
Through a small hole in the mesentery a short loop of 
the small bowel had passed. Even at necropsy this 
loop could he pulled back with the utmost ease.

The experiences 1 have just related occurred in a 
large institution presided over by most capable medical 
men and surgeons. 1 have mentioned them in no spirit 
of criticism whatsoever. Their modes of treatment 
were similar to those carried out in nearly all the hos
pitals throughout the land, and the same hospital today 
is doing first-class up-to-date surgery. To you who 
have been in practice these many years our former 
failures are too well known. For those of you who 
have graduated within the last fifteen or twenty years 
it is well to realize what great strides have been made 
in abdominal surgery and gynecology during the last 
two decades.

I will now pass to the consideration of the obstetrics, 
gynecology and abdominal surgery of today — a theme 
with which you are much more familiar.

THE OBSTETRICS, GYNECOLOGY AND ABDOMINAL 
SURGERY OF TODAY

Obstetrics.—The recognition of the absolute neces
sity of a thorough obstetric training is realized 
throughout the land, and adequate lying-in hospitals 
are being furnished in numerous cities — not in all, I 
am sorry to say. The medical students in many of the 
schools not only see a large number of births but indi
vidually must look after a certain number of obstetric 
patients. In addition, they receive a systematic course 
of instruction in obstetric pathology. The fundamen
tal handling of obstetric cases has naturally not under
gone so marked a change as has the treatment of gyne-
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cologic and abdominal cases, I Krause gynecology and 
abdominal surgery are relatively new fields.

Gynecology.—To the older members of the profes
sion the "gynecologist" may still suggest the pessary 
and Churchill's tincture of iodin ; and it is hard for 
them to realize that at the present day the surgical pro
cedures dealing with the perineum anil of the pelvis 
are on just as firm and stable a basis as is the surgery 
of other portions of the body. The fundamental 
knowledge we owe in large measure to the pathologist, 
who has traced out the pathologic conditions from the 
beginning and has indicated the paths along which the 
disease may travel. For example, given a patient with 
a gonorrheal infection, we have only to remember that 
the germ comes from without. It may invade Skene's 
glands and the urethra; it may implicate Bartholin's 
glands, and then in succession the vagina, the cervix, 
the body of the uterus, the tubes and finally the pelvic 
peritoneum. Knowing the mode of prog: vssion of this 
infection, we can the more intelligently adopt the 
appropriate medical or surgical procedure.

We now know that a perineal operation alone may be 
of little value in the treatment of a case of prolapsus, 
and that failure will often follow if we do not at the 
same time shorten the round or uterosacral ligaments.

Our knowledge of tubal and ovarian diseases is 
sufficiently accurate to enable us in many cases to do 
conservative operations instead of uusexing the woman. 
Our studies of uterine tumors supplemented by an 
improved technic now enables us to do a supravaginal 
hysterectomy with little risk to the patient. When a 
patient complains of uterine hemorrhage we can usu
ally within twenty-four to forty-eight hours tell her 
with a surprising degree of accuracy the cause of this 
hemorrhage.

Twenty-five years ago cancer of the uterus was 
nearly always fatal ; today it i< far more amenable to 
treatment. Fully two thirds of all cancers of the body 
of the uterus can be permanently cured if operated on 
early, and some surgeons have been able to report 25 
per cent, of their patients operated on for cancer of 
the cervix as well five years later. When the splendid 
work being done by the American Society for the 
Control of Cancer, the Cancer Campaign Committee 
of the Clinical Congress of Surgeons, anil the Cancer
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Committee of the Council on Health ami Public 
Instruction of the American Medical Association has 
sunk deep into the minds of the laity of this country, 
the results will be even more encouraging.

I might dwell at length on the fundamental advances 
made by Howard A. Kelly and others in the methods 
of studying diseases of the bladder and kidney, but 
with these far-reaching contributions to gynecology 
you are also thoroughly familiar.

Abdominal Sun/cry.—The advances in abdominal 
surgery during the last twenty-five years have been 
so marked that they are almost overwhelming. Even 
fifteen years ago the ruptured appendix with or with
out a peritonitis was exceedingly common. The gen
eral practitioner has become such a champion of early 
operation that in many clinics, if the appendix happens 
to be ruptured when the abdomen is opened, he at once 
chides himself for any possible delay that may have 
occurred. Just here 1 should like to say that I am 
thoroughly convinced that in the past the one or more 
doses of calomel and the subsequent dose of salts have 
been in a large measure responsible for the appalling 
conditions found at operation. Thus far I have never 
seen a patient die who was operated on for appendi
citis before the appendix ruptured.

Twenty-five years ago few operations were per
formed on the gallbladder. Now if there be any pro
longed discomfort or distress in this region, the gall
bladder is promptly explored, in the vast majority of 
cases with permanent relief. The stomach washings, 
which were so prevalent even a decade ago, have in a 
large measure disappeared as a result of the prompt 
removal of the appendix or drainage of the gallbladder 
according to the nature of the case, and are, as a rule, 
resorted to only when it is necessary to make gastric 
analyses.

Operations on the stomach were formerly rarely 
undertaken. Now gastro-enterostomy is a common 
and relatively safe procedure. Ulcers are removed, 
strictures relieved, and where carcinoma is suspected, 
an exploratory operation is done at the earliest possi
ble moment.

Inseparably coupled with the advances made in this 
branch of surgery are the names of William J. Mayo. 
John M. T. Finney, W. L. Rodman and many others.
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Intestinal surgery twenty-five years ago was in the 
experimental stage, and we in this country are indebted 
to Nicholas Senn, William S. Halsted, Franklin P. 
Mall, John B. Murphy and others for their pioneer 
experimental work in this direction. When intestinal 
obstruction develops, we do not now fold our hands, 
saying that the case is hopeless, but at once do an 
enterostomy and, when the patient has improved suffi
ciently, hunt for the cause of the obstruction if nature 
has not in the meantime corrected it. I might describe 
the advances made in the surgery of other parts of 
the abdomen, but with these you are also familiar. 
The great strides made in abdominal surgery and in 
gynecology have of course been rendered possible by 
the fundamental labors of Louis Pasteur and Joseph 
Lister, and by those of Robert Koch,' who in 1878 
published his important paper on the causation of dis
eases from wound infection. Dr. W. W. Ford,1 2 in 
speaking of this work says :

In this paper Koch puts forward clearly the exact state of 
knowledge on the subject of surgical infections; he explains 
the difficulties which had to he overcome in working out 
their etiology and describes the results which others before 
him had achieved.

To those of you who have had a share in this great 
advance it must have been the source of the utmost 
satisfaction. To have lived during this period has 
been a great privilege. The progress in abdominal sur
gery of the last twenty-five years has without a doubt 
been greater than will ever occur in a similar period. 
The immediate death rate has been reduced from 
about 25 per cent, to 2 or 3 per cent. ; thus, if we tem
porarily relieved all patients we could reduce our 
mortality only 3 per cent. more.

There is no reason, however, why we should be in 
the least complacent. Many of our patients suflfering 
from tuberculous peritonitis are only temporarily 
relieved. We are helpless in our cases of general peri
toneal carcinosis, and many cases of cancer of the 
stomach, intestine, uterus and ovaries are beyond our 
control. There is still much to be accomplished.

1. Koch, Robert: Vntersuchungen liber die Aetiologie der Wundin- 
fektionskrankheiten, 1878.

-. Ford, W. W.: Bull. Johns Hopkins Hosp., 1911, xxii, 420.
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THE ALIGNMENT OF OBSTETRICS, GYNECOLOGY 
AND ABDOMINAL SVRGERY

With the rapid development in these three branches, 
new problems have arisen, and it may be well for us to 
consider briefly the relation that these three branches 
in question should hear to one another.

Obstetrics.—A thorough knowledge of this art is infi
nitely more important to the student than is a clear 
understanding of gynecology. The vast majority of 
medical students after graduation attend obstetric 
cases. These young general practitioners, if living in a 
fair-sized town or city, may when in trouble be able 
to consult with an obstetric expert, but often the prac
titioner’s time for temporizing is so limited that he 
must rely absolutely on his own initiative. The physi
cian living in the small town or in the country must 
pilot his patient through the dangerous shoals, relying 
entirely on the knowledge he has obtained from his 
former teachers, coupled with his own liberal supply 
of good horse-sense.

Gynecologic cases rarely call for such speedy treat
ment. If the general practitioner is uncertain as to 
his diagnosis and does not know just what to do, he 
can, as a rule, temporize for a day or two and in the 
meantime have a consultation with a gynecologist. 
Furthermore, most of the gynecologic patients are 
well enough to journey to the city to see the con
sultant at his office or at the hospital.

In obstetric cases the vast majority of the physicians 
are obliged to take full charge of the case irrespective of 
its gravity; hence the absolute necessity of our turning 
out graduates of medicine thoroughly grounded in the 
theory and practice of obstetrics. Dr. J. Whitridge 
Williams3 has given us a most comprehensive sum
mary of the obstetric teaching in this country, and 
pointed out in no uncertain terms the growing need for 
better methods and facilities.

In years past some of the prominent members of the 
profession tried to confine their labors to obstetrics and 
gynecology. A few succeeded, but as their practices 
increased the majority either became obstetricians or 
confined their work almost entirely to gynecology.

.3. Williams, J. Whitridge: Has the American Gynecological Society 
Done Its Part in the Advancement of Obstétrical Knowledge? Til* 
Journal A. M. A., June o, 1914, p. 1767.
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This was but natural, as these two branches cannot Ik- 
well handled together. In fact, obstetrics is similar 
to emergency surgery. No one can decide exactly 
when the birth will take place, nor can he determine 
with any degree of accuracy how long labor will last

Supposing the surgeon who practices these two 
s|x‘cialties arranges for four abdominal operations for 
tomorrow morning, and that just as he is leaving for 
the hospital to ofieratc he receives an urgent call to 
come and see one of his primiparas who is in labor. 
If this confinement lasts several hours, these four 
ojK-rations have to he |KJst|M)tied, the postponement 
causing much added anxiety not only to the four 
patients but also to the various relatives. A few such 
delays as this, and the friends of the patients will 
naturally look for surgeons that can be relied on to 
fulfil their engagements promptly. In a way this is 
very unfair to the obstetrician, inasmuch as the delay 
has been in no way his fault ; and yet the fact remains 
that it has been due entirely to an attempt on his part 
to combine two specialties that are not compatible with 
one another.

Again, let our surgeon arrange for a VVertheim oper
ation on a cancer patient for tomorrow morning This 
is without doubt one of the hardest abdominal pro
cedures. 'flic surgeon should he in the pink of con
dition. and it should he his first ojieration for the 
day. During the night he is called out to an obstetric 
case and is detained several hours. If he operates in 
the cancer case on schedule time, is he doing justice to 
himself or to his patient?

Is there any wonder that many physicians have 
given up this combination of obstetric and gynecologic 
practice? When asking your young medical men what 
line of work they are doing, they will often say that 
they are at the present time paying particular atten
tion to obstetrics, hoping later to enter the surgical 
ranks ; and many of the older men, who have good 
obstetric practices, are relegating that work to asso
ciates as their surgical practice increases. Do you 
blame them? Few there arc who would not do like
wise. When we look at the subject squarely, it is 
clearly evident that the obstetric specialist is the true 
missionary of the medical profession, and the most 
unselfish member in its ranks. Even though he be the
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head of his department, his time is not his own and 
there is no hour of the day or night when he may not 
be called.

From what Dr. Williams has told us, the obstetric 
training in America is not what it should he. Is it 
going to he improved if the head of the department, 
whenever possible, naturally hut gradually drifts over 
into surgery, leaving the obstetric teaching, both prac
tical and theoretical, largely in the hands of his asso
ciates? It is the duty of this Association to so 
improve the facilities and opportunities of the obste
trician that he will devote all his energies to the fur
therance of this all-important branch of medicine. I 
say “all-important," because on his teaching and prac
tice depends in large measure the life and happiness of 
the coming citizens of this land.

With the rapid progress in medicine and surgery, the 
needs of the obstetric clinics have been in large mea
sure relegated to the background. All large hospitals 
should have capacious and well equipped lying-in 
departments and 1 feel confident that in the neat- 
future even the smaller towns will erect up-to-date 
lving-in hospitals.

The young obstetrician in his preparatory training 
should include a thorough knowledge of medicine, 
pathology and bacteriology, and should also serve as 
a surgical assistant for a relatively long period before 
taking up his work in obstetrics. When be starts out 
as a trained obstetrician, he should be able at once to 
meet any abdominal or perineal surgical emergency 
that he may encounter. The obstetrician has the right 
to demand that every possible facility be afforded him. 
Not until this fact is so thoroughly realized that it is 
acted on bv the profession, will the best men be content 
to remain in this important but arduous field of labor.

If it could be so arranged that all private obstetric 
patients were delivered in maternity >, the wear
and tear on the obstetrician would be greatly lessened, 
and he would then have more time to work out the 
many important and still unsolved problems connected 
with this branch of medicine. Some of the problems 
extend over into other branches. Menstruation is 
undoubtedly one of these. Much has been said about 
it. but thus far little is known. It seems to me that 
it will require the combined labors of the anatomist,

7164
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physiologist, physiologic chemist, obstetrician nr 
gynecologist, together with much experimental work, 
before our knowledge on this subject becomes in any 
way complete.

Gynecology and Abdominal Surgery.—In the early 
days in this country travel was confined to the sea
board and rivers. If one wished to go from Baltimore 
to New York, the journey was made almost exclu
sively by water, and was one extending over several 
days. Gradually paths were carried hack into the wil
derness for a short distance, and later primitive roads 
were built and finally good stage roads. It was then 
possible to travel by fast relaying from Baltimore to 
New York in a few days. Now our express trains 
require four hours between these two points.

The progress in abdominal surgery and gynecology 
bears a striking resemblance to the gradual evolution 
in travel. In the beginning, only the outer surface of 
the abdomen and the vagina could be operated on. At 
a later date an occasional excursion was made 1 to the 
abdomen, as successfully carried out by McDowell. 
With the epoch-making discovery of asepsis, the 
motive power was furnished, enabling us to traverse 
all parts of the abdomen. Since that (late the “civiliz
ing" influences have been gradually extended until the 
abdomen and its contents are fairly well understood : 
There still remain, however, a certain number of dis
mal swamps and everglades.

The greater part of gynecology deals with the sur
gery of the lower abdomen. Sometimes the opera
tion is entirely confined to an exploration of the abdo
men, but frequently, as in prolapsus cases, in order 
that a satisfactory result may be obtained, it is also 
necessary to carry out some vaginal operation in con
nection with that in the pelvis. Where large tumors 
exist, the confines of the pelvis are temporarily carried 
far up into the abdomen, occasionally as high as the 
liver, and now and then the intestines are densely 
adherent and may require resection.

In a no mean percentage of the cases, digestive dis
turbances are associated with a pelvic lesion, and 
naturally require investigation at the time of operation. 
The surgeon, who largely confines his labors to the 
upper abdomen, not infrequently finds pelvic lesions



13

which he little sus|x*cted before the alxlomen was 
opened.

If the gynecologist coniines his work entirely to the 
pelvis, he will not infrequently overlook lesions in 
the upper abdomen, ami the surgeon in like manner 
will miss serious pelvic trouble.

When you or I take a watch to the jeweler, we 
expect him to overhaul it thoroughly, examining all 
portions of its mechanism. If lie returns it saying that 
the mainspring which was broken has been repaired, 
but the watch still will not go, we arc naturally dis
satisfied and will try a more competent man. If we do 
not carefully explore the abdomen in all cases, we are 
bound to overlook many little-dreanied-of pathologic 
conditions — conditions that will still render the 
patient uncomfortable.

Suppose 1 have done some pelvic operation and 
have overlooked gallstones or a duodenal ulcer. The 
patient will usually lie far from well and will in a few 
weeks or months decide to call in a man capable of 
properly treating the upper abdominal lesion. What 
does this lack of preparedness on my part entail for 
the patient? Twice the length of time in the hospital, 
twice the amount of pain, twice the amount of hospital 
exiKMise and two ojicration fees, not to speak of the 
added risk of the second operation. This is an age 
of economy, an age of short cuts, ami an age when 
by-products are utilized to the limit. It will not lx* 
long before the laitv will demand that any one who 
enters an abdomen must be capable of doing everything 
necessary in that al>domcn, ami in those cases in which, 
on account of the lesion present, a second operation is 
required, it will be necessary for us to explain care
fully just why the alxlomen must lie opened again. 
Some one will say, ‘‘This is all very well : you should 
make an accurate diagnosis beforehand." This might 
be perfectly plausible if the anterior abdominal wall 
were made of plate glass, hut even then, as we all 
know, sometimes, when the abdomen has been opened, 
it requires considerable search to find the exact loca
tion of the trouble. Now and then, when visiting the 
clinics of well-known surgeons, I cannot help feel
ing a twinge of wicked pleasure on seeing that their 
diagnoses do not always tally with the findings — it 
makes me feel thoroughly at home. The only abdomi-
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liai surgeon who makes no mistakes in diagnosis is 
either the one who has no practice or the one who has 
given up the scalpel.

In recent years, business men have been greatly 
aided by economy or efficiency experts. Strangers 
come in, look over the business and see where, by more 
efficient methods, more may be accomplished, often 
with diminished labor. If we called in such an expert, 
what would he say? In the first place, he would point 
out that it is not necessary for two classes of surgeons 
to work in one abdomen — a space the confines of 
which nature has so well defined. In the second place, 
lie would say to both the surgeon of the upper abdo
men and to the surgeon of the lower abdomen: “You 
have spent long years in preparing yourselves for doing 
abdominal surgery, you have mastered the funda
mentals of medicine, you have a good knowledge of 
bacteriology and pathology and have perfected your
selves in the methods of operation ; and yet, because 
one pelvis happens to contain a small round muscular 
body with two smaller bodies on the sides, one of you 
confines your work in large measure to men, the other 
to women. You are only running half capacity. There 
is absolutely no reason whatsoever why you should 
not both do abdominal surgery in the two sexes. It 
is practically the same, the only difference being that 
there is no operation in abdominal surgery that can 
compare in difficulty with a complicated Wertheim 
operation for cancer of the cervix.” After seventeen 
years' experience in abdominal surgery in men and 
women, 1 myself am absolutely convinced that pelvic 
surgery offers many more difficulties and is harder of 
execution than is the surgery of the upper abdomen.

Till-: TRAINING OF TIIE ABDOMINAL SURGEON

Every man who aims to make abdominal surgery his 
life work should have a most thorough training in gen
eral medicine, lie will then not forget that pain in the 
right iliac fossa does not always mean appendicitis. 
I Ic will know that occasionally this soreness is present 
in an early stage of typhoid fever. He will remember 
that there is such a thing as lead colic and that in 
children severe abdominal pain may be the precursor 
of a pneumonia. A thorough knowledge of this most
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fundamental and broadest branch of medicine will 
save him from many pitfalls.

In addition to his course in general pathology he 
should have an extensive knowledge of the pathology 
of all the abdominal structures. The abdominal sur
geon of the future must he a well-grounded pathologist ; 
two years in the necropsy room would be of inestima
ble value to him. Then lie should pay particular atten
tion to the bacterial flora associated with the various 
abdominal lesions. He has now finished his appren
ticeship, and should become an assistant of an abdom
inal surgeon. Here he will not only learn the various 
operative procedures and perfect himself in these, but 
he will also become experienced in the preparatory and 
after-treatment of the patients. The after-treatment, 
by the way, is of great importance, the postoperative 
journey often being rough and tempestuous, or rela
tively smooth, according to the manner in which the 
assistant handles the case. After several years spent 
in this way, the assistant is thoroughly competent to 
start out on his career. The surgery of the Vnited 
States has made wonderful strides during the last 
decade. We must prepare ourselves to become the 
graduate school for the world.

CONCLUSION
In the brief time at my disposal I have hastily 

scanned the salient points relating to obstetrics, gyne
cology and abdominal surgery, the subjects treated in 
our section. Necessarily much has been omitted. The 
points that I want to leave with you arc:

1. Obstetrics must be made more attractive, so that 
those entering this branch will not be tempted to leave 
it for less laborious fields.

2. Any surgeon opening the abdomen should be 
capable of doing everything necessary in that abdo
men. In other words, gynecology and abdominal sur
gery logically belong together.

3. This realignment of abdominal surgery is abso
lutely necessary if we are to accomplish the maximum 
amount of good for the patient.

20 Fast Eager Street. ,
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i:\ri.v Tvm:RCvi.osis 01 mi œryix
H y THOMAS S (Tl.l.IV M II., I \ V S.. Hutimoim . Makvland

A l l'AN wet‘k> ago. whin taking up 
/ \ diseases of the < trvlx with my da» in 

V gynecological Pathology at the Johns 
Hopkins Hospital, we enc ountered the 

following striking example of very early lu 
berculosis of the cervix:

Gyn. Nos. 10,544 and 20,660. The patient, a 
healthy looking c olorcd woman. 25 years of age, was 
admitted to the Johns Hopkins Hospital on October 
16, 1014, complaining that she had been disc harging 
fecal matter through the vagina for two years. She 
had been married six years but had never been

the bladder and tube were freed and the fistula 
between the vagina and rectum wasc ut acnis- The 
small opening in the- sigmoid was closed. The 
uterus which contained several myomata was now 
removed, a complete hysterectomy being done.

The laboratory diagnosis was: bilateral (ollitular 
salpingitis, uterine myomata, tuber 1 ulosis of the en 
ilotnelrium, tuber, ulosis of the rrni.\.

The photograph of an area from the section of 
the eer\ ix shows at eac It outer portion of the pie tore 
normal squamous epithelium with a normal under
lying stroma. In the center, the- superficial portion 
of the squamous epithelium is still intac t : the under
lying layers of epithelium are missing, and a errs-

i:'

Gyn. Nos. iq,544 and 20,660; Gyn. rath No. 20,'no. The tuberculoid process 
was much more advanced in the mucosa lining the cavity of the uterus than in the 
cervix. The cervical mucosa is intact. In the center of the field is a well-defined
tubercle consisting of epithelioid cells and 
Between the tubercle and the overlying - 
filled with blood. The stroma to the left c 
infiltration.

pregnant. Her menses had begun at 10, but for 
the last five years she had had no periods.

At operation Dr. J. Craig Neel, the resident 
gynecologist, found the uterus in rctro|>osition and 
the bladder adherent to it above the internal os. 
The sigmoid was adherent to the vesico-uterine 
reflection just above the level of the internal os. 
The right tube and ovary had become twisted over 
the anterior surface of the uterus.

containing giant cells of various types, 
uamous epithelium is a crescentic space 
the tulien le shows some small round e ell

cclitic space is seen Idled with blood. Immediately 
beneath this is a tubercle, cm copying partly the 
epithelial layer and partly the underlying stroma. 
It is sharply circumscribed, consists of epithelioid 
cells and contains several types of giant cells. The 
stroma on the left shows small round-cell infiltration.

Tuberculosis of the cervix is rare, and such an 
early stage as is here depicted I have never seen

Iroen Ike (,ynecologk.il ()r|iurtment of the John* tlupkm- Medical SchisiLnd ol the Julien Mu|*ini llm|ntal krad l*lorr the southern Surgical 
and c,ynrcolugital Auociaticm. Cincinnati, llnrmtirr ic-ic. lye-,
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ADEXOMYOMA OF THE ROUND LIGAMENT AND lNCARl'ERATED 
OMENTUM IN AN INGUINAL HERNIA, FOGETHER 

VORMING ONE TUMOR'
By THOMAS S CULLEN, M B.. FACS, Bxi.tiu.ki , Maivianu

I
 A< )R many years isolated cases of adc 
-A nomyoma of the uterus have been 

recorded, but it was not until the
epoch-making monograph on the sub

ject published by von Recklinghausen that 
we were given a thoroughly comprehensive 
picture of this condition. In March, 1895, * 
reported my first case of adcnomyoma of the 
uterus, before the Johns Hopkins Medical 
Society; since then I have been much in 
terested in adenomyomata.2

In 1896 it fell to my lot to record the first 
case of adcnomyoma of the round ligament. 
At this time 1 sent Professor von Reckling 
hausen a slide from the round ligament 
tumor and when writing me a short time later 
he said that he had shown my section before 
the Naturforscher Versammlung at their 
Frankfurt meeting. Since that time quite 
a number of adenomyomata of the round 
ligament have been detected.

When analyzing the umbilical tumors 
recorded in the literature 1 encountered quite 
a number that had been variously diagnosed. 
These tumors were found only in women, 
tended to swell at the menstrual period, and 
occasionally discharged a little blood at tin- 
period. On section some of them contained 
small spaces filled with old blood. These 
tumors proved to be adenomyomata of the 
umbilicus. To Goddard belongs the credit 
for first properly interpreting these tumors

More recently adcnomyoma of the recto 
vaginal septum has been noted. Cuthbert 
Lockyer and Jessup have each recorded two 
cases and I have had four. In 1899 my 
colleague, I)r. William W. Russell3 reported

• Cullen, Thomas S. Adenomyoma of the round ligament, Johns 
Hopkins limp Hull.. i8g6, May and June. No- tv and (. t. Adcnomyoma 
Uteri dirtusum benignum, Johns Hopkins Huso Kc|>ort- 1H9O w
I urthrr remarks on adenomyoina ol the t.nmd ligament, Johns Hop 
kins Horn Hull.. iS0S. No. M7 'June). Adenomyoma des l leru- \er 
lag von August Hirschwald, Her!in: loot; Adenomyoma 01 Il e lileru-, 
1008; Adcnomyoma ol the uterus. J Am M. A- . loos. January. 1 
107; Cmhillcal tumors containing uterine mucosa or remnant- m 
Mueller’s ducts. Surg . Gynec. & tibst", mii.May. i7o. Adenomyoma 
ol the rectovaginal septum, J. Am M. Ass., tow. Itii. Si -

• Russell. William W. Aberrant jxirtions ol the Mucllcrian duct 
ound in an ovary. Johns Hopkins llosp. Hull., 189g, a, 8.

a cast* in which a large amount of uterine 
mucosa was found in the hilum of the ovary. 
In this instance, however, no myoma v: isted.

From the foregoing, it will be seen that we 
may find adenomyoma in the uterus, round 
ligaments, rectovaginal septum, or in small 
umbilical tumors.

Nearly three years ago 1 encountered an
other adenomyoma of the round ligament. 
Of this case I herewith give a brief report :

Mrs. J. Q. J.. aged 4;, was referred to me bv fir. 
N. ('. Trout, of Fairfield, Fa., and admitted to the 
Church Home and Infirmary March 6, tot ;. She 
had complained of a lump in her groin for several 
years. This was very firm and appeared to be 
cystic. It was about 1 cm. long, 2 cm. broad, and 
somewhat lobufated ( Fig. 1). Site also complained 
of pain in the appendix region.

Operation. I first made a median incision and 
found the rectum firmly adherent to the left ovary

Fig. 1. Adenomyoma of the round ligament and 
incarcerated omentum contained in an inguinal hernia, 
together forming one nodule.

(lyn. Path. No, iq.oiS. The nodule la> a little above 
Poupart's ligament. Ii was 4 rm. long, .■ cm. broad, and 
somewhat Inhabited. It was prcceptibly larger at each 
menstrual period. At operation the up|ier part of the 
tumor was found to be very dense and intimately blended 
with the fascia. It contained cyst spaces, some of which 
were filled with chocolate colored fluid. The lower pnr 
tion of the nodule consisted of omentum which had emerged 
at or near the internal inguinal ring. The histological 
appearances are shown in Figs. 2, 3, and 4.

1 From the Gynecological Department ol the Johns Hopkins Medical School and of the Johns Hopkins Hospital. Read More the Southern 
Surgical and Gynecological Association, Cincinnati, Itrcemlier ij-h. iui ,



SURdKRY, C.YNKCOLOdV AND OBSTETRICS

/■ -'if'

l'"ig. Apparently discrete myomatous nodules in an 
advnomyoma of the round ligament. (lyn.-Path. No. 
10,018. The greater part of the specimen stains diffusely. 
It consists chiefly of fibrous tissue and contains non-striped 
muscle. It will be noted that the adi|>osc tissue at tin- 
bottom is being irregularly replaced by fibrous tissue. 
There are three distinct areas that have a whorled appear
ance. They form a roughly triangle in the picture. These 
areas are very cellular, anil closely resemble young myom
ata. They may possibly, however, be very cellular areas 
iif the characteristic stroma that usually surrounds uterine

over a considerable area. The adhesions were 
gradually loosened and the raw area on the bowel 
was closed. The lumen was not injured. I then 
examined the omentum and found that it passed 
down through a hernial opening near the right 
internal inguinal ring and then directly out into the 
adipose tissue of the anterior abdominal wall. The 
omentum was cut off at the internal ring, tied, and 
pushed out of the way. The extraperitoneal por
tion of the omentum was left undisturbed. The 
peritoneum over the internal ring was now closed 
from within. I then removed the appendix which 
showed evidence of old inflammation, there being 
present adhesions passing off from it in various direc-

After closing the abdomen 1 made an incision 
over the tumor in the right inguinal region. This

1

l-'ig. .<• Adenomyoma of tin- round ligament. (lyn.- 
I’ath. No. uj.oiS. The solid |Hirtion of the specimen con
sists of non striped muscle and fibrous tissue. A little 
Ik-Iow the center of the field is a gland lined with one 
layer of cylindrical epithelium. In some places it is sep
arated from the tumor proper by a definite stroma.

Projecting from the surface on the right of the sjiccimen 
is a dome-shaped muss of tissue very rich in cells with 
oval nuclei. This tissue is identical in every way with the 
characteristic stroma of the uterine mucosa. In the lower 
part it contains a small gland lined with one layer of cy
lindrical epithelium. "The surface of this dome-sha|>ed mass 
of stroma is covered over with one layer of cylindrical 
epithelium.

The entire picture is that of a typical adenomyoma. 
The dome-shaped mass of mucosa evidently projected 
into one of the cyst-cavities noted macroscopically.

tumor was adherent to the skin. The skin was 
dissected back and the mass literally cut away from 
the fascia. There were numerous cysts, some filled 
with clear contents, others with a slightly turbid 
lluid, and quite a number with chocolate-colored 
fluid, strongly suggesting adenomyoma. Adeno
myoma was considered probable, some stress being 
laid upon the declaration of the patient that the 
lump appeared to increase in size at each menstrual 
period. After dissecting away the lower portion of 
the tumor, which was also adherent to the fascia, 
I now lifted up the omentum from the hernial open
ing. The hole left near the internal ring was slit
like in form, about 1 cm. long and 4 mm. broad. It 
was closed with kangaroo tendon. To dissect 
back the fascia, and do an orthodox operation
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mm
Mg. 4. Tin- lining of a cyst in an aclcnnmyoma of the 

round ligament. (iyn.-Patli. No. 10,01 s. Tin- tumor 
consists of fibrous tissue ami non-stri|K‘d muscle. I'lie 
inner surface of this cyst was undulating and had numerous 
depressions running off from it. These depres-ions may 
with equal propriety lie ilesiribeil a- glanils. The 1 \ l 
is lined with one layer of cylindrical epithelium, which ai 
the more prominent or exposed points has la-come 1 uhoiilal.

was out of the question, because of the large defect 
that would have been left. At most points good 
firm scar-tissue existed. I dosed the wound with 
through-and-through silkworm-gut sutures; ac
curate skin approximation was made with line black 
silk. The lower angle of the wound was drained 
with protective. The patient made a good re-

On December 8, 11)15, Dr. Trout wrote me, saying 
that he had just spoken to the patient. She has 
had no return of the trouble, is free from pain, and 
has gained twenty pounds.

Gyn.-Path. No. 19.01S. The outlying portion of 
the tumor consisted of fat with here and there 
yellowish or brownish pigmentation, suggesting the 
pigment of old hæmorrhage. The central portion 
of the tumor closely resembled fibrous tissue. It

had cystic spaces scattered throughout it. The 
contents of these varied, as noted above, some living 
clear, others turbid, and some being filled with 
< hocolatc like material.

//islolt’^ii,:!. x.iniiii.ilioo I'hc outlying portion of
the specimen consisted of adipose tissue N-% one 
passed toward the tumor, the fat was gradually and 
irregularly replaced by fibrous tissue, which in 
many plai es had undergone almost complete hyaline 
transformation Scattered here and there through 
out the fibrous tissue were large or small areas of 
non striped muscle. Several very small discrete 
myomata were also noted 1 Mg. \i numerous 
points in the tumor were glands, tubular or round 
and lined with one layer of cylindrical epithelium 
d ig v. Some of the glands lav in dim t contact 
with the fibrous tissue or muscle; others were 
separated from the tumor by the characteristic 
stroma of the mucosa. The cyst spaces noted 
mai rosi opicallv were lined with one layer of 
cylindrical epithelium (Mg r

From tlu- description it is perlcitly clear 
that this was an adenomyoma of the round 
ligament associated with a large amount of 
fibrous tissue. From a clinical standpoint 
the coexistence of a small inguinal hernia with 
incarcerated omentum and an adenomyoma of 
the round ligament is very interesting. I'he 
increase in size of the inguinal nodule at tin- 
period naturally made me suspicious of 
adenomyoma, and the indications supplied 
by the presence of old pigment in the fat at 
operation, coupled with the fact that some 
cysts contained chocolate-like material, jus 
tilted a tentative diagnosis that the tumor 
was an adenomyoma even before the micro
scopical examination. I have not as yet gone 
over the recent literature, but do not know of 
any other case in which an inguinal hernia 
and an adenomyoma were found in the same 
hernial protrusion.



Dr. Thomas S. Cullen then spoke 
on "Endometritis." giving its |o|h- 
ologv. symptomatology ami treat
ment. Endometritis, as its name im
plies. is an inflammation of the mucous 
membrane of the uterus, and may he di
vided into the acute and chronic stages. 
In the gross appearances in the acute 
form, the mucosa is usually covered with 
a grayish-white exudate composed chiefly 
of pus. and the mucosa itself presents a 
slightly granular surface ; is red and in-

( )n histological examination of such 
a uterus the exudate covering the sur
face of the mucosa is found to he com
posed chiefly of polymorphonuclear leu
cocytes or pus cells. The epithelium 
covering the surface of the mucosa is 
swollen and somewhat distorted, and 
may at times proliferate, resembling 
squamous epithelium. Again, the epi
thelium may increase in such a way that 
new glands are formed on the surface. 
This condition is rare. Between the epi
thelial cells are many pus cells and a few 
small, round cells. The uterine glam Is 
are usually normal in number and have 
an intact epithelium, hut that near the 
mouths of the glands is somewhat swol
len, and between the epithelial cells are 
many pus cells ; these are also numerous 
in the gland cavities. The stroma of the 
mucosa—in other words, the tissue be
tween the glands—shows considerable 
dilatation of its blood-vessels, and in the 
superficial portions is freely infiltrated 
with polymorphonuclear leucocytes. 
Such is the .picture found in acute endo
metritis.

In chronic endometritis the mucosa is 
slightly granular, and in rare instances 
is gathered up into polypi, producing the 
so-called polypoid endometritis. On his
tological examination of the mucosa in 
the chronic form the surface epithelium is 
usually intact, but instead of being of the 
high cylindrical form, is cuboidal, or 
spindle-shaped. The glands are usually 
small, but some are dilated and their epi
thelium is flattened. This is due to the 
constriction exercised by the newlv- 
formed connective tissue. The stroma 
of the mucosa shows much small, round
cell infiltration, but the polymorphonu
clear leucocytes have to a great extent 
disappeared.

In those cases where the polypoid con
dition is found the tips of the polypi are 
covered by one layer of epithelium and 
the stroma consists almost entirely of 
small, round cells.

Between tlje acute and chronic stages 
all transitions can be traced. The term 
glandular endometritis is a most im

proper one, and one is led to believe that 
the glands take an active part in the pro
ves:. lntt as we have seen the gland ele
ments play an entirely passive role the 
term glandular endometritis should be 
abandoned. Endometritis is supposed 
to be of very frequent occurrence, but 
Cullen has carefully studied the results 
in 1800 gynecological cases in the joints 
Hopkins Hospital and only found endo
metritis forty-nine times. The mucosa 
has been studied in every case where the 
uterus has been removed or where sett
ings were taken, and included many 
cases where the uterus was removed on 
account of myomata or where there were 
double pus tubes. He found that even 
where there was marked pvosalpinx on 
one or l*oth sides that the uterine mucosa 
was frequently perfectly normal. This is 
at first sight difficult to explain, as the 
inflammation has in all probability ex
tended to the tubes from the uterus. 
When the tubal mucosa becomes in
volved the fimbriated extremity is oc
cluded and the pus accumulates, finding 
no exit. The uterine cavity, on the con
trary. forms a ready avenue of escape 
for the pus from the uterine mucosa, as 
with the uterine cavity almost perpendic
ular the drainage is ideal ; hence it is 
readily seen how the mucosa may have 
regained its normal or comparatively 
normal condition before the uterus is re
moved.

The question is naturally asked, why 
do so many speak of this or that case I ic
ing one of endometritis? We all Içtlow 
that an offensive leucorrheal discharge 
is frequent, and naturally infer that the 
patient is suffering from endometritis. It 
must, however, be remembered that we 
are dealing with a mucous membrane 
where it is normal for the blood to escape 
once each month. On histological ex
amination we find a ready explanation 
for the facility with which the blood pours 
out, namely, in the fact that the veins in 
the mucosa have merely a layer of endo
thelium separating them from the stroma 
of the mucosa. In patients with a low
ered vitality all have frequently noted the 
presence of a leucorrhea. and have been 
surprised to see that it disappeared with
out treatment as soon as the patient re
gained her usual strength. There has in 
these cases been a temporary escape of 
the white blood corpuscles from these ve
nous sinuses which are so prone to allow 
of the escape of the red blood corpuscles. 
Endometritis cannot be positively diag
nosed without the aid of the microscope. 
The treatment consists in dilating and 
curetting the uterus. Dr. Cullen exhibit
ed several drawings of the gross and his
tological changes found in endometritis.
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